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Historical and Contextual Background
The Federal Republic of Germany has maintained its organisation 
based on the solidarity principle since its introduction in 1883. In-
deed, Bismarck’s Health Insurance Law adopted in 1883 established 
the first social health insurance system in the world to which in-
sured people (an estimated 10% of the total population) contributed 
through a percentage of their income. They were mainly blue-collar 
workers (in salt works, processing plants, factories, metallurgical 
plants, railway companies, shipping companies, shipyards, building 
companies). From that point, coverage was continuously expanded 
to large sections of the population, e.g. students and farmers, until 
the 1960s and 1970s. This gradual expansion of coverage in terms 
of population and benefits has led to what is, in 2017, universal 
health coverage with a generous benefits package.

There are three key elements of Statutory Health Insurance 
(SHI): first, according to the principle of solidarity, the amount of 
the insurance contributions is based on ability to pay; in turn, the 
insured individual is entitled to benefits according to need. Sec-
ond, statutory health insurance is compulsory insurance in which 
employers take part in the financing. Finally, statutory health in-
surance is based on self-governing structures, which means that 
competencies are delegated to membership-based, self-regulated 
organisations of sickness funds and health-care providers.1

Organisation of Prevention Services
The organisational structure of prevention services in the Federal 
Republic of Germany is divided into multiple levels that reflect 
the country’s administrative and political structure. This system 
is the result of a number of reforms that started in the 1970s, 
where various attempts were made to reorganise public health 
services. Originally, public health services included immunisa-
tions, mass screening for tuberculosis and other diseases, as well 
as health education and counselling. Since the 1970s, however, 
many of these individual prevention services have been trans-
ferred to physicians in private practice, combined with an expan-
sion of the Statutory Health Insurance (SHI) benefits package.2

Actually, before 1970, only antenatal care was included in 
these benefits packages. Since 1971, however, some changes 
have taken place as part of a process of reorientation within pub-
lic health services towards population health compared to the 
widespread patient-oriented medical perspective. Screening for 
cancer has become a benefit for women over 20 years and men 
over 45 years. At the same time, regular check-ups for children 
under 4 years of age were introduced (and extended to children 
under 6 years of age in 1989 and to adolescents in 1997). Prima-

ry prevention and health promotion were made mandatory for 
sickness funds in 1989, eliminated in 1996 and reintroduced in 
modified form in 2000.

From 2000 to 2010, spending on primary prevention increased 
from €1.10 to €4.33 per person covered by SHI. In 2010, around 
12 million people – many more than in the previous year – re-
ceived prevention and health promotion activities from their sick-
ness funds. Setting-based measures were expanded. In 2010, more 
than 30,000 institutions – especially kindergartens, schools and vo-
cational schools – were supported by targeted activities in the areas 
of exercise and healthy eating, thereby reaching 9 million people.3

The growth of the SHI benefits package to include screening 
and early detection services means that private-practice physi-
cians are obliged to deliver these services as part of the regional 
budgets negotiated by the regional associations of SHI physi-
cians and the health funds. For some other services, such as im-
munisations, the physicians negotiate with the health funds and 
arrange separate fees that are not part of the regional budgets. 
Consequently, prevention services are now delivered within the 
same legal framework as curative services, meaning their exact 
definition is subject to negotiation at federal level between the 
health funds and the physicians.

Prevention, therefore, is modelled on the political structure of 
the country and based on the Bismarckian corporate welfare state. 
It is included in public health services that recognise authorities 
at national, state and municipal level. The legislative responsibil-
ity for most policy areas is divided between national and federal 
authorities. Key players are government organisations, self-ad-
ministered bodies and non-government organisations, which are 
part of an effective network that shares responsibilities and duties. 
Accordingly, policies, health promotion and primary prevention 
implementation measures are introduced and developed at differ-
ent levels and in two areas – within government organisations, 
non-government organisations and self-administered bodies.

Germany’s federal structure ensures that the federal states 
(Länder) have minimal involvement in setting up and running 
prevention services. Actually, the 2006 Federalism Reform le-
gally defined the transfer of responsibilities from national level 
via state level to local level, where local health authorities and 
public health departments share responsibilities including health 
protection, management and prevention.4

Federal level
The 2013 coalition agreement provided key aspects of a legal 
draft for a federal law on prevention and health promotion to 
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Table 1. 

Funding and 
financing of health 

promotion and 
primary prevention 

in Germany

Government bodies
Public and self-

administered bodies
Independent 

platform and NGOs
Private sector

National Level (Bund)

Budgetary funds of
the Federal Ministries

of Health, Family,
Research, Interior,

Nutrition, Labour and
Social Affairs

Federal Centre for
Health Education

Financial resources of
the statutory health

insurance funds,
statutory pension

insurance fund, and
statutory accident

funds

Financial resources
from the physicians’

self-administered
bodies (National
Medical Council)

Federal Association
for Prevention and
Health Promotion;
German Nutrition

Society; German Olympic 
Sports

Confederation

Financial resources
from foundations (e.g.

Robert Bosch
Foundation,
Bertelsmann
Foundation)

Major companies 
(according

to the legal code on health
and safety at work)

Private health insurance
funds

State Level (Länder)

Budgetary funds of
the state ministries of
Health; Social Affairs;
Interior; Culture; and

Family.

State public health
authorities;

State institutes for
teacher education and

school developmen

State associations of
the statutory health

and accident
insurance funds;

State Medical
Councils

State Associations for
Health Promotion and

Prevention;
Lottery Foundations

Big companies;
donations and initiatives
from private individuals

Regional and community 
level

Funding from
community

budgets; Local
public health

authorities; School,
kindergarten and

day care
administrations

Financial resources
of the statutory

health and accident
insurance funds

Health centres;
local health

initiatives; local
foundations; sports

clubs

Small and medium
companies;

donations from initiatives
and private individuals

strengthen interventions in settings such as schools, kindergar-
tens, day care facilities, chronic care and nursing homes and 
companies. Indeed, the Federal Ministry of Health is responsible 
for the control and prevention of infectious diseases and preven-
tive healthcare, and for devising strategies and policies on pre-
vention, rehabilitation and disability.

State level
The 16 states (Länder) have legal responsibility for providing 
health services and each of them follows its own approach for 
prevention and health promotion. Most of the states have im-
plemented associations for health promotion and prevention 
(Landesvereinigung für Gesundheit), which include stakehold-
ers from all spheres and multilateral funding of health promotion 
measures.

Local level
In many federal states, prevention services are devolved to mu-
nicipal level. This “municipalisation” of health authorities has 
resulted in the creation of better conditions for integrating pre-
vention services into the municipal health policy process. De-

pending on the federal states, there are also various specialised 
authorities and state agencies that are part of the public health 
services. Therefore, local health authorities or public health de-
partments have the political responsibility for the health of the 
population in their communities.

Delivery of Healthcare Services
The German healthcare system is based on the principle of sub-
sidiarity. Regarding the provision of prevention services, this 
principle is reflected directly in the presence of a network of so-
cial and health services. In this way, the various administrative 
levels can coordinate with each other effectively, and the result 
is a complex network of financing organisations and providers. 
Each of these contributes to providing services, which are how-
ever coordinated with all other actors. A fundamental role is 
played by the primary care service, which effectively combines 
prevention and health promotion through the implementation of 
programmes such as vaccination and screening, but also through 
coordination with primary schools and non-profit organisations.5

1)  Federal government level (Bund): health promotion and 
prevention campaigns are planned by the Federal Centre 
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for Health Education (Bundeszentrale für gesundheitliche 
Aufklärung, BZgA), an agency under the direct responsi-
bility of the Federal Ministry of Health. The central level 
has the main objective of planning actions and providing 
a framework within which to implement prevention pro-
grammes.

2)  State government level (Länder): the State Associations 
for Health Promotion and Prevention develop strategies 
and concepts. These institutions aim to provide a bridge 
between the policy sphere and the practical actors, to orga-
nise and coordinate the various stakeholders in prevention 
networks, joint actions, and projects. Regional institutions 
therefore have a role of coordination of the various actors 
who are immediately below them, without providing the 
service directly but providing for forms of monitoring and 
evaluation of expenditure.

3)  Self-administered bodies: prevention guidelines are de-
veloped and disseminated by the National Association of 
Statutory Health Insurance Funds. Another example is the 
development and dissemination of guidelines for practical 
and clinical aspects of disease-specific prevention by the 
Association of the Scientific Medical Societies in Germa-
ny (Arbeitsgemeinschaft der Wissenschaftlichen Mediz-
inischen Fachgesellschaften, AWMF).

4)  All levels: the National Health Targets Process applies a 
participatory approach by bringing stakeholders from all 
areas together to achieve defined health targets for prima-
ry prevention.

Financing of Prevention Services
As described for the delivery of healthcare services, funding is 
within the complex organisational network, with a similar com-
plexity of income sources and expenses. Because the service is 
composed of a range of different actors on different levels and 
in different legal frameworks (public bodies, institutions, pri-
vate associations, public and private insurance), it is difficult to 
establish precisely the amount of resources for each individual 
prevention service. In 2012, the total costs for health services in 
Germany were just above €300 billion, of which 3.6% (€10.9 bil-

lion) were invested in prevention. Sources of funding are divided 
into levels, which finance all activities included in the planning of 
each institution. The following picture (BZgA - CHRODIS, 2015 
– 5) effectively illustrates the flows and the connection points for 
each level of funding.

Workforce
The German health system has a structure that is widespread and 
divided into various branches, but is not well-defined. Many em-
ployees are involved in maintaining and promoting health with-
out being strictly related to the health sector, and since health 
promotion is effectively entrusted to “third parties”, like schools 
or community networks, it becomes difficult to obtain data on 
the real workforce involved in prevention services. The accuracy 
of the financing flows, and the guarantee that each subject, under 
the control of the Länder, carries out the work for which it has 
been delegated and financed, allow the system to withstand exter-
nal pressures, but also to respond effectively to the health needs 
of the population (responsiveness), through dynamic adaptations 
and temporary expansions of the workforce.

Conclusions and Outlook
German prevention services are strongly rooted in communities 
and territories through branches that spill over the boundaries 
of the Health Service itself. This is the result of a Bismarck-
ian setting of the financing model in combination with a state-
based federal organisation that includes well-defined roles and 
tasks. The good level of coordination among institutions and the 
third sector of profit and non-profit organisations alongside lo-
cal communities represent key elements that allow this country 
to deal effectively with the health needs of the population. The 
integrated view of social and physical health ensures the proper 
functioning of the health system in relation to health prevention 
promotion. Additionally, the complex administration guarantees 
stability and sustainability for the whole system. By contrast, 
the fairness and the responsiveness of the service is guaranteed 
by the considerable diffusion of horizontal health programmes 
organised and managed locally, but financed in particular by the 
Länder.
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