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About Studies on the DDR

The German Democratic Republic (DDR) was a social-
ist state founded in East Germany in 1949 as a democratic,
antifascist reaction to the Second World War and the
subsequent restoration of monopoly capitalism in West
Germany. The DDR represented a new Germany, one in
which the land was redistributed, the means of produc-
tion socialised, and the agricultural system collectivised.
It established an egalitarian education, healthcare, and
social system and guaranteed equal rights between men
and women. It cultivated friendly and close-knit economic
relationships with other socialist states and exercised polit-
ical and material solidarity with countries and movements
fighting for their independence in Latin America, Asia, and
Africa.

The DDR's declared objective was to establish a just
society based on the principles of equality. With public
ownership of the means of production as its foundation,
the country developed into a powerful and efficient indus-
trial state that used its economic surplus for the benefit of
its citizens and guaranteed them a life of social security.
Ultimately, the DDR was successful in realising its main
socio-political goal: to satisfy its people’s growing material
and cultural needs.

Why bother re-examining the DDR’s achievements,
principles, and structures thirty years after its downfall?
What can we learn from its alternative economic prac-
tices in today's world, where the triumph of capitalism
has exacerbated the problems of inequality and pov-
erty and has resulted in more frequent crises? What did
socialist democracy really look like? What contradictions
arose during the everyday application of a planned econ-
omy? What lessons can we draw from the DDR'’s ultimate
demise?

With this series, Studies on the DDR, the Internationale
Forschungsstelle DDR (International Research Centre
DDR) together with Tricontinental: Institute for Social
Research seek to encourage a new engagement with
the history and principles of the DDR. It is our goal to
re-evaluate the legacy and experiences of this project of
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socialist construction. We use the German acronym DDR,
or Deutsche Demokratische Republik, (English: GDR) spe-
cifically because it often represents a positive point of ref-
erence in many parts of the world and especially for coun-
tries in the Global South.

This educational series on the agenda and realities of
the DDR explores aspects of everyday life, provides facts
about the country’s social achievements, and examines the
political and economic foundations of this socialist state.
By reflecting on the lived experiences of daily life, which
are generally left out of the dominant narrative due to the
crushing victory of capitalism and the dominance of the
market economy, we seek to make a useful contribution
to the debates currently taking place within progressive
movements. After all, millions of people around the world
are still fighting for advancements that were once a given
in the socialist system but were lost with its downfall.

In 1990, after the reunification of Germany, the DDR’s
economy was dismantled. It was treated as a shock ther-
apy prototype for the austerity measures that were soon
imposed on other countries — and not just the former
socialist states. At the same time, the DDR was politically,
judicially, and morally delegitimised. The publications in
this series are a rejection of the narrative propagated by
enemies of socialism, both new and old, that the demise
of the DDR proves the inevitable failure of socialist policy
and economy. By depicting the readlities of life in the DDR
and by affirming the experiences of DDR citizens, we hope
to remind the reader that alternatives to capitalism did
and do exist.

This second publication in Studies on the DDR explores
the construction and expansion of the DDR's health care
system in the decades following the Second World War.
In the context of limited economic resources and fierce
competition with capitalist West Germany, the DDR was
able to develop a pioneering approach to medicine that
placed people over profits and emphasised the impor-
tance of social responsibilities in preventing disease. The
insights gained from this historical experience of building
an effective, universally accessible health care system can
serve as a frame of reference for those struggling towards
a society organised for and by working people.



1. Health Care in a Sick System

The manner in which a society approaches issues of
health reveals much about its general character. The prior-
ity given to people’s health, the degree to which individuals
are protected and treated equally, and the extent to which
health care is geared towards people’s real needs paints a
picture of the existing social and political conditions.

Health policy cannot, however, be reduced to the sys-
tem of medical care alone. It is inseparable from working
conditions, nutrition, housing, and education; the charac-
ter of social relationships; leisure and cultural behaviour;
and a number of other factors that form the basis upon
which people’s physical and mental health develop. The
interrelationship between these elements was already
being discussed in Germany during the early develop-
ment of capitalism. An example of this was the work of
the German physician Rudolf Virchow (1821-1902), the
founder of modern pathology and a pioneer of what was
then referred to as ‘social hygiene’ (Sozialhygiene). This
field, now associated with the terms social medicine or
public health, investigates the interaction between peo-
ple’'s health and their social conditions. Friedrich Engels,
too, provided evidence of this connection in his early work
on the condition of the working class in England.

‘ All conceivable evils are heaped upon the heads of the poor. If the population of ,
great cities is too dense in general, it is they in particular who are packed into the
least space. [...] They are given damp dwellings, cellar dens that are not waterproof
from below, or garrets that leak from above. Their houses are so built that the
clammy air cannot escape. They are supplied bad, tattered, or rotten clothing, adul-
terated and indigestible food. [...] And, if they surmount all this, they fall victim to
want of work in a crisis when all the little is taken from them that had hitherto been
vouchsafed them.

How is it possible, under such conditions, for the lower class to be healthy and long
lived? What else can be expected than excessive mortality, an unbroken series of
epidemics, a progressive deterioration in the physique of the working population?

— Friedrich Engels, one of the founders of scientific socialism, 1845
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Under capitalism, health protections must be fought
for in a constant struggle against economic interests.
Public health policies are primarily determined by the pri-
vate sector and are increasingly being reshaped by market
forces.The COVID-19 pandemic has drastically revealed
the serious deficiencies and unsolved challenges of health
care systems today. Many states lack clear, scientifically
grounded decision-making structures. Solidarity-driven
cooperation within and between states is blocked above
all by private economic interests. Deaths are shamelessly
weighed against economic losses by political and busi-
ness leaders. Throughout the world, the living and working
conditions of the lowest earners make them the most vul-
nerable to the pandemic. In many cases, they are denied
access to vaccines and medicines. The protection of pri-
vate patent rights is prioritised over comprehensive care
for the people. The populations of the Global South are left
almost entirely empty-handed.

The overall efficacy of health care systems in the
Global North is touted as an indication of their superiority,
yet their potential is not fully exploited, nor is their effi-
cacy due solely to economic strength or positive medical
traditions. Instead, it is the decades-long struggle of trade
unions and other democratic forces that has established
minimum standards and basic care. The same forces have
thereafter been compelled to defend these gains from
the constant pressures of the private sector. Further, the
health care systems of wealthier states are bolstered by
medical personnel who have been lured away from eco-
nomically weaker countries. This — coupled with the con-
tinued exploitation of the Global South — further exacer-
bates unequal development between the North and South.
Today, the private capitalist sector is consolidating its grip
on health care systems, particularly in Western econo-
mies, leading health and illness to become increasingly
commodified and subordinated to profit-driven motives.



‘ Health care, instead of being an accountable system, has grown into a hodge- ,
podge of corporate fiefdoms whose central aim is to maximise profitability for
venture capital investors. A profit-oriented health care system requires the physi-
cian to act as a kind of gatekeeper, deciding whether to grant or deny health care.
A profit-oriented health care system is an oxymoron, a contradiction in terms. As
soon as care serves profit, it is no longer true care.

— Professor Bernard Lown (1921-2021), an American cardiologist and a co-founder
of the International Physicians for the Prevention of Nuclear War (IPPNW)

Since 1991, the proportion of private hospitals and
beds in Germany has increased tremendously, continuing
a trend of the increasing commercialisation of inpatient
care which began in the Federal Republic of Germany
(FRG, commonly referred to as West Germany) in the mid-
1980s. This development gained additional momentum in
2003 with the introduction of the US-inspired billing sys-
tem based on diagnosis-related groups. Under this system,
hospital cases are classified into different groups to iden-
tify the ‘products’ that patients receive and to determine
payment. As such, decisions regarding the treatment and
length of hospital stays are increasingly made on the basis
of what can be billed profitably rather than on the basis
of medical criteria. The quality of health care is thus being
eroded, as treatment becomes ever more dependent on
patient income and public health services are slashed.

The antagonism between private-sector interests
and comprehensive health care for all members of soci-
ety had already been recognised in the early days of the
German Democratic Republic (commonly referred to as
East Germany). Throughout its 40-year existence, the DDR
was able to construct and advance a fundamentally dif-
ferent health care system. From an initial position of great
economic disadvantage, the DDR came to be ranked
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among the 20 largest industrialised countries in terms of
economic production and living standards by the end of
the 1980s. The well-being of its 16 million inhabitants was
reflected by favourable, even leading values according to
certain World Health Organisation measures such as the
physician-to-population ratio, infant mortality, and the
reduction of tuberculosis. This was despite the suboptimal
structural condition of many health facilities, the scarcity
of medical supplies, and restrictions on the import of med-
icine and technology — much of which was the result of
economic sanctions imposed by the West.

Infant mortality rate:

The probability of a child dying before
one year of age per 1,000 live births
(1960-1989)
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The DDR was able to achieve significant advances in
health care both due to the influence of progressive tradi-
tions passed down from the 19th century and the Weimar
Republic (1918-1933) and due to a radical transforma-
tion of the economic and political conditions in the DDR.
This transformation enabled the young state to reorient
the objectives and structure of health care around social
principles while also creating new socialist relations in and
outside of the workplace that improved the population’s
health.

This study assesses the DDR's health care system and
traces several of its central elements, examining the sig-
nificance of the DDR's socialist character in the construc-
tion of a health care system based primarily on preventive
principles. This endeavour did not proceed without its dif-
ficulties and contradictions, and the insights gained from
this process of building an effective, accessible health care
system within the context of limited economic resources
can serve as a reference for struggles worldwide. The title,
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Socialism Is the Best Prophylaxis, pays tribute to a well-
known quote of Maxim Zetkin (1883-1965), a physician,
politician, and son of the international women'’s rights
activist and communist Clara Zetkin (1857-1933), that
became a slogan in the DDR. In line with the focus of the
DDR's health care system, this slogan refers to the medi-
cal approach known as prophylaxis that seeks to prevent
disease before it manifests.

2. Historical Conditions in the Years Preceding the

DDR

Devastating social and health conditions for the urban
proletariat arose against the background of industriali-
sation in the German Empire (1871-1918). After years of
campaigning, revolutionary social democracy succeeded
in introducing social health insurance in 1883. While then
German Chancellor Otto von Bismarck is remembered
as the founding father of state-organised social insur-
ance, it was in fact the struggles of the working class
that demanded and won concessions from the govern-
ment. Bismarck never made a secret of the fact that he
sought to push back the political influence of the social-
ist labour movement. During a session of the Reichstag,
he remarked, ‘Without social democracy and without the
fear that it generates in a great many people, we would
not have made the modest social reforms that we had
to grant today’. The introduction of this health insur-
ance system helped to partially cover the cost of treat-
ment, but inadequacies remained as working conditions
had not improved and the workers had to pay two-thirds
of the premiums. As a result, self-organised health care
organisations such as the Workers’ Samaritan Federation
(ASB) and the Proletarian Health Service (PGD) emerged,
complementing the work of the Social Democratic Party
of Germany (SPD) and the Communist Party of Germany
(KPD) respectively during the Weimar Republic. These
organisations emphatically demanded the further expan-
sion of public health care.

After German fascism came to power in 1933, the

Nazis began misusing medicine to enforce their racist and
anti-Semitic ideology against people whom they alleged
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The Proletarian Health Service
(PGD) was a self-organised
health service that operated
from 1921 to 1926. It was explic-
itly political and continued the
tradition of public health by, for
instance, supporting the nutri-
tion of schoolchildren and the
labour struggles to maintain the
eight-hour day, especially in the
mining industry and chemical
factories. It further advocated for
the socialisation of health care
and organised concrete, practical
assistance by providing health
care training and education,
accident prevention, and first aid.
The PGD also worked closely with
the workers’ sports movement to
promote fitness.
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were inferior, committing crimes against humanity
on an unprecedented scale. Following the uncon-
ditional defeat of Nazi Germany in 1945, a cata-
strophic health crisis hit the German population.
The prevalence of epidemics, diseases, and inju-
ries revealed how wars continue to produce many
casualties long after the end of military combat.
Hospitals, sanatoriums, and the entire health care
system had been destroyed in what then became
the Soviet Occupation Zone (SOZ). The supply of
medicines collapsed and epidemics spread uncon-
trollably, intensified by a large influx of refugees
and resettled people arriving from Eastern Europe.
Deaths from tuberculosis in this period were twice
as high as they had been prior to the war. Typhus,
cholerq, dysentery, venereal infections, and child-
hood diseases ravaged the population. The num-
ber of doctors halved compared to pre-war levels,
and the training of new physicians was interrupted
by the closure of universities.

From the defeat of the Nazi regime in 1945
to the founding of the DDR in 1949, the health
policies of the SOZ were shaped based on 30
orders issued by the Soviet Military Administration
(SMAD), which governed the SOZ from the end of
the Second World War until the DDR was estab-
lished in 1949. The policies were then implemented
by the German Economic Commission (the central
German administrative body in the SOZ) along
with the newly created Central Administration for
Health Care and the five regional governments in
Eastern Germany. An immediate question con-
fronting the SMAD was how to deal with the doc-
tors and other health professionals who had sup-
ported the fascist system. Roughly 45 per cent of
physicians had been Nazi Party members, many of
them involved in euthanasia and the other atroc-
ities that took place in concentration camps. Many of
these individuals fled the SOZ, knowing that they would
be treated more leniently in the West. The doctors who
stayed posed a politically and morally difficult dilemma:
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enacting a blanket dismissal of health professionals — as
had been carried out among judges and teachers for good
reason — was out of the question, if only because of the
health crisis facing the country. As a result, doctors who
had not been found guilty of any crimes were allowed to
continue their work, and many of them later made them-
selves fully available to the new health system.

Examples of Soviet Military Administration health policy orders:

e 1945: Establishing the Central Health Administration and the Health Offices (Order
No. 17).

e 1946: Repedling the racist laws and other Nazi legal provisions (No. 6) and passing
an order to combat tuberculosis (No. 297).

e 1947: Introducing a uniform system of social insurance (No. 28); establishing a
workplace health system (No. 234); and ordering the establishment of outpatient
centres and polyclinics (No. 272).

e Other orders were concerned with controlling individual infectious diseases and
establishing medical and scientific institutions.

Many of the doctors and health workers who were
entrusted with administrative positions in the SOZ's gen-
eral administration were those who had been engaged in
resistance or had emigrated or been imprisoned under the
Nazi regime. Their immediate tasks were dictated by the
decisions of the Allied powers in the Potsdam Agreement
of 1945 and the newly legalised political parties in the SOZ.
The Socialist Unity Party of Germany (SED) formed in 1946,
unifying the two working class parties — the Communist
Party of Germany (KPD) and the Social Democratic Party
of Germany (SPD) - into a single party in the SOZ and
recognised the need for new health structures, especially
in outpatient care. When drafting social and health policy
programmes for a new, democratic Germany, the author-
ities in the SOZ drew on the progressive demands and
experiences of the Weimar Republic period.
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‘ Since the full development of the health service will only be guaranteed in a ,
socialist society, there is nevertheless a way for democratic Germany as well. [...]
This is the nationalisation of the health service. Only in this way can physicians,
enjoying economically secure positions as well as resources guaranteed by the
state, devote themselves entirely to their duties. Only in this way can the achieve-

ments of medical science be made available to the entire population. [...] The
preservation of the health and the productive capacity of working people is one of
the nation’s most important tasks and a prerequisite for reconstruction. [...] Hence,

health protection must be made a matter for the state and thus for the people as
a whole. The aim must be one of securing for everyone the protection of his or her
health as the basis of vitality and physical fitness.

— Health policy guidelines of the Socialist Unity Party of Germany (SED), March
1947

The task was now to establish a functioning health
care system. This required nationalising health care institu-
tions and guaranteeing the right to health care. Free med-
ical treatment was provided through a universal health
care system, and the protection of health was understood
as a task for all sectors of society. Separating people’s
medical needs from the private interests of capital was
a decisive, central idea in providing health care for all; it
was recognised that business considerations, particularly
regarding freelance doctors working in private practices,
ran counter to the progressive development of medicine.
This observation had already been put forth by the League
of Nations, an international association of states founded
after the First World War and the forerunner of the United
Nations.

The DDR’s emerging health care system was shaped by
the experiences of the Soviet Union and its health system,
the architects of which had themselves been inspired by
the policy positions of the German Left during the Weimar
period (1918-33). After the 1917 Russian Revolution and
the Civil War (1917-22), the young Soviet Union became
the first state in world history to build a health care system
that guaranteed free, universal health care to the entire
population, enshrining the right to free medical care in
the Soviet Constitution of 1936 as one of the fundamental
rights of the Soviet people. Under the model introduced

Studies on
the DDR

02 13



by Nikolai Semashko (the People’s Commissar for Health
from 1918-30), medical facilities and services were com-
pletely state funded and centrally managed, and a multi-
level system of hospitals, specialty clinics, and sanatoria
operated at the national, regional, city, and district levels.
While aspects of the Soviet model influenced the trans-
formation of the health care system in the SOZ, it was not
simply replicated. Some of the ways in which the DDR’s
system differed, for example, were the degree of central
organisation and the fact that it was not financed solely
by the state.

‘ Health policy in the DDR was understood as a totality of ideological, cultural, ,
economic, social, and medical measures conceived of and practiced with vary-
ing intensity and quality within the public sphere. The aim was to help shape
and optimise the environmental conditions of peoples’ lives in a way that both
protects and fosters their health. Patients were to be treated and cared for using
the knowledge and experience of modern medicine. Life was to be steadily and
progressively extended.

— Ludwig Mecklinger, the DDR's minister of health from 1971 to 1989

3. The DDR’s Comprehensive Approach to Health Care

The creation of socialist property relations was a cru-
cial precondition for the DDR'’s preventive approach to
health care. Health-related matters such as working condi-
tions, housing, nutrition, and education could therefore be
managed by the state and its democratic decision-making
structures. The comprehensive planning of publicly owned
institutions made it possible to investigate and tackle
everyday health risks. In this endeavour, the DDR built
upon the traditions of social medicine, which approached
health from a socio-political perspective and focused on
the interaction between people’s welfare and their overall
living and working conditions. In particular, the focus on
preventive care in the workplace and for children, along
with a modern concept of outpatient care, demonstrated
the integrated and holistic character of the DDR’s health
policies.
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A district health inspector measures sound frequencies in a residential area in order to develop
methods for reducing noise pollution. The medical fields of social, occupational, and commu-
nal health were responsible for monitoring and safeguarding the health standards of the popu-
lation’s working and living conditions.

By organising health care institutions as state-owned
entities, the DDR overcame the separation found in many
capitalist countries today between publicly funded health
services and the large, privately organised sector of out-
patient and hospital care. The elimination of private forms
of ownership enabled the integration of preventive, thera-
peutic, and aftercare measures that yielded better results
for patients. Furthermore, the country’s numerous and
diverse medical institutions — from hospitals and clinics to
pharmacies and research centres — could now cooperate
with one another as part of a unified network led by the
Ministry of Health.
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How the DDR's health care system was organised at the national level
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The hospital network in the DDR was steadily ex-
panded to improve accessibility for citizens throughout
the country. The tiered system, made up of the communal,
municipal, and regional administrative divisions, sought to
provide basic care in municipal hospitals, while special-
ised treatment would be administered in regional hospi-
tals or national institutions and universities. Prior to the
Second World War, churches played a significant role in
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maintaining and operating hospitals throughout Germany.
Rather than dismantling these structures, the DDR worked
with the clergy to ensure that emergency health care would
be available in all areas of the country. Thus, of the 539
hospitals in East Germany in 1989, 75 remained under the
jurisdiction of churches, though they too were integrated
into the state’s planning system.

The DDR also sought to overcome the historically
uneven distribution of doctors across rural and urban
areas. After graduation, every physician received both
their licence to practice and secure paid employment and
was required to work for several years in an area where
doctors were particularly scarce based on a commitment
made at the beginning of their studies. This policy, referred
to as the steering of graduates (Absolventenlenkung), was
the DDR'’s solution to a serious problem that still besets
many countries today.

‘ There came a point when we were told: “You have committed yourself to serve ,
where society needs you”. Many who studied in Berlin then tried everything
possible to stay in Berlin to avoid going to Cottbus or Bitterfeld, for example, into
the brown coal district, into the dirt. | said to myself: “Well, these are people who
have a right to adequate medical care. They shouldn’t be abandoned there, so I'll
do it". For me, it was fulfilling a promise that | had made in return for being able
to study free of charge. We even received a scholarship that allowed us to study
without financial difficulties. Such an obligation does not contradict my under-
standing of fairness in any way, even today. It was perfectly acceptable to me.

— Dr. Rudiger Feltz, a practicing neurosurgeon

To finance its health care system, the DDR introduced
a broad social security scheme that covered health, acci-
dent, and pension insurance and was managed by the
workers themselves through the Free German Trade Union
Federation. This integrated and state-organised model
replaced the fragmented and profit-oriented insurance
systems that still operate in many capitalist countries
today. Individuals in the DDR paid up to 10 per cent of their
monthly wages to the scheme, though contributions were
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capped at 60 Marks per month for workers. Enterprises
then matched the contributions of their employees, and
additional state subsidies covered any shortfalls.

The political weight given to health care in the DDR
is also illustrated by the country’s extensive legislation on
this issue. The universal right to health care regardless of
one's social situation (which had already been anchored in
the DDR's first constitution in 1949) was enshrined in the
two subsequent constitutions of 1968 and 1974. The DDR
thereby realised Article 25 of the UN Universal Declaration
of Human Rights, which states that every human being
has ‘the right to a standard of living adequate for health
and well-being [...] including food, clothing, housing, med-
ical care, and necessary social services and the right to
security in the event of unemployment, sickness, disability,
widowhood, old age, or other lack of livelihood in circum-
stances beyond his control'.

Article 35 of the DDR’s 1968 Constitution

(1) Every citizen of the German Democratic Republic shall have the right to the protec-
tion of his or her health and labour power.

(2) This right shall be guaranteed through the planned improvement of working and
living conditions; the fostering of public health; the implementation of comprehensive
welfare policies; and the promotion of physical activity, school and popular sports, and
tourism.

(3) In the event of iliness or accident, the loss of income and the costs of medical care,
medicines, and other medical services shall be provided through a social insurance
system.

The DDR guaranteed not only basic health-related
rights and duties in the sphere of medical care, but also in
the spheres of work and education. Equal rights for women
as well as health protection for children, youth, and the
elderly were also codified. This included internationally
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commended legislation that decriminalised homosexual
acts in 1968 (though they had already been exempt from
legal prosecution since the 1950s) and legalised abortion
in 1972. Other significant statutes included the introduc-
tion of state liability for health damages caused by medi-
cal procedures (1987) and the ‘dissent solution’ for organ
transplants (1975), which established a presumed consent
model for organ donation that required individuals to opt
out.

How the DDR’s health care system was organised at the municipal level
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The DDR's health care system was a highly complex
sector that was gradually and systematically developed
over the course of four decades, employing nearly 600,000
people — roughly 7 per cent of the total workforce — by
1989. In addition to hospitals and outpatient clinics, this
sector included medical teaching and research facilities;
specialist institutes; emergency services; scientific societ-

In 1950, there were 1,694 pharmacies in the DDR, of
which 1,266 were privately owned. By 1989, there were
24 private pharmacies and 2,002 public pharmacies
managed by the Ministry of Health. Each of the DDR’s
15 regions was overseen by a head doctor and head
pharmacist. On the district level, local pharmacists were
responsible for monitoring the distribution of medicine
according to unified standards.
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ies; medical publishers and jour-
nals; health education facilities;
and, last but not least, an exten-
sive pharmaceutical industry.
With thirteen enterprises, three
research institutes, and approx-
imately 15,000 employees, the
Kombinat GERMED — meaning
‘combine’, a sort of socialist cor-
poration — produced some 1,300
different medical products,
meeting 80-90 per cent of the
DDR’'s pharmaceutical needs
while also exporting medical
products to the Soviet Union and
other socialist countries. The
domestic demand for medicines
was communicated to suppliers
not through market forces but
through the calculations of dis-
trict pharmacists. Pharmacists,
like physicians, were free from
profit-oriented  considerations
in their work, and medicines
were provided free of charge
to all citizens. Close collabora-
tion between pharmacists and
physicians enabled them to
tailor patient care and adjust
medications if supply shortages
occurred.

20



Studies on

the DDR

02

4. Contradictions and Challenges

The development of the DDR’s health care system
was not free from conflicts and challenges. Contradictions
between the country’s health care objectives and its eco-
nomic capacity meant that stated goals and aspirations
could not always be achieved. Health policies reflected
both the economic difficulties facing the country and
shifts in political priorities. For example, when the Unity
of Economic and Social Policy was introduced in 1971
to increase access to consumer goods and services, the
health sector initially benefited from extra funding. Yet this
shift in investment policy away from the industrial sector
created imbalances in the planned economy that were
ultimately felt in the health sector, too. This was apparent,
for instance, in the wear and tear on hospitals and the
scarcity of certain medical supplies and equipment, which
made health workers’ day to day tasks more difficult. In its
final years, the DDR was no longer able to import modern
medical technology developed in Western industrialised
countries to the extent needed, in part due to the embargo
imposed by the West. While innovative diagnostic and
therapeutic methods enabled the DDR to make progress
against certain diseases that had previously proven diffi-
cult or impossible to treat by conventional methods, these
efforts were often hampered by a lack of equipment.

In the 1980s, bottlenecks in the supply of materials
as well as differing views on how to tackle urgent health
issues led to intensified policy debates. The preventive
approach to care and the conviction that all social sec-
tors had a role to play in public health remained decisive
underpinnings of government policies. Yet, disputes arose
around the question of which disease-causing conditions
could and should be prioritised. For instance, at times
there was an emphasis placed on measures that sought
to change unhealthy behaviours in order to combat prob-
lems such as obesity, alcohol abuse, and an increase in
smoking amongst the youth. This approach of focusing
on individual behaviours that contribute to health issues
was criticised by social medicine specialists, who instead
focused on improving the population’s overall living and
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working conditions. Such debates reveal that everyday
difficulties and strategic questions were open to political
discussion, which often took place in bimonthly regional
physicians’ meetings and biannual municipal physicians’
conferences, among other venues.

The West's hostility towards the DDR affected the
development of its health system in many ways, exerting
an ideological, political, and economic influence on the
DDR's health workers and structures. This had a partic-
ularly notable impact on the country’s access to medical
and technical material as well as international research ini-
tiatives. In addition, West Germany actively poached East
German doctors by encouraging them to migrate west-
ward. Physicians who had enjoyed cost-free education and
training in the DDR were attracted to the West by better
pay or by their reluctance to participate in the social trans-
formations underway in the East. This dynamic impacted
the DDR from the outset: the exodus of doctors following
the Second World War was so massive that it would have
required at least five additional graduating classes of all
DDR medical schools to compensate for the loss. This was
similar to the situation in Cuba, where — apart from doc-
tors like Che Guevara who committed themselves to the
revolution — many doctors left the island for the United
States after 1959. This phenomenon of ‘brain drain’ — in
which physicians and other highly educated or skilled pro-
fessionals emigrate from those countries where they are
most needed — and its consequences for the Global South
are generally brushed off or sold as a positive aspect of
globalisation.

Until the border between East and West Germany was
closed in 1961, the DDR was also pursuing its pioneering
health programme in ‘competition” with the FRG, which
preserved the private practice model and deliberately used
high salaries and privileges to incentivise well-trained doc-
tors to leave East Germany. The DDR was thus faced with
the same difficulty that confronted the Bolsheviks after
the October Revolution: how could the specialised profes-
sionals and intelligentsia, who had been privileged under
capitalism, be won over to the construction of socialism?
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Given the high levels of emigration, the SED decided to
make concessions to the medical intelligentsia in the late
1950s, utilising material incentives to encourage doctors
to work and live in the DDR. Despite these challenges, fur-
ther shifts away from private practices to public employ-
ment prevailed in the following years. Although several
thousand doctors left the DDR before the Wall was built
in 1961, by 1988 the number of physicians in the country
(around 41,000) had more than tripled since 1949, putting
the DDR'’s physician-to-population ratio on par with the
other industrialised states in Europe.

|_I:’hysicions per 10,000 residents

DDR FRG France Sweden UK us

1950 7.2 125 - - - -
1960 8.7 14.2 - 10,0 8.0 11.0
1970 16.0 16.3 12.0 13.0 9.0 130
1989 24.0 30.0 30.0 28.0 16.2* 18.0

| * for the year of 1990

As the experiences of the DDR and other socialist
states have revealed, the societal transition beyond capi-
talism is never a simple linear development. Constructing
a comprehensive and people-oriented health care system
cannot happen overnight. Radical transformations must
contend not only with a country’s economic limitations, but
also with traditional conceptions of social roles and status.
The scale of the brain drain from the DDR, for instance, led
the government to make certain compromises in its mis-
sion to break the intelligentsia’s long-held monopoly of the
medical profession. When drawing lessons for the future,
we cannot isolate such compromises and shortcomings
from their historical context. That is what differentiates
constructive and progressive analyses from those that
merely seek to smear and deride socialism.
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5. The Polyclinic: A Modern Approach to Outpatient
Care

5.1 From Private Practice to Polyclinics

Under the capitalist model of health care, outpatient
care is commonly provided by independent doctors in indi-
vidual private practices that are scattered throughout cit-
ies and towns. Progressive medical traditions have, how-
ever, long criticised this model as having two significant
limitations. Firstly, self-employed doctors are economically
dependent on sick patients seeking out treatment. That is,
they are financially incentivised not to prevent disease but
to treat symptoms after they manifest. Secondly, the rapid
advance of science has greatly improved medical diag-
nostics and treatment capabilities, but these new meth-
ods require access to the latest technology and expertise.
Since individual practices cannot house the diverse equip-
ment and staff demanded by modern medicine, patients
are referred to separate specialists or diagnostic centres,
often creating inefficiencies and discrepancies in diagno-
ses. In the DDR, polyclinics were developed to overcome
these issues in outpatient care.

As the name implies, polyclinics were facilities in
which multiple medical specialties collaborated under one
roof to prevent and treat a wide variety of diseases. More
specifically, polyclinics were defined as publicly owned
outpatient facilities containing at least the following six
specialist departments: internal medicine, oral medicine,
gynaecology, surgery, paediatrics, and general medicine.
Many polyclinics also housed clinical diagnostic labora-
tories, physiotherapy departments, and medical imaging
facilities. In addition, polyclinics embodied the conviction
that, to be effective, outpatient medical care had to be sev-
ered from personal economic considerations. Physicians
and staff working in polyclinics were publicly employed
and thus freed from their traditional economic dependen-
cies on the sick. With a secured position and a reasonable
income, doctors could focus first and foremost on preven-
tive care.
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It was again the transition away from private owner-
ship that enabled this fundamental reorientation of the
outpatient sector, which plays an important if not decisive
role in the capacity of a health care system to serve the
entire population. Effective outpatient care ensures that
the medical help people need is directly and rapidly avail-
able where they live, from prevention and therapy to after-
care and rehabilitation, which helps to minimise inpatient
stays in hospitals and ideally prevents illness in the first
place. The clustering of medical departments, technol-
ogy, and laboratories under one roof helped to overcome
bureaucratic and financial obstacles that plagued private
practices. At the same time, this design facilitated more
effective collaboration between medical professionals
from different fields.

‘ Does not [...] the real freedom of the physician consist in the fact that they are ,
given the means to secure the health of each individual citizen without limitation?
By building up the state health system, physicians are no longer economically
interested in people falling ill; they can instead genuinely act as the guardians
and preservers of health.

— Speech at the National Health Conference in Weimar, 1960

Smaller institutions embodying the same approach as
the polyclinic were called outpatient centres (Ambulatorien)
and typically housed at least three different departments:
general medicine, internal medicine, and paediatrics. More
than a third of the outpatient facilities were affiliated with
hospitals and university clinics to promote medical collab-
oration. Consultation centres and state-owned individual
practices operated in more remote locations but were
organisationally linked to polyclinics for support.

Transforming the outpatient sector presented unique
challenges both in terms of infrastructural requirements
and the new roles of health care workers, unlike the hospi-
tal system, which had a longer history of public ownership.
There was, for instance, considerable scepticism and even
resistance to the idea of polyclinics among physicians. The
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l_Public versus private employment of doctors
in the DDR’s outpatient sector

Number
of doctors

20,000
17,500
15,000
12,500
10,000

7,500

5,000

2,500

Publicly employed

___Inprivate practices

radical idea of publicly employing medical specialists to
work together under one roof sharply contrasted with the
deeply rooted self-perception of the ‘freelance’ doctor who
works for him or herself.

Several forerunners of large medical complexes served
as inspiration to the DDR'’s polyclinic system, such as the
House of Health in Berlin, constructed in 1923 during the
Weimar Republic. Architects of the DDR’s Bauakademie
(Academy of Civil Engineering) began to develop and
refine similar projects in the 1950s under the leadership of
then President Kurt Liebknecht. When the DDR’s immense
housing construction programme was announced in the
early 1970s, it specified that polyclinics or outpatient cen-
tres were to be incorporated into the new estates. Larger
polyclinics were built in Berlin as well as in other big cities,
each staffed with upwards of 50 doctors.

Conservative physicians’ as-
sociations had already begun
systematically opposing calls to
establish polyclinics during the
Weimar era, and they resumed
this offensive after the end of
the war in 1945, The DDR’s pol-
icymakers sought to demon-
strate the advantages of the
new model by expanding the
technical capabilities and labo-
ratories in polyclinics. This was
a gradual process; for many
years, private practices contin-
ued to provide a large portion of
outpatient care.

It ultimately proved possible
to gradually win over medical
professionals to the concept of
the polyclinic: by 1970, only 18

Self-employed doctors
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compared to well over 50 per cent in 1955. The rapid con-
struction of efficient outpatient facilities throughout the
country made the significant practical advantages of the
new system evident. The contrast between outpatient
health care in East and West Germany gradually wid-
ened over the four decades following the founding of the
DDR: by 1989, the vast majority of West German outpa-
tient doctors were still operating in private practices, while
almost all of their East German counterparts were publicly
employed by that time.

5.2 The Operation of Polyclinics

Physicians and staff working in polyclinics were
employed and remunerated by the state, removing per-
sonal economic motives from the doctor-patient relation-
ship and the medical decision-making process. In contrast
to private practices, polyclinics established unbureau-
cratic cooperation between individual specialties. Under
capitalist health care systems, self-employed outpatient
physicians have generally been (and often still are) solely
responsible for medical decisions, whereas the collabora-
tive structures in polyclinics made it easier for specialists
across different disciplines to discuss complicated cases
or, for instance, the prescription of new medications and
recommendations for new types of therapy. This interdis-
ciplinary collaboration also provided a framework in which
the relationship and communication between preventive,
therapeutic, and aftercare measures could be strength-
ened and brought closer together. Laboratory and med-
ical imaging services could be requested immediately
and were usually available within a short time or even
during the consultation itself. Polyclinics were also able to
house superior medical equipment, mainly because com-
mon usage was more cost-effective than individual use in
private practices, and a uniform filing system for patient
records was maintained to reduce inefficiency and mis-
communication between specialists.
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On average, polyclinics staffed 18 to 19 physicians,
which allowed them to extend hours of operation and con-
tinue to provide care even when individual doctors were
sick or on holiday, unlike in private practices. In addition,
this allowed physicians to provide more extensive care to
their patients, as they could couple their normal consulta-
tion hours with on-site visits. Paediatricians, for instance,
were able to conduct regular check-ups in childcare cen-
tres while other doctors took charge of walk-in consulta-
tions in polyclinics.

‘ The fact that a doctor always has to worry about how to secure their income and ,
is dependent on sick people coming to them cannot be the solution. Another solu-
tion must be found. Namely, to understand doctors as well-paid employees of the
state who can conduct their duties independently of their income. That was one of
the basic ideas in the DDR. A second was that the modern development of science
no longer corresponds to the model of private practice. | need structures where |
can access the laboratory, X-ray machines, and specialists. These two basic ideas
led to the gradual creation of polyclinics, or outpatient centres. It was a long pro-
cess, and one that faced resistance.

— Dr. Heinrich Niemann, a specialist in social medicine and former policymaker

The new model of employment in outpatient care
greatly improved the collegial atmosphere in the health
sector. Staff were guaranteed fixed working hours,
in-house health care, communally organised meals, and
joint holiday facilities for themselves and their families.
Importantly, physicians, assistants, and nurses were all
employed as staff members; they were treated equally in
accordance with labour laws and were organised within
the same trade union. These measures gradually helped
erode professional hierarchies.
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Dr. Heinrich Niemann remembers: ‘At the beginning of the 1980s, the large Dr. Karl Kollwitz
Polyclinic was built in the working-class district of Prenzlauer Berg in Berlin. The doctors who had
already been working there in private practices did not go into polyclinics with flying colours. Of
course, they knew that the moment they worked in such a large facility, a different mode of oper-
ation, a new way of working together would be necessary. [...] Yet, this is the only way that a unity
can be established between therapeutic, rehabilitative, and preventive measures. Still today, a
private practice can only achieve this to a limited extent'.

5.3 An Overview of the Outpatient Sector

Outpatient care was a central component of the
DDR's preventive approach to medicine, and its expansion
and success in ensuring that all citizens received medical
coverage not only during emergencies but throughout the
course of their lives arguably represents the most revo-
lutionary aspect of the country’s health care system. In
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order to achieve this, a vast network of infrastructure was
developed in neighbourhoods, workplaces, childcare cen-
tres, and rural locations. Through public ownership and
the planned nature of the economy, it became possible
to shape living and working conditions around health

considerations.

|_'I'he development of outpatient facilities in the DDR

Polyclinics
36 Enterprise polyclinics
——— 52 University polyclinics
1950 184 total
89
70
1960 L 399
94
1970 & 452
124
1980 & 561
151
1989 Lﬂo 626
Outpatient centres
1950 575
1960 766
1970 828
1980 969
1989 1,020
State-owned medical practices
1950 | not yet existent
%890 = 1,301
%ggg 1,16%5

Studies on
the DDR

02

250 500 750 1,000 1,250 1,500

30



By 1989, this network was made up of 13,690 outpa-
tient facilities, 626 of which were polyclinics. Roughly one
in four of these polyclinics operated within industrial enter-
prises, using the workplace as a site to provide consistent,
quality, and accessible healthcare to the labour force. Of
the almost 19,000 doctors working in the outpatient sector
by 1980, 60 per cent were employed in polyclinics, 18.5 per
cent in the smaller outpatient centres, and just 11 per cent
in individual medical practices.

Community nursing was a highly skilled and valued
profession. The nurses were well acquainted with the
residents in their region and performed important med-
ical services during house visits such as carrying out
examinations, dressing wounds, administering medicines
and injections, and arranging for a doctor’s assistance
when necessary.
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In order to extend preven-
tive care to rural areas and scat-
tered villages, rural outpatient
centres were built and staffed
with up to three doctors, with
the number of these facilities
rising from 250 in 1953 to 433
by 1989. In many towns, physi-
cians worked in public medical
practices or temporarily staffed
field offices to provide resi-
dents with consultation hours
and home visits, while mobile
dental clinics visited remote
villages to provide all children
with preventive care. In addi-
tion, the profession of the com-
munity nurse was developed in
the early 1950s to alleviate the
initial shortage of doctors in the
countryside, with the number of
community nurses expanding
from 3,571 in 1953 to 5,585 by
1989. This extensive rural infra-
structure helped to provide less
densely populated regions with
medical services comparable
to what was available in urban
areas.
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‘ There was no separation between care work and social work in community nurs- ,
ing, so it was a completely logical development for the nurses that social services
became part of the health sector in 1958. [...] In villages where there was no doc-
tor, the community nurse was responsible for everything related to health, social,
and hygiene matters. Some became members of the local council, and a few
became deputy mayors.

— Dr. Horst Rocholl, a former municipal physician

The DDR's revolution in outpatient care went beyond
the construction of infrastructure. Comprehensive reform
was also carried out in the educational system to break
down traditional barriers and hierarchies in the field. This
included, among other measures:

e Providing tuition-free education and fixed stipends to
cover students’ living costs and ensure that medicine
became accessible to the working class and peasantry.

¢ Implementing socio-political measures such as com-
prehensive childcare and distance education pro-
grammes to make medical professions more acces-
sible to women, who, from the late 1970s onwards,
often made up more than 50 per cent of medical stu-
dents in the country.

e Turning nursing and caretaking into highly qualified
and respected professions through intensive academic
training programmes.

e Making higher education in medical specialties avail-
able to all physicians.

However, after 1990, the FRG's private practice model
was rigorously imposed on East Germany, undoing the
DDR's achievements in the outpatient sector. While many
East German professionals were stripped of their creden-
tials after the DDR was incorporated into the FRG, no
one dared to seriously question the qualifications of East
German health professionals: in cases where they were
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barred from practicing, the motive was almost always
political. Furthermore, the liquidation of the polyclinic sys-
tem represented ‘the greatest blunder in health policy’
after unification, as Dr. Heinrich Niemann argued before
the Health Committee of the German Parliament in 1991
— an assessment corroborated by the precarious state of
the health system in Germany today. While the FRG made
it possible in the late 1990s for outpatient doctors to work
as employees rather than freelancers, these clinics are
almost exclusively under private ownership and lack a
unified structure, and their commercial orientation marks
a significant regression from the integrated and publicly
funded outpatient facilities of the DDR.

6. Protecting Health in the Workplace

In East Germany, workers' health was given great
importance from the very beginning. In 1947, during the
period in which Germany was still occupied by the four
Allied powers, the Soviet Military Administration issued
Order No. 234, which stipulated that workplaces with more
than 200 employees were to set up medical stations, while
those with more than 5,000 employees were to establish
enterprise polyclinics. Within three years, 36 enterprise
polyclinics had been set up, and by 1989, they numbered
more than 150. The enterprises themselves were responsi-
ble for maintaining the rooms, furnishings, and operating
costs of these health facilities while the state health system
provided and oversaw the medical staff and equipment.
This point represents a decisive contrast to the occupa-
tional health care that is offered in some private compa-
nies today: in the DDR, the medical professionals oversee-
ing occupational health and safety were employed by the
public health system, not the enterprise within which they
worked. As such, it was the interests of the workers, not
the employers, that guided their medical decisions.

In the DDR'’s first constitution in 1949, legal protections
for workers’ health were laid out alongside the extensive
social insurance system. In the subsequent constitutions
in 1968 and 1974, these protections were expanded, and
their implementation was overseen by the workers them-
selves: the Free German Trade Union Federation, present
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in all enterprises and institutions of the DDR, was tasked
with monitoring the enforcement of legal provisions and
reporting on their effects. By law, the workplace rep-
resented much more than merely a source of income.
Enterprises provided the framework in which employees
could pursue cultural and intellectual interests alongside
recreational activities. Workers' brigades were encour-
aged to attend cultural and sporting events, discuss polit-
ical developments, and visit holiday camps maintained
by the enterprises. The DDR’s Labour Code of 1977, for
instance, contained clauses to protect and promote both
the physical and mental health of employees. This legis-
lation further demonstrates that the interests of working
people determined the direction of the economy.

The DDR’s Labour Code of 1977

82 (4) Labour law is aimed at improving, in a planned manner, the working and living
conditions of employees in the enterprises: specifically, to expand health protection; to
enhance labour power; to improve social, health, intellectual and cultural programmes;
and to increase the workers’ opportunities for meaningful leisure time and recreation.
It guarantees working people material security in the case of iliness, disability, and old
age.

§ 17 (1) Enterprises as defined by this law are all state-owned establishments and com-
bines as well as socialist cooperatives.

874 (3) The enterprise shall systematically reduce hazardous working conditions and
limit the amount of physically difficult and monotonous work.

§201 (1) It shall be the duty of the enterprise to ensure the protection of the health and
labour power of working people primarily by organising and maintaining safe working
conditions that are free from hardship and conducive to health and efficiency.

8207 Workers who are to undertake work which is physically demanding or hazardous
to health shall be medically examined free of charge before employment and at regular
intervals in accordance with legislation.

§293 (1) The supervision of occupational health in enterprises shall be conducted by the
Free German Trade Union Federation (FDGB) through health and safety inspections.
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As with the outpatient sector, the system of occupa-
tional health was gradually expanded. By 1989, it covered
7.5 million workers from 21,550 enterprises, or 87.4 per
cent of all working people in the DDR. Institutions specif-
ically dedicated to this field — such as polyclinics, outpa-
tient centres, and medical stations operating within enter-
prises — employed some 19,000 health care professionals.
Occupational medicine was also established as a major
field of study, with approximately one out of seven outpa-
tient doctors specialising in this field. The Central Institute
for Occupational Medicine employed physicians and sci-
entists to research work-related illnesses and develop pre-
ventive measures, and the importance that this sector car-
ried in the DDR is evidenced by the fact that the FRG had
only half as many occupational health specialists, despite
the West German labour force being three times larger
than its equivalent in the East.

In certain professions, employees were exposed to
hazardous substances and/or particularly arduous physi-
cal conditions. Health officials campaigned to reduce the
number of such jobs, and enterprises were obliged to report
on the measures they were taking to combat harmful con-
ditions. Yet, in certain sectors of the East German econ-
omy, such as heavy industry, production processes posed
unavoidable threats to workers’ health. By 1989, roughly
1.69 million workers remained exposed to harmful pollut-
ants and stresses such as excessive heat, noise, or vibra-
tions. To minimize the injuries that often resulted from such
jobs, the DDR provided targeted care to exposed workers.
Of the 7.5 million workers monitored under the occupa-
tional health system in 1989, roughly 3.34 million received
care that was tailored to the specific conditions in which
they worked. For example, regular hearing tests were con-
ducted for those working in construction, while regular
lung examinations were conducted for those employed
in chemical plants. Alongside these measures, specialist
occupational health inspectorates monitored enterprises’
compliance with safety standards and specified limits for
harmful substances or work stresses.
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An occupational health inspection measures noise, temperature, humidity, and lighting conditions.
In 1981, a strict obligation was placed on enterprises to report on the conditions of high-risk work-
places and to take measures to reduce these risks. Together, these reports created a solid database
through which affected employees could be monitored, protected, and provided with targeted care.
The data was also used to exert greater pressure on politicians and enterprises to reduce and, if
possible, prevent the harmful side effects of work.

The field of occupational health was particularly
important in the context of the FRG's trade embargo,
which caused the DDR to rely heavily on the only energy
source readily available in East Germany: brown coal, a
lignite-based substance that emits considerable pollution
when burned. This economic necessity, alongside short-
falls in technical modernisation in some enterprises, led
to special exemptions being permitted regarding harmful
exposures in some workplaces. Occupational health and
safety thus became a contentious field as officials debated
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which priorities should be set. Ludwig Mecklinger, the
DDR's minister of health from 1971 to 1989, recognised
this dilemma, stating that health policies were inevitably
restricted by economic necessities and external factors.

Work-related mental stress was another key issue in
the DDR and became the focus of the field of occupational
psychology. Here, significant findings were made by the
scholar Winfried Hacker, who focused his research on the
psychological regulation of labour activity in the context of
socialist society, where the greater satisfaction of people’s
needs requires increased labour productivity. According to
Hacker, work should be designed in such a way that not
only maintains workers’ health, but also fosters their psy-
chological development: work that is dull and detached
from workers’ lived realities will lead to alienation,
whereas a healthy relationship with work must be multi-
dimensional and allow workers to develop both them-
selves and the products of their labour at the same time.
To explore these ideas, Hacker and his team of researchers
developed methods to identify objective characteristics in
the workplace that positively impacted health and psycho-
logical development and to measure how they affected
subjective perceptions. Although Hacker’s proposals were
not implemented on a large scale, his research set the
standard in occupational psychology. Hacker’s work dif-
fered from the predominant approaches to occupational
psychology under capitalism, which prioritise increasing
the efficiency of work processes rather than the develop-
ment of employees’ health and mental state.

Today, the weakening of trade union power and the
rise of precarious employment has led to a deterioration
in working conditions in most capitalist states. While there
have been advances in the production processes them-
selves, new health burdens are constantly emerging, par-
ticularly in connection with digital workplaces, along with
agriculture and food industries. As such, the importance
of occupational health has only increased, and the expe-
riences of the DDR in this field remain relevant not only
from a medical point of view, but also by demonstrating
that a fundamentally different approach to health protec-
tion in the workplace is possible.

37



Studies on

the DDR

02

7. Health Care for Mothers and Children

In East Germany, women enjoyed access to first-rate
health care, comprehensive childcare, and guaranteed
employment. These social achievements meant that by
1989, the employment rate among women had reached 92
per cent. At the same time, from the 1970s, East Germany
also had a higher birth rate than the West largely due the
continuous expansion of the country’s social and health
infrastructure, which enabled women to both pursue
employment and raise a healthy family.

The development of this infrastructure was estab-
lished in the DDR’s legislation, which proved to be consis-
tently more progressive than in the FRG, where patriarchal
laws reflected bourgeois familial concepts such as the
stay-at-home mother. The DDR's 1950 Law on Mother and
Child Protection and the Rights of Women, for instance,
prescribed an extensive expansion of day care and health
care facilities for children, explicitly supporting single and
working mothers. While in 1956 only 10 per cent of chil-
dren attended childcare facilities, by 1990 nearly 80 per
cent of eligible children attended a créche (from the age of
0 to 3) and 94 per cent attended kindergartens (from ages
of 3 to 6). At the time, these were some of the highest rates
of childcare coverage in the world. Women’s committees
within trade unions were instrumental in introducing and
overseeing new laws to address the need to balance fam-
ily and work responsibilities. One result, for example, was
the establishment of enterprise kindergartens directly con-
nected to the workplace. Through the socialisation of child-
care responsibilities, mothers were able to work while also
raising children and thus develop economic independence
from their partners. This was reflected in East Germany's
divorce rate, which remained significantly higher than in
the FRG throughout the DDR's 40-year existence. This
trend was dramatically reversed after 1990, when wom-
en’'s employment levels fell sharply in the former DDR.

Childcare facilities also played a central role in the
health policies of the DDR. These institutions were actively
monitored by the Ministry of Health and, in the case of
creches, even placed directly under its responsibility rather
than that of the Ministry of Education. This made it pos-
sible to create integrated social and health standards to
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further children’s wellbeing, such as regular paediatric vis-
its to créches to carry out vaccinations and periodic med-
ical check-ups conducted directly in kindergartens and
schools, making health care an integral part of children’s
everyday lives. In this way, maintaining good health and
detecting potential health issues became a social respon-
sibility that was no longer left to parents alone.

In 1965, the Law on the Unified Socialist Education
System made health a central pillar of education and laid
out qualification requirements for personnel in créches,
kindergartens, and schools. Child psychology and peda-
gogy were emphasised in training programmes for créche
personnel. Early childhood development was acutely
observed by educators to assess, for instance, children’s
adaptation to their familial and social environment. When
necessary, creche personnel arranged for consultations
with parents to discuss practical recommendations for
everyday care. The Professional Paediatric Association
(Medizinische Fachgesellschaft fir Pddiatrie) also con-
vened regular interdisciplinary working groups together
with childcare personnel to assess the state of creches
and kindergartens. These groups drew up policy propos-
als and legislative amendments as well as suggestions for
pilot projects.

In addition to providing free
childcare to all families, the DDR
strove to break down cultural
taboos and promote the health
of women and children, regard-
less of their circumstances. The
1965 Family Code, for instance,
eliminated the discriminatory
legal category of ‘children born
out of wedlock’ while emphasis-
ing the role of both parents in
raising a child. The 1972 Law on
the Termination of Pregnancy
also contributed to women's
self-determination and family
planning by introducing free and
legal access to contraceptives
and abortions within the first 12
weeks of pregnancy. In contrast,

In the DDR, strict norms were developed and enforced to
ensure appropriate pedagogical methods, infrastructure,
and open spaces at children’s facilities. New housing
developments, such as the one in Rostock featured here,
were required to include large open spaces for children.
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the constitution of the Federal
Republic of Germany contains
a clause criminalising abortion
to this day, and, since 1976,
women have been required to
attend a compulsory counsel-
ling session in order to receive
an exemption.

Pregnant women in the
DDR were guaranteed compre-
hensive pre- and post-natal con-
sultations to aid and monitor
mothers and their children. By
1989, there were more than 850
pregnancy consultation centres
throughout the country to guide
expectant mothers in medical
and social questions. After birth,
some 9,700 maternity consulta-
tion centres regularly examined
infants and assisted the parents
in their new roles. Periodic med-
ical examinations then accom-
panied children all the way to
adulthood. Importantly, dental
care was also integrated into
preventive screenings in kin-
dergartens and schools, again
in contrast to most health systems today in which den-
tal health is not publicly guaranteed and is instead left to
the financial resources and discretion of parents. Taken
together, these structures and policies helped to ensure
that family planning and childhood development could
unfold independently of economic considerations.

A paediatrician carries out an examination in a rural out-
patient clinic. In addition to the early detection of health
abnormalities, the assessment of a child’s preparedness
for school was also part of the preventive screenings.
Confidential documentation of all such examinations
and findings on health and development accompanied
children from birth to graduation.

8. Vaccination Strategies

The COVID-19 pandemic has revealed the inequalities
and inefficiencies of vaccination production and distribu-
tion in the capitalist world today. On the one hand, intel-
lectual property rights have been prioritised over public
health, leading to vaccination apartheid in which coun-
tries in the Global North have amassed enough doses to
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Vaccinations were a part of the regular medical screen-
ings that accompanied children from birth to adulthood.
Health care was guaranteed in creches, kindergartens,
schools, and holiday camps, right through to apprentice-
ships and university studies. This photograph documents
the administering of a new polio oral vaccine in the form
of drops.

vaccinate their populations three
times over, while most states in
the South are prevented from
reproducing these same vac-
cines themselves. If it were not
for South-South cooperation
headed by countries such as
Cuba and China, vaccination
rates in poorer states would be
far lower than they already are.
On the other hand, in a twist of
irony, the same states stockpil-
ing vaccines in the Global North
struggled to convince a quarter
or even a third of their popula-
tions of the efficacy and safe-
ness of immunisation against
COVID-19.

As in many other socialist
states, the DDR was able to
achieve particularly high vac-
cination rates during its four
decades of existence. A clear
example of this was the cam-
paign against the polio virus. In
1961, while West Germany was
still registering over 4,600 cases
of polio, East Germany had
reduced its number of cases to
less than five. The DDR made
use of an oral vaccine pro-
duced in the Soviet Union and
subsequently offered 3 million
doses to the FRG, but the latter
declined. While East Germany
recorded its last polio case in
1962, cases continued to be
recorded in West Germany until
the end of the 1980s.

The differences in the speed and effectiveness with
which the two German states tackled polio stem from two
fundamentally different approaches toimmunisation. In the
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DDR, as in most other socialist states and some Western
countries, childhood vaccinations had been mandatory
since the early 1950s, and all children received a series
of standard vaccinations set by the Ministry of Health.
These vaccines were administered to children directly
in creches and schools, while adults were vaccinated in
the workplace. Individuals who did not want to be vacci-
nated or have their children vaccinated (which primarily
occurred for religious reasons) could obtain an exemption
after consultations with a physician and regional health
officials. Vaccinations and health care more broadly were
thus treated as a social task in the DDR, and a wide range
of societal actors, whether doctors, teachers, or parents,
ensured that all children received preventive medicine and
care.

In the FRG, in contrast, vaccinations were recom-
mended but not mandatory, and it was the responsibility
of the families to arrange appointments with their pae-
diatricians for vaccinations. The Standing Committee on
Vaccination (STIKO), an honorary commission of medical
experts, made vaccination recommendations which doc-
tors were then asked and paid to administer, but public
vaccination programmes were not implemented in schools
or at the workplace. Hence, for doctors in the FRG, the
incentive to vaccinate is primarily financial rather than
medical.

The focus of today’s political discourse on the legal-
ity of mandatory vaccinations underestimates and often
fails to recognise the crucial practical question of how the
state can fulfil its obligation to organise vaccination for all
citizens in an efficient and safe manner. However, there
remains a question as to whether or not the basic condi-
tions for a mass vaccination programme have been estab-
lished in a given society. These include:

e Securing the resources to ensure that all citizens can
be vaccinated. More specifically, this means produc-
ing or acquiring enough doses for all citizens, ensuring
that facilities are safe and accessible, and employing
enough medical personnel to administer the vaccines.
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e Coordinating and monitoring vaccinations in a inte-
grated system. One of the reasons why certain dis-
eases continue to spread despite vaccination cam-
paigns is that individuals forget to arrange a second or
third vaccination necessary for full immunisation. This
is a serious limitation of voluntary-based immunisa-
tion strategies in which individuals must keep track of
and arrange their booster shots themselves.

e Maintaining the public’s trust in vaccinations and in
the institutions and actors that provide them — that is,
the state, pharmaceutical producers, and medical pro-
fessionals. For instance, are private companies receiv-
ing public funding to develop vaccines that they will
then patent and profit from, or is the state researching
and developing vaccines that will be accessible and
beneficial to all?

Mandatory vaccinations in the DDR were ultimately
met by a public that was highly willing to be vaccinated.
The use of coercion to increase vaccination rates — a
hotly debated issue today — was thus not an issue in East
Germany. Similar circumstances are evident in Cuba today,
where the COVID-19 vaccination rate (roughly 90 per cent
of the population) is one of the highest in the world, and
yet no coercive measures have been employed.

Mandatory vaccination was understood in socialist
East Germany not as a one-sided legal obligation for the
citizen, but as the duty of the state and its medical insti-
tutions. Monitoring and achieving vaccination coverage
to the greatest extent possible was a central priority for
health care professionals, especially for physicians and
authorities at the municipal level. Alongside the immu-
nisation services that were integrated into workplaces,
kindergartens, creches, and schools, permanent vaccina-
tion centres were established where citizens could obtain
information and schedule appointments for additional vol-
untary vaccinations, such as against influenza viruses. To
this day, the willingness to be vaccinated against influenza
remains significantly higher in East Germany than in the
West.

43



Despite temporary difficulties in the production or
import of vaccines, the DDR guaranteed universal child
immunisation up to its dissolution in 1990. Furthermore,
the number of diphtheria cases was drastically reduced,
the fight against measles was advanced through booster
jabs despite temporary setbacks, and the introduction of a
vaccination against tuberculosis for all new-borns helped
to significantly reduce the number of cases. The FRG, which
had always been in a stronger financial position than the
DDR, was also able to eradicate many childhood diseases,
but its campaigns often progressed far more slowly than
in East Germany, as is evident with the poliovirus.

Tuberculosis cases per 10,000 residents

c0 | DDR
40 —
30 - FRG
20 —
10 H
T T T —
1950 1960 1974 1989

The dismantling of the DDR's health care system after
1990 was accompanied by a decline in the willingness to
be vaccinated and a rising prevalence of diseases that had
previously been in decline. With the transition to a health
care system oriented around the private sector, immuni-
sation has once again become an individual responsibility
left to the discretion of patients and their general practi-
tioners rather than centrally organised state institutions.
Though various factors contribute to the emergence of
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In the late 1960s, after a long
period of imposed diplomatic
isolation, an increasing number
of countries (mostly from the
Global South) announced offi-
cial relations with the DDR. In
1973, the DDR was admitted to
the United Nations and partici-
pated constructively in its various
bodies and organisations such as
UNESCO and the World Health
Organisation.
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epidemics, the reappearance of tuberculosis and measles
cases in the East of unified Germany after 1990 is tragic
proof of the efficacy of the DDR'’s vaccination strategy. So
too is the particularly low vaccination rate against COVID-
19 in Eastern Germany today, which is largely a product
of a crisis of confidence in the government and the wider
health sector.

9. The DDR’s International Cooperation and
Medical Solidarity

On 8 May 1973, the DDR became a recognised,
equal, and active member of the World Health
Organisation (WHO) alongside 145 other states.
The FRG had been a member of the WHO since
1951 and with its claim to be the sole representative
of Germany had hindered the DDR’s international
cooperation in the field of health and its access to
international resources. Following its admission in
1973, the DDR became a proactive contributor to
the WHO, hosting the organisation’s 1981 Regional
Meeting for Europe along with numerous WHO
workshops. It was also actively involved in the
WHO's Health for All by the Year 2000 programme,
especially on the concept of primary health care
at the 1978 International Conference in Alma-Ata.
DDR experts were sent to the WHO as delegates,
while foreign students came to study in the DDR
on WHO scholarships. Furthermore, fifteen medi-
cal institutions and projects in the DDR were cer-
tified as WHO Collaborating Centres, which sup-
ported the WHO's global programmes by conduct-
ing research, collecting data, and fostering the
exchange of scientific and practical experience.

In addition, cooperation between the social-
ist states was intensive but also limited by differ-
ences in each country’s capabilities. The DDR, for
instance, supplied many medicines as well as med-
ical equipment to the Soviet Union and its allies,
while several thousand doctors from the DDR
received specialist training in these countries.
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Sgunda etapa del
Hospital Karl Marx

Elhospital Carlos Marx, cuya ~ Nicaragua, Henry Mirtz, per
construccion |n|clo la solidari-  sonal médico ¥ cnnsrruclores recurrir al hospital Manolo

dad RDA -

El Embajador de la
RDA en Nicaragua,
Henry Mértz, coloca
la primera piedra de
la segunda etapa del
hospital Carlos Marx.

v e 2 ]

de [a zona oriental de Managua,
llegd a nuestro pais a mediados
del afio pasado como un saludo
solidario del pueblo y Gobierno
de 1a RDA, en sahnio al VI
io de la

Popular Sandinista.

En una impresionante y ori-

nal forma de inauguracion en
@ cual participaron tanto el.
compaiiero E ycomo la
Comandante Téllez y obreros
que construyen la obra, quedé
sellado el monumento que al-
berga los documentos de expll
cacién del proyecto, plano:
periddicos de la RDA y BA
RRICADA de Nicaragua, mo-
nedas de varios pafses, en lo que
los hermanos de la RDA llaman
:L “‘cassette”” que fundamenta la

ra.

El compafiero Embajador
Marz, valoré el gesto de la RDA
como profundamente humano y
una expresién concreta de la
solidaridad que no s6lo s¢ hace
en materia de salud, sino que de
transporte, educacidn, alimen-
tos, vestidos, jum ¥ otras
formas de cooperaciin

La compafiera Minism Té-
llez, destacs la cobertura mé-
dica que tendrd este hospital
para una pohlacién pobre y
asalariada que antes tenfa

inau- sta obra para Maralez. coma sl mie rarcana

In this article, copied from an entry in Dr.
Radiger Feltz's Nicaragua diary on 15 March
1986, the Nicaraguan press reports on the
construction of the Carlos Marx Hospital,
which started as a triage tent and was soon
expanded into a fully functioning hospital.
The hospital’'s construction as well as the
training of its staff and provision of its equip-
ment and medicines were organised by DDR
officials and financed by donations from DDR
citizens. It was one of East Germany'’s largest
solidarity projects.

The DDR's internationalist solidar-
ity with countries throughout the Global
South included numerous projects in
the health sector. There were contrac-
tual agreements with over 40 countries
and national liberation organisations,
such as the South West African People’s
Organisation (SWAPO) and the African
National Congress (ANC). The spectrum
of the DDR’s medical internationalism
included supplying medicines and equip-
ment, deploying doctors and nurses
overseas, training and further educating
international personnel in the DDR, and
building and operating hospitals.

For example:

e The DDR-Vietnam Friendship Hos-
pital, today the Viet-Duc (German-
Vietnamese) Hospital, in Hanoi,
Vietnam was supplied with medical
materials by the DDR as early as
1956.

e The Carlos Marx Hospital was built
in Nicaragua in the 1980s and large-
ly operated by DDR medical and
technical experts. By 1989, there
were approximately 90 employees
working there, including 25 doctors
and 23 mid-level medical staff from
the DDR.

e  Over50doctors and specialists from
the DDR constructed and operated
the Metema Tropical Hospital in
Ethiopia from 1987 to 1988 to treat
drought victims.

* Angola received 27 ambulances through DDR solidar-
ity donations in 1975. In a rehabilitation centre in the
capital city of Luanda, DDR medical personnel treated
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wounded combatants of the People’s Movement for
the Liberation of Angola (MPLA). The centre also oper-
ated as a school to train local nurses and doctors.

e The DDR also sent specialists to Cambodia (at the 17
April Hospital), Mozambique (in the towns of Chimoio
and Tete), Algeria (in Frenda, Mahdia, and Oran), the
People’s Democratic Republic of Yemen (in Aden),
and Guinea (at the orthopaedic-technical centre in
Conakry). DDR paediatricians also treated patients at
the National Union of Tanganyika Workers' clinic in
Dar es Salaam, Tanzania.

The DDR'’s Dorothea Christiane Erxleben Medical School, named after Germany’s first female med-
ical doctor, emphasised medical pedagogy. The objective was to train students so that they could in
turn teach trainees in their home countries, thereby promoting the development and autonomy of
local health care systems.
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Furthermore, doctors from countries throughout Africa,
Asia, and Latin America received specialist training in the
DDR, and about 700 overseas patients were treated in the
DDR every year. Nurses and other mid-level medical pro-
fessionals also received training in the DDR, most often at
the Dorothea Christiane Erxleben Medical School, which
drew roughly 2,000 students from more than 60 states
and national liberation movements during its 30-year exis-
tence. The DDR'’s medical internationalism was character-
ised by both immediate aid and a commitment to support-
ing the long-term development of self-sustaining medical
services in the emerging nation states.

‘ Contract workers from Poland, Mozambique, Mongolia, and other countries had ,
always been employed in processing plants in the meat industry. As a rule, work-
ers should have been examined for fitness in their home countries before coming
to the DDR. Nevertheless, during our recruitment examinations, we often detected
serious illnesses of the lungs, liver, kidneys, etc. But these patients were never sent
back. Instead, they were admitted to special clinics where they were treated free
of charge, sometimes for months. This was practical solidarity in the DDR. What
a huge contrast [with health care] after “reunification” in 1990, when, for exam-
ple, a desperate father from Russia approached me with his child suffering from a
tumour. Doctors from the Charité Hospital were willing to operate on him, but the
funds could not be secured. In the media today, we often hear people begging for
money to help seriously ill children from abroad, which this always makes me sad
and angry at the same time. The “impoverished” DDR never had to beg for such
humanistic gestures!

— Dr. Renate Rzesnitzek, a radiologist in the enterprise polyclinic of the Berlin meat
combine

10. Why Is Socialism the Best Prophylaxis?

With the incorporation of East Germany into the FRG
in 1990, the DDR’s 40-year endeavour to construct a fun-
damentally different health care system was brought to
an end. The medical infrastructure and staff of the for-
mer DDR were engulfed by the West German system,
which had itself been caught up in a wave of neoliberal
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commercialisation since the mid-1980s. Corporate hospi-
tal chains emerged throughout Germany in the decades
that followed, and the private practice model of outpatient
care was reimposed on the East. The profit motive came
to dominate the medical profession once again, as Irene,
a former nurse employed in one of the DDR’s polyclinics,
recounted: ‘By 1993, physicians had begun to set up their
private practices. After my chief doctor had attended a
class on self-employment, she said to us, “I learned today
that there are three principles of self-employment in the
new system. First, we must always be kind to the patients
so that they like to come to us. Second, we must discover
what we can earn from the patient. How much revenue
will they generate for us? And the third principle: We can-
not allow them to get healthy”. That was my experience of
the system change after 1990, and it has been my overall
feeling in the health sector ever since'.

The reimposition of commercially oriented medical
practices in East Germany has made the contrast between
capitalist and socialist health care all the clearer. While the
market turns diseases into commodities and patients into
customers, socialist medicine seeks to prevent the disease
and illness to begin with, making human well-being its
guiding principle. As in other socialist states such as Cubaq,
prevention remained the guiding principle of the DDR’s
approach to health care throughout its existence. Once
the profit motive had been eliminated from both medicine
and the economy, there was no reason why individuals
and workers should be allowed to get sick.

In the DDR, political emphasis was placed on social
medicine — that is, the systematic recognition and combat-
ing of the socio-economic determinants of health and ill-
ness rather than an approach that merely focuses on how
these manifest at the individual level. While both social
and individual medicine provide crucial perspectives for
preventing and treating illness, policies aimed at improv-
ing the population’s health will inevitably be restricted if
the general social context and root causes of disease are
disregarded.
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‘ Throughout my political life... | have seen the world through the eyes of a doctor, ,
for whom poverty, misery, and disease are the main enemies. That's how | came
to communism, and that’s how | was lucky enough to experience in the DDR a
health and social system that established an impressive framework, a social and
health system for the whole population such as | had never seen before. [...] | am
not uncritical of the former DDR and do not glorify its past. [...] But one thing |
know for sure: it would never have pushed me away from the ideas of socialism,
for | arrived at them via unforgettable experiences under capitalism. [...] The best,
most humane and scientific medicine ultimately remains helpless under conditions
of social misery. The state of the world today provides the most compelling and
horrific evidence of this. But the reverse is also true: even the best social environ-
ment is powerless in the face of disease if it lacks medicine of the highest scientific
and humanistic order.

— Ingeborg Rapoport (1912-2017), a professor of paediatrics who held the first
chair in the academic field of neonatology in Europe, emigrated from Nazi
Germany to the US as a medical student, and resettled in the DDR in 1952.

Outpatient care, which has been a central focus of this
study, reflects most strikingly the distinction between a
capitalist and a socialist health care system. Outpatient
facilities and professionals in East Germany were inte-
grated into all areas of society, from workplaces and
schools to urban neighbourhoods and rural villages. The
country’'s various medical institutions were connected
through an integrated network that promoted cooperation
rather than competition. This extensive infrastructure func-
tioned as an early warning system that could identify and
counteract harmful developments wherever and when-
ever they emerged. The field of occupational health care
was particularly important in this respect since it allowed
the links between work and illness to be scrutinised and
addressed. Similarly, the integration of preventive care in
childcare and educational institutions turned health mat-
ters into a social responsibility that was shouldered not
only by parents but also by teachers, physicians, and pub-
lic officials.

What stands out in the East German context are the

achievements in health care policy despite the difficulties
facing DDR society. Situated on the frontlines of the Cold
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War, the country was heavily sanctioned and struggled
to import modern medical technology and equipment. At
the same time, working conditions were strained by the
necessities of reindustrialisation after 1945, which often
entailed arduous labour and exposure to brown coal
pollution. The DDR’s early years were also marked by a
serious labour shortage in the health sector as medical
professionals were lured westward. Yet, despite these
challenges, the socialist state was able to make use of its
limited resources to progressively improve the social sit-
uation and health of the population, and, in the process,
the medical profession was revolutionised to break down
traditional hierarchies. The field of medicine was opened
up to the working class and peasantry, while the transition
from private practices to polyclinics helped to erode the
privileges of physicians over nurses and assistants as for-
mer employers and employees became colleagues.

These successes were made possible by two major
political developments. First, health was made into a soci-
etal priority in East Germany after the Second World War.
While in the Weimar era health policies had to be fought
for by trade unions and conceded by the capitalist class,
the DDR was a workers’ and peasants’ state; health, social,
and cultural rights were enshrined in the country’s consti-
tution, and the enforcement of these rights was overseen
by workers themselves. The second factor was the sociali-
sation of property relations in East Germany, which created
the framework for an integrated health care system. The
state’s centralised organisation of industry, housing, med-
icine, and education meant that health objectives could
be discussed and implemented in relation to other social,
economic, and political objectives. A comprehensive link
was thus established between health policy and all areas
of society, creating for the first time a practical basis for
such discussions (despite often fierce policy debates).

Today, to justify the privatisation of health care systems
worldwide, we are told that markets ensure the most effi-
cient allocation of resources in society. Yet, as the COVID-
19 virus claims millions of lives and ravages the enfeebled
health sectors of even the richest states, the inefficiency of
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the market and inhumanity of private ownership are more
evident than ever. The DDR demonstrated that an alter-
native is possible — one that places human well-being at
its centre, driven and managed by working people. Even
under conditions of severe economic constraint, socialism
has proven that preventive care, effective treatment, and
dignified employment can be guaranteed for all. Indeed,
embargoed Cuba continues to prove this point today, not
only providing exemplary health care for its people but
also serving those in need around the world. The health
care systems of the future will find their blueprints in the
socialist societies of those states like Cuba and the DDR.
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