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Abstract  

With the outbreak of the corona pandemic in Wuhan in 2019 and in early 2020 in 

Europe, the political and media discourse has been dominated by many health 

economic issues and discussions, ranging from systemic relevance to multiple 

shortages of vaccines, nurses, testing capacity and medical protective equipment. 

In the event of a scarcity of resources, the German Ethics Council1 recommended 

preparing for a possible “triage scenario” at the beginning of the pandemic.2 The 

aim of the article is to find out how advanced the current burden on intensive care 

units in Germany is due to the Corona pandemic and how close Germany is to a 

possible triage scenario. Therefore, the situation of German hospitals over a period 

of 30 years prior to the Corona pandemic is examined, and a comparison with 

OECD nations is made. This is followed by an analysis of the situation during 

Corona (with a focus on intensive care bed utilisation). 3 Finally, the development 

and application of the triage scenario is examined, followed up by a brief discussion 

to what extent a triage system is compatible with the welfare state.  

 

Existence of a Possible Scarcity Problem in the German Hospital Sector? 

For a general overview: Health care spending in Germany in 2019 accounted for € 

410,849,000, which equates to a share of health care spending in gross domestic 

product of 11.9 %.4 Hospital spending in total were € 100,763,000, making hospital 

 
1 The council consists of 26 members and, according to its legal mandate, processes ethical social, 
scientific, medical and legal issues and their consequences for society. 
2 Fedorova (2020). 
3 It is not intended to assess the policies that have been taken regarding the pandemic, or the 
classification of systemically relevant professions. This study cannot fully cope with possible 
shortage problems in all existing care areas and therefore provides an overview of the most basic 
resources of the hospital sector in Germany. 
4 Federal Statistical Office (2020). 
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spending with a share of 24.5 % the third highest share of health care spending.5 

As figure 1 shows, total health care expenditures have increased as well as 

expenditures for hospitals.  

What is very striking, however, is the successive fall in the share of hospitals to 

the total expenditures (red line in figure 1) over the years.  

 

Figure 1: The development of health care costs (1991-2019).6 

We want to go into a little bit more detail about the hospital situation:  figure 2 

shows the development of hospitals from 1991 to 2019 in Germany, as well as the 

percentage change compared to the previous year. There has also been a steady 

decline in the number of hospitals on record the last 30 years. There were 2,411 in 

Germany in 1991. Whereas only 1,914 hospitals were recorded in 2019, accordingly 

nearly 500 hospitals were dismantled over the years.7 This means the number of 

hospitals decreased by more than 20 %.8 In addition, the proportion of privately-

owned hospitals increased. In 1991, 14.8 % were privately-owned, where in 2019 

nearly 38 % hospitals (from the total) belonged to a privately-owned consortium.9 

The number of public hospitals decreased from 46 % to 28.5 %. The proportion of 

 
5 The highest being outpatient facilities (204,256,000) and inpatient/partial hospital facilities 
(149,406,000). 
6 Own illustration based on data from the Federal Statistical Office (2021). 
7 It should be noted that the statistics do not distinguish between a closure and a possible merge of 
hospitals. 
8 Federal Statistical Office (2021). 
9 Federal Statistical Office (2021). 
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non-profit hospitals decreased by 5.3 %.10 Nevertheless, there were only about a 

fifth in 2019 (19.3 %) of the beds set up in private, one third in non-profit and 

thereby non-profit capacity accounting for about every second bed in public 

hospitals.11  

Figure 2: The development of hospitals and the development of hospital beds and their occupancy 

rates in Germany from 1991-2019.12  

In addition to the decline in the number of hospitals, a reduction in the number of 

beds of more than 25 % (665,565 to 494,326 beds) can be determined over the past 

30 years.13 Nevertheless, the average bed occupancy has fallen by around 8.3 % 

(from 84.1 % to 77.1 %) during the same period. In contrast to the normal beds 

available, an increase in intensive care beds can be recorded. These rose by a total 

of around 30 % from 20,200 intensive care beds in 1991 to 26,319 intensive care 

beds in 2019.14 To be able to put the bed occupancy into a ratio, a recommended 

maximum occupancy can be used as a guide. Hospitals usually plan with an 

 
10 Federal Statistical Office (2021). In the case of hospital ownership, it can be distinguished 
between a public (e.g. regional authorities (federal, state, district or municipality)), non-profit (e.g. 
parishes, foundations or associations) and private (commercial companies) ownership. 
11 Federal Statistical Office (2021). 
12 Own illustration based on data from the Federal Statistical Office (2021). 
13 Beds that are ready for use for full patient treatment. The occupancy rate is calculated as the 
number of beds effectively occupied (bed-days) for curative care (HC. 1 in SHA classification) 
divided by the number of beds available for curative care multiplied by 365 days, with the ratio 
multiplied by 100. 
14 Aerzteblatt (2020) and Federal Statistical Office (2021). 
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average bed occupancy of 85 % up to 90 %.15  According to Kuntz, Mennicken and 

Scholtes (2015), a turning point has already been reached at 92.5 %, at which more 

preventable deaths occur. In addition, it should be noted that the average value of 

the bed occupancy does not say anything about the occupancy rate in high phases. 

In addition to the decline in hospitals and the number of beds available, an increase 

in the number of treatment cases in Germany can be recorded over the same 

observation period (see figure 3). While the clinics recorded around 14.6 million 

patients in 1991, around 19.4 million people were treated in 2019.16 In addition to 

the increasing number of cases, however, the length of stay is also noticeable, 

which has halved within 30 years. While the average patient stayed in hospital for 

around 14 days in 1991, the average length of stay in 2019 was 7.2 days.17 The 

increase in the number of cases can be explained in part by the demographic 

development and the associated gradual aging of the population.18 The decrease in 

length of stay can be attributed, among other things, to the "German Diagnosis 

Related Groups" accounting system introduced in 2003. In contrast to the previous 

Federal Care Rate Ordinance, bills are based on flat rates and not on care days. To 

determine the flat rate per case, groups are formed according to medical and 

financial expenditure. If the specified limit length of stay is not adhered to, 

hospitals run the risk of economic losses. In addition, patients are now treated 

more frequently on an outpatient or pre- or post-hospital basis, instead of being 

treated as a full inhouse-patient as before. Accordingly, it cannot be concluded that 

the reduced length of stay is associated with a better health status of the 

population. Rather, the choice of forms of treatment has changed for reasons of 

cost.19 

 
15 Green (2005). 
16 Federal Statistical Office (2021). 
17 Federal Statistical Office (2021). 
18 Blum and Offermanns (2012). 
19 Baumann (2006). 
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Figure 3: The development of case numbers and length of stay in Germany from 1991-2019.20  

Another undeniably important resource is the staff. Contrary to the presumption 

of a scarcity problem, it can initially be established that both the number of people 

in the medical service profession and in the non-medical service profession has 

increased on average over the last 30 years (including students/trainees). The total 

number of employees rose by approx. 16.6 %. In the medical service area, there has 

been an increase of around 80 % (from 109,072 to 196,470) over the last three 

decades, and in the non-medical sector area an increase of around 9.7 % (from 

1,002,553 to 1,100,193).21 In connection with the reduced number of hospitals, the 

argument can be put forward that the proportion of staff per hospital has increased 

over the past few years. 

 
Figure 4: The development of hospital staff including medical and non-medical service in Germany 
from 1991-2019.22  

 
20 Own illustration based on data from the Federal Statistical Office (2021). 
21 Federal Statistical Office (2021). 
22 Own illustration based on data from the Federal Statistical Office (2021). 
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So far, there has been a decrease in hospitals by more than 20 % and in available 

beds by 25 %, as well as an increase in the number of treatment cases by around 

33 %.23 On the other hand, the bed occupancy fell by around 8.3 %, the length of 

stay was halved, and the proportion of staff rose by around 16.6 % overall.24 These 

results do not seem to support the proposition of the expected scarcity problem. 

Rather, despite the decline in equipment such as the number of hospitals and fewer 

beds available, more patients seem to have been treated. This could possibly be 

due to the halved average time that patients spend in hospital, as well as to the 

increased number of staffs. At this point the notion can rather be put forward that 

in the last 30 years the hospital sector has been made more economical and 

efficient. Even if a possible economic improvement and not necessarily a resource 

problem can be identified based on the number of cases, the previous values cannot 

be used to provide a conclusive answer, whether the available resources 

fundamentally guarantee adequate patient care. The German Medical Association 

warned in 2018 that the needed supply of doctors could not keep up with the 

growing number of cases and demographic change.25 For example, weekly working 

hours between 60 and 80 hours are no exception in hospitals.26 In addition, 

Germany is faced with the problem of an increasing number of older doctors who 

will be retiring from working life in the foreseeable future.27 

To be able to put the hospital situation in Germany into perspective, the following 

briefly compares the number of hospital and intensive care unit beds (ICUs) as 

well as the staff in the OECD countries. 

Compared to other countries of the Organization for Economic Co-operation and 

Development (hereinafter OECD), a highly intensive care bed density of 33.9 

intensive care beds per 100,000 inhabitants can be accounted for Germany. After 

Germany, Austria follows with 28.9 and the USA with 25.8 intensive care beds per 

100,000 inhabitants. About the level of hospital beds, Germany ranks at 6 beds per 

 
23 Federal Statistical Office (2021). 
24 Federal Statistical Office (2021). 
25 German Medical Association (2018). 
26 Moreover, Germany is already dependent on doctors from abroad. In 2018 according to Kopetsch 
(2008), 54,000 doctors immigrated to Germany, 72 % of whom work in the hospital sector. But the 
so called “braindrain” offers only a shift of the problem, but does not eliminate it.  
27 Yamamura (2009). 
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1,000 inhabitants compared with 33 OECD member states third place. Only Korea 

and Japan achieve better results than Germany with values of 7.1 and 7.8 hospital 

beds per inhabitant. Regarding hospital staff, Germany also achieved high values 

in an OECD comparison, both for the number of doctors and nursing staff per 1,000 

inhabitants (see Figure 5 below). Only Norway and Switzerland achieve higher 

scores than Germany for both doctors and nursing staff. All three countries also 

have comparatively high expenditures for the health sector.28 

Figure 5: Comparison of the number of doctors and nurses per 1,000 population for selected OECD 

countries.29  

Overall, for the investigation of a possible scarcity problem in the hospital sector 

in the normal situation for Germany, it can be stated that no direct scarcity can be 

determined based on the available data. A comparison with OECD countries has 

also shown that Germany is at a high level in terms of hospitals, intensive care 

beds and staff. Nevertheless, precautions should be taken regarding demographic 

change. Relying on skilled labour migration from abroad does not offer a 

sustainable solution either. In addition, a more intensive examination of the 

working conditions such as the working hours is needed. 

Existence of a Possible Scarcity Problem in the German Hospital Sector during the 

Corona Pandemic? 

In the following, it will be predicted when the available intensive care beds in 

Germany would have been fully occupied under the additional load of Corona 

 
28 OECD (2020). 
29 OECD (2020).  
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patients. For this purpose, the current data set available at the time of writing will 

be used.  

According to the Robert Koch Institute, the number of confirmed COVID-19 cases 

on the deadline of the study (27. April 2021) was 3,310,301 with a 7-day incidence 

of 168 cases/100k inhabitants.30 There was a total of 23,911 beds in intensive care 

units at that time.31 Of these 21,076 were occupied, representing an occupancy rate 

of approximately 88 %.32 Corona patients in turn occupied 5,050 ICU beds (about 

21 % of the total ICU beds). 33 It can be concluded that the ratio of Corona intensive 

care patients to other intensive care patients is about 1:5. Consequently, of the 

2,835 available beds, only 21 % are also available for COVID-19 patients at this 

time. figure 6 shows these two limits: 34 

 

Figure 6: The development of Corona case numbers in Germany and possible development scenarios 

based on 18. December 2020.35 

 
30 It should be noted that at the conclusion of this article (4. May 2021), the number of those 
requiring intensive care had decreased slightly to 4,946. The total number of people infected with 
COVID-19 on 4. May 2021 was 3,433,516 with a 7-day incidence of 141.4, which has also 
decreased. 
31 German Interdisciplinary Association for Intensive Care and Emergency Medicine (2021). 
32 German Interdisciplinary Association for Intensive Care and Emergency Medicine (2021). 
33 The highest value of intensive care bed occupancy by corona patients was measured on 3. January 
2021 with 5,745 occupied intensive care beds.   
34 This does not include patients who either die in the ICU or are discharged/transferred. 
35 Own presentation based on data from Radtke (2021). 
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The three forecasts are based on the closing date of the article and the 5,050 

COVID-19 patients on 27.4.2021 and show that without the political interventions 

the reserves would have quickly exceeded the capacity limits of the intensive care 

units with the growth rates of the previous weeks. Triage on a large scale would 

have been almost essential at this point. Fortunately, however, the increased 

vaccination tempo and the federal emergency brake with contact and curfews 

regulations led to falling incidences and infection figures. High infection figures 

correlate with a certain delay with the high burdens in intensive care units, which 

must be avoided at all costs. Here, the situation in April 2021 is different from that 

in 2020. The average age is much lower, but the length of stay in intensive care 

units is now much longer. Based on the hospital situation 30 years before Corona 

as well as during the Corona pandemic, no concrete indication of shortage problems 

or the use of triage in Germany can be found, even if the situation during Corona 

is in part very much at the limit. Nevertheless, attention should be paid to future 

developments, especially regarding medical personnel. Moreover, the analysis was 

limited to the hospital sector only. However, triage can also take place at other 

facilities. For example, on 31. January 2021, there were 2,216,363 Corona infected 

persons, of whom 56,945 died (about 3 % of all infected persons).36 Of those 

infected, 18,506 people (about 32 %) died in intensive care units. 68 % of the deaths 

take place in other facilities that are not precisely documented. This suggests that 

pre-triage of corona patients prior to ICU admissions is possible.  

 

The Concept of “Triage”:  A Scarcity Problem? 

The triage forms a system that, like systemic relevance, has not only existed since 

the beginning of 2020, but is widely discussed in public due to the outbreak of the 

corona pandemic. The triage system is also part of the emergency care in congested 

hospitals in other countries such as Italy.37 

The northern Italian province Bergamo became one of the deadliest killing fields 

for the virus in the Western world. Bergamo was the epicentre of the first wave of 

 
36 Vgl. Robert Koch Institut (2021 (b)). 
37 Lintner (2020). 
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the pandemic in Europe and has become a symbol of tragedy. At the end of March 

(2020), Italian health authorities had counted 12,428 virus-related deaths. The 

Italian National Institute of Statistics says there had been more than 25,000 

excess deaths at that stage. That’s a gap of more than 12,000 deaths, the vast 
majority of which are believed to be linked to the virus.38 Given the 568 per cent 

rise in deaths in Bergamo, Italy during the March period the army was commanded 

to assist in the cremation of the dead. The images of army vehicles driving 

numerous coffins from Bergamo shocked the world. Up to 70 coffins a day were 

picked up by soldiers from Bergamo in the spring of last year - the morgues there 

were completely overcrowded due to the deadly pandemic. There was little time 

left for the burial of the corona dead who remained in Bergamo. Many of them were 

not given a tombstone; instead, the graves were provisionally marked with signs 

showing the names and photographs of the deceased.39 

The triage (from the French “trier”, to sort),40 which is used in today's medicine, 

originally comes from food selection and was primarily shaped by military 

medicine.41 The so-called “battlefield triage” was later used in integrated 
emergency and catastrophe medicine.42 The triage includes the rule of urgency of 

treatment, which states that those most severely affected are to be treated first, as 

well as the later added rule of sorting out the "hopeless cases",  which are not 

treated directly.43 In addition, the maximization rule was also applied, the aim of 

which is to save as many human lives as possible.44 In contrast to the military, 

five-stage rather than three-stage decision-making processes are often used in the 

clinical sector.45 The triage and the associated rules are found in extreme 

situations for medical care use. An extreme situation can be defined based on 

overloaded medical capacities due to relatively few medical staff who suddenly 

must care for many patients with scarce medical resources.46 In the case of such 

 
38 Clench (2020).  
39 Zeit Online (2021). 
40 Mitchell (2008). 
41 Michel (2020). 
42 Michel (2020). 
43 Hogan und Burstein (2007). 
44 Lübbe (2001). 
45 Hilt (2013). 
46 Michel (2020). 
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an extreme situation, the triage means dividing those in need of treatment into 

different urgency cohorts. Classical triage situations include, for example, major 

industrial accidents, high-loss military actions or natural disasters.47 The triage 

system in Germany is still a very new way of integrating it into everyday hospital 

life. Triage systems were initially established in the USA in the 1960s, and in the 

following years other systems developed in Italy, Australia, England, and Canada, 

among others. It was only in 2004 that Germany introduced a variant of triage, the 

so-called Manchester Triage System (hereinafter MTS), in German hospitals.48 

In the USA, the problem of financing and the provision of resources stood in the 

foreground in contrast to quality assurance. The establishment of a triage system 

was intended to prevent harming patients whose financial status and the 

associated settlement of the bill is questionable.49 Great Britain, on the other hand, 

was confronted with the problem of increasing emergency patients. In addition to 

actual emergencies, patients with normal illnesses increasingly visited the 

emergency rooms. To avoid incidents caused by waiting times, it became necessary 

to sort the patients according to the urgency of treatment.50 In Germany the 

problem of the increasing number of ambulant and intensive patient cases can also 

be seen as the cause of the introduction of a triage system.51 

A general triage sorting procedure exists within disaster medicine. The "hopeless 

cases" (seriously injured people with damage of more than 50% and a low chance 

of survival) initially receive no treatment apart from possible pain-relieving 

treatment and pastoral care, just like the slightly injured. The remaining patients 

are categorized into three emergency categories. Category 1 includes people who 

are acutely life-threatening and whose lives can only be saved through immediate 

treatment. The second category treats patients who, in relative terms, have better 

chances of survival, but who nevertheless need rapid treatment in view of a 

favourable long-term result. The third category is then divided into those people 

who can reasonably be expected to receive somewhat delayed treatment.52 The 

 
47 Schmidt (1996). 
48 Hilt (2013). 
49 Hilt (2013). 
50 Hilt (2013). 
51 Hilt (2013). 
52 Lübbe (2001). 
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main criterion of triage is both the patient's will and the clinical outlook for success, 

which is measured, among other things, using the Clinical Frailty Scale 

(hereinafter CFS).53 The CFS serves primarily as an instrument for the assessment 

of persons aged 65 and over within the holistic view of the patient. The CFS is 

divided into nine different levels, ranging from "very fit" to "terminally ill".54 On 

the basis of CFS, people can be identified who are at high risk and cannot expect 

any improvement in their state of health through treatment such as an intensive 

care intervention. However, it is important to emphasize the fact that this 

procedure is not suitable for people under the age of 65.55 It must first be 

determined whether a possible indication exists. If not, treatment will be 

discontinued. If there is an indication for ventilation, for example, the next step 

must be in accordance with the patient's wishes. If the patient does not want 

treatment, treatment is excluded. If the patient has requested treatment directly 

or, for example, through a living will, the final step must be to use the triage system 

to decide whether treatment can be carried out with the available resources.56 

When deciding between treatment and non-treatment, in the case of COVID-19 

infections, age, the probability of survival, the highest potential lifetime and the 

maximization of benefits for the largest possible number of people play a role.57  

As early as 2009, a study in Great Britain found that in the event of a pandemic, 

according to the British triage guidelines, approx. 46% of the normal intensive care 

patients would not have been treated due to their degree of illness. About 69% of 

these patients would have died because of neglecting treatment.58 The triage 

method is highly controversial. 

Compatibility of the welfare state and triage? 

Michel (2020) asks the provocative question of whether, if a decision is made based 

on age or frailty in corona patients, other criteria such as the systemic relevance 

of the people should not also be decisive. Accordingly, social position, intelligence 

 
53 Michel (2020). 
54 German Association for Geriatrics (2020). 
55 German Association for Geriatrics (2020). 
56 Michel (2020). 
57 Michel (2020). 
58 Ettel and Fuest (2020). 
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or attractiveness could be conceivable decision criteria. This line of thought 

clarifies the problem with the compatibility of triage with the German constitution 

and the German welfare state. Thus, the German Interdisciplinary Association for 

Intensive Care and Emergency Medicine tries to justify the triage procedure 

deontologically, and to replace the selection of patients by the "clinical likelihood 

of success" instead of the life value determination. An attempt is made to prevent 

a decision based on age or lifespan and to replace it with the objective medical-

biological status of the person.59 The problem would be defined in terms of resource 

allocation rather than social benefit, i.e., accepting the death of people if as many 

as possible can be saved in return. Nevertheless, the underlying methods of 

classification, such as CFS, which is based on age, remain the same. It is not 

compatible with the German constitution to regard a 20-year-old as more valuable 

than an 80-year-old, or to assign less value to a previously ill.60 Therefore, Michel 

(2020) sees the use of triage not only as a serious failure of health care, but also a 

violation of human rights. 

The question now arises how possible ways out of triage could look like. Decision-

making procedures that are made completely independently of the person's profile 

- such as chronological serial treatment or a random determination of the 

treatment sequence - also do not seem to offer any health-related solution.61 

Another possibility is to avoid and prevent the need for treatment in the hospital 

to avoid triage situations from the beginning. In the case of corona, special 

additions were made for patient directives, which were recommended to the risk 

groups. The will regarding different stages of ventilation as well as the decision 

not to be admitted to a hospital in the first place in case of COVID-19 can be 

recorded there. However, Michel (2020) sees the increased use of living wills 

merely as a shift of the triage system into a pre-triage, which would ultimately 

shift medical care only to the palliative sector. The chosen way out of the triage 

shows the social interaction of a country with older and sick or handicapped, but 

 
59 Michel (2020). 
60 See Article 1, Paragraph 1 of the Basic German Law: “Human dignity is inviolable. Respecting 
and Protecting each individual is an obligation of all state power”, Article 3, Paragraph of the Basic 
German Law: “All people are equal before the law” and Article 3 Paragraph 3 of the Basic German 
Law: “Nobody may be disadvantaged because of their handicap”. 
61 Lübbe (2004). 
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also with socially disadvantaged people. It should be noted that the state of health 

and the lifespan of a person depend significantly on the respective income and 

social status.62 A solution that would make life and death decisions irrelevant 

would be a solution to the problem of scarcity. Michel (2020) sees the key to the 

triage system as promoting the healthcare and nursing care landscape and 

improving general accessibility. Appropriate training as well as adequate payment 

of the specialist staff are required for this. In 2018, the gross monthly salary of 

nursing professionals in hospitals was € 3,543, making it the highest salary among 
nursing staff in Germany. The lowest remuneration was paid to helpers in the care 

of the elderly in outpatient care at € 1,939 per month.63 By improving such 

conditions an alternative to triage could be found. 

Nursing and caregiver personal need our solidarity – especially after the 

prevention of a blanket collective agreement in 2021 for higher wages and 

improved working conditions for the care of the elderly by Caritas.64 The German 

Caritas Association is the umbrella organization of the organized Caritas (Latin 

for charity, high esteem) and welfare association of the Roman Catholic Church in 

Germany. It is in the legal form of a registered association (eV) and a central 

association of over 900 individual organizational units - most of them as 

independently registered associations. It is part of the league of the so-called 

leading associations of voluntary welfare in Germany. The leading associations 

work together in the Federal Working Group for Independent Welfare Care.65 

As an association of around 6,200 legally independent sponsors with around 

693,000 employees, the association is the largest private employer in Germany.66 

In addition, around 500,000 volunteers are involved in the Caritas facilities.  

Nurses and caregivers complain of chronic overload in the workplace, now there 

are further hardships due to the corona crisis for nurses and caregivers on top. It 

is an industry particularly affected by corona, in which true nightmares are 

currently playing out again and again: In the care sector, the risk of corona 

 
62 Michel (2020). 
63 Radtke (2020). 
64 Wegener (2021). 
65 German Caritas Association (2019). 
66 Hank (2006). 
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infection for employees is particularly high – recently during past January an 

entire hospital in Berlin had to be completely quarantined because of an outbreak 

of around 30 cases with the coronavirus mutation B.1.1.7.67 For the approximately 

1,700 employees at the Humboldt-Clinic in Berlin  this meant "commuting 

quarantine" - they were only allowed to travel between their home and the clinic.68  

But the basic problem of piling up frustration is "the promises made by politics to 

care not kept", for example insufficient protection.69 Employees who are 

particularly at risk due to their age or previous illnesses still had to continue to 

work. Health and safety laws were suspended in the pandemic, which made it 

possible to work more than allowed. The industry service "pflege-online" reports 

on other cases in which even nurses with positive test results had to continue 

working because of the shortage of care staff.70 Figures from the Federal 

Employment Agency seem to indicate a wave of layoffs caused by the pandemic: 

Between the end of March and the end of July, the health care sector had around 

9,000 fewer employees, with declines between 0.44 and 0.6 % for sick and elderly 

care. But the numbers had already recovered by the end of August.71 Looking at 

the year, the health care sector is one of the few sectors that increased employment 

contracts subject to social security contributions in 2020. The short-term 

employment decline cannot be clearly explained. It can be your own terminations 

or employment contracts that have been terminated by the employer or have 

expired. Or vacancies could not be filled promptly, for example because job 

interviews were missing. 

The industry is desperately looking for personnel. The number of vacancies that 

cannot be filled is large. The number of calculated open vacancies that are 

additionally required is even greater. In the particularly poorly paid geriatric care 

sector, it currently takes an average of six months to fill a vacancy. 

 

 
67 Bayrischer Rundfunk (2021). 
68 Emundts (2021). 
69 Emundts (2021). 
70 Emundts (2021). 
71 Emundts (2021). 
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Conclusion 

What are the key points for policy decision makers?  

As Germany is experiencing the third COVID-19 pandemic wave, intensive care 

unit (ICU) bed capacity is an important determinant within the discussed Triage 

Debate and the needed intensive public health economic and social analysis of this 

scarcity problem causing the Triage Debate. 

In Germany, as argued by Gandjour (2021) among others the provision of ICU bed 

reserve capacity appears to be cost-effective even for a low probability of bed 

utilization. When comparing the provision of additional capacity, i.e. elimination 

of the scarcity problem, to no intervention from a societal perspective the marginal 

cost-effectiveness ratio (MCER) of the last bed added to the existing ICU capacity 

is €21,958 per life-year gained assuming full bed utilization. The net monetary 

benefit (NMB) decreases with an additional expansion but remains positive for 

utilization rates as low as 2%. In Germany, the provision of a staffed ICU bed 

reserve capacity appears to be cost-effective even for a low probability of bed 

utilization. The necessary implementation policies of hospital pandemic 

preparedness and response capacity strengthening COVID-19 mitigation 

strategies are life-saving alternatives to controversial Triage debates. 

It can be stated that the examinations of the selected criteria of the hospital sector 

both before and during Corona do not indicate a lack of resources or the use of 

triage. However, it is important to note that the situation under Corona in 

Germany was certainly often on the verge of a severe lack of resources - especially 

regarding nursing staff. The international comparison shows that Germany has 

good resources in the hospital sector overall. However, the future development 

should be examined more closely and critically, especially regarding staffing. In 

addition, an analysis of other health care sectors such as old people's homes are 

necessary in order to actually be able to rule out a general triage scenario in 

Germany. 
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