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Cost Pressures on the German Health System —
Is Health Technology Assessment the Solution?

A joint event of the Stockholm Network and the Institute for Free Enterprise

Date: Wednesday, March 12" 2008
Venue: Kleiner Festsaal, Hackesche Hofe, Rosenthaler Strasse 40/41, D-10178 Berlin
Time: 18:00 — 21:30

[DRAFT]

Health expenditure in Germany is experiencing dramatic growth — quadrupling in real terms over the
last four decades. This long-term trend looks likely to even accelerate. In this context, Health Technology
Assessment (HTA), the systematic appraisal of the costs and benefits of a medical treatment, is
presented as an objective and scientific way to eliminate exuberant spending without affecting public
health outcomes. But to what extent are HTA systems an objective and scientific tool, and to what
extent just another political construct aimed at the systematic rationing of medicines? Is HTA
compatible with the goals of patient choice and therapeutic autonomy? And how does its use affect the
future development of new and innovative healthcare technologies?

In a joint event, the Stockholm Network and the Institute for Free Enterprise addressed these and other
questions. The event, which took place in the famous Hackesche Héfe right in the heart of Berlin, was
attended by more than 40 people from academia, the health care sector, patient initiatives and the
media.

The event was opened and chaired by Dr. Meir Pugatch, the Stockholm Network’s Director of Research
and senior lecturer at the University of Haifa.

Opening remarks were provided by Helen Disney (Chief Executive of the Stockholm Network), Wolfgang
Muller (Chief Executive of the Institute for Free Enterprise) and Peter Pitts (Director of the Centre for
Medicine in the Public Interest).

The keynote speaker, Prof. Frank Lichtenberg of Columbia University, shared some of his research
findings on the value of new healthcare related technologies in the context of HTA with the audience.
In theory, Prof Lichtenberg explained, HTA was based on a sensible postulation: A new drug is worth
adopting as long as the additional benefits it generates, measured in terms of life years saved compared
to existing drugs on the market, outweigh the extra costs of the drug. However, in practice, these
variables were often incorrectly estimated. The estimation of costs was based on the price of a drug at
the time of launch, without taking into account that this price decreases over time, as the innovative
drug will eventually face generic competition. Additionally, Prof. Lichtenberg showed that the cost
definition was too narrow since it did not include offsetting effects. For example, his empirical research
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showed that, controlling for other factors, pharmaceutical innovation decreases hospitalisation rates
and increases labour productivity. These indirect effects are not adequately represented in HTA
calculations.

In this context Prof. Lichtenberg also refuted the often-heard criticism that no significant progress was
made in fighting cancer despite all the resources spent on cancer research. This was a misreading of
statistics: As other causes of death are increasingly better to handle, more people die of cancer who in
previous decades would have died from other causes. But within the group of patients already
diagnosed with cancer, survival rates have increased greatly over the last 30 years, and there is a
positive correlation between this increase and the diffusion rate of innovative cancer treatments. Prof.
Lichtenberg’s presentation thus showed that ‘costs’ and ‘benefits’ in health care are much more
complex phenomena than HTA appraisals typically suggest.

Dr. Christian Behles of the University of Bonn examined the relationship between HTA and political
interference, exemplified by Germany’s HTA institution IQWiG. He showed that while IQWiG’s statutes
gave the institute a formal independence, its organisational structure was such that two institutions had
a clear impact on the appointment of IQWiG’s management: these are the federal ministry of health and
the Joint Federal Committee (GBA), which is the highest joint decision making body of Germany’s health
care providers and insurers. Additionally, it is the GBA which in the end determines IQWiG’s budget. As
an observer from the audience added, this means that the payer perspective was structurally very
dominant in IQWIG. Dr. Behles also explained that IQWiG was intentionally set up as providing a “fourth
hurdle” to the introduction of new health technologies. Despite stressing these structural imbalances,
Dr. Behles thought it was yet too early to assess whether IQWiG had really slowed down the uptake of
innovative treatments. This latter point was vividly challenged by parts of the audience.

Finally, Kristian Niemietz of the Stockholm Network rubbed salt into the wound by asking what was the
cut-off point beyond which treatments were qualified as ‘cost-ineffective’. What precisely does ‘value
for money’ mean when applied to health care? How much for a year of life? Mr. Niemietz presented
several ‘cost threshold’ values which have been proposed in the literature, but explained why each of
them were, at the end of the day, random numbers. He also showed which thresholds were actually
used by HTA institutions. Surprisingly, a cross-country comparison showed that the cut-off point used by
the British NICE appeared relatively generous. In countries like Australia and especially New Zealand, the
line is drawn on a much lower level. But Mr. Niemietz emphasised that it would be a fundamental
misunderstanding of this data to conclude that access to innovative treatments was easier in the UK. In
fact, in Australia and New Zealand, health care financing is more diversified, government funding not
being the only pillar. Cost-sharing and private supplementary insurance were widespread and allowed a
more flexible tailoring of health care purchase to individual needs, while the UK imposes a one-size-fits-
all uniform benefits catalogue on patients. It even penalises those who are willing to purchase additional
care at their own expense. In a recent case, a breast cancer patient who wanted to complement her
NHS-provided chemotherapy with a privately purchased drug, was prohibited from doing so. This
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showcase made clear that in the UK context, the cost threshold is not merely a reimbursement limit but
an almost impenetrable barrier.

Overall, the event provided a comprehensive overview of the difficulties associated with applied HTA.
Some of these issues are structural. A politically biased HTA body is very likely to produce politically
biased results. Other issues reflect theoretical opaqueness. By their very nature, health care costs and
benefits are complex phenomena with many indirect and sometimes unpredictable effects. Can an HTA
appraisal, no matter how sophisticated, ever provide more than an extract of reality? By the same
token, there is not and there cannot be a unanimously accepted definition of ‘cost-effectiveness’. One
suspects, the attendees will be wary the next time NICE or IQWiG declares a treatment to be cost-
effective or cost-ineffective. Is it? How do they know?

The subsequent debate showed that the event has indeed provided thought-provoking impulses - which
does not mean that it has produced unity. As Prof. Lichtenberg noted in the beginning of his speech,
HTA is a polarising issue, which was why the chairs on the left and on the right were all occupied while
the middle row of chairs was empty. He was right. During this HTA event, not a single person sat in the
middle.



