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· The health status of German population has improved since 2000. However, behavioral risk factors remain an issue of concern.  The health system offers a substantialvalue basket, high levels of service delivery and good access to care (Gerlinger, 2010). Sovereign organizations play a big role in shaping the health system-and from time to time complicate the structural transformations essential in overcoming shortcomings in quality and efficiency. 
· Life expectancy in German is comparable to the EU average. However, Germans dies approximately two years earlier than individuals in Italy or Spain. Cardiovascular illnesses and tumors are the leading causes of mortality, though deaths from dementia are increasing of late. Behavioral risk factors are a key public health issue, particularly with respect to disadvantaged populations. Similarly there is a growing load of obesity. Even though the prevalence of ischemic heart illness fell by 8% from 2004-2016, it is among the leading causes of premature death in death. 
· There seems to be a correlation between poverty and illness in German, and more specifically, heart and lung illness. Women at risk of poverty statistically experience more bronchial asthma and high blood lipid levels, which can cause cardiac sickness, than their rich counterparts. Similarly, low-income men showed more susceptible to heart illnesses, among other diseases, than rich men of the same age group. 
· Life expectancy at birth in 2017 was 80.3 years and slightly above the EU average of 80.1, but it has increased slower than in several EU states and is two years below that of Italy and Spain. . 1n 2016, 20% of grown-ups in German smoked tobacco on a daily basis, which is close to the EU average (Kraska, Weigand& Geraedts, 2017). Smoking and alcohol consumption have generally declined. However, binge drinking is an issue of concern and is the fourth highest in the EU. 
· German spends a lot in healthcare. Its per capita health expenditure is high compared to that of the other EU states (EUR 3 996 in 2017) - 40% higher than the EU average- and has increased so quickly since 2006 than on average in the EU.
· In addition, Germany spends the biggest portion of its GDP on health (11. 4%). In German, the high spending is mostly related to high public expenditure: 85% of total health expenditure was public in 2016. 
· Health expenditure in Germany surpassed the verge of 1 billion euros daily for the first time in 2018. Compared with 2017, the Federal Statistical Office estimates a 5.2% upsurge in health expenditure to 370.2 billion euros in 2019. From 2016 to 2017, an increase of 3.4% to 350.5 billion euros, or 4,345 euros for every citizen, had been documented. This was a part of 11.7% of the gross domestic product. The higher growth level in 2018 was due to the third Act to Reinforce Continuing Care that come into force on 1 January 2017.

· Generally, Germany is the EU country that spends the most on health, allocating 11.4% of its GDP to health expenditure in 2018. Latest health spending trends closely follow economic growth, with an annual increase of around 2%. This high spending in Germany is associated with high utilization rates and high levels of health care resources, which contribute to providing good access to care for the population.

· Germany’s universal health-care system essentiallyinvolves of two insurance systems: the Statutory Health Insurance [SHI] system for most Germans and the non-compulsory Private Health Insurance [PHI] system, which principally serves high-income earners and the self-employed. The two systems are financed by health insurance dividends and both are operated by several privately owned and operated insurance corporations.
· About 10% of the German population contributes in the PHI system, which is made up of 25 for-profit and 20 not-for-profit insurance companies. Such insurance is voluntary for high earners and the self-employed, nevertheless family members are not automatically covered and persons who choose leave the SHI system cannot opt back in (althoughstructuredpreferences offering comparable coverage to the SHI system at lower cost are offered). Plans provided by insurers in the PHI system can consist of benefits that permit patients to get treatment by senior or head doctors, superior hospital accommodation, and access to physicians who do not play a part in the SHI system. Insurers in the PHI system can set payments based on a patient’s risk-profile at the time of application, but cannot increase them during the lifespan of the patient. They also cannot terminateagreements, and cannot refuse to cover patients with pre-existing conditions. Irrespective of their coverage by SHI or a PHI, Germans may seek care privately if they choose to do so.

· Hospital care in Germany is provided by about 850 public, 1,000 not-for-profit, and 1,300 for-profit hospitals. Almost all hospitals (public and private) provide care to both SHI and PHI patients, with 97% of all hospital beds being accessible to SHI-covered patients (Arefian et al., 2016). There are only a few private for-profit hospitals that serve only PHI patients. While patients usually have free choice of hospital within the SHI system, their choice of doctor within the hospital is regulated to the doctor on duty or doctor allocated by the hospital. PHI patients can choose both their hospital and doctor.

· The German health system offers a high number of services at reasonably low costs per case, both in inpatient and ambulatory (or outpatient) care. On the other hand, a strong increase in service delivery, specifically in inpatient care, raises anxieties about the system’s allocative effectiveness. Germany has been less prosperous than other countries in shifting service delivery away from inpatient care towards outpatient care; and regional differencesshow co-existing problems of over-supply and under-supply.

· The health system is effective at stopping amenable mortality, which is lower in Germany than the EU average – but significantly higher than in France or Spain. A reasonably strong separation between ambulatory and hospital care, as well as between prime and professional care, has led to problems with stability and organization. These problems persist notwithstanding a high uptake of illness management programmes and other forms of cohesive care.

· Several quality indicators, such as preventable hospital admissions or inpatient death rates, illustrate that there remains room for quality improvement. In fact, some recent reforms have aimed at improving quality of care. Access to health services is, in general, very good – not amazing in view of the considerable resources available in the system and the low level of out-of-pocket expenditures. Self-reported unmet need due to monetary reasons is reasonably low. However, lower income groups report it more often than higher earnings groups, which may be related to the co-existence of social health insurance and substitutive private insurance. Several recent transformations have aimed to address potential access problems in countryside areas.
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