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Background of paper

1. Germany hosting G20 summit this week

2. Large interest in original SHI/ Bismarckian system 
(not the least because of UHC) around the world –
and 135th birthday very soon

3. Basic principles of German-style SHI not well 
understood (regulation is sometimes simply 
copied); while lots of details are available (“HiT”)

4. Growing interest in performance assessment and 
need to link it to health system context

5. Aim therefore to: focus on “recent” developments 
(not individual reforms) of German health system, 
put/explain them in historic perspective and assess 
current system regarding performance 



Structure of paper

1. Introduction

2. The first 110 years (1883-1993)

2.1 From compulsory workers’ insurance to population health coverage

2.2 From cash-benefits to services-in-kind

2.3 Self-governmental structures: from appeasement of workers to joint 
decision-making bodies 

3. The past 25 years (1993-2017)

3.1 The attempt to improve a solidarity-based system through  competition 

3.2 From cost-containment to quality (and achieving universal coverage along 
the way)

3.3 Self-governance and the Federal Joint Committee

3.4 The German health insurance system in 2017

4. Balancing solidarity and competition (How does the German 
health care system perform?)

5. Conclusions and recommendations

+ boxes on public health, the system in 1933-45 and in East Germany …



Key messages (I)
• In 1883, Germany became the first country in the world to 

establish a social health insurance system based on solidarity; 
continued expansion and improvement over 135 years have 
shaped a system with universal coverage and a generous benefits 
basket.

• The key principle of self-governance initially applied only on the 
payer’s side; a payer-provider joint system of governance was 
introduced in 1913, and further developments culminated in the 
founding of the Federal Joint Committee in 2004.

• Beginning with the introduction of choice among payers (sickness 
funds) in 1993, elements of competition and a market 
orientation have been gaining momentum but have not 
threatened the principle of solidarity and the strong degree of 
self-governance of the system.



Empire – Republic – dictatorships – German separation and unification: 

SHI resiliance with expansion of population & benefits coverage
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Self-governance and competition (among
providers and payers): the central role of 
the Federal Joint Committee



Key messages (II)
• Joint self-governance has developed alongside competition and 

has contributed to a system with good access to health care; 
however, joint self-governance has also jeopardized continuity of 
care and has led to an oversupply of pharmaceuticals and 
inpatient care. 
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Unfortunately hidden in the appendix: the unnoticed 
increase in pharmaceutical consumption 
by 50% (while costs increased “only” 20%)

| Source: Busse et al., Lancet 2017 | 



Pharmaceutical policies: 

evaluation and reimbursement

| Source: Henschke/ Sundmacher/ Busse, Health Policy 2013 | 

… while much attention was put on patented drugs



stable expenditure/ case

= high technical efficiency

but increasing case numbers

 increasing expenditure

Important hospital utilization and cost 
figures, 2003 (DRG introduction) - 2014

| Source: Busse et al., Lancet 2017 | 
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15%

50%

+30%

… which differentiates Germany …
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… mainly due to a massive bed supply



1 in 200 Germans 
spent the day as 
inpatients (vs 1 in 
500 Danes)* and 
1 in 20 see an 
ambulatory care 
doctor every day

* 1.74 bed days/ year/ capita in 
Germany vs 0.71 in Denmark

| Source: Busse et al., Lancet 2017 | 



Key messages (III)
• Joint self-governance has developed alongside competition and 

has contributed to a system with good access to health care; 
however, joint self-governance has also jeopardized continuity of 
care and has led to an oversupply of pharmaceuticals and 
inpatient care. 

• Since the late 1990s, the German health care system has moved 
towards integrated care and evidence-based health care, with 
new financial incentive schemes for both sickness funds and 
providers to improve quality and efficiency of care.



And what 
about the 

quality? 
The large 

ambulatory 
care sector 

should 
people out 

of hospital –
but doesn’t

… and 
inpatient 
quality is 

also mixed

| Source: Busse et al., Lancet 2017 | 



Amenable mortality has declined 
(but is still higher than in many other countries) … 
and costs for achieving this are high 

| Source: Busse et al., Lancet 2017 | 



Key messages (IV)
• Joint self-governance has developed alongside competition and 

has contributed to a system with good access to health care; 
however, joint self-governance has also jeopardized continuity of 
care and has led to an oversupply of pharmaceuticals and 
inpatient care. 

• Since the late 1990s, the German health care system has moved 
towards integrated care and evidence-based health care, with 
new financial incentive schemes for both sickness funds and 
providers to improve quality and efficiency of care.

• The German health care system has proven to be remarkably 
resilient and capable of extensive changes, while modernising 
gradually rather than through radical reforms; however, today it 
faces the same challenges as health systems in other developed 
countries, such as population ageing and increasing chronic 
disease burdens.



Recommendations (I)

“Germany’s pragmatic policymaking style with its 
limited state control of the health system means that 
the legislator is charging the same actors with solving 
the problems that they created in the first place … 

[T]he practice of setting policy objectives at the federal 
level but leaving it to self-governing actors to work out 
the specifics might need to be reassessed. … 

[Q]uality and efficiency targets might need to be spelled 
out specifically in the law and … the definition of details 
and implementation need[s] more vigilance and 
enforcement in case the self-governing actors are too 
slow, too unambitious, or simply too divided.” 



Recommendations (II)
In addition to quality improvement, we recommend the following key 
actions: 

1. redefine the legal framework for statutory health insurance and 
private health insurance to address inequities in financial 
contributions;

2. close the gap between ambulatory and inpatient care, with 
particular attention to issues that fall between the two sectors (e.g. 
emergency care and care for highly specialised cases);

3. reduce total hospital capacity and centralise services in those 
hospitals that consistently provide high-quality care;

4. reform the payment system for doctors to further address 
imbalances between regions (e.g. rural vs. urban, areas with low vs. 
high shares of privately insured persons) and specialties;

5. strengthen primary care vis-à-vis specialists in ambulatory service 
provision, and 

6. explore and test new roles for health professionals such as nurses.


