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German health system
Germany has a compulsory health insurance system for app. 88% of 

the population (12% privately insured)
� Currently app. 250 insurance companies in the compulsory system

� Coverage of all healthcare service expenditures
� Financing via percentage of wages (50% employer, 50% employee), 

avg. fee is ca. 14,2%
� Accidents at work covered by special accident insurance
� App. 150 private companies
� Investments are covered by the states, but due to bad financial 

situation, many states suffer severe investment jam.



German health system

The most important difference to the Nordics
� Strictly different financing mechanisms and budget

proportions between the different sectors:
� Outpatient
� Inpatient
� Rehabilitation
� Prevention



Healthcare expenditures 2005

� In 2005 there was a 
total of € 250 Bill. of 
healthcare
expenditures

� App. € 144 Bill. 
Were covered by
the compulsory
system (see details
right)

� Private companies
covered app. 9% of 
the expenditures

Services Expenditure in Bill. € %
Doctors fees 21,6 15,04
Dental care 7,52 5,24
Dental prosthetics 2,45 1,7
Medication (from pharmacy and others) 23,65 16,47
Orthopedic aides and others 8,18 5,7
Hospital services 49,01 34,12
Sickness funding 5,86 4,08
Transportation 2,8 1,95
Prevention and Rehabilitation 2,38 1,66
Homecare 1,93 1,34
Administrative costs 8,05 5,61
Other 10,18 7,09
Total expenditures (compulsory only) 143,61 100



The hospital sector
� Hospitals are in ownership of:
� States or communities (app. 40%)
� Social and religious welfare organizations (app. 30%)
� Private companies (app. 30%)
Funding:
� Buildings and technical equipmentÆ regional state (except private 

hospitals)
� Medical treatmentÆ insurance (public, private, other)
� All companies contract to the same conditions with each hospital!!



Hospital financing

The hospital system is heavily regulated by federal and 
state laws

� Since 1993 continuous budget cap
� Budget can only grow accordant to cash inflow on insurer‘s side
� Insurers income dependent on wage – level

� Since 2000 step-by-step introduction of prospective
payment system via DRGs (Diagnoses related groups) 
Æ shifting cost risks in treatment from insurance to 
hospital!

� As introduction is adjusted to relative sloth of public
sector, private companies can easily make profits



Hospital sector in constant shift to private 
ownership and reduction of total number

The German hospital sector 1994 - 2005
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DRG introduction in Germany

Step-by-step adjustment of hospital income from historical
budget to activity based paymentÆ convergence

� Expensive hospitals loose budget, cheaper ones get
more

� Adjustment happens on state level
� DRG – System does not yet explain all cost differences
Æ if special risks are not paid, the hospitals treating
those have a significant market disadvantage (e.g. 
complicated hospital infections)

� The goal in Germany is 100% activity-based payment!



‚Convergence‘ – price adjustment
Base price for standard patient (cost weight 1.0)

2004 2005 2006 2007 2008 2009

Standard price
per state

3,200€ -15%

+15%

-20%

+20%

-20%

+20%
+20%

2,700€

2,500€

-20%

+25%

-25%



Risk adjustment
To prevent taking budget away from the ‚wrong‘ hospitals, the following

measures were taken
� Continuous improvement of accuracy (and complexity) of the DRG –

payment system
� DRGs for individual negotiation (long-term care for spine injuries, 

etc.)
� Co-payments (mainly expensive drugs and prosthesis)
� Extra budgets for special tasks (e.g. burn unit, infectious disease 

isolation unit)
Nevertheless budgets shifts occur mainly from big (university or

tertiary) hospitals to smaller ones (with less differentiated treatment)!



Co-payments

Mainly expensive drugs
� Antifungals
� Chemotherapy
� Intensive care
� Blood and blood products
Special opportunity: ‚NUB – payments‘ for NEW diagnostic

and therapeutic methods (not older than 3 years, only
from year to year, hospitals have to file for individually)



Outlook 2007 – 2009: Health 
system financing
Coming changes (health reform effective 04/2007):
� Building up a national healthcare fund

� Insurance companies get money out of it correspondent to the
morbidity of their members

� Government gives money for unemployed, children, etc.
� If one company does not collect enough money from the fund, 

co-payments from the members
� Private companies have to include more members

without formal health check before
� Selective contracting will be possible
� Most important: Better possibilities of transsectoral

collaboration and building up e.g. population based 
service structures



DRG in Europe

AR-DRG based

AP/HCFA DRG based

Nordic DRG

Individual DRGs



Why DRG?

DRGs are the most common instrument for activity based 
hospital financing systems in industrial nations worldwide

However, there are the Paradigms of DRG –
reimbursement:

� Principally excellent idea, because reimbursement is
directly bound to diseases and their related cost

� Moreover it is patient-related
� But: The bigger proportion of the hospital budget to be

financed via DRG the more complex they have to be

Additional challenge in Germany: >300 payorsAdditional challenge in Germany: >300 payors



The German Solution
In Germany the Australian Refined DRG System (AR-DRG) 

was taken as starting point and then adapted, key
features:

� Strong relation to clinical entities
� Excellent respection of co-morbidities via CCL/PCCL 

system
� Logical, hierarchical nomenclature instead of mere

numbers
Additional features:
� Hours of mechanical ventilation trigger expensive DRGs
� Age and birthweight as further discriminators
� Length of stay is taken into account for short- and long 

stay outliers



The German solution II
The "Evolution" of G - DRG
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The German Solution III

G-DRG Version 2007 in brief:
� 1035 DRGs with nationwide cost weights
� 47 DRGs for individual negotiation or same-day
� 105 co-payments
� App. 100 NUB-payments
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Background

� „The coding represents the bill“ (Dr. B. Rochell, German 
Medical Association):

� Coding errors lead to wrong DRG - results
� Wrong DRG results lead to wrong bills
� Wrong bills lead to rejection
� Rejection leads to more work and financial problems
� A preliminary project with the German MDK showed lots 

of action areas



Goals

� The development of our „Audit & Fokus“ system 
aimed at:

� Providing a reliable tool for the measurement of 
coding quality

� Giving the possibility of benchmarking Coding
quality not Casemix points!

� Identifying the areas of interestÆ where can we
improve?

� Measuring financial consequences
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Diagnoses

Procedures

Medical record

☺

The The scoringscoring systemsystem



Scoring system - diagnoses
Principle diagnosis wrong 0

right, but not exact 15
right 20

correctness of sec. Dx all wrong or not coded 0
lt. 50% right 2
mt. 50% right 3
all right 5

Completeness of sec. Dx no coded, although there were -5
lt. 50% coded -3
mt. 50% coded 3
all coded 5

Up Coding n x -1 -X



Scoring system -
procedures

correctness of procedures all wrong or not coded 0
lt. 50% right 2
mt. 50% right 3
all right 5

completeness of procedures no coded, although there were -5
lt. 50% coded -3
mt. 50% coded 3
all coded 5

45



Scoring system – medical
record

Completeness of lab results incomplete 0
complete 2

Orders for treatment missing often 0
nearly complete 2

Order in the record no order, lose stack of paper -1
results often in wrong order 0
neat record, good order 1



The scoring system –
coding quality

Overall coding quality correct = everything correct
some errors = errors without DRG relevance
major errors = errors with DRG relevance or 
wrong PDX



Audit & Fokus – The audit process

� Drawing a data driven sample (eventually representative = bigger
sample)

� Analyzing discharge reports
� Analyzing medical report
� Assessment = Scoring
� Patient report
� Department reportÆ Same day dialogue with the responsibles
� Complete report
� Presentation



„Audit & Fokus“ database

¾ MS – Access database with import functionality for
patient records

¾ Scoring page to document the results by clicking
¾ Some functions for summaries



The 'Audit & Fokus' IT - Tool
Patient-
Selection



The 'Audit & Fokus' IT - Tool
Patient-
summary



The 'Audit & Fokus' IT - Tool
Audit-
documentation



The 'Audit & Fokus' IT - Tool
Patient report



The 'Audit & Fokus' IT - Tool
Entry for
Department report



The 'Audit & Fokus' IT - Tool
cumulative
Department report



The 'Audit & Fokus' IT - Tool
Report
sample



� Introduction
� The German Health System
� Background & objectives
� The scoring system in detail
� Sample Results

Agenda



Audit & Fokus Interpretation

45 -

40 -

35 -

30 -

Scorepunkte

+ AEP-Kriterien

+ Verweildauer

+ Δ Erlös n. Abt.



Audit & Fokus Results I

45 -

40 -

35 -

30 -

Scorepunkte

39,2 UNI

37,3 UNI

39,5 FKL

34,4 KOM 2

41,2 KOM 4

37,8 Komm.Verbund



Audit & Fokus Sample Results II –
Benchmarking Coding Scores

"Der MDK ist da!"  Audit & Fokus Klinikum Stuttgart, I. Quartal 2006 Übersicht 
Dokumentations-Score (max = 45) & Benchmark  (Datenbasis: n= 861)
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Score Haus
Score Klinikum Stuttgart
Score UNI
Score KOM_5
Score Fachklinik
Score Akad. LK



"Der MDK ist da!"  Audit & Fokus Klinikum Stuttgart, I. Quartal 2006 Übersicht Kodierqualität 
(Anteile in %) pro Krankenhaus (Datenbasis: n= 861)

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

BH
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OH

Gr. Beanstandungen
Kl. Beanstandungen
Korrekt

Audit & Fokus Sample Results III 
– Coding Quality



Audit & Fokus Sample Results IV 
– Financial consequences

"Der MDK ist da!"  Audit & Fokus Klinikum Stuttgart, I. Quartal 2006 Übersicht 
Erlösveränderungen (in %) pro Krankenhaus (Datenbasis: n= 861)
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Audit & Fokus Sample Results V–
Reasons for DRG - change

"Der MDK ist da!"  Audit & Fokus Klinikum Stuttgart, I. Quartal 2006 Übersicht Ursache 
Erlösveränderung pro Krankenhaus (Datenbasis: n= 247)

0 10 20 30 40 50 60 70 80 90 100

BH

KBC

KH

OH

HD
Sonstige



Conclusions - I 

¾ Pro‘s:
¾ Scoring system gives good and representative results to 

assess coding quality
¾ Especially structural problems are easily unveiled
¾ Repetetive use can show developments
¾ Benchmarking between similar departments in different 

hospitals is feasible



Conclusions - II

¾ Limitations:
¾ Due to sample size limited predictive value for CaseMix 

impact of whole department/hospital
¾ High scores often reflect „easy“ patients



So, in the end:

„„ThereThere areare no simple no simple answersanswers to to 
complexcomplex questionsquestions!!““

(Don Hindle, 2001)

BUTBUT

„„TheThe pathpath isis thethe goalgoal““
(various philosophers)



ThankThank youyou veryvery muchmuch forfor youryour
attentionattention!!

;-)

Ramboll Management
Kowledge taking people further---
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