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During the 33rd German Medical Assembly in Mainz 
on May 19-22, 2009, Helga Zepp-LaRouche inter-
viewed the president of the German Medical Associa-
tion, Prof. Dr. Jörg-Dietrich Hoppe. The interview has 
been translated from German.

Zepp-LaRouche: The online  edition of Die Welt  re-
ported very critically about the first day of the Medical 
Assembly, and only talked about “setting priorities” as 
the demand of the doctors lobby. However, I have un-
derstood you differently: namely that what you really 
want to do is to call more attention to the current inad-
equate  care,  so  as  to  influence  policymakers  so  that 
more money will be forthcoming. Is that correct?

Hoppe: There is secret rationing, and what we want 
is to make it public. We want to pose the policy alterna-
tives: Either to improve financial support for health care 

within the public, statutory health insurance, or to trans-
parently and publicly accept  the expert recommenda-
tion that we prioritize medical care.

Zepp-LaRouche: I noticed at the Medical Assem-
bly, the lack of discussion of the fact that we are faced 
with a pandemic. I refer to the French virologist Bruno 
Lina, of the French Reference Center in Lyon, who says 
that  we  face  the  possibility,  not  of  60,000  infected 
people, but of 2 billion; and with a mortality rate for the 
virus of 1 in 1,000 in France, there could be between 
20,000 and 30,000 deaths. Shouldn’t we launch a crash 
program and ramp up the expenditures?

Hoppe: When the avian flu hit a few years ago, Ger-
many worked out a pandemic plan, and this pandemic 
plan applies to the federation, the states, and the health-
care institutions. Should it really come to a pandemic—
that  is,  to  distinct  and  widespread  human-to-human 
contagion  in Germany, which puts  the sick  in mortal 
danger—we would be prepared for it.

Zepp-LaRouche: In the original resolution of the 
Medical Assembly, which was voted up, you made a 
connection between the rapid allocation of large sums 
of  money  to  banks  that  had  gambled  away  their  re-
sources,  and  the  relatively  small  sums  that  are  made 
available for health. How do you see the connection be-
tween  the  underfinancing  of  health  care  and  the  col-
lapse of the financial markets?

Hoppe:  Of  course,  there  is  no  direct  connection. 
But one has to acknowledge that the collapse of the fi-
nancial  system  made  it  politically  necessary  to  grant 
one-time, quite sizable financial support—in whatever 
form. However, our health-care system has been under-
financed for decades, since we spend only 6% of our 
domestic product on statutory health insurance, while 
countries  such  as  Great  Britain,  Sweden,  and  others 
spend 9%. We point out that, in view of this huge gap, 
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the  German  health-care  system  should  be  looked  at 
more closely, rather than being continually criticized, 
to determine whether it is collapsing simply for lack of 
funds.

Zepp-LaRouche:  You  have  often  said  that  the 
system is on the brink of collapse. The problem, how-
ever, remains, that not only are banks worldwide sitting 
on  an  enormous  amount  of  “toxic  waste,”  while  the 
whole  policy  of  the  G20  in  the  past  two  years  boils 
down to honoring the toxic waste; but meanwhile, the 
collapse of the real economy worldwide is proceeding 
apace. Those who are now saying that the crisis is al-
ready over, are the same people that absolutely failed to 
foresee the crisis in the first place. Would it not make 
sense to say that we need a different policy?

Hoppe: We will probably have to accept lower living 
standards in Germany,  as well as a higher number of 
unemployed, and we will probably also be calling for 
more money for health care for a while. That’s also why 
it is necessary to have a debate in Germany about the fair 
apportionment of money for the sick. That is a discus-
sion that simply does not occur, because the politicians 
insist that there is enough money, but it’s just not being 
correctly administered. That simply doesn’t add up.

The U.S. ‘Model’
Zepp-LaRouche: By the end of June, U.S. Presi-

dent Obama wants to pass a comprehensive health-care 
reform,  and  he  has  said,  as  has  Treasury  Secretary 
Geithner,  that  discussion  of  the  Social  Security  and 
Medicare systems cannot be taboo. Obama explained in 
New Mexico that difficult decisions are necessary, and 
that he is ready for them. Do you not see the danger, that 
this could be interpeted as a signal from the U.S.A., and 
that here, too, people would come to the same idea?

Hoppe: No, I do not see this as a danger, because 
America is no model for us in this matter. On the con-
trary, the Americans are rather jealous of us; so I think 
that Germany will not copy such a policy. The problems 
could more likely come with respect to classical ethical 
questions.  I  am  concerned  more  about  that,  but  not 
about the whole subject of providing for social needs.

Zepp-LaRouche: Even under conditions in which 
the financial collapse continues?

Hoppe: I don’t think America will ever be a model 
for us, because the health-care system in the U.S.A. has 
a bad reputation in Germany. People know that there are 

40 million people in the U.S.A. who have no insurance, 
and that those insured under Medicare and Medicaid are 
in a worse situation  than our people who have public 
health  insurance.  Even  should  further  budget  cuts  be 
made, it is certain that this presents no option for us.

Zepp-LaRouche: Is there not the danger, that if the 
financial  and  economic  crisis  massively  increases,  a 
sort of triage or rationing in health care, based on cost 
considerations,  would  again  lead  to  euthanasia—as 
with the Nazis? In America and also in Great Britain, 
“assisted suicide” is quite openly discussed, and Obama 
advisor Ezekiel Emanuel has written about how much 
money could be saved, if doctors were allowed to ac-
tively assist suicide. I find this monstrous!

Hoppe: Yes, it certainly is. I made that very clear in 
my opening speech; the Medical Assembly approved it, 
and we will also craft a resolution on this topic. I be-
lieve that the Medical Assembly will absolutely stick to 
its guns on  this, defending  the position  that we have 
adopted. Among  our  neighbor  countries—one  in  the 
north, one in the west, one in the south—there are ex-
amples which show us how we do not intend to do it.

Which Way to Reform?
Zepp-LaRouche: In your view, how can the health-

care system be reformed, so as to return to the Solidar-
ity principle of Bismarck’s original social security?

Hoppe: We can hardly turn back the clock; we must 
move forwards in our reform, and that may not work 
any longer according to classical Bismarckian princi-
ples.  During  Bismarck’s  era,  and  also  long  after  the 
War,  much  more  than  90%  of  Germany’s  national 
income was gained by wage labor or other human work. 
But today, only 70% is earned this way; the rest is gen-
erated by machines and by making money with money. 
It is this latter model that has somewhat taken a hit at 
the moment—on that point we do agree. But I believe 
we will retain a system financed by fees, which, how-
ever  will  increasingly  be  funded  by  tax  revenues,  so 
that also the portion of the German population that has 
private health insurance will be helping to finance the 
statutory health insurance.

Zepp-LaRouche: There is enormous anger in the 
population  about  the  collapse  of  health  care.  And 
many people fear for their lives, if they can no longer 
obtain the best medical care. In Holland, some of the 
elderly and sick are being killed without their consent, 
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if  they  are  over  a  cer-
tain age. How does this 
cohere with the physician’s Hippocratic Oath?

Hoppe: Not at all!

Zepp-LaRouche: How can enough political pres-
sure be applied to force [German Health Minister] Ulla 
Schmidt to resign?

Hoppe:  I  don’t  think  this  will  happen  before  the 
next parliamentary election. Then we will see how the 
political constellation forms, whether she will be health 
minister again or not. But we have to live with whatever 
health minister we have; and if Ulla Schmidt returns to 
office, we would also conduct rational discussions with 
her in relevant non-public meetings. That has been quite 
effective up to now.

Zepp-LaRouche: You have often said that 
1992 was a turning point. Are you referring to 
[German  Health  Minister  Horst]  Seehofer’s 
health-care reform?

Hoppe: Seehofer and Dressler. Although 
at  that  time  we  had  a  CDU/CSU1  coalition 
government with the FDP, Seehofer reached 
an  agreement  with  the  SPD  social  expert, 
Rudolf Dressler. That laid the groundwork for 
changing our health-care system, in the sense 

that  it  introduced  the 
first  steps  toward  bud-
geting.  In  particular,  it 
announced  that  there 
would be competition in 
the  statutory  health  in-
surance  system,  which 
lead  to  the  introduction 
of  an  instrument  called 
“risk  structure  compen-
sation”;  today  this  has 
become  a  bureaucratic 
Molloch,  which  costs  a 
lot of money and causes 
a lot of trouble.

Zepp-LaRouche: 
What  role  do  private 
clinic  corporations  play 
today, and medical cen-
ters  funded  by  private 
investors?  Don’t  they 
tend  to  squeeze  out  the 
current system?

Hoppe:  They  do 
have  the good luck that  they don’t have  to earn  their 
money through health care, so if they want to invest in 
it,  they can use funds that they earned elsewhere and 
invest them in their own institutions; this accords them 
advantages,  compared  to  free,  non-profit  institutions, 
compared to self-employed physicians’ practices, and 
also compared to the municipalities that are so strapped 
for cash, that they have to sell clinics. (Indeed, it’s not 
really a question of selling: They give them up to busi-

1.  The government included the Christian Democratic Union (CDU), 
the  Christian  Social  Union  (CSU),  and  the  Free  Democratic  Party 
(FDP), with Christian Democrat Helmut Kohl as Chancellor. The Social 
Democratic Party (SPD) was in the opposition.
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nesses  that  are,  as  a  rule,  oriented  toward  making  a 
profit.) Nevertheless, that is a model of success, since 
health care is an economic factor that probably has the 
best future ahead of it, and in which plenty of money 
can be made. Unfortunately, policymakers have not yet 
figured this out.

Zepp-LaRouche: Don’t you mean that if non-medi-
cal managers ultimately decide what the doctors in these 
medical centers do, things will ultimately go in the di-
rection of the HMO system such as the U.S.A. has?

Hoppe: Yes, it certainly does. And that is just what 
we are complaining about, which the others are deny-
ing; but de facto, it is the case. Perhaps not for every 
individual medical procedure, but generally,  the pa-
tients  that  are  accepted  into  these  institutions,  have 
been checked out first to see whether caring for them 
will be profitable or not. That can scarcely be denied, 
since it is simply a fact. But those who are admitted 
are given the standard treatment; the accommodations 
are usually also good; and those who work there and 
those who are treated there are satisfied. But there are 
many who have no chance at all to be accepted there.

Zepp-LaRouche:  In  the  U.S.A.,  the  doctors  are 
complaining that in this HMO system, 35% of the costs 
incurred are for bureaucracy, whereas in state programs 
it is only 5%—an enormous discrepancy. Then it also 
came out  that  information about disease patterns was 
not kept confidential, so that, for example, people could 
not get a job, because their files included reports of a 
family history of a chronic disease.

Hoppe: Right, the HMOs are closed systems. With 
them,  the  medical  care  institution  and  the  insurance 
provider are closely intertwined, and the caregivers—
the doctors who work in this system—have to consider 
the  interests of  the  insurance company. They have  to 
mind the regulations; and the 35% that you mentioned, 
includes  not  only  bureaucracy—that  is,  administra-
tion—but also the profit made by the operators of the 
HMOs, the insurance carriers—and this is substantial: 
14-18% is actually  the norm. Any business  that goes 
below that is considered unsuccessful.

Morality vs. Money
Zepp-LaRouche: Do you have an idea of how the 

globalized  pharmaceutical  companies  could  be 
brought back to responsible business practices?

Hoppe: These are not benevolent  institutions, but 
market participants, like the auto industry and other in-
dustries.  All  I  expect  from  them,  is  to  also  concern 
themselves with those who have rare diseases, which 
might  not  necessarily make  any money  for  the  com-
pany. I understand when the pharmaceuticals firms take 
in more money for medications that have long been on 
the market,  in order  to finance research and develop-
ment for patients who would otherwise have no chance 
of having such medications developed for them.

The  pharmaceutical  companies  find  themselves 
somewhat  between  Scylla  and  Charybdis:  They  are 
acting in the system as pure, profit-oriented businesses, 
but it is a system that also has a benevolent side, and, if 
you will, a compassionate foundation. So that makes it 
an ambivalent business. We should never forget that if 
money competes with morality, morality is seldom the 
winner.

Zepp-LaRouche: That is why I really believe that 
the health-care system is so fundamental to the common 
good, that it should not be allowed to be privatized, but 
should be protected by the State.

Hoppe: That is the old approach, which we pursued 
in the past, and that is the basic idea that the State should 
concern itself with the welfare of the population, since 
the State has a protective function. It took care of this 
welfare  protection  by  making  sure  that  there  were 
enough facilities available for ambulatory and inpatient 
care; but the parties directly involved should take care of 
things on the micro-level—and the State was really quite 
good at handling this. Only when the whole system was 
begun  to be centralized, with Berlin concerning  itself 
with what goes on in the very remotest corner of the Re-
public, did our health care go through a radical change.

Zepp-LaRouche:  In  the  course  of  the  paradigm-
shift according to which money makes money, real pro-
duction was more and more neglected, and speculation 
was fostered; this also caused a change in values, such 
that man was increasingly looked at as a commodity. I 
am of the old-school belief that human life must be held 
sacrosanct. What more could the doctors do, to make 
sure  that  in  this  enormous  economic  crisis,  our  high 
ethical  level  is maintained? Should  this not be given 
more attention?

Hoppe: We  have  our  medical  council  system  for 
that, since it’s undeniable that even doctors can be led 
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astray. There are some who are more market-oriented 
than benevolent, and so we have to see to it that in our 
own domain, our ethics prevail  and not  those excep-
tions that are mammon-oriented. We do that as well as 
we can. The classical example are the so-called Indi-
vidual Health Benefits [IgeL—care which is not paid 
by  insurance, but by  the patient privately—ed.]; here 
the  limit  of  merely  selling  benefits  is  sometimes  ex-
ceeded; our job is to put a curb on that, and we hope that 
we do a pretty good job.

Zepp-LaRouche: Thank you  for  letting us  speak 
with you.

EU Countries Take 
The Ax to Health Care
by Elke Fimmen and Rene Noack

This article appeared in Neue Solidarität of May 27, 
and was translated from German.

The discussion at the 112th German Medical Assembly 
on May 19-22 set  into motion a  long overdue public 
debate about the “shortage of care” and “secret ration-
ing of medical services.” The delegates expressed their 
astonishment at  the “speed and political  facility with 
which billions  are  spent  to bail  out  a  failed financial 
policy, and to consolidate banks and corporations, while 
patients, physicians, and citizens of our country have 
had  to  struggle  mightily  for  years  for  comparatively 
small increases in the financing of statutory health in-
surance.”

For years in Germany, in hospitals for example, this 
situation has led to drastic underfunding and worse pa-
tient care. Due to austerity policies in the delivery of 
health care, the number of hospitals sank to 307, a drop 
of 12.7%, from 1991 to 2006. Since 1991, it has been 
the declared policy  to  remove an ostensible “overca-
pacity” in the hospital system.

According  to  a  study  produced  for  ver.di2  in  the 

2.  Citations and statistics from “Sixteen Year Cap on Hospital Budgets: 
a Critical Review,” by Prof. Michael Simon, FH Hanover, for ver.di, 
June, 2008.

Summer of 2008, from 1995 through 2006, 95,650 full 
time hospital positions were cut, or 10.8% of the total, 
causing,  above  all,  a  sharp  reduction  in  the  scope of 
care. And  that, despite  rising numbers of patients,  as 
between 1995 and 2006, the number of inpatient admis-
sions rose by 12.2%. Between 2002 and 2006 alone, the 
number of  partial  hospitalizations  increased by 66%, 
the  number  of  pre-admission  cases  by  94%,  and  the 
number  of  outpatient  surgeries  by  162%.  The  ver.di 
study points to the sharp decline of the very foundation 
of  health-care  financing,  namely  the  development  of 
taxable  revenue  of  members  of  the  Statutory  Health 
Fund (GKV) as a proportion of Gross Domestic Prod-
uct  (GDP),  and  stresses  that  the principal problem  is 
with income, not with distribution. Primarily the high 
unemployment, which has been persistent and climbing 
since 1980, as well as the very insignificant growth of 
wages  and  salaries,  and  an  increasing  gap  between 
higher and lower income levels, have made this founda-
tion shrink more and more.

Declining Revenues
The GKV members’ income that is subject to taxa-

tion, which amounted to 47.387% of GNP in 1996, had 
sunk by 2005 to 43.255%. The solution to this problem 
on the income side can be shown with a simple compu-
tational model: Had the basis for  the GKV’s revenue 
not  shrunk  over  this  period,  the  Health  Fund  would 
have had 10% more funds at its disposal, even without 
increasing premiums.

Thankfully—contrary  to  all  the  balanced  budget-
fixated monetarists—this  study points  out, moreover, 
the absurdity of setting up monetarist accounting crite-
ria  to measure health care. Until now,  there has been 
“no  generally  accepted  definition  of  ‘profitability’  in 
social law.” Back in 1991, the Council of Experts for 
Concerted  Action  in  Health  Care  had  determined: 
“Owing to the heterogeneity of cases, the medical ben-
efit of a hospital can be no more defined from available 
global data,  than its social benefit: It  is impossible to 
compare the total expenditures with all the efforts used 
to  bring  about  the  results,  and  to  conclusively  deter-
mine the benefits of inpatient care as a whole.” There-
fore, it is just as impossible to arrive at a verdict con-
cerning  profitability,  “whereby  profitability  is 
understood as the quotient of medical and social benefit 
(yield) and general expenditure.”

Instead of placing the primary accomplishment  in 


