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from patient-reported outcomes as a 
quality indicator in medical rehabilitation? 
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Abstract
Some weeks after inpatient rehabilitation treatment in Germany, patients are invited to fill in a question-
naire on their perception and satisfaction with the rehabilitation treatment. This procedure has been es-
tablished due to the need of extern quality assurance by the payers (e.g. the German Federal Pension 
Agency) according to social law SGB IX § 37. These patient reported outcomes and perceptions are inclu-
ded in the extern quality assurance system by the German Federal Pension Agency. The question is: What 
do these observation data mean, what can be concluded from them in respect to quality of medical re-
habilitation, and where are limitations?
Due to the heterogeneity of “quality of medical rehabilitation” (different rehabilitation settings, patient 
clientele, indications, profiles of clinics) there cannot be a global operationalization of a “good rehabilita-
tion clinic”
Different instruments are necessary for different goals. It must be differentiated between observation for 
advertising on the one hand, and observation for benchmarking and controlling on the other hand. 
When patient reported outcomes are lacking reliability and validity, they cannot be used for purpose of 
benchmarking and controlling. Patient reported outcomes may be used as a screening for special abnor-
malities. For example, the “last 5%” (those clinics with highest patientś  dissatisfaction) could be visited 
or consulted and problem solving processes may be initiated: pension agency and clinicians might di-
scuss the conditions of the respective clinic and if necessary find the problem and specific problem solu-
tions. Judgments whether diagnostics, treatment and treatment coordination is correct (this is quality as-
surance in medical rehabilitation) can only be done by observation in the clinical routine. This observa-
tion should be done by visitations by specialists (physicians and therapists) of the respective medical in-
dication.
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Nutzung von Rehabilitandenbefragungen im Rahmen externer Qualitätssicherung 
– Möglichkeiten und Grenzen unter Berücksichtigung der Datenqualität

Kurzfassung
Für die Rehabilitation besteht ein gesetzlicher Auftrag zur vergleichenden Qualitätssicherung durch die 
Rehabilitationsträger (§ 37 SGB IX). Die Deutsche Rentenversicherung hat Qualitätskriterien definiert, die 
in Rehakliniken flächendeckend zu diesem Zweck beobachtet werden. In diesem Beitrag wird ein zent-
rales Instrument dieser externen Qualitätssicherung – die Rehabilitandenbefragung – aus klinischmetho-
discher Sicht diskutiert.
Nach medizinischen Rehabilitationsbehandlungen (§ 42 SGB IX) werden routinemäßig zufällig ausge-
wählte Patienten von den Leistungsträgern angeschrieben und gebeten einen standardisierten Fragebo-
gen zu ihrem Rehabilitationsaufenthalt auszufüllen. Hierbei wird erfragt, welche Behandlungen der Pa-
tient erfahren hat, mit welchen Behandlern er Kontakt hatte, ob Rehabilitationsziele subjektiv erreicht 
worden sind und wie der Patient den Aufenthalt insgesamt erlebt hat und bewertet. Methodisch handelt 
es sich hierbei um sogenannte Beobachtungsdaten. Es stellt sich die Frage, für welchen Zweck Daten aus 
den Rehabilitandenbefragungen im Hinblick auf die externe Qualitätssicherung medizinischer Rehabili-
tation verwendet werden können und wo die Grenzen der Verwendbarkeit liegen.
Aufgrund der Heterogenität dessen, was „Qualität medizinischer Rehabilitation“ im Einzelnen mitdefi-
niert (unterschiedliche Rehasettings, Indikationen, Patientenklientel, Versorgungsprofile der Kliniken), 
kann es zum Zweck der Steuerung keine Globaloperationalisierung einer „guten Klinik“ geben.
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Grundsätzlich sind für unterschiedliche Ziele und Beobachtungsaufgaben unterschiedliche Beobach-
tungsinstrumente erforderlich. Es ist im Rahmen der Qualitätssicherung der medizinischen Rehabilitation 
insbesondere zwischen Beobachtung zum Zwecke von Berichterstattung (Public Reporting) und Beob-
achtung zur (Belegungs)Steuerung von Kliniken zu unterscheiden.
Wenn Rehabilitandenbefragungsdaten nicht im Sinne einer Abbildung von Qualität medizinischer Re-
habilitationsbehandlung (d.h. komplexer Diagnostik- und Behandlungsaktivitäten, vgl. § 42 SGB IX) vali-
de sind, ist ihre unmittelbare Verwendung als Benchmarking- oder gar Steuerungsinstrument ausge-
schlossen. Sie können jedoch genutzt werden als Screening für besondere Auffälligkeiten: Beispielsweise 
kann man sich die Kliniken mit erhöhtem Anteil an Unzufriedenen ansehen und im Rahmen von Beob-
achtung und Exploration vor Ort (Visitationen, Strukturierter Qualitätsdialog SQD) herausfinden, was das 
Problem ist. Aussagen darüber, ob in Kliniken „medizinische Rehabilitation“ (§ 42 SGB IX), d.h. Diagnos-
tik und Behandlung(skoordination) für die jeweiligen individuellen Patienten, lege artis durchgeführt 
wird, sind nur im Rahmen von Visitationen (durch Therapeuten und Ärzte der jeweiligen Indikation) und 
direkter Beobachtung in der Klinikroutine möglich.

Schlüsselwörter
Qualitätssicherung, Qualitätsmanagement, Steuerung, Benchmarking, Rehabilitandenbefragung

1	 Conditions of quality 
assurance in German 
rehabilitation clinics

Some weeks after an inpatient rehabilitation 
treatment, a random selection of patients are 
invited by the German Federal Pension Agen-
cy to fill in a standardized questionnaire on 
their satisfaction and outcome of rehabilitati-
on. Patients are asked which treatments they 
received, which professionals conducted the 
treatments, whether and to which amount re-
habilitation goals have been reached and 
how the patient liked the rehabilitation stay 
as such. 
The results of this observation are used within 
the quality assurance program of the German 
Person Agency as “patient reported outco-
mes” (Bassler et al., 2007; DRV, 2017a; Klos-
terhuis, 2010). Presently the following quality 
indicators are used within the extern quality 
assurance program (DRV, 2017a):
–	 treatment satisfaction (patient reported 

outcome)
–	 subjective treatment success (patient re-

ported outcome)
–	 peer-review of medical reports (Farin et 

al., 2003; Strahl et al., 2016)
–	 therapeutic care (catalogue of therapeutic 

services)
–	 following rehabilitation treatment stan-

dards (Farin et al., 2018)

They are decisive for the judgment of the qua-
lity of a rehabilitation clinic by the pension 
agency, and also decisive for “interventions” 
in case of lack of quality (e.g. structured qua-
lity dialogue, DRV, 2017b).
Legal basis for quality assurance is the Ger-
man Social law (§ 37 SGB IX) which explicitly 
demands for comparative quality analysis as a 

basis for effective quality management. Simi-
lar systems exist in other countries and gene-
rally in the health care system. They are (criti-
cally) discussed (Köhn et al., 2016; Saver et 
al., 2015; Kolkmann et al., 2004).
In this article, „rehabilitation quality“ will be 
understood as the quality of lege artis con-
ducted diagnostics, medical treatment, and 
treatment coordination. This is what medical 
rehabilitation in core means. Official patient 
information given by the German Federal 
Pension Agency defines it as follows „Medi-
cal rehabilitation focuses the treatment of 
health- and functioning disorders” (DRV, 
2017c). In each individual case all rehabilita-
tion processes require medical decision ma-
king by specialists of the respective indicati-
on. This is according to the general rules of 
professional conduct in medicine and psy-
chotherapy (Deutscher Ärztetag, 2018; BPtK, 
2007). According to the biopsychosocial me-
dicine model (ICF, WHO, 2001) treatment 
can focus on symptom reduction, capacity 
training and context-oriented treatments such 
as assistence systems, or coordination activi-
ties such as initiating a stepped reintegration 
at work. There is a wide variety of treatment 
options for rehabilitative purposes in inpati-
ent and outpatient treatment (TOPPP Che-
cklist, Linden et al., 2018). 
Also in German social law, the complexity 
and diversity of medical rehabilitation has 
been differentiated and listed (§ 42 SGB IX, 
Table 1). This makes clear that the declared 
main aim of medical rehabilitation is to avoid 
chronification of illness, and promote pati-
entś  participation in general and professio-
nal life. This is realized by means of indivi-
dual diagnostic and complex individual treat-
ment according to medical standards.
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2	 Question: What can be learned 
and derived from the patients´ 
questionnaire data (patient 
reported outcomes)?

Under the above introduced conditions, the 
question arises how to interpret the data from 
these patientś  questionnaires, and how they 
can be used within the frame of quality assu-
rance. Where are limitations of interpretation 
and conclusions? In the following I will give 
some basic remarks on this question from a 
methodological point of view. Some general 
information on data formats will precede 
(Bortz, 1999; Bortz & Döring, 2003; Field, 
2012). 

3	 Data formats: Experimental 
studies vs. observation studies

A basic differentiation must be made bet-
ween 
–	 data from experimental studies (i.e. from 

systematic variation of an independent va-
riable and analysis of a dependent variab-
le, e.g. within a randomized controlled 
study) which allows causal conclusion 
and 

–	 data from observation studies, which do 
not allow causal assumptions, but serve 
different aims, depending on their type. 

3.1	 Types and aims of observation 
studies 

Different types of observational studies can 
be distinguished (Table1): Free observation is 
the casuistic observation of individual cases. 
It can be done by unstructured or criteria-gui-
ded observation and corresponds to the ap-
proach of qualitative research. The aim is to 
gain insights in processes or phenomena, or 
satisfying (scientific) curiosity. Quantifying 
observation generates frequencies and is ba-
sed on observation according to a catalogue 
of phenomena. Quantitative comparisons 
compare frequencies which occur in different 
settings. According to a catalogue of pheno-
mena, observations are conducted in diffe-
rent defined settings. Qualifying observation 
sets the additional criterion whether thres-
holds are reached. We speak of qualitative 
comparisons (benchmarking) when compara-
tive observation is done by considering thres-
holds. Within the frame of hypothesis gene-
rating variance enlightenment, correlations 
and variance in multidimensional data sets 
are investigated. The data do not allow causal 
interpretation. Finally, there is observation 
with the aim of controlling systems and pro-
cesses, i.e. observation followed by an inter-
vention. 

Medical rehabilitation comprises especially
1.	 treatment by physicians and other health care professions, including treatments for activating 

self-help
2.	 early detection and early support for children with diabilities
3.	 pharmaceutical products and surgical materials
4.	 remedies including physicalic, speech and occupational therapy 
5.	 psychological or medical psychotherapy 
6.	 assistive devices
7.	 vocational and stress tests

Services may be medical, psychological and educational aids, which must be chosen individually in 
each case 
1.	 support in coping with illness 
2.	 support for self-help 
3.	 information and counselling for partners, or relatives, or supervisors and workmates of the patients 

(patient´s consent provided)
4.	 relaying of contacts to self help institutions or counselling 
5.	 trainings of social competency and interaction capacities, as well as coping with critical life events,
6.	 training of capacities of daily living
7.	 motivation and guidance in choosing rehabilitation and support means

Table 1
German Social Law Book 
IX (§ 42 SGB IX): Treatment 
methods within medical 
rehabilitation
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4	 Methodological conditions 

4.1	 Reliability, Validity, Utility, 
Reactivity

Up from the quantifying observation, catego-
ries for observations must be available. For 
these, data for reliability, validity, and utility 
must be available. 
Reliability and objectivity mean that two ob-
servations come to the same result. Reliability 
can vary between 0 (no agreement) and 1 
(complete agreement). Validity means that 
the observation categories do indeed obser-
ve the object of interest (e.g. deer and not roe 
deer, or only psychological psychotherapists 
and no diploma/master psychologists) and 
nothing else (Buntin et al., 2017). Utility is the 
relation of specifity (correct positive/healthy) 
and sensitivity (correct negative/ill) in depen-
dence of the epidemiological distribution in 
the observation setting. For example, in case 
there are only deer but no roe deer in the 
Saarland, then utility is (considering the same 
specifity and sensitivity) different than in 
Brandenburg, where we find almost only roe 
deer but not deer. In case there are 99 deer in 
the wood and only one roe deer, and the spe-
cifity of diagnostic of deer is high (95% cor-
rectly classified deer), there will be 5 deer 
wrongly classified as roe deer and only one 
correct as roe deer (sensitivity). This means 
that 5 out of the 6 as roe deer classified an-
imals are in reality deer. The same is valid for 

questions like whether psychologists do be-
havior therapy dependent on how many be-
havior therapists and how many psycho-ana-
lysists are in the clinic. 
Reactivity means the degree of change which 
an observation causes in the object of obser-
vation. Whenever the ranger arrives, the deer 
disappears, which results in a smaller number 
of deer counted. When the visitor arrives in a 
clinic all part-time employees are present. 

4.2	 Standards for reliability and 
validity depending on the 
observation aim 

In free observations reliability is regularly 
low, but instead certain validity can be assu-
med. In quantifying observations and quanti-
tative comparisons, moderate test́ s quality 
criteria values of 0.6 are sufficient.
In qualifying observations, qualitative compa-
risons, and hypothesis generating variance 
enlightenment the requirements for test́ s 
quality criteria depend on the number of ob-
servations. The smaller the number of obser-
vations, the higher the test quality must be. 
In observations for controlling and managing 
system and processes the test quality values 
must be near 1. For example, a body weight 
scale which a person uses occasionally for 
measuring his weight, must show a certain 
range, a medical scale in contrast which is 
needed to exactly control medication in case 

Type of observation Fictive example Fictive example  
rehabilitation clinic

Free observation Observing what deer are doing on a 
meadow 

Observing what psychologists do in 
a rehabilitation clinic

Quantifying observation How many deer are there  
in Brandenburg?

How many psychologists are 
employed in a rehabilitation clinic?

Quantitative comparisons How many deer are there in 
Brandenburg and how many in the 
Saarland?

How many psychologists are there in 
pension agency owned rehabilitation 
clinic and in private rehabilitation 
clinics?

Qualifying observations Are there too many deer in 
Brandenburg?

Are there too many psychologists in 
pension agency owned rehabilitation 
clinics?

Qualitative comparisons 
(Benchmarking)

There are too many deer in the 
Saarland and too little in Branden-
burg (even though there might be 
more deer in Brandenburg than in 
the Saarland as counted in absolute 
frequencies)

There are too many psychologists in 
person agency owned rehabilitation 
clinics but too little in private 
rehabilitation clinics. 

Hypothesis generating 
variance enlightenment 

There is a significant correlation 
between storks and deer in 
Brandenburg 

There is a correlation between the 
number of psychologists and 
physicians in rehabilitation clinics. 

Observation for controlling 
of systems and processes

Deer must not enter fields. Psychologists are not allowed to give 
medication.

Tabelle 2 
Types of observation  

and examples
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of water retention, must show hundred-per-
cent exact values of weight.

5	 Use of the different 
observation methods

For reaching different aims and observation 
tasks, different observation means are neces-
sary. Especially observations aiming reporting 
on the one hand, and observations for cont-
rolling on the other hand have to be distingu-
ished. 

5.1	 Presentation of rehabilitation and 
reporting/advertising statement 

In case it is necessary to show that nature pro-
tection assures survival of deer or that rehabi-
litation leads to a good outcome, then quali-
fying observations are necessary. They requi-
re quantification as well as a threshold for 
quality. This result depends on the investiga-
tor and not the object of observation. It is the 
investigator who decides 
–	 what exactly shall be investigated (thera-

pists, diploma/master psychologists, psy-
chological psychotherapists)

–	 how the questions are posed 
–	 which thresholds of quality shall be cho-

sen. 

Depending on the aim what shall be repor-
ted, it can be presented that an item of obser-
vation is bad, or good: In the first case, high 
thresholds can be chosen and questions for-
mulated so that a left-leaning distribution ari-
ses. In contrast, on basis of the same basis 
one could say that rehabilitation is in 99% of 
cases good, by choosing a low threshold and 
thereby initiating a right-leaning distribution. 
There is no truth, but target margins which 
have been defined by the interest carriers. 
For credibility purposes it may be ideal when 
more than 70% of the respondents appear to 
be very good, 25% good and 5% bad. It can 
then be explained that everything is allright 
and the “bad” 5% will be consulted to find 
out what the problem is if any, and eventually 
find problem solutions. In the context of re-
habilitation quality, the bad clinics can be 
consulted by means of visitations and the 
structured quality dialogue (DRV, 2017a).

1	 An example are psychometric developments of patient self report scales based on patient self report data (Schmidt 
et al., 2018; Spyra et al., 2006; Kriz et al., 2008)

5.2	 Qualitative comparisons 
(Benchmarking)

In case it is required to make a ranking, i.e. 
saying whether Brandenburg or Saarland is 
better in caring for deer, or whether state or 
private rehabilitation clinics are better, quali-
tative comparisons are necessary. 
This requires a power calculation, i.e. it must 
be ensured that differences (given reliability 
of the instrument) become visible. This in 
turn requires sufficient validity (deer and roe 
deer must not be confused), and the latter in 
turn requires non-reactivity (deer must not 
flight in reaction to the observation). 
When not only a qualitative comparison 
(where are more deer) is intended, but an 
evaluation and possibly rating of nature pro-
tection, additional intervening variables must 
be considered (in Brandenburg there are 
many deciduous woods, and in the Saarland 
many coniferous forests). Basically it must be 
kept in mind that there can never be a confi-
dent comparison even in case of using multi-
variate methods (e.g. multivariate conditions 
of degree A in school reports in Brandenburg 
or in the Saarland). To have a valid benchmar-
king, large safety margins are required, i.e. by 
using a significance level of p<.001, and ef-
fect size differences of at least 0.5. 

5.3	 Controlling

In case observation shall be used for control-
ling purposes (e.g. flight attitude in flight from 
Rio to Paris), then extremely high require-
ments have to be fulfilled: 
–	 A reliability of 1 is needed. 
–	 Data must have an absolute validity. 
–	 Data must be available on time. 
–	 Data must allow concrete conclusions. 
–	 The derived interventions must be effecti-

ve, i.e. must lead to a positive change.
–	 It must be shown that the chosen change 

meets the intended goal (problem of sur-
rogate parameters, Saver et al., 2015). 

Standards which are presently sufficient for 
scientific purposes in the domain of psycho-
logical characteristics1 are not sufficient when 
processes shall be controlled which directly 
affect medical professional actions. The rea-
son lies in the insufficient utility respective 
predictive validity: For a psychometrically es-
tablished instrument with a sensitivity of ab-
out 0.8 and a specifity of 0.7 we find that in a 
sample of 100 patients with a true prevalence 
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of 25%, there will be more patients wrongly 
classified as ill (25) than correctly identified 
as ill (20) (Lenhard & Lenhard, 2014). Due to 
this fact, much more complex requirements 
are imposed on clinical diagnostics as com-
pared with research diagnostics (Linden & 
Muschalla, 2012)2.

6	 Conclusions for the extern 
quality assurance of 
rehabilitation clinics 

6.1	 Possible problems with patient 
reported outcomes 

Possibilities and limitation for the use of pati-
ent reported outcome have been discussed 
for many years (Bassler et al., 2007; Kloster-
huis, 2010; Farin & Jäckel, 2011; Widera, 
2010; Widera et al., 2011; Linden, 2011). By 
using patient reported outcomes for quality 
assurance the problem arises that observati-
on, benchmarking, and controlling are mixed 
up. By this, none of the different aims can be 
reached. 
Until now it is unclear how to deal with con-
flicts of objectives: Is the aim to gain high pa-
tient satisfaction, or is the aim to have valid 
socio-medical judgments? It is unclear what 
can be concluded from patient reported out-
comes, because of missing validity. The vali-
dity problem concerns different aspects of 
the patient questionnaire, i.e. quality of medi-
cal care, which therapists have been invol-
ved, and rehabilitation result. 
When results from patient investigation and 
other quality indicators are feedbacked to the 
clinic only after a long time of several months, 
they are not useful for decisions on interven-
tions, because nobody knows what the pre-
sent situation is. 
From the patients investigation as such no 
concrete decisions for actions or interventi-
ons can be derived. 
In order to detect reasons for dissatisfied pa-
tient judgments (within the patient reported 
outcomes) the clinic (colleagues) has (have) to 
be visited. Within the frame of extern quality 
assurance the pension agency reports the re-

2	 An example for the necessary high quality standards in rehabilitation medicine action in comparison to research is 
the diagnostic of mental health problems: For research purposes (e.g. epidemiological data on the distribution of 
mental health problems in 1000 patients) a standardized research interview or a questionnaire is sufficient. Reha-
bilitation medicine diagnostics in each single case however requires a complex somatic and psychopathological 
investigation, exploration of the medical history including treatment trials and treatment course (Linden & Muschal-
la, 2012). Clinical diagnostic cannot be based on algorithmic counting of patient reported symptoms (Linden & 
Rath, 2014). Clinical diagnostic in medical rehabilitation requires valid structure quality, i.e. qualification of the 
professionals, as well as adequate time resources).

3	 For example, in a comparison of patients in inpatient treatment and patients in day clinic setting, patients in day 
clinic setting showed worse improvement. When including the type of intake (freewillingly versus sent by insu-
rance company) and severity of illness, then it became clear that not the setting (day clinic or inpatient) was asso-
ciated with the improvement, but the type of intake (Geiselmann & Linden, 2001).

sults from the patient investigation to the cli-
nics. The clinicians may use these information 
for adjusting their intern quality management 
(Nübling et al., 2018). 
As a reaction towards criticism on the bench-
marking based on patient reported outcomes, 
a statistical adjustment procedure was imple-
mented into the extern quality assurance pro-
cess. Adjustment by means of multivariate 
analysis can give hints about variance bond 
by third variables and shows the correlation 
pattern dependent on the variables included 
in the analysis. However, adjustment cannot 
fully control the multivariate heterogeneity of 
the observation objects. Multivariate analyses 
are dependent on which variables are inclu-
ded in the analysis and how valid these vari-
ables are. For example, in comparison of cli-
nics in the city or in the country side, a wide 
variety of “city” is possible (e.g. Berlin versus 
Teltow). When important variables are not 
considered, misinterpretations may occur3. 
Furthermore, the general differences of pati-
ent groups and clinic specializations must be 
considered when judging quality of clinics. 
For example, within the frame of internal me-
dicine, there are clinics which treat mainly 
illnesses with positive prognosis (e.g. diabetis) 
and other clinics treat rather patients with ne-
gative prognosis (e.g. inflammatory bowel di-
seases). Another example is the heteroge-
neous frequencies of work-reintegration pro-
blems in patients with different diagnosis in 
the indication group gastroenterology (Strei-
belt et al., 2017). 
These examples show that in each case empi-
rical observation of the clinicś  specialties is 
necessary in order to understand concrete 
differences in patient reported outcomes. Em-
pirical observations are necessary for unders-
tanding which variables are relevant for the 
explanation of differences. In sum, the multi-
variate heterogeneity of the objects of obser-
vation cannot be completely controlled, de-
spite trials for multivariate adjustment. 
When there cannot be reliable conclusions 
from the patient investigations, there cannot 
be wide reaching action: clinics cannot be 
controlled on basis of these data. Clinics can-
not be compared against each other and no 
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political conclusions and decisions can be 
based on these data. 
In case invalid conclusions are drawn from 
the data (comparisons of clinics, controlling 
and interventions), then side effects may oc-
cur: Clinicians may come into self-sufficiency 
or demotivation. Clinics may feel authorized 
to use these data for advertising, without a 
valid basis. 
When a supervisory authority implements 
instruments for controlling, then they take re-
sponsibility for the resulting effects in respect 
to political, juristic, ethical perspectives and 
public reception. Highest professional stan-
dards have to be set for such controlling pro-
cesses: Quality standards which are sufficient 
for scientific investigations (e.g. scale de-
velopments based on patient self-report mea-
sures, Schmidt et al., 2018; Sypra et al., 2006; 
Kriz et al., 2008), are however insufficient 
when processes shall be controlled which 
have immediate effects on professional ac-
tions, i.e. what clinicians do with patients in 
rehabilitation clinics. 
The reason lies in reliability, specifity and va-
lidity and utility respective the predictive va-
lue, as explained above.
There is until now no evidence which could 
show consistently that patientś  self reports 
on structure-, process- , and outcome quality 
aspects of medical rehabilitation are highly 
correlated with medical personaĺ s reports of 
the same aspects of investigation. There are 
findings that patientś  subjective judgments 
are correlated with their later professional in-
tegration, (Nübling et al., 2018). However, 
these are longitudinal observation data and 
do not allow the causal conclusion that a sub-
jectively good rehabilitation success is cau-
sed by good rehabilitation treatment. Patients 
with worse subjective success had a worse 
status even before rehabilitation.
The German Federal Pension Agency is chal-
lenged to fit their external quality assurance 
system to divergent aims: towards politics the 
comparing report of rehabilitation quality (§ 
37 SGB IX), towards the clinics the aim of a 
highly valid description of medical rehabilita-
tion quality. As a supervisory authority, they 
are responsible for quality of medical rehabi-
litation. They are also politically and in public 
responsible for effects resulting from certain 
controlling procedures they implement. 

6.2	 Solutions

It can be made precise which information are 
necessary for which aim and which wider 
reaching aims are addressed. It can then be 
cleared from a scientific perspective what 

can be done. A global operationalization of a 
“good clinic” is not possible. As a solution, a 
differentiation can be made between public 
reporting (advertising) on the one hand, and 
benchmarking or controlling on the other 
hand. These two aims need different met-
hods. 
1.	 In public it can be reported that rehabili-

tation is a health care sector of good qua-
lity. This is an advertising task (see 5.1) 
and can be fulfilled accordingly, e.g. by 
using patient reported outcomes. Thereby 
no comparison of single clinics should be 
made (benchmarking). Instead, the per-
centages of very good and good results (in 
sum 95%, e.g. Giesler et al., 2017: 90% 
fulfill therapy standards) should be repor-
ted, and the note, that the problematic 5% 
(5th percentile) will be regarded individu-
ally by means of visitation or structured 
quality dialogue. When patient reported 
outcomes are not valid for quality of me-
dical rehabilitation, then their use for 
benchmarking und controlling is not pos-
sible. But, they could be used as a scree-
ning instrument for detecting the 5-10% 
of clinics with higher percentages of dissa-
tisfied patients. Then these clinics can be 
visited and thereby observed and explo-
red if there is a quality problem and even-
tually which problem. This procedure 
concerning the “last 5%” can be done si-
milarly with peer-review and other quality 
criteria (Klosterhuis, 2010). 

2.	 Finally, the question whether treatment 
and treatment coordination are conduc-
ted correctly in rehabilitation clinics (i.e. 
quality assurance of medical rehabilitati-
on) can only be answered by means of 
visitations in the clinic routine. Hereby 
specialists (physicians and therapists) of 
the respective indications are of importan-
ce in order to evaluate the indication-spe-
cific medical diagnostics and treatment in 
a valid manner (Heudorf et al., 2015; 
Meixner et al., 2006; Neuderth et al., 
2017; Salzwedel et al., 2018). The new 
instrument of the “structured quality dia-
logue” by the German Pension Agency 
(Ostholt-Corsten & Weinbrenner, 2018) is 
an instrument which allows an individual 
problem detection and problem solving in 
case the “quality data” of a clinic are poor. 
Thus, the controlling does not automati-
cally induce any action (e.g. occupancy 
reduction) but gives way for qualitative in-
vestigation and judgment by experts.
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7	 Limitations and summary

In this paper one instrument within the extern 
quality assurance system in medical rehabili-
tation has been discussed: patient reported 
outcomes on treatment satisfaction and sub-
jective treatment success. The other quality 
criteria could be discussed similarly.
The author of this paper defines rehabilitation 
quality according to the contents of medical 
rehabilitation and according to the legal defi-
nition (German social law, § 42 SGB IX): 
complex and coordinated medical diagnostic 
and treatment of chronic illnesses, with focus 
on life and work participation. The German 
Federal Pension Agency chose an operational 
definition of quality according to structure, 
process and result quality and hereby used 
existing parameters (patient reported outco-
mes, catalogue of therapeutic services, reha-
bilitation treatment standards). There will be 
the question of relevance and appropriate-
ness of these parameters and their relative 
weight within the quality assurance proces-
ses, e.g. in the present pilot project for choice 
of clinics (DRV, 2017d). 
Presently, as seen from methodological and 
clinical perspective, the instrument of the 
structured quality dialogue is an adequate 
means for clearing possible “quality prob-
lems” in certain clinics. The dialogue allows 
pension agency and clinicians to live observe 
the clinic and discuss its specialties and whet-
her and eventually which “quality problems” 
may be present and how they can be solved. 
The patient reported outcomes can only 
function as a screening for detecting possible 
problems. However, patient reported outco-
mes cannot be the basis for controlling pro-
cesses and decisions for occupancy rates in a 
clinic without observing the clinic. 
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