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The paper shows first ideas about the transformation of healthcare as an opportuni-
ty for growth.

Introduction

The healthcare industry is a growth driver not only in Germany. However,
the health system is facing a crisis, affected by the financial development in
Europe.

An almost completely regulated market such as the healthcare in the UK
is just of as little use, as a largely deregulated market such as the one in the
U.S.A.. They both lead to gaps in the sustainable and comprehensive patient
care. Only a mix of socially balanced, but also market and competitive envi-
ronment, creates a relevant optimum (Goldschmidt, Hilbert 2009, pp. 9-20).
Germany has tried this, but failed. How does the current system do? What
kind of impact does the current structure of health care have? What factors
influence the success of health care? What trends can be expected? What
conclusions can be drawn from this?

The health care sector is a political field which is highly relevant to citi-
zens, and therefore to the political sector and its representatives. The current
political discussions in Germany are marked by tensions between the con-
cepts of solidarity and individual responsibility, by the questions of how
costs can be reduced in the health care sector and how responsibilities for
financing hospital infrastructures can be shifted away from public authori-
ties. Demographic trends and the medical and technical progress are a con-
stant threat for the financial sustainability of German statutory health insur-
ances (SHI). The question of how the investment backlog in the hospital
sector can be resolved and the optimum benefits for health care can be
achieved with very limited financial resources remains unanswered. Not so
much different from many other OECD-countries the German health care
sector faces the following challenges:

Increase in expenditure: Medical and technical progress has significant-
ly expanded supply in all areas (prevention, diagnostics, treatment, rehabili-
tation). The investment and modernisation backlog at hospitals is considera-
ble. Hospital finance continues to be structured dualistically. The German
federal states bear, to a declining extent, the costs of investments in the hos-
pital sector. Hospital investment financing has declined by more than 44% in
the past twenty years. The result is an investment backlog of approximately
EUR 50 billion (Prognos 2007, p. 24).

Limitation of financials inflows: Fewer, but longer-living insured peo-
ple (demographics) and political budget regulation limit the financial inflows
into the health care system (Deutsche Bundesbank 2010).
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Efficiency of the system: The overall (fragmented) health care is not as
efficient as it could be due to the current governance system. None of the
fragmented players is in the position to bring the full potential of top medical
research, education and medical technology to the patients, in order to fully
exploit the benefits of an integrated health care provision.

Outcome of the health care system: The outcome of the German health
care system is rather average compared to other countries, e.g. according to
the OECD benchmark (OECD 2009). On an international scale, Germany is
rated medium to low in terms of quality and efficiency (Blankart et al. 2009,
p. 5).

An overall issue arising from challenges within the German health care
sector is how the system structures, coordination tools and incentive mecha-
nisms must be organised in order to fulfil a commitment to the citizens of
a high quality, affordable service provision, while at the same time set incen-
tives for increasing the efficiency and effectiveness of health care provision.

To react to these challenges, the German health care sector is in a sub-
stantial transformation process. For gaining a more informed insight at the
effects on the regional level, a scenario analysis as a method of strategic
foresight is performed. This results in a trend scenario for the service struc-
ture in a health care region. The following specific research questions are
addressed:

1. What factors impact the structures of the health care sector?
2. What trends can be expected for the health care sector?
3. What conclusions can be drawn from this?

A comprehensive scenario analysis of the health care sector in Germany
as presented here, has not previously been carried out in Germany. The anal-
ysis is based on original data, which was obtained from a combination of
different research approaches, among them extensive interviews with ex-
perts, extensive documentary analyses and an academic monitoring in hospi-
tals under various ownership. The aim is to get a more informed insight into
the trends and the resulting impacts on the structure and the governance of
the healthcare system in Germany.

In the next section, the research methodology will be described. Subse-
quently, in section 3, the results of the scenario analysis will be presented.
The results will then be discussed, the impacts assessed and an ideal scenario
for structuring a sustainable health care system is proposed. The article con-
cludes with a summary and by identifying directions of further research.
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Research Methodology

The starting point for the study was literature research on forward-looking
methods and scenario analyses. The identification of a suitable procedure
from the many scenario methods was used as input for the resulting scenario
analysis in the health care region chosen. These technique provide the meth-
odological basis of the research.

The paper is based on a qualitative research design. A combination of dif-
ferent research processes (database research, library research, general inter-
net research, contact to appropriate institutions, interviews with experts,
collecting print materials, literature evaluation, academic monitoring) was
employed for designing and carrying out a scenario analysis for a health
region.

The paper's theoretical approach is based on a study of the literature on
New Public Management (NPM). The study also takes into account the basic
assumption of the public governance approach (Reichard 2002). Trends from
New Public Management are: the tendency towards a reduction of the state
to its core functions by redefining levels of public service provision, privat-
izing marketable sub-areas, and encouraging devolution process. The reor-
ganisation of operational structures according to managerial principles,
a strong commitment to de-bureaucratisation, agencification and a reduction
of hierarchies (Gohl 2001) are also classical elements of the NPM reform
agenda.

Furthermore, the ideas of the new institutional economics, specifically the
theories to explain decision-making behaviour in politics and administration
are drawn on, i.e. public choice theory, property rights theory and principal
agent theory. Attention is also paid to the global trend towards hybrid organ-
isational forms (Picot et al. 2003, etc.). Literature on the German health care
sector and health care management (Busse, Riesberg 2005; Busse et al.
2010), in particular publications on case management, integrated health care
provision (Salfeld et al. 2010), and studies focussing on the trends in the
German health care sector in general (Kartte 2010; PWC 2009; Schmidt
2010) is referred to.

The documentary analysis for the health care region included an analysis
by Price Waterhouse Coopers (2009), the current public annual reports of
various private hospital operators (Rhon-Kliniken AG, Helios-Kliniken
GmbH, Sana-Kliniken AG), the annual reports of four different university
hospitals and the published quality reports of the hospitals. The author also
included the consolidated balance sheets and management reports of five
other hospitals.
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The author participated as a scientific observer in the meetings of the
hospitals. As a basis for evaluating the collected documents served the fore-
cast model for hospital functionality (developed by the TU Dresden and
KPMG (Arnold 2009)).

Scenario Analysis as the Research
Technique Employed

In the academic Word, there are various methods or techniques aiming at
providing a systematic and structured view of the future. Opaschowski, de-
scribes the role of future research as follows: "Future research must recog-
nise looking ahead as a precaution. Looking ahead means planning and
structuring events before they happen. Looking ahead should encourage
action. Such research into courses of action and their consequences can be
more important than the accuracy of some forecasts. Politics, economy and
society are challenged to act and react" (Opaschowski 2009, p.19).

Scenario analysis as a sub-segment of future research is not a new con-
cept. Transferring the term "scenario" into the economic and social sciences
is attributed to Kahn und Wiener (1967), who developed the first method of
generating scenarios with "scenario writing" in the 1960s and established the
first definition (Kahn,Wiener 1967, p. 6). The method of scenario analysis is
both a method of future research and of strategic management. As part of
their decision-making processes, companies increasingly encounter uncertain
and complex problem in areas of great strategic importance. Against this
backdrop, systematically generated future alternatives — so-called scenarios
— are gaining significance. More important than simply establishing these
scenarios is thinking in scenarios and being prepared to act on the basis of
alternative scenarios. Both of these are based on three principles (Fink et al.
2011):

— Future-oriented thinking and action: Recognizing a wealth of uncertain-
ties and taking them into account in the decision-making process.

— Joined-up thinking and action: Recognizing and analyzing complex sys-
tems and making them manageable.

— Strategic thinking and action: Recognizing future earnings potential and
developing and implementing visionary strategies to leverage this.

The scenario analysis methodology is used in the following, to undertake
a trend projection for a health care region in Germany.
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Application of the Scenario Analysis

With respect to the phases of a scenario analysis, one finds in the literature
different phase models which differ only slightly from one another. In our

study, the phase model of Bishop et al. (2007) was employed. The following
figure shows the steps of the analysis.

Figure 1. Steps of the scenario analysis

Steps

Framing

Scanning

Forecasting

PG1 Rising and differentiated needs of patients in the care

Forced tointegrated delivery ; individualized to the
patient, industrialized in production

Ongoing privatization by financing conflict

Regionalization / differentiation
Strengthen regional focus and differentiation of the
region

Visioning

Polical conditions and legislative framework

Market orientation, ongoing formation of corporations,
networks of private carriers, regionalization according
profitable economic goals

Source: own research.

In the first phase (Framing) the focus is on the analysis of the problem
and tasks. In our case study, the scenario development started with determin-
ing the scope of the study, establishing the future horizon and setting the
regional focus.

The second phase (Scanning) can be described as systematic selection
and analysis of relevant key factors. At first, the major areas of influence in
the scenario field are identified. The areas of influence are organised in our
study according to the “Three Environments Model” (see Stapleton et al.
2000). The influence factors were determined in our study by a team of ex-
perts using the Delphi Method. Influence factors describe the specific forces
in the scenario field. In the study, 40 influence factors have been identified
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by the experts. In the next step, the interplays and the relevance of the indi-
vidual influence factors were regarded more closely in a networking analy-

sis. The Figure 2 shows the Influence Matrix as entanglement.

Figure 2. Influence Matrix
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Source: own research.

For this step, an expert’s work shop was conducted. The factors were pre-
sented in a system grid (active/passive grid). As a result, the 40 influence
factors identified at the beginning could be reduced to 20 key factors. In
a further workshop, the individual trends were projected into the future and
discussed each by each.

In the third phase (Forecasting), the trend projections and scenario con-
struction were derived and tested for their consistency. You see that in Fig-
ure 3.
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Figure 3. Consistency Matrix
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Source: own research.

A Consistency Matrix was used to form projection pairs, which in turn
were compiled into projection bundles. Subsequently the projection bundles
were combined into projection groups which were the basis for the raw sce-
nario. Based on the projection groups a detailed trend scenario was devel-
oped.

The fourth phase (Visioning) analyses the scenarios and their interac-
tion, interprets and evaluates them and derives recommendations for action
which are then implemented in the Acting phase.

This publication only contains a selection of the results of the research
project. I refer to the publications of the research project (Held 2012).

Result: Trend Scenario

The team consisting of managing directors, scientists, doctors and industry
representatives used the Delphi Method to identify forty influential factors,
which were then analysed in an influence matrix with regard to their integra-
tion and relevance. A total of 42 interviews were conducted in person and by
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telephone as part of the expert survey. The outcome is a system grid from
which the twenty relevant key factors can be selected. To this end a work-
shop was conducted with the experts. Methodologically, this procedure is
based on Fink et al. (2011), who developed this process for companies. The
authors therefore adapted the methods for use at macro level.

The potential future status of each relevant key factor as a trend was then
determined and described. The trends were analysed and described and the
projections for the future drawn up under intensive evaluation of the studies,
the literature, databases, interviews and in the form of scientific monitoring.
Two workshops were conducted with the experts to determine the key fac-
tors and to describe the trend projections. As part of the academic monitor-
ing, the author worked in four hospitals under different ownership in the
period from February 2011 to May 2012; in this capacity she conducted over
23 meetings took part in certification procedures, carried out over 56 inter-
views with doctors, nurses, patients, hospital directors and the administration
and helped on the ward.

Figure 4. Projection Groups

Projektionssicherheit

1,7,8;9;17,;20;21,32; 16;30;37;38;39;48¢
40;42;45;46:65 1

§ |P6L Risingand differentiated needs of patients in the care

4,66;67:68;72;73

PG2 Forced to integrated delivery ; individualized to the

wisnazass [N patient, industrialized in production

7;60;71

Wirkung

PG3 Ongoing privatization by financing conflict

fPA el PG4 Regionalization differentiation

Strengthen regional focus and differentiation of the
region

PG5 Polical conditions and legislative framewaork

PG6 Market orientation, ongoing formation of corporations,
networks of private carriers, regionalization according
profitable economic goals

Source: own research.
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Each trend that is analysed and described is projected into the future. Us-
ing the consistency matrix, of 73 projections determined, 5329 projection
pairs are analysed to identify whether these pairs are mutually exclusive or
complement each other. All the projection bundles marked as "Mutually
dependent" or "Support each other" in the consistency matrix are subse-
quently checked in terms of projection certainty and the impact of the pro-
jection pairs. A three-point scale was used here, from low, through medium,
to high impact, along with a three-point scale for projection certainty, from
low, through medium, to high. The outcome is projection pairs, resulting in
a list of consistent projection bundles, with which the future area can be de-
scribed to the greatest possible extent. The projection bundles were com-
bined into project groups (PG) in the scenario analysis. The following is
referred to as the projection bundle catalogue and includes the raw scenarios.

Figure 5. Basic Principle of Industrialisation

Customer ; Infrastructure-
Delivery
Care MaRioa & Ressource
Management g Management

Service
1(hospital)
Customer
Care

Infrastructur
Service 2
(Radiology)

Standardization

Source: own research.

As a result, a scenario is identified from the projection groups as a trend
scenario. This scenario describes the ongoing increase of regionalised, com-
mercially-oriented health care structures (networks), which will replace the
independence of individual hospitals. Private hospital owners are combating
the increasing requirement for integrated, individualised health care, accom-
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panied by rising cost and innovation pressures, by forming groups and net-
works and creating industrial service structures.

Service provision is industrially graduated according to regional services
(patient management, case management, out-patient care, partner manage-
ment), and organised supra-regionally in shared services or externally pro-
vided services (diagnosis, treatment, rehabilitation). Resource management
(staff, infrastructure) based on the global sourcing approach is rendered flex-
ible and acts according to traditional service management principles. The
figure illustrates the basic principle.

Figure 6. Essentials of the Scenario

Governance Public Governance Framework

Shareholder private dominated
publicislands

Regional Entrepreneur Private Healthcare Companies

Social Sponsorship subject

Regional Strategy most attractive regions

public: obligatory provider in non-attractive islands

Structure Regions with managed, standardized healthcare services
»Classic”islands (manufactories-hospitals)

Service Structure Regional Management
Case- / Patient Management
Delivery Management
Resource Management
Innovation Management

Quality significant differences between regions and islands
Regulated Market

Possible disadvantages monaopoly no competition/ Pricing is not on the market /
health care is expensive/ Investing only in profitable
locations Recovery yield without reinvestment Efficiency on
the basis of wage costs

Source: own research.

The private health care providers in the emerging regional structures act
as integrated maximum providers in regions. Regional selection is made
according to commercial principles with a view to earnings optimisation.
Investment in unattractive regions is prohibited. The strategic use of region-
alisation by private owners as an element of business area development takes
the existing competition between the public sector and private hospital struc-
tures to a new level. After assuming cost leadership by systematically using
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economies of scale and flexible cost measures, the private hospitals will also
aim to become the quality leaders. The focus is not on the quality of treat-
ment in individual cases, but on holistic, integrated and managed patient care
as a distinguishing feature, setting them apart from the local authority hospi-
tals. The next figure shows a summary of the scenario essentials.

Discussion of Results and Policy Implications

In the following, the impacts the trend scenario will have at meso level will
be presented in summary form. Subsequently, a new solution for the compo-
sition of health care regions, as a result of the impact analysis, will be pre-
sented for discussion.

The environmental factors analysed the impact of both of the groups in-
vestigated, hospitals under public sector and private ownership, so to speak.
This also includes the underlying political situation. The core issue is how
hospital owners deal with the environmental conditions and requirements. It
is exactly this situation in which a supra-regional owner chooses the cross-
regional strategic approach, while the local owner in the end remains trapped
in their local approach. The surviving hospitals under private sector owner-
ship can only counter these industrially organised, commercial health care
regions with local structures, which despite some excellent managers and
even in small regional associations, cannot achieve either the cost-cutting or
quality effects of the supra-regional, private groups. Competition for patients
remains the local stumbling block which cannot be eradicated. The public
sector will have to meet its health care service mandate in unattractive re-
gions with high (additional) financial outlay. The quality of health care ser-
vices will finally become second-rate, as such local emergency structures are
neither attractive for specialists, nor can they ensure the opportunities of
innovative medicine: integrated, individualised, affordable health care, in the
long term.

Notwithstanding individual, dedicated hospital management and local au-
thority administration, the continuing privatisation of formerly public sector
hospitals will be accepted by the public authorities. It is part of the increas-
ing inability to act resulting from the high debts of the public coffers. In
particular with regard to local authorities, the sluggish introduction, and es-
pecially the application of double-entry accounting, rendering the decline in
the value of capital goods visible, is a perfect example of the local authori-
ties' behaviour as a hospital owner. The passive attitude of the local authority
owners ultimately leads to privatisation of health care structures increasing.
The creation of monopolies, and therefore unlimited price increases for
health care services, pose the greatest danger from an economic perspective.
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The greatest risks if the scenario were to occur are summarized below: sec-
ond-rate medical treatment, under-supplied regions, characterized by a lack
of doctors, long distances to hospitals, poor local service provision in these
peripheral regions with expensive health care services. Modern, high-
performance medicine does not reach these regions, the knowledge and re-
search transfer takes far too long. A sustainable health care system cannot be
established in all parts of the country.

Therefore, there is no question that the public sector or society can re-
verse these trends. None of the requisite key factors shows a respective trend
which would allow such a projection — strong public sector hospital.

The question to be answered now is rather under what assumptions the
public sector can lose the ownership of the hospitals, but still retain a signifi-
cant role (public governance), in the interests of citizens and patients, in
ensuring the health of the citizens as a duty of the public sector, if services
are provided by the private sector.

Solutions in answer to this question can be developed by analysing the
impact of trend projections for the stakeholders, from deliberations in the
discussion groups and expert talks and by using theories on governance ap-
proaches, from which specific options for action must be derived.

As a result, a second scenario was developed as a so-called ideal scenar-
i0. The objective of this is to guarantee every citizen in every region an effi-
cient, integrated health care system in accordance with previously defined,
uniform service standards, of high quality, which are affordable for every
citizen.

It was ascertained from the results of the trends analysis that health care
provision is increasingly becoming an entrepreneurial function involving the
assumption of risk and the necessity of innovation. The more entreprencurial
tasks it is faced with, the less the state is in a position to deal with them.
Luhmann (1971) recognized that types of systemic structures provide the
preconditions in decision-making. Here, systemic structures represent the
operating programs as conditional or intended programs, the organizational
structure as coordinating in the extreme situation between hierarchy and
market, and thirdly, the employees. The resulting thesis maintains that struc-
tures pertaining to the health sector, more concretely in the field of hospitals,
are inadequate when it comes to coping with the stated challenges.

No tool is more efficient than the market when it comes to generating ef-
ficiency within a localised object. With regard to managing and designing an
entire system (health care system) with sustainability objectives, however,
the market alone is a useless tool. In the market tool, elements such as social
aspects (justice, equal opportunities for everyone) and ecology itself (con-
serving resources at the price of not gaining an economic benefit) are ex-
cluded. The market tool does not promote effectiveness, which does not exist
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from the market point of view, as there is no interest in the sense and benefit
of the products, but only whether they can be realized on the market. The
market tool does not in itself contain any moral fibre. This can only be de-
manded by the market players. Morals require values and standards which
are in turn shaped by the system of society as a whole. The same applies to
the values and behaviour of the entrepreneurs on the market. In designing the
structures of the health care sector, however, the goal is to find a common
denominator for all three aspects of sustainability, i.e. economy, social issues
and ecology. This means dissolving the tension between ensuring the market
as a tool to optimise economic efficiency and at the same time creating
a sensible situation with regard to impact and benefit for the entire society.
This may be achieved using the tool of hierarchy. One example of this is the
control of the pharmaceutical industry in medicine production. The ideal
scenario for the health care sector, therefore, includes the approach of com-
bining both tools, the market and hierarchy, with each other, as outlined in
the following figure.

Figure 7. Template Scenario II
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Source: own research.
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The model methodically follows the theories on governance approaches.
Large parts of the economy no longer correspond to a corporate model in
which companies are regarded as complete, integrated structures. Modular
organisations, networks and cooperation networks, electronic markets, tele-
cooperations and virtual organisational structures are already a reality. Local,
modular-segmented structures, characterised by autonomy, cooperation and
indirect management, are increasingly taking the place of corporate hierar-
chies which primarily function by order and obedience.

This development is directly related to the situation in the sector in the
form of far-reaching changes in the competitive environment. Product, la-
bour and information markets are becoming increasingly globalised, the
innovation potential of information and communication technology and new
innovation strategies, as well as the value shift in the world of work and
society, pose new challenges for companies, which must react with new
organisational forms. The market process theory and new economy of insti-
tutions are important reference theories in this area. This approach focuses
on the economic governance approach, if governance is understood to mean
the internal management forms of companies, as a concept which describes
the criteria of performance and control, illustrates how the activities of vari-
ous organisational units are coordinated with each other and how an organi-
sation's relationships with external players are structured (Picot et al. 2003).
The research interest of economic governance approaches lies in analysing
institutional arrangements from an efficiency perspective. It is endeavoured
to identify governance structures which generate the lowest possible transac-
tion costs under the given environmental conditions (Ebers, Gotsch 1995,
p- 199). The transaction cost theory (Coase, Williamson, Picot), the property
right approach (Coase, Alchian, Demsetz, Picot), and the principal-agent
approach (Jensen, Meckling) can also be included in the economic govern-
ance approach. The concept of public governance has also been incorporated
into the model. However, it no longer applies solely to the new public man-
agement concept in the narrower sense, i.e. the focus on the internal struc-
ture, but it strives for a broader analysis and design approach: effective pub-
lic sector structures plus a civil society and market-based solution (Reichard
2001, p. 3), and is accordingly related to the concept of the state as a guaran-
tor and new institutional economics.

Three levels are assumed in the model. Public governance occurs in the
form of a government regulatory authority, which has a hierarchy and is
therefore equipped with positional authority and the means of sanction and
reward, in order to control and monitor service provision in the health care
sector and define rules for the health care market. To this end, the authority
can set up independent institutions, which, for example, set down the service
corridors to be provided and evaluate the benefit and effectiveness of ser-
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vices and products. In addition to monitoring the quality of performance,
service and economic efficiency for the citizens/patients must be monitored
and regulated, for which it is necessary to define appropriate service offer-
ings for the citizens/patients in the form of levels, as well as quality stand-
ards, and to monitor service providers' compliance with them, imposing neg-
ative sanctions if applicable (e.g. withdrawing the business permit).

Below the regulatory authorities, the health care region will not be deter-
mined according to political calculations, but according to commercial as-
pects such as the number of inhabitants, age, morbidity levels, etc. or will be
formed pursuant to these criteria and awarded a Supervisory Board for the
health care region. The latter formulates the shareholder agreements, estab-
lishes an appropriate audit committee, anchors the public corporate govern-
ance code in the contract and introduces performance controlling.

The Supervisory Board, which is comprised of representatives of the
health insurance company, citizens' representatives from the local authori-
ties, the federal state, etc., is personalised and also bears personal responsi-
bility. The Supervisory Board has the opportunity to call for tender for pro-
vision of specific services for a health care region and may permit bids from
various service providers which can compete on quality and price. The Su-
pervisory Board bears the overall responsibility for ensuring the quality and
economic efficiency of the health care region. It is also responsible for ful-
filling strategic objectives.

Below the Supervisory Board level, the health care region company can
be allocated in accordance with the legal provisions pursuant to the principle
of subsidiarity. This company can be managed by either a private company,
a cooperative or an institution under joint ownership. This company will
establish itself as a network. The complete management of medical service
provision (medical management), commercial management and service
management are the company's main tasks. Strategies for the entire company
and the implementation and control mechanisms are established, coordinated
and managed here.

In addition to this overall service level, management is responsible for
providing operational services in customer care, delivery and resource man-
agement.

In accordance with this model, the service mandate and service provision
are separated in line with the idea of the state as guarantor.
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Conclusions

The methodology of scenario analysis has been used in this way for the first
time to undertake a current trend projection on the health care sector in Ger-
many. Scenario analysis has certain limitations.

The scenario analysis method is very complex and despite this, cannot
guarantee certain results or provide specific probabilities. This is the most
important methodical limitation. Furthermore, the answers from the experts
surveyed and the stakeholder representatives only ever portray an excerpt of
the objective reality, often being subjectively influenced. However, the re-
sults of the scenario analysis on the health care sector revealed potential and
highly probable trends in their diversity, in their positive and negative im-
pacts for all those affected, and they can now be publicly discussed. The
strength of the scenario analysis lies mainly in increasing awareness with
regard to the interaction between impacts on the object in question and its
environment. The article focused on the issue of which factors influence the
structures in the health care sector, the trends and their development, as well
as questions on the scenario analysis method if it is raised from the company
level to the meso level. Furthermore, the impacts and the options for action
to be derived are evaluated. It was possible to analyse which 20 factors im-
pact the structures of the health care region. It thereby became clear that the
health care system in its current structure is unable to counter increasing
requirements for integrated, individualised health care for patients, accom-
panied by rising costs and innovation pressure. The trend towards privatisa-
tion in the health care sector is irreversible, mainly due to the public sector
finance situation. It is not possible to pump enough additional finance into
the system, since today's high debt and the resulting changes introduced to
the constitution (debt cap) and Basel III do not permit any further loans to be
taken out.

Scenario technology and the discussion among experts enabled the trends
in the health care sector to be determined. The trend scenario developed
describes an ongoing increase in regionalised, commercially-oriented health
care structures (networks). The managed, commercial region, released from
stiff administrative limits, will be more efficient than isolated operations or
loose network associations. It is the only organisational form which will be
able to provide a service pledge to customers and their health insurance
company and therefore be an attractive partner (in competition with other
regions). Industrialisation will force focussing (focus on customers, perfor-
mance and resources) and specialisation in service provision. Private health
care providers will, however, select health care regions in accordance with
efficiency criteria and the lack of investment in unattractive regions will
have consequences for citizens and patients. Unmanaged privatisation bears
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the risk that monopolies will be created, pricing policy will be unregulated
and therefore the health care system will become more expensive, resulting
in second rate medical care.

Solutions for structuring the health care sector could then be derived in
the form of an "ideal scenario". Accordingly, German federal states and local
authorities, in cooperation with the health insurance funds, face the task of
finding their new role, not primarily as the owner of individual service pro-
viders but in regional management as public governance. The focus of the
government's (federal states and local authorities) tasks is no longer on hos-
pital operation, according to the trend scenario above. Although they remain
key elements of an integrated health care system, they can only survive if
they are embedded in a highly efficient, industrialised service landscape.
According to the new scenario, ensuring the provision of services in modern
health care management now means governance, regional management, edu-
cation and research. Governance thereby specifically means establishing and
monitoring standards and services of the health care region by the public
sector; regional management, commercial operation of the health care region
in interaction with other local authority services, is, however, no longer the
operational responsibility of the public sector.

The abolition of the current regional health care structure, which is based
on political regions, the establishment and design of new health care regions
from a commercial and health care policy point of view, the abolition of the
planned economy for the health care sector in the form of the number of
beds, the size of hospitals, price setting for health care services and the es-
tablishment of the health care service mandate per hospital, the creation of
real market conditions in which a patient is actually a customer for the ser-
vice provider, etc. and the "release" of the local authority hospitals, still
managed as legally dependent entities, into the market at the same time as
state governance are possibilities which are being discussed in a broader
societal context and will have to be supported by science and practice. Sepa-
rating the design of health care structures from politically motivated health
care offerings structured for election tactics and electoral purposes, and in-
troducing structures which entail personal liability, assumption of responsi-
bility, risk assumption and responsibility, would be a further imperative to
sustainably reform the health care sector.

The question therefore to be answered in future research is under what
assumptions and by what means the public sector can lose the ownership of
the hospitals but still retain a significant role, in the interests of citizens and
patients, in ensuring the health of the citizens as a duty of the public sector.
This research then focuses firstly on the transformation process that most
hospitals must undergo with regard to their system shift towards integrated,
industrialised service provision if they want to survive on the market and
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solve their efficiency and effectiveness problem. Secondly, there is a need

for clarification regarding the government's, the federal state's and the local

authorities' changed responsibilities and duties in light of the emerging gov-
ernance of the "integrated, customer-oriented health care region undertak-
ing", as described in the ideal scenario.

In order to derive options for action and measures to implement this new
role for government, politics and its administration, the following strategic
complexes must be further dealt with by researchers:

— Combination of competition and hierarchy (hybrid) as a coordinating
tool,

— Design of the strategic and operational coordination in the health care
regions,

— Design of the incentive structures and research into the driving forces for
the players in the health care sector,

— Research into the social motives for action, values, ethics and stakehold-
ers' morals,

— Development of a performance measurement system for management and
regulation of the health care regions and to design a sustainable health
care system.

The author believes that further research is required in the near future,
primarily accompanying research into the transformation of specific regions
and hospitals/hospital associations under public sector ownership and into
supporting an adaptation of the management system for commercial health
care regions from the industrial sector.

There are operational research requirements with regard to linking re-
gional management with the issue of the commercial health region, particu-
larly in terms of economic stability and the establishment of implementation
options for the governance function of public leaders.

Furthermore, scientific support in evaluating the quality of medical care
and developing medical innovation strength in regions, as well as the market
and competition-oriented acknowledgement and evaluation of these devel-
opments, remains important.
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