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    Health is at the heart of human progress. It determines whether parents can work to support their families, children can attend school, women can survive childbirth, and infants can grow and thrive. Where health services are strong and accessible, families and communities flourish. Where health services are inaccessible, weak, or nonexistent, families suffer, adults die prematurely, and communities unravel.


    —from the US Government Global Health Initiative Strategy, available online at http://www.ghi.gov/resources/stragegies/.


    Nothing else about our lives as Americans matters at all if we don't have a reasonable expectation of a healthy life. Basic safety, the enrichment of education, our entire democratic process, our own individual chance at social mobility: none of these things has any importance or interest if we cannot take advantage of them. And without health, we can't.


    Maybe that's why our Declaration of Independence places life first in the list of “unalienable” rights with which we are naturally endowed. We all get just the one life, and living it in health and for as long as possible is basic to everything else that we do and everything else that affects us. So it makes sense that health should be the first comparison we look at, for it underlies all the other assessments this book explores.


    But how do we measure health? So many factors determine and affect it. We have no control over many of them—gender, for example, or genes, or even the culture in which we grow up. The air we breathe, the water we drink, and other environmental realities affect our health, but these are realities we can only change immediately by moving our location. We have limited control over where we work and how much income we earn, our social status, and our education, yet all of these impact our health, as do lifestyle choices such as diet, exercise, and personal habits like smoking, use of alcohol and drugs, health practices, and coping mechanisms.


    Health is a subject with which we seem to be obsessed. Wonder drugs, diet fads, and super foods buzz around American pop culture and are regular topics on radio and television talk shows. Feats of medical practice that seem miraculous routinely lead the headlines. There isn't a newspaper or news broadcast that isn't staffed with a health columnist or physician interpreting the latest medical research results and advising us all on lifestyle choices. We thrill to the story of the child from a distant land, born with a rare ailment, who is flown here to undergo a special life-saving procedure available only in America. We read regularly about world leaders arriving in private jets for cutting-edge treatments developed by American researchers in American laboratories.


    Essential to it all is our health system, the totality of medical and healthcare products, systems, services, people and resources, and physical facilities that affect us throughout our lifetime. In fact, the healthcare system starts to affect us even before our lifetime. From the moment our mothers initiate prenatal care to the debilitations of old age, and for every bruise, break, sickness, and stress in between, our healthcare system is where we go for a healthier life and more of it. So, how the system responds is central to measuring the health of our nation as a whole.


    The cliché dutifully repeated by so many politicians, perhaps buoyed by the stories of those outstanding medical accomplishments, is that the United States enjoys “the best healthcare in the world.” It's an oft-used phrase, its frequency of use matched only by its inaccuracy, as we will discover in separating the fiction from the facts about how the United States's healthcare stacks up against the competition.


    The simplest and most compelling metric for assessing health and comparing health outcomes is life expectancy, the average number of years an individual can expect to live. On that measure, the United States does very badly indeed, registering the lowest life expectancy in our group.1 Stunningly, that low life expectancy includes both the highest infant mortality rate2 and maternal mortality ratio3 in the group. Moreover, we spend per person nearly twice as much as all the other nations in our competitor group and in some cases as much as four times more. More money for the worst outcome. You don't have to be on the board of directors to know a bad return on investment when you see one.


    Bottom line: as a competitor in healthcare, the United States is clearly ailing—and we the people are not getting our money's worth.


    Why? How is it we can spend so much more for healthcare than our competitor nations and yet have one of the lowest life expectancies in our sector? Why are we losing so many infants and mothers in childbirth when we are supposed to be the health market leader? How have we cut our smoking rate dramatically yet seen a striking increase in obesity, a major health risk factor? How, with our world-renowned hospitals and research centers, are the vital statistics on our national health so poor?


    Let's look at the data.


    WEALTH MAKES HEALTH?


    The inherited factors of genes and gender as well as the influences of such things as where we live, the kind of work we do, and, of course, our own behavior all affect health and, therefore, life expectancy. A positive change in behavior—for example, improving diet or exercising more—will have a positive effect on our health and can extend our lifespan. And vice versa; negative behavior can have a negative effect.


    Other factors also affect life expectancy: the rate of disease at a particular time in a particular place, an individual's mental health, even the rates of crime and safety. Advances in healthcare knowledge and technology, for example, from the development of the polio vaccine to breakthroughs in cancer treatment, can increase life expectancy, while the sudden arrival of new epidemics, like HIV/AIDS and the rampant use of crack cocaine in the 1980s, can cause it to plummet.


    One of the more definitive factors affecting a nation's life expectancy is wealth. The numbers demonstrate that, globally, life expectancy generally increases as a function of a country's wealth—that is, up to a certain level of wealth. In fact, looking at life expectancy data is a little like taking the rough economic pulse of a country.


    The reason is simple: In poorer countries, the chances of survival are dominated by the rates of infectious diseases, infant mortality, and malnutrition; and their healthcare systems struggle to provide safe drinking water, sanitary living conditions, adequate food supplies, and basic health services. Indeed, the poorest countries on the planet have life expectancies in some cases of less than fifty years, with few resources to fight infectious diseases like AIDS, malaria, tuberculosis, and measles.4


    In the developed world, however, where sanitation, sufficient food, and basic healthcare are givens, mortality is driven mostly by noncommunicable diseases such as heart disease and cancer, diseases affected by lifestyle, nutrition, environmental factors, and genetics. In these wealthier countries, there are no infectious diseases in the top eight causes of death,5 and life expectancy, which has increased dramatically in the past century, can average seventy-five years or more as the rates of infectious diseases and infant mortality have declined. In the United States, in fact, the average lifespan increased by more than thirty years in the twentieth century.6 In some sense, therefore, comparing the health of today's wealthy nations to today's poor nations is like comparing the health of today's wealthy nations to the health of those same countries several generations ago, when they struggled to fight polio, smallpox, and other infectious diseases.
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    The relationship between health and wealth can be clearly seen in the global life expectancy curve. This graph includes all countries in the world for which data were available; each data point represents a country's life expectancy and GDP per capita. At the lower left-hand corner of the graph, the point at which GDP per capita is the lowest, life expectancy is also the lowest. Moving to the right, we see that life expectancies rise very sharply with wealth—until we reach around the $4,000 level. As the average wealth improves, so do health services, sanitation, and the supply and availability of safe drinking water. The provision of those basics produces a dramatic spike in people's health, and they live longer, thus raising average life expectancy. Above the $4,000-per-capita point, although life expectancy continues to rise, it does so at a slower rate. And when per-capita GDP exceeds $20,000, the life expectancy curve becomes an almost completely flat line. This flat-lining tells us that above a certain threshold of national wealth, the nation's finances are sufficient to meet its citizens' medical needs, and therefore other factors become more important in predicting life expectancy.


    As often happens, the exceptions to this prove the rule. South Africa is a negative outlier: with one of the world's highest rates of HIV/AIDS, average life expectancy is some twenty years lower than in countries of similar wealth. By contrast, Vietnam and Nepal are positive outliers that enjoy life expectancies much higher than countries of similar wealth.


    THE COMPETITORS


    So, which countries are best at keeping their citizens alive? And where does the United States, the richest country on earth, stand in the rankings? Take a look:
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    As in our other competitive intelligence graphs, the Star appears on the left side of the graph and the Dog appears on the right. In our competitor set of countries, the United States is the clear market Dog in life expectancy, falling more than one year shorter than the next closest competitor, Portugal.7 The market segment Star, Japan, has the highest life expectancy, nearly five years longer than in the United States and more than one year longer than any of the other competitors. Other stronger performers like Australia, Italy, France, and Spain all have life expectancies that are more than three years longer than in the United States.


    Perhaps equally striking, we've come down in the world. Back in 1987 only seven other countries had longer life expectancies. Today we're not even in the top twenty!8


    As with many other aspects of American society, life expectancy varies greatly from one population subgroup to another, reflecting fundamental disparities between ethnic groups, socioeconomic groups, and geographies. One striking example: there is a difference of about twenty years of lifespan between Asian American women and African American urban males.9 On a state level, the diverse set of states with the longest life expectancies (Hawaii at 81.5 years, Minnesota at 80.9 years, California at 80.4 years, and New York at 80.4 years) average at least five years longer than the states with the shortest life expectancies (Mississippi at 74.8 years, West Virginia at 75.2 years, Alabama at 75.2 years, and Louisiana at 75.4 years). It is important to observe that the eleven states with the lowest life expectancy are all in the South.10


    Nearly universally, women live longer than men. In the United States, both sexes do rather badly: both American men and American women have the lowest life expectancy in our competitor group, while Japan registers the longest life expectancy for both men and women.11


    The US-Japan life expectancy comparison is affected by vast genetic differences, but genetic differences are not sufficient to explain America's lagging performance versus competitor countries with more similar gene pools—among them Australia, Italy, France, and Spain. Other factors must be at work in affecting American life expectancy.
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    WHO'S DYING?


    The infant mortality rate is defined as the number of deaths of infants one year or younger per one thousand live births. It is a critical measure because the death of a young child has a greater impact on a population's life expectancy than does a death from disease or injury in the middle or later stages of life. In the developing world, infant mortality tends to be a result of pneumonia, diarrhea, tetanus, and congenital malformation. In the developed world, it is typically associated with low birth weight or extremely premature births.


    We don't usually think about infant mortality in the United States. We associate it with the developing world or with the distant past. During the Industrial Revolution, for example, the percentage of children born in London who died before the age of five decreased from 74.5 percent to 31.8 percent over a span of sixty years.12 The introduction of clean drinking water, sewage disposal, and greater attention to personal hygiene dramatically reduced death rates due to diarrhea, pneumonia, diphtheria, and typhoid fever during the early part of the twentieth century. The post–World War II era saw vaccines, antibiotics, and other life-saving interventions contributing to further declines.13 Globally, in just the brief period between 1960 and 2001, infant mortality declined from 126 infant deaths per one thousand live births to 57 per one thousand live births.14


    It is particularly stunning to note that today the United States has the highest rate of infant mortality of any of the competitors while Japan, the competitor with the longest life expectancy, has the lowest.15 In the United States, the most common causes of infant mortality are congenital malformations and disorders associated with low birth weight and short gestation.16


    The fact that the United States is the market Dog in infant mortality is not because of a lack of specialists or facilities for neonatal births; on the contrary, we have more neonatologists and neonatal-intensive-care beds per person than Australia, Canada, or the United Kingdom.17


    As with other health metrics, our relative performance is declining. In 1960, the United States had the twelfth-lowest infant mortality rate in the world. By 1990, we had dropped to twenty-third, and we sank to thirty-fourth in 2008.18 Our most recent decline in ranking has been accompanied by a relatively stagnant infant mortality rate, which remained virtually unchanged from 2000 to 2005 before declining slightly between 2005 and 2006. That stagnant mortality rate was accompanied by an increase in the percentage of very preterm births19—that is, births happening at fewer than thirty-seven weeks of gestation, an occurrence cited by the Centers for Disease Control and Prevention (CDC) as a key risk factor for infant mortality. By 2005, the start of a slight decline in the infant mortality rate, preterm babies accounted for 69 percent of all infant deaths. Although data comparing the rate of preterm births are not readily available, the key contributing factor to our high rate of infant mortality appears to be our rate of low-birth weight newborns, which is one of the highest among our competitor nations.20
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    Our high infant mortality rate evidences the economic, ethnic, and racial disparities referred to earlier. For example, in 2005, African American infants suffered a death rate of 13.63 per one thousand births, more than twice the national average.21 The CDC's 2004 world rankings indicate that an African American baby would have a better chance of survival if born in Russia or Bulgaria than in the United States. Low-birth weight incidence explains some of the racial inequality. Low-weight births, defined as newborns weighing less than 2,500 grams or approximately five pounds, are about twice as common among African Americans as among (non-Hispanic) Caucasian and Hispanic babies,22 occurring at a rate of 13 percent among the former and at a rate of only 6.5 percent among the latter. Among the factors contributing to these lopsided outcomes are disparities in prenatal care, nutritional supplementation for pregnant women, and inadequate social welfare. Yet even if we eliminate this racial disparity and compare only the infant mortality rate of the United States's Caucasian population, our ranking versus the competition is unaffected.23


    Could our relatively high infant mortality rate result from the fact that Americans are less likely to selectively abort? Whether motivated by religion, politics, or some other perspective, a choice not to abort an impaired pregnancy raises the percentage of births with congenital malformations, and some argue it is this choice that raises our infant mortality rate. It isn't at all obvious that this claim is supported by facts. We are able to compare the overall abortion rates across countries, but we lack insight into whether the decision to abort was driven by social reasons, economic pressures, or concerns about the health of the mother or fetus in each country. When we do examine the overall US abortion rate, defined as the number of abortions per one thousand women between the ages of fifteen and forty-four, we see that it is higher than in Canada, Belgium, the Netherlands, and the United Kingdom, all of which have lower infant mortality rates and higher life expectancy rates.24 The abortion ratio, defined as the number of abortions per one hundred known pregnancies, is higher for the combination of the United States and Canada than for northern Europe, western Europe, and western Asia.25 There is thus no evidence that American women show a disinclination to abortion, so selective abortion tendencies are not likely to be a valid explanation for America's high infant mortality rate.


    The childbirth process itself has historically been risky, and maternal mortality—women dying while giving life—cuts to the very core of the concept of health. Measured as the number of women who die in or after childbirth for every one hundred thousand live births, maternal mortality ratios are affected by a number of contributing factors: nutrition, the quality of the birthing and prenatal care, access to quality emergency obstetric care, the mother's age, the number of previous pregnancies, and genetics all may play a role. In the early 1900s, maternal mortality ratios in developed countries were around one thousand per one hundred thousand live births, but improvements in all those contributing factors have steadily decreased those rates to a point where today they are some one hundred times lower.26


    One important caveat about data on maternal mortality: some of the intercountry variance may be due to variations in the way different countries interpret and apply the World Health Organization's definition of a maternal death and may not, therefore, reflect true differences in the safety of delivering a baby. Against this background, nevertheless, the United States has the highest maternal mortality ratio in our group of competitors, nearly four times higher than in Greece, Italy, and Belgium. Moreover, the rate in the United States has been increasing, although some have suggested that this trend is due to more accurate measurements.27 A troubling ramification of this higher maternal mortality rate is that, combined with the significantly higher fertility rate in the United States than among competitors,28 the lifetime risk of an American woman dying of maternal causes29 is much higher than in any of the other countries.
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    Two key factors likely contributing to maternal mortality are obesity30 and teenage pregnancy, both often associated with poverty. During the 2008 presidential election, the very public teenage pregnancy of Bristol Palin, the seventeen-year-old daughter of Republican vice-presidential candidate Sarah Palin, an advocate of abstinence-only sex education, placed the issue in a political context. Yet the reality is that teenage pregnancy and its attendant problems typically occur in families without the economic support and access to healthcare that the Palins enjoyed at the time. In 1998 in the United States, the teen birth rate was nearly double that of the United Kingdom, the next highest country, and nearly twenty times higher than that of Korea, the country with the lowest rate.31 Pregnant teenagers and their infants face significantly greater health risks than pregnant women in their twenties; in the developing world, the maternal mortality rate for these young women is five times higher than for women in their twenties.32 While it is comforting to know that the teenage pregnancy rate in the United States has declined by about 40 percent from its 1990 peak of 116.9 teenage pregnancies per one thousand women ages fifteen to nineteen to a rate of 71.5 as of this writing, this is still an extremely high rate compared to the rest of the developed world.33


    The United States' high teen pregnancy rate is really a sociological issue that affects health outcomes, rather than a direct indicator of the nation's health, and sex education plays a powerful role. Since education is administered by states and localities, the content of sex education varies widely,34 especially when it comes to such issues as birth control and infection prevention.


    A component of sex education that may affect our teenage pregnancy rates is the popularity of abstinence-only education programs, despite their demonstrated ineffectiveness.35 In western European countries, sex education programs are far more comprehensive and teenage pregnancy rates are far lower. The Long Live Love program in the Netherlands, which includes material on sexuality, negotiation skills, and contraception, is credited with helping the Netherlands achieve one of the lowest teenage pregnancy rates in the developed world.36 No wonder UNESCO has praised it as the gold standard in sex education,37 a model for the world.


    A final factor that may be contributing to America's relatively low life expectancy is our rate of amenable mortality, defined as deaths before age seventy-five that were potentially preventable through timely and effective healthcare. In a study of nineteen countries, including the United States, fourteen western European countries, Canada, Australia, New Zealand, and Japan, the United States placed last—dead last, we might say. Ranked as of 2002–2003, our rate of amenable mortality was 109.7 deaths per one hundred thousand people—more than 50 percent higher than the best-performing countries of France (64.8 deaths per one hundred thousand), Japan (71.2 deaths per one hundred thousand), and Australia (71.3 deaths per one hundred thousand).38 Another way to view this is to recognize that even if the United States had the lowest infant mortality in the competition, it would still have the lowest life expectancy.39


    
    

    


    
      The Catch-22 of US Health Insurance:

      A Common Nightmare


      Natavidad lived in Texas, worked as a bookbinder, and never had health insurance. As the New York Times reported on October 25, 2006,40 at the age of fifty-one, she was diagnosed with liver cancer. Her economic status qualified her for Medicaid so she applied for federal disability. She was placed on a waiting list, along with thousands of others, for a liver transplant. Without the transplant, said her doctors, Natavidad could expect to live only from six months to two years. While on the waiting list, she received approval of her federal disability application, but the disability payments spiked her income enough to make her ineligible for Medicaid, so she was taken off the waiting list for the liver she needed to survive. Under the disability rules, she could qualify for Medicare but would have to wait for months for the coverage; only when it kicked in could she get back on the waiting list for the liver transplant, and she would go back to the end of the line. This “death by paperwork” is a nightmare echoed in the lives of the millions of Americans living without health insurance.

    


    
    

    


    WHAT IS SHORTER LIFE EXPECTANCY COSTING AMERICANS?


    With the contributing factors already discussed, with American women experiencing the lowest life expectancy in our competitor group—“hitting the glass basement,” as one woman executive put it—and with a correspondingly last-place life expectancy outcome for American men, it's clear that we Americans simply live shorter lives than our counterparts in other wealthy countries. Naturally, it raises the question of whether we're spending enough on healthcare. Perhaps people in other countries live longer because they spend more on their health.


    Our relatively low life expectancy costs us on average nearly twice as much as and, in some cases, up to four times more per capita than our competitors spend on health.41 That's the upshot of a healthcare system dominated by for-profit insurance companies, driven by unregulated pharmaceutical drug prices, and encumbered by a huge population of uninsured people whose care all taxpayers eventually pay for in other ways. Looking at the data another way, we see that the United States spends 16 percent of its GDP on health while the next closest competitors spend only around 11 percent.42 The numbers are there to see in black and white, and no amount of detailed analysis can refute the overwhelming bottom line—namely, that Americans are spending much more on their health than people in other countries and are getting a far worse result: we live shorter lives than those who spend less.
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    Age might be a mitigating factor. If the average American is older, then the higher costs per capita wouldn't be surprising. We know that, all things being equal, older people have more medical needs and incur more expenses for healthcare. But the average American is not older; in fact, just the opposite is true. With an average age of 36.9 years, the United States is the youngest competitor country,43 while Japan, Germany, Italy, Greece, Belgium, and Spain all have average ages of forty or more. Only 13 percent of the American population is over sixty-five, compared to more than 20 percent in Belgium, Canada, Germany, Greece, Italy, Japan, the Netherlands, and Spain.44


    If average age provides no explanation, why do we spend so much more on healthcare yet die so much younger? Let's start analyzing the overspend by looking at our healthcare budget and seeing how and where our spending differs from that of our competitors.


    OVERSPENDING ON WHAT?


    This isn't the first time it has been pointed out that Americans spend too much on health. A 2008 report from the McKinsey Global Institute45 estimated that the United States spends $650 billion more on healthcare than might be expected for a country with our cost of living. That's approximately $2,000 more per person. Where do these excess billions go?


    Roughly two-thirds of this excess spending pays for outpatient care: visits to physicians, same-day hospital treatment, emergency-room care, and the use of expensive diagnostic tests like MRIs by fee-for-service practitioners. One reason for this excessive outpatient care is health insurance coverage policies. Doctors weighing whether or not to perform a test or procedure, or considering which one to perform, will look to see what's covered by health insurance. When a given procedure is not covered by insurance, doctors may order a more expensive procedure that is covered.


    A hint of the role insurance policies play in this comes from dental care, which is rarely included in insurance plans and is not covered by Medicare. In fact, most Americans pay about one-half of their dental care as out-of-pocket costs, yet those costs are more in line with what the McKinsey report considers expected. It's reflective of a simple reality that when we open our wallets, we tend to be much more careful and deliberate about spending, though out-of-pocket financing of health has its own issues, including a tendency to under-spend on preventive medicine.


    Another cause of the excess spending is defensive medicine, defined as “the practice of ordering medical tests, procedures, or consultations of doubtful clinical value in order to protect the prescribing physician from malpractice suits.”46 In Canada, for example, malpractice insurance typically costs only 10 percent of the corresponding specialty in the United States. The reason is that Canada imposes caps on malpractice jury awards,47 giving Canadian physicians less motivation to practice defensive medicine. Americans, by contrast, are more likely to be subjected to a battery of tests simply because their doctors and hospitals are afraid of being sued.


    Fifteen percent of American overspending for healthcare is linked to pharmaceuticals. Americans use on average about 10 percent fewer drugs than our comparison countries and 40 percent fewer branded drugs, yet we pay 50 percent more for comparable products than patients in the United Kingdom, Germany, Spain, France, and Italy. Why are Americans paying so much more for the same drugs?


    To find the answer, we simply have to follow the money. The beneficiary of America's high drug prices is the pharmaceutical industry. When American citizens cross the border into Canada to buy prescription drugs, they often purchase the very drugs their own country has just exported. The Canadian price for the drugs, negotiated by the government, is dramatically lower than what is available to Americans. This phenomenon of reimportation is ongoing, despite lobbying by Big Pharma (as the pharmaceutical giants are collectively known) for legislative efforts to stop it. For those Americans able to cross the border, it's the free-market system at work.


    Yet in 2006, when Medicare coverage was expanded to include prescription drugs, a provision of the new law specifically prevented the US government from negotiating on drug prices, thus further distorting the US drug pricing market. Just contrast the prices paid for drugs by the Veterans Administration (VA), which negotiates the prices of drugs, and Medicare. Of the twenty medications most frequently prescribed for seniors, all were less expensive for those on the VA plan. In fact, the median price difference was about 50 percent less and in the case of some drugs as much as ten times less.48 This law benefits only drug companies at a direct cost to taxpayers by defeating the concepts of purchasing power and the ability to negotiate in a free market.


    Instead, the American “free market” for pharmaceuticals is being influenced by more than Adam Smith's “invisible hand,” the self-regulating forces of supply and demand, competition, and self-interest. Direct-to-consumer advertising (DTCA) for prescription drugs, which is only legal in the United States among competitor countries, is not a public service announcement. The ads are designed to prompt viewers to pressure their doctors into prescribing more products. “Ask your doctor,” the ads say, and many patients obediently rush to the doctor. “I saw this drug on TV,” the patient tells the physician. “Can you prescribe it for me?” Knowing that patients can comparison shop and switch doctors, a physician may be all too willing to prescribe a possibly unnecessary drug to appease the patient. The result is a commoditization of prescription drugs, which act as products in a consumer marketplace in which uncontrolled prices can rise as high as the market will bear in order to cover what pharmaceutical companies claim is the steep cost of researching and inventing new drugs. In those countries in which DTCA is not permitted, and where drug prices are, therefore, not as subject to market manipulation, that cannot and does not happen.


    Next, 14 percent of America's overspending on healthcare is associated with health administration and insurance. As we will discuss later, the US healthcare system is a fragmented combination of many systems, and this fragmentation results in significant administrative costs. For-profit insurance companies charge rates that allow them to recoup not only the costs of providing care but also the costs of marketing, internal administration, and additional charges to buffer their profit margins.


    Finally, nearly 10 percent of the overspending goes for the salaries of medical professionals. Physicians' salaries—specialists' salaries in particular—are much higher in the United States than in most developed countries. Nursing salaries in the United States are 50 percent higher than the GDP per capita compared to 10 percent higher than the GDP per capita in other OECD (Organisation for Economic Co-operation and Development) countries. Some of the pay differential is attributed to differences in the cost of attending nursing and medical schools as well as to differences in malpractice insurance costs, which are typically passed on to the patient. French physicians, for example, are reimbursed at far lower rates than American physicians; French medical school costs, however, are paid for by the state, and French malpractice insurance premiums are only a tiny fraction of what they are in the United States. Even within the United States, medical malpractice premiums vary greatly by specialty and location. For example, in 2003, obstetrician-gynecologists paid more than $200,000 annually in Florida and less than 10 percent of that in Minnesota49 for comparable insurance.


    While pharmaceutical giants, for-profit insurance firms, and many medical professionals are benefiting from the US healthcare system, those of us whom the system is supposed to serve are not doing very well. Certainly, as the data make clear, we are not doing nearly as well as the populations of our competitor countries. It's time to look at our healthcare system.


    HEALTHCARE SYSTEMS 101


    The first thing to look at is how healthcare systems are organized. I'll use the four main categories of health system financing and coverage identified so eloquently by T. R. Reid in his The Healing of America.50


    The Bismarck model uses a universal coverage insurance system in which the insurance companies are nonprofit. It's usually financed jointly by employees and employers. Insurance for the unemployed, for self-employed retirees, and for students is typically covered by the government. This system is found in Germany, Japan, France, Belgium, and the Netherlands and is similar to the system many Americans obtain through their employers, except that in the United States, the insurance companies are for-profit and universal coverage is not mandatory.


    In the Beveridge model, healthcare is provided by the government and financed through taxes. Medical treatment is a public service: many hospitals are owned by the government, doctors may be either government employees or private physicians who receive fixed service fees from the government, and patients often don't receive a medical bill. Since government is the sole payer, costs and services are strictly controlled. This system is found in Britain, Italy, and Spain. In the United States, a similar system exists for Native Americans, military personnel, and veterans.


    Healthcare providers in the National Health Insurance model (NHI) work privately, but a government-run insurance program strictly negotiates prices and limits services. Universal insurance programs tend to be less expensive thanks to the single-payer savings associated with lower-priced services, drugs, and operating costs. On the downside, this model sometimes results in lengthy waiting times for patient care. The NHI system is found in Canada and South Korea. The United States's Medicare system, which covers American adults sixty-five years and older, operates in a similar fashion.


    Finally, there is the Out-of-Pocket model, in which patients are almost entirely responsible for medical costs with little to no insurance coverage or government plan. This is more commonly found in poorer countries. For example, 91 percent of total health spending is out of pocket in Cambodia, 85 percent in India, and 73 percent in Egypt.51 In the United States, 17 percent of healthcare spending is out of pocket—either because of lack of insurance or because of health policy limitations.


    The United States's system of healthcare financing is a hodgepodge, especially compared to the simpler financing modalities and coverage strategies of our competitor nations. It's like an incomplete jigsaw puzzle with lots of different sizes, shapes, and colors of healthcare financing and coverage. The result is greater inefficiencies, higher administrative costs, and yawning gaps in coverage for the working poor, students, and the unemployed.


    The Patient Protection and Affordable Care Act (PPACA) of 2010, reforms of which are due to start in 2014, is aimed at closing some of those gaps, although the legislation remains under attack in both the courts and Congress. Even if implemented, millions will still be uninsured and the reforms may have only minimal, if any, impact on cost containment. In the meantime, the costs of our healthcare continue to skyrocket, with outcomes lagging far behind.


    THE HIGH COST OF THE UNINSURED


    Uninsured Americans make fewer visits to physician offices52 than those with health insurance, but they visit emergency rooms about twice as often. To be sure, severe health conditions may require ER visits. Still, for many uninsured Americans, an ER is their only recourse—the one place where they can be fairly sure of obtaining some sort of healthcare. In an emergency, physicians are legally required to stabilize a patient, although they are not required to treat the condition comprehensively.53 Frequently, the uninsured receive substandard healthcare and can be turned away altogether if circumstances are deemed non-life-threatening.54 Since emergency room visits are astronomically more expensive than office visits, this excessive use of the ER by the uninsured spikes healthcare costs for all of us.


    Moreover, precisely because they receive poor healthcare support, the uninsured are at a higher risk for compromised health. Compounding this issue is the fact that for-profit health insurance companies prefer to deny coverage to applicants with “health issues” since they will likely be less profitable, a deadly catch-22.


    With less preventive care and less healthcare support, uninsured ill people get diagnosed at more advanced disease stages, and once diagnosed, they tend to receive less therapeutic care. Consequently, the uninsured have significantly higher mortality rates than comparable insured individuals.55 Studies estimate that the number of preventable deaths among uninsured adults in the twenty-five-to-sixty-four age group is about twenty-two thousand deaths annually, exceeding the number of annual deaths from diabetes within the same age group.56 Uninsured cancer patients are 1.6 times more likely to die within five years of diagnosis than are insured patients—even after controlling for age, race, sex, and income.57


    
    

    


    
      The Anxiety of the Uninsured


      Don is a sixty-two-year-old longtime marketing executive. Two years ago he was made redundant by his company when it went into Chapter 11 bankruptcy. Too young for retirement and with too many assets to qualify for Medicaid, Don is stunned and scared. Now that his Cobra continuation coverage has run out, he is uninsured. Don's father died of prostate cancer, and he is terrified by a lump he identified in a self-exam. He knows an emergency room won't do the clinical work he needs, and he doesn't have the cash to pay for tests out of pocket. He also knows that if he pays out of pocket for a diagnosis, he may make himself uninsurable by identifying a “preexisting” condition. Don simply doesn't know what to do…

    


    
    

    


    The bottom line of this lack of timely therapeutic treatment and adequate maintenance medicine for the uninsured is that the United States has a higher rate of hospital admissions than other wealthy countries for chronic conditions such as asthma or diabetes complications.58 That, too, adds to the overall national cost of healthcare.


    And it isn't only healthcare costs that rise for us all because so many Americans are uninsured. Lost productivity takes a tremendous financial toll on the nation as a whole, and plenty of productivity is lost when folks without insurance work through an illness or at less than peak effectiveness.


    Why are so many Americans uninsured? There is little doubt that the answer is the exorbitant cost of health insurance. Since 1999, health insurance premiums have increased 131 percent for employers, while employee spending for health insurance coverage increased 128 percent between 1999 and 2008.59 For small firms in particular the skyrocketing costs of health insurance premiums make it financially prohibitive to offer health insurance coverage. While the average annual increase in inflation has been around 2.5 percent, health insurance premiums for small firms have escalated an average of 12 percent annually.60 Even if employees are offered employer-based coverage, many people can't afford their portion of the premium. If you're earning $30,000 a year as a secretary and you pay $1,200 monthly for rent, that doesn't give you much wiggle room to pay the hundreds of dollars required for your employee contributions to health insurance—plus the various copayments and deductibles.


    Yet while the premium costs can seem overwhelming, the impact of a major medical bill can be utterly devastating. One in three low-income households without coverage report that medical bills have a major financial impact on their families,61 and it is no secret that unexpected medical bills are a major reason for foreclosures and bankruptcies.


    The uninsured versus the insured: it sets up a fundamental inequality in health services and outcomes. A closer look at who is uninsured shows even more inequality. The uninsured in America are most likely to be Hispanic, for 32.8 percent of this group is uninsured versus the significantly lower rates of 15.8 percent uninsured among non-Hispanic African Americans and 10.2 percent uninsured among non-Hispanic Caucasians.62 This coverage difference may be related to such issues as culture and language barriers, but one of the most critical factors is economics. The median earnings in the United States for Hispanics are 12 percent lower than for African Americans, 31 percent lower than for Caucasian Americans, and nearly 37 percent lower than for Asian Americans. Hispanics are simply less able to pay the high costs of health insurance.63


    A final assessment of the US healthcare system can be found in the WHO's 2000 rankings.64 Here the United States ranked thirty-seventh in the world overall and second to last in our competitive group, topping only Korea. Competitors France, Italy, Spain, and Japan ranked first, second, seventh, and tenth, respectively, in the world. This ranking is more subjective than the objective measurement of life expectancy, but it is telling that it concurs in the assessment that the United States is far behind the leaders. The United States received comparatively low ratings for fairness in financial contribution but had a top rating for responsiveness—defined as meeting a population's expectations of how it should be treated by providers of prevention, care, or nonpersonal services. The overall low ranking is further evidence, as if more were needed, that the mix of public and private healthcare spending isn't working for much of America.


    HEALTHCARE PROFESSIONALS: DELIVERING HEALTHCARE


    Obviously, if you're going to have good health, you need skilled healthcare professionals to diagnose ailments and provide therapies and cures. Data on the density of physicians rank the United States as average. Our 26.7 physicians per ten thousand people puts us far behind Greece and Italy but well above Canada, with 19.1 physicians per ten thousand.65 The same is true for nurse and midwife density, where the United States is about in the middle.


    As it turns out, there is no obvious relationship between the overall density of healthcare professionals—that is, doctors, nurses, and midwives—and life expectancy in our competitor nations. This is likely a reflection of the fact that physical access is not an issue for the vast majority of people living in wealthy countries; those who need medical help can either reach the services or the services can reach them.
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    One interesting point related to physician density is who is authorized to write prescriptions for drugs in these different countries. In the United States, prescriptions can be written by physicians, dentists, podiatrists, and physician associates; a limited set of drugs can also be prescribed by clinical psychologists and optometrists. In much of the United States, the restrictions on nurse practitioners prescribing medications are greater than in other nations—such as the United Kingdom, for example, where nurse practitioners, acting as the first line of patient interaction, can do so readily. This capability tends to make physician density a less critical issue.


    Nevertheless, the number of healthcare professionals is not particularly pertinent for understanding the overall picture of health in wealthy nations like the United States and our competitors.


    HOW SICK ARE WE?


    Since the density of healthcare professionals isn't critical, it is important to understand how Americans die.


    In general, people die of either disease or injury. We can readily understand and track deaths associated with injuries sustained in car accidents, accidental falls, or even homicides. Disease mortality is more complicated. Diseases are usually divided into two categories: communicable and noncommunicable. Communicable diseases are those transmitted from one individual to another, either by direct contact or through blood, saliva, and semen. Examples of communicable diseases include respiratory infections, influenza, pneumonia, and AIDS. Noncommunicable diseases are not infectious and tend to progress more slowly than communicable diseases. Cardiovascular disease, cancer, stroke, asthma, diabetes, chronic kidney disease, and osteoporosis are examples.


    In reviewing the data on causes of death, we need to adjust for the age of the population, since, all things being equal, a fifty-year-old is less likely to die than a seventy-year-old. Using age-standardized mortality rates, countries with older populations, like Japan, can be fairly compared to countries with younger populations, like the United States and Korea. These mortality rates reflect both the incidence rate as well as the effectiveness of the health system in early detection and effective treatment.


    The largest of these categories, noncommunicable diseases, shows the United States with the highest mortality rate, about 50 percent higher than that of the leader, Japan, and more than 20 percent higher than in other strongly performing countries like Australia, France, Italy, and Canada.66


    This comparatively high rate of noncommunicable disease is not surprising given that noncommunicable diseases are the biggest killers in developed countries. For example, according to the CDC, in 2007 the biggest causes of mortality in the United States were, in descending order: cardiovascular disease, responsible for about 25 percent of all deaths; cancers, causing 23 percent of deaths; stroke, responsible for 6 percent of deaths; chronic lower respiratory diseases, responsible for 5 percent of American mortality; and accidents, causing 5 percent of deaths—with other specific causes each making up less than 3 percent each.67 These statistics tells us two important things immediately. First, we learn that nearly one-half of the deaths in the United States are associated with the two leading killers: cardiovascular disease and cancer, neither of which are communicable. Consequently, any comparison of life expectancy and mortality needs to pay particularly close attention to those two diseases. Second, we learn that communicable diseases and accidents together are relatively minor causes of mortality in the United States, although it is still important to review the relative rate. Medical errors are also culpable; errors are estimated to cause between forty-four thousand and ninety-eight thousand additional hospital deaths annually.68
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    Within the class of noncommunicable diseases, cardiovascular diseases are the dominant killers. The United States has a comparatively poor performance in the rate of deaths from cardiovascular disease for both men and women, outperforming only Germany and Greece for men and topping only those two plus Portugal for women. A number of factors, including lifestyle decisions about exercise, diet, smoking, alcohol and drug use, and, of course, genetics play a role in the rate of heart disease.
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      Out of Breath


      John, fifty-eight, is an African American gas station worker with high blood pressure and asthma. Two years ago, he let his insurance lapse because he simply couldn't afford the premiums. Last year he paid a local doctor out of pocket for a health exam because he was short of breath and low on energy. It turned out he had lesions on the lungs. The lesions may be cancerous, but John can't afford further tests. His children have urged him to go to an emergency room facility, but John is skeptical about receiving proper care there. Since his father died of lung cancer and was uninsured, John is not hopeful that he will get the support he needs to fight a disease as devastating as cancer—not in his financial circumstances.

    


    
    

    


    One reason the United States may be below average when it comes to cardiovascular health is the rising incidence of obesity, which plays a major role in heart disease and stroke
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