
By Robin Osborn, David Squires, Michelle M. Doty, Dana O. Sarnak, and Eric C. Schneider

In New Survey Of Eleven
Countries, US Adults Still Struggle
With Access To And Affordability
Of Health Care

ABSTRACT Surveys of patients’ experiences with health care services can
reveal how well a country’s health system is meeting the needs of its
population. Using data from a 2016 survey conducted in eleven
countries—Australia, Canada, France, Germany, the Netherlands, New
Zealand, Norway, Sweden, Switzerland, the United Kingdom, and the
United States—we found that US adults reported poor health and well-
being and were the most likely to experience material hardship. The
United States trailed other countries in making health care affordable
and ranked poorly on providing timely access to medical care (except
specialist care). In all countries, shortfalls in patient engagement and
chronic care management were reported, and at least one in five adults
experienced a care coordination problem. Problems were often
particularly acute for low-income adults. Overall, the Netherlands
performed at the top of the eleven-country range on most measures of
access, engagement, and coordination.

S
urveys of patients’ experiences with
health care services can provide a
valuable window into how well a na-
tion’s health system is meeting the
needsof its population. In this article

we report findings from a 2016 survey of adults
in eleven countries: Australia, Canada, France,
Germany, the Netherlands, New Zealand,
Norway, Sweden, Switzerland, the United King-
dom, and the United States. This is the latest in a
unique series of international surveys conducted
by the Commonwealth Fund since 1998 that ex-
plores the experiencesof doctors andpatients, to
highlight opportunities for cross-national learn-
ing and health system improvement.1

The focus of the 2016 survey was on the health
and health care experiences of the general adult
population. Past articles on the general popula-
tion in these countries have focused primarily on
specific factors such as health care costs, access
to care, and insurance complexity.2 This article
takes a broader perspective and compares the

public’s assessments of access, coordination,
patient-centeredness, and chronic care manage-
ment. Recent or ongoing reforms in many of the
countries have been designed to improve health
systemperformance in these high-priority areas.
In addition, this article shows, for the first

time, cross-national results on measures of self-
reported health and well-being and the preva-
lence of material hardship for the adult popula-
tion, which can lead to poor physical andmental
health.3Wealsopresent dataonkeyperformance
measures for adults with low incomes, whose
greater health needs and more complex social
challenges make their care a telling indicator
of both a health system’s capabilities for all
adults and its commitment to achieving equita-
ble health outcomes.

Study Data And Methods
Data came from telephone surveys conducted
in the period March–June 2016 in each country
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amongnationally representative samples ofnon-
institutionalized adults ages eighteen and older.
Samples were generated using probability-based
overlapping landline and mobile phone sam-
pling designs in most countries;4 both mobile
and landline telephone numbers were included
to improve representativeness. Standard within-
household selection procedures were used to in-
crease the likelihood of reaching an eligible re-
spondent for landline samples.5

In collaborationwith researchers in eachof the
eleven countries, a common questionnaire was
developed, translated, adapted, and pretested.6

Interviewers were trained to conduct interviews
using a standardized protocol. Computer-
assisted telephone interviews lasted from an av-
erage of seventeen minutes (in the United King-
dom) to an average of twenty-five minutes (in
France) (details are in online Appendix 1).7 The
period when data were collected in a given coun-
try ranged from seven to thirteen weeks. The
overall response rates varied from 11 percent
(Norway) to 47 percent (Switzerland).8

International partners joined with the Com-
monwealth Fund to sponsor country surveys,
and somecountries supported theuse of expand-
ed samples to enable within-country analyses.9

Final country population samples ranged from
1,000 to 7,124.Datawereweighted to ensure that
the final outcomewas representative of the adult
population in each country. Weighting proce-
dures took into account the sample design, prob-
ability of selection, and systematic nonresponse
across known population parameters including
region, sex, age, education, and other demo-
graphic characteristics (Appendix 1).7

Statistical Analysis All analyses took into
account the sample design and included final
sampleweights (Appendix 1).7 Bivariate analyses
are shown below, and Appendices 3–77 indicate
where between-country differences were signifi-
cant based on logit regressions.
Limitations Our study had several limita-

tions. First, populations that were hard to
reach—undocumented immigrants and adults
with relatively low incomes, people who lack
proficiency in the relevant language, those who
are transient, and those who do not have mobile
or landline telephones—have increased likeli-
hood of being missed in a survey of the general
population. Therefore, our study may have
underestimated their concerns. Second, the sur-
vey had reasonable but still low response rates,
which might introduce bias in an unknown
direction.
However, survey design strategies such as us-

ing representative dual-frame mobile and land-
line sampling frames or federal registries of
phonenumbers,makingup tonine calls to active

numbers, careful training of interviewers to re-
duce itemnonresponse, and theuse ofweighting
procedures helped ensure that outcomes were
representative of the adult population in each
country.

Study Results
Health, Well-Being, And Material Depriva-
tion On average, US adults reported poorer
health than their counterparts in other coun-
tries. Twenty-eight percent of US adults reported
that they had at least two chronic conditions
(Exhibit 1). Similarly, 26 percent of US adults
said that they had experienced emotional dis-
tress in the past year that was difficult to cope
with alone. Canadian adults also reported higher
rates of chronic conditions and emotional dis-
tress relative to theirpeers in theothercountries.
While rates of chronic conditions and emotional
distress were lower in other countries, at least
14 percent of adults elsewhere reported these
concerns, with the exception of low rates of
emotional distress in France and Germany
(12 percent and 7 percent, respectively).
We also asked respondents whether their

health prevented them from working full time
or limited their ability to performdaily activities.
Australians were the least likely (12 percent) to
say that this was the case, and the French were
themost likely (24percent),withCanadaand the
United States again near the upper end of the
distribution.
On two measures of material hardships that

can affect health and indicate broader social
challenges, the United States also stood out:
US adults were more likely than adults in all
other countries to report that they were “always”
or “usually”worrying about having enoughmon-
ey to buynutritiousmeals and topay their rent or
mortgage. Relative to other countries, reports of
material hardships were also higher in Canada
and the Netherlands (and Switzerland, in the
case of paying rent or mortgage); they were low-
est in Germany.
Financial Barriers And Access To Health

Care Across countries, access to care varied
widely, perhaps reflecting differences in both
health insurance design and primary care orga-
nization and capacity. Countries may do well in
terms of insurance design and poorly in terms of
primary care organization and capacity, but un-
less they perform highly in both areas, signifi-
cant numbers of adults will report not being able
to get health care when and where they need it.
US adults were the most likely to report finan-

cial barriers to health care, with 33 percent re-
porting that they had had a cost-related access
problem in the past year—a statistically signifi-
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cant decline from 37 percent in the 2013 survey 
in this series2 (Exhibit 2). Compared to the 2013 
survey in this series, the US trend is positive, 
though the change is not significant: Financial 
barriers to care fell from 37 percent to 35 per-
cent.2 Swiss adults were the second most likely to 
report such barriers. In contrast, only 
7–8 percent of adults in Germany, the Nether-

lands, Sweden, and the United Kingdom did not
get needed medical care because of costs.
In most countries, a greater share of adults

reported financial barriers to dental care than
those who reported barriers to medical care.
Rates of financial barriers to dental care were
lowest in the Netherlands and the United King-
dom (11 percent for both countries) and Ger-

Exhibit 1

Percentages of adults in eleven countries who reported problems with health status and material hardship, 2016

SOURCE 2016 Commonwealth Fund International Health Policy Survey. NOTES The numbers of respondents were as follows: Australia,
5,248; Canada, 4,547; France, 1,103; Germany, 1,000; the Netherlands, 1,227; New Zealand, 1,000; Norway, 1,093; Sweden, 7,124;
Switzerland, 1,520; the United Kingdom, 1,000; and the United States, 2,001. aJoint pain or arthritis; asthma or chronic lung disease;
diabetes; heart disease, including heart attack; and hypertension or high blood pressure. bIn the past year, were “always” or “usually”
stressed or worried about having enough money for this purpose. Possible responses were “always,” “usually,” “sometimes,” “rarely,” and
“never.”

Exhibit 2

Percentages of adults in eleven countries who reported having access problems and using the emergency department (ED), 2016

Percent of adults who:

Country

Had any cost-
related access
problem to
medical care
in past yeara

Skipped dental
care or checkup
because of
cost in past
year

Did not see a
doctor or nurse on
same or next day,
last time they
needed careb

Did not “always” or
“often” hear from regular
doctor on same day, when
contacted doctor with
a medical concernc

Said it was
“somewhat” or
“very” difficult
to obtain after-
hours cared

Used ED
in past
two years

Waited two
months or
longer for
specialist
appointmente

AUS 14 21 31 14 44 22 13

CAN 16 28 53 32 63 41 30

FR 17 23 44 14 64 33 4

GER 7 14 47 13 64 11 3

NET 8 11 19 13 25 20 7

NZ 18 22 22 17 44 23 20

NOR 10 22 50 22 40 26 28

SWE 8 19 41 24 64 37 19

SWIZ 22 21 43 12 58 30 9

UK 7 11 41 21 49 24 19

US 33 32 42 27 51 35 6

SOURCE 2016 Commonwealth Fund International Health Policy Survey. NOTE For numbers of respondents, see the Notes to Exhibit 1. aOne or more of the following
problems: did not see a doctor when sick, skipped a medical test or treatment recommended by a doctor, and did not fill a prescription or skipped doses because of
the cost in past year. bExcluding adults who did not need to make an appointment to see a doctor or nurse. cExcluding adults who did not report having a regular doctor or
place of care. Possible responses were “always,” “often,” “sometimes,” and “rarely or never.” dExcluding adults who did not need after-hours care. Possible responses were
“very difficult,” “somewhat difficult,” “somewhat easy,” and “very easy.” eExcluding adults who did not see or need to see a specialist in the past two years.
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many (14 percent) and highest in the United
States (32 percent).
In all eleven countries, some adults reported

not seeing a doctor or nurse on the same or next
day the last time they needed care. Roughly half
of Canadian, German, and Norwegian adults
(47–53 percent) were not able to get an appoint-
ment the same or next day (Exhibit 2), and at
least one in five (20–29 percent) in Canada, Ger-
many, Norway, Sweden, and the United States
waited six days or more (data not shown). In
contrast, only one in five adults in the Nether-
lands (19percent) andNewZealand(22percent)
were not able to see a health care provider the
same or next day (Exhibit 2).
Same- or next-day appointments may be less

critical if patients have good access to their doc-
tor by telephone. Respondents in Australia,
France, Germany, the Netherlands, New Zea-
land, and Switzerland were the most likely to
hear back from their doctor on the same day
when they contacted the doctor’s office with a
medical concern.
In all countries except theNetherlands, at least

40 percent of adults reported that it was some-
what or very difficult to get health care in the
evenings, on weekends, or on holidays without
going to the emergency department (ED). In the
Netherlands, by contrast, only 25 percent of
adults said that getting after-hours care was
somewhat or very difficult.
The ED often serves as the default health care

provider. One-third ormore of adults in Canada,
France, Sweden, and the United States reported
going to the ED for care in the past two years.
Rates of ED use were strikingly lower in
Germany—only 11 percent.
Adults in Canada, a country that stood out for

the most serious access problems to primary
care, also were the most likely to report having
to wait two months or longer to see a specialist
(30 percent), along with adults in Norway
(28 percent). In contrast, fewer than 10 percent
of adults reported waiting that long in France,
Germany, the Netherlands, Switzerland, and the
United States.
Primary Care Experiences And Chronic

Disease Management In all countries, the vast
majority of adults reported having a regular doc-
tor or place of care (Appendix 5).7 However,
many respondents with a regular doctor re-
ported that he or she did not “always” or “often”
know their medical history, including approxi-
mately 24 percent of the respondents in both
France and Sweden (Exhibit 3). Furthermore,
roughly one-third of adults in those two coun-
trieswith a regulardoctor reported that he or she
did not “always” or “often” spend enough time
with themand explain things understandably. In

contrast, fewer than one in ten adults in the
Netherlands reported either problem.
In all countries except the United States, large

majorities of adults (59–83 percent) with a reg-
ular doctor reported that neither the doctor nor
other clinical staff haddiscussedhealthydiet and
exercise with them in the past two years. Al-
though the United States performed better on
this measure, 41 percent of Americans with a
regular doctor reported not having had such dis-
cussions.
Diagnosing and helping patients manage de-

pression and other mental health problems is
a key responsibility of primary care. Yet in Ger-
many over half of the adultswith a regular doctor
and a previous diagnosis of depression, anxiety,
or another mental health problem reported that
in the past two years they had not discussed with
a clinician at their regularpractice things in their
life that worried or caused them stress. In Can-
ada, the Netherlands, New Zealand, Norway,
Sweden, the United Kingdom, and the United
States, 33–39 percent of comparable adults also
reported that they had not discussed these
topics.
Self-management is key to caring for growing

populations of chronically ill patients. Yet close
to half of chronically ill adults in Norway and
Sweden had not discussed with a health profes-
sional their main goals and priorities in caring
for their condition (44 percent and 51 percent,
respectively) or their treatment options (52 per-
cent and 48 percent, respectively). Even in Aus-
tralia, thebest performeron thesemeasures, one
in four chronically ill adults reported not having
had such discussions.
Finally, 14 percent of chronically ill US adults

did not feel that they had the support they need-
ed from health care providers to manage their
health problems, joining Canada, France, Nor-
way, and Sweden on the high end, compared
with Australia, Germany, the Netherlands,
New Zealand, and Switzerland on the low end.

Despite gains, the
United States remains
an outlier among high-
income countries in
ensuring access to
health care.
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Exhibit 3

Percentages of adults in eleven countries who reported shortfalls in primary care and chronic care management, 2016

Percent of adults with a regular doctor or place of care who:a Percent of adults with a chronic condition who:b

Country

Reported regular doctor did
not “always” or “often”:c

During past two years, did not talk
with doctor or other clinical staff
at regular place of care about:

Know
important
information
about their
medical
history

Spend enough
time with
them and
explain things
in a way they
could
understand

A healthy diet,
exercise, and
physical
activity

Things in life
that cause
worry or stress,
among those
with a history
of mental
illnessd

In past year did not
discuss with a
health professional
their main goals
and priorities in
caring for their
condition

In past year did
not discuss with
a health
professional
their treatment
options, including
side effects

Did not feel they
had the support
they needed from
health
professionals
to manage their
health problemse

AUS 13 11 60 25 24 26 6

CAN 14 26 59 36 39 38 14

FR 24 36 83 —
f 31 37 13

GER 10 22 83 54g 31 38 0

NET 4 9 76 37g 37 38 5

NZ 12 17 62 33 36 35 6

NOR 17 29 80 37 44 52 13

SWE 24 34 78 39 51 48 12

SWIZ 15 18 72 27 26 31 7

UK 12 19 67 37 36 42 10

US 16 23 41 34 32 36 14

SOURCE 2016 Commonwealth Fund International Health Policy Survey. NOTE For numbers of respondents, see the Notes to Exhibit 1. aExcluding adults who did not report
having a regular doctor or place of care. bHad ever been diagnosed with joint pain or arthritis; asthma or chronic lung disease; diabetes; heart disease, including heart
attack; and hypertension or high blood pressure. cPossible responses were “always,” “often,” “sometimes,” and “rarely or never.” dExcluding adults who did not report ever
being diagnosed with depression, anxiety, or other mental health problem. ePossible responses were “yes, definitely,” “yes, to some extent,” and “no.” fSample size was less
than sixty. gSample size was less than 100.

Exhibit 4

Percentages of adults in eleven countries who reported having care coordination problems, 2016

SOURCE Authors’ analysis of data from the 2016 Commonwealth Fund International Health Policy Survey. NOTES For the numbers of
respondents, see the Notes to Exhibit 1. Duplicate tests refers to such tests that respondents believed to be unnecessary. aExcluding
adults who did not see or need to see a specialist in the past two years and who did not report having a regular doctor or place of care.
bExcluding adults who were not hospitalized in the past two years. Gaps in discharge planning include failure to discuss the purpose of
taking a medication, make arrangements for follow-up care with a doctor or other health professional, and provide written information
for the patient about what to do after returning home and what symptoms to watch for.
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Coordination Of Health Care Failure to co-
ordinate health care delivered over time and
across different providers canput patients at risk
and lead to inefficiency and waste.
Adults in France (24 percent) and the United

States (19 percent) were the most likely to say
that their records or test results had not been
available at an appointment in the past two
years, or that duplicate tests had been ordered
(Exhibit 4). These problems were less common
in the other countries. In addition, across the
eleven countries, 17–36 percent of adults with
a regular place of care who had seen a specialist
reported that information had not flowed be-
tween the two sites of care.
One concern is that, possibly as a result of poor

coordination and communication between pro-
viders, patients receive conflicting information
from their clinicians. Twenty percent of adults in
Norway and Sweden reported that this had oc-
curred, compared to fewer than 10 percent in
France, Germany, and the Netherlands.
Approximately one-third of adults reported

experiencing at least one of these care coordina-
tion problems in Canada, France, Norway,
Sweden, Switzerland, and the United States in
the past two years. And even in the countries that
performed better on this measure, about one
in five adults still reported at least one of these

problems. In addition, among adults with recent
hospitalizations, gaps in hospital discharge
planning were reported in all countries, though
rates were comparably low in the United States
(22 percent compared to 28–61 percent
elsewhere).
Health Care Experiences For Adults With

Low Incomes Finally, we looked at how coun-
tries performed with low-income adults—those
in households that earned less than half of the
country’s median income—on several of the key
measures shown in Exhibits 2–4 (Exhibit 5). In
all countries, low-income adults were far more
likely than other adults to report experiencing
the health problems and material hardship de-
scribed inExhibit 1 (data not shown). As a result,
their health care experiences shine a light on
how well their country’s health system responds
to the needs of some of its most complex and
socially vulnerable patients.
Forty-three percent of low-income adults in

theUnited States reported cost barriers to health
care—the highest rate in any country (Exhibit 5).
Rates in other countries were only 8–31 percent
(in the United Kingdom and Switzerland, re-
spectively). The United Kingdom was the only
country where low-income adults were not sig-
nificantly more likely than the rest of the popu-
lation to report cost-related problems (Appen-

Exhibit 5

Percentages of low-income adults in eleven countries who reported problems in several key health system areas, 2016

Percent of low-income adults who reported the following:

Country

Percent of adults
whose household
income was less
than half of
country median:

Cost-related
access problem
in past yeara

Waited six days or
more to see a doctor
or nurse, last time
they needed careb

Used ED
in past
two years

Regular doctor did not
“always” or “often” spend
enough time and explain
things in a way they
could understandc

Any
coordination
problem in
past two
yearsd

AUS 16 24 11 27 13 28

CAN 19 30 37 44 31 33

FR 23 30 27 46 39 48

GER 13 16 38 11 34 24

NETe 7 23 5 23 12 25

NZ 15 28 7 31 33 36

NOR 16 20 29 35 29 39

SWE 14 16 32 39 39 36

SWIZ 14 31 14 35 20 25

UKe 9 8 27 31 19 37

US 18 43 35 50 28 36

SOURCE 2016 Commonwealth Fund International Health Policy Survey. NOTES Numbers of low-income respondents (and the levels of household income for low-income
residents) were as follows: Australia, 821 (AUD 35,000); Canada, 769 (CAD 35,000); France, 172 (€21,000); Germany, 147 (€23,000); the Netherlands, 85 (€17,00); New
Zealand, 144 (NZD 33,000); Norway, 155 (NOK 340,000); Sweden, 1,070 (SEK 170,000); Switzerland, 202 (CHF 48,000); the United Kingdom, 97 (£14,000); and the United
States, 341 (USD 25,000). ED is emergency department. aOne or more of the following problems: did not see doctor when sick, skipped medical test or treatment
recommended by doctor, and did not fill a prescription or skipped doses because of cost in past year. bExcluding adults who did not need to make an appointment
to see a doctor or nurse. cExcluding adults who did not report having a regular doctor or place of care. Possible responses were “always,” “often,” “sometimes,” and
“rarely or never.” dTest results or records not available at appointment or duplicate tests ordered, specialist lacked medical history or regular doctor not informed
about specialist care, or received conflicting information from different doctors or health care professionals. eSample size was less than 100.
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dix 7).7 In Canada, France, Germany, Sweden,
the United Kingdom, and the United States,
low-income adults reported longer waits for
health care than the rest of the population. In
those countries, one-third or more reported
waiting at least six days to see a doctor or nurse
(except in France and the United Kingdom,
where 27 percent reported such waits) (Exhib-
it 5). Across all countries, between one-fourth
and one-half of low-income adults reporting hav-
ing used the ED in the past two years (except in
Germany, where 11 percent reported doing so).
This may reflect the fact that low-income people
lacked other forms of timely access to health
care.
Deficits also emerged in the degree to which

clinicians engaged with low-income adults. In
Canada, Germany, New Zealand, and Sweden,
these adults were significantly more likely than
the rest of the population to report that their
doctor did not spend enough time with them
or explain things clearly (Appendix 7).7

Finally, between one-fourth and one-half of
low-income adults reported having a care coor-
dination problem in the past two years (Exhib-
it 5). Rates among low-income adults in France,
New Zealand, and the United Kingdom were
nearly twice as high as rates among the rest of
the adult population in those countries (Appen-
dix 7).7 While perhaps not surprising, given low-
income adults’ greater health care needs, these
gaps underscore the often unsolved challenges
of providing seamless care to this population.

Discussion
The variations in health system performance
highlighted in this survey of the public in eleven
countriesmay offer useful insights as the United
States and the other countries grapple with
health reforms. The results suggest that the
health care systems of these industrialized coun-
tries often fall short of their goals of providing
health care that is accessible, affordable, and of
high quality. Adults reported not getting needed
care, experiencing gaps in care coordination,
and missed opportunities for their engagement
in preventive care and chronic care self-manage-
ment. Adultswho aremost vulnerable because of
very low incomes and poor health often have
greater difficulty accessing care—and when they
do get care, they often have more negative expe-
riences than the rest of the population.
Relative to other countries, the health care

system in the United States appears to perform
poorly in meeting several population health
goals. As we have noted previously, out-of-
pocket spending is an important barrier to care
in theUnited States, reducing access to services.2

The availability of after-hours care, coordination
of care, and management of chronic illness are
especially problematic, as seen in this survey and
our previous survey of older adults.10 Compared
to other surveyed countries, the United States is
notable for having a larger share of the popula-
tion that reports multiple chronic conditions
and material hardship.
Health Care Coverage And Design Matter

Although the United States has made significant
progress in expanding coverage under the Af-
fordable Care Act (ACA), it remains an outlier
among high-income countries in ensuring ac-
cess to health care.11 The major coverage expan-
sions of the law were launched only in 2014 and
are thus still in a ramping-upperiod. In addition,
there areongoingbarriers to coverage, including
the fact that—as of November 2016—nineteen
states have not chosen to expand eligibility for
their Medicaid programs, the exclusion of un-
documented immigrants from bothMarketplace
and Medicaid coverage, low awareness of
coverageoptions, andconcerns about affordabil-
ity among those who remain uninsured.12 An
estimated twenty-three million adults in the
United States lack health insurance, while the
other countries in our survey have universal
coverage.13

The US expansions of health care coverage
have made private insurance that consumers
buy on their own through the Marketplaces or
directly from insurance companies substantially
more affordable thanwas the casebeforepassage
of the ACA—through consumer protections, tar-
geted subsidies, caps on out-of-pocket spending,
and cost-sharing subsidies for vulnerable popu-
lations. However, other countries generally pro-
vide better cost protection. For example, the
health care systems in Canada, the Netherlands,
and the United Kingdom have no deductibles or
cost sharing for primary care; the French system
exempts low-income adults and those with
chronic illnesses from cost sharing; and out-
of-pocket spending is capped at 1 percent of in-
come for the chronically ill inGermany and atUS
$123 annually in Sweden.14

Beyond universal coverage, the scope and de-
sign of health coverage matters. For example,
adults in Canada (which does not universally
cover prescription drugs) and Switzerland
(which often has high copayments) have rates
of financial barriers to care that are twice as high
as those of their counterparts in Germany, the
Netherlands, Sweden, and the United King-
dom.14 The United Kingdom stands out for pro-
viding the most financial protection, including
for its poorest population.
Primary Care That Works Countries differ

in how they finance and organize primary care,
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with varying results. A 2015 survey of primary
care providers in ten countries found that levels
of self-perceived “preparedness” to manage
chronic and complex conditions varied signifi-
cantly.15 After-hours care, communication and
coordination with outside health and social ser-
vice providers, team work, and the use of health
information technology were some of the impor-
tant capabilities related to “preparedness” that
varied across countries.
The Dutch system—which includes the best

access to same- or next-day appointments and
after-hours health care, low use of the ED, rela-
tively few problems with coordination of care,
and the lowest rate of reported gaps in the
doctor-patient relationship—provides an exam-
ple of what works. One of the system’s features
that underpin its performance is that almost all
Dutch citizens are registeredwith a general prac-
titioner of their choice, so that doctors know
their patients’ medical history.14 Dutch general
practitioners also have a statutory responsibility
to provide after-hours care, which is usually met
through cooperatives that provide walk-in care
and also have electronic access to the patient’s
primary care record—thus ensuring an alterna-
tive to the ED and reducing fragmentation of
care.16 In addition, 88 percent of Dutch general
practitioners make home visits.15 Dutch primary
care doctors were early adopters of electronic
medical records and report one of the highest
rates (70 percent) of being able to exchange in-
formation electronically of doctors in the eleven
countries, facilitating care coordinationbetween
providers. Multidisciplinary teams are the norm
in Dutch primary care, with over 90 percent of
health care practices employing nurses or case
managers to help manage care for patients with
chronic conditions, and an increasingnumber of
practices are participating in care groups that
receive payments to assume overall clinical re-
sponsibility for managing and coordinating
care for such patients.17 All of these system fea-
tures help make Dutch primary care particularly
effective.
In addition to building onmany of the features

that are part of the Dutch health system, innova-
tive and potentially transformative health re-
forms are under way in many of the other coun-
tries we studied, with the goal of creating more
integrated care systems. In England, an invest-
ment has been made to shift resources from
acute care to primary and community care
throughwhat are known as clinical commission-
ing groups (led by general practitioners) and to
test a plethora of new care models that support
multispecialty provider groups and the integra-
tion of acute, primary, mental health, and social
care.18,19 There are also experiments under way

with personal health budgets to enable people to
coordinate their own health and social care.20

Australia has recently established Primary
Health Networks nationwide to identify popula-
tion health needs and support integration and
coordination of care across providers.21 France
has introduced multidisciplinary health homes
with targeted payments to improve care coordi-
nation, pilot programs for careof the frail elderly
that integrate health and social services, and
regional provider networks to support primary
care practices in managing patients with com-
plex needs.22,23 And in New Zealand, new inte-
grated family health centers have been intro-
duced, as well as a requirement that primary
health organizations and public hospitals estab-
lish formal alliances with community organiza-
tions to encourage a whole-system approach.14

All of these reforms are works in progress that
promise to offer insights and lessons.
Health Promotion Demands More Atten-

tion Among the most striking findings of the
survey whose results are reported here are the
missed opportunities across countries for health
promotion. The vast majority of adults in all
countries, except the United States, are not be-
ing engaged in conversations about how to lead a
healthy lifestyle through good nutrition and ex-
ercise. The observation that the United States
performs best among the eleven countries on
this measure—although it still has room for
improvement—may be because it has a higher
prevalence of obesity and sedentary lifestyles
than the other countries do.24,25 In this context,
preventive counseling on diet and exercise may
be indicated more frequently. For at least twenty
years, US health plans have also encouraged pre-
ventive care through payer-initiated patient sur-
veys and physician performance measurement,
which are now used by more than 90 percent of
managed care plans.26

Along with the United States, many of the
other eleven countries have used performance

Improving the
performance of the US
health care system
will require a
sustained commitment
over the next decades.
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targets and feedback, payment incentives, elec-
tronic clinical decision support, and clinical
guidelines to encourage health promotion, but
with varying success.27,28 Acquiring better evi-
dence about how to support and engage primary
care practices in effective health promotion ac-
tivities is important for all countries.

Social Safety Net Patients with multiple
chronic conditions and complex needs—partic-
ularly those who also experience poverty and
material hardship—add stress to health care sys-
tems, are challenging to manage well, and are
costly. Americans may be particularly at risk, as
they have a less extensive safety net to buffer the
negative health effects of economic disadvan-
tage, compared to their peers in many other in-
dustrialized countries.24

Overall, the survey findings point to the need
to take a populationhealth orientation that iden-
tifies all of the contributors to poor health, in-
cluding socioeconomic disadvantages that could
affect health and well-being. Across countries—
and across states in the United States—the evi-
dence suggests that higher ratios of social to
health spendingareassociatedwithbetterhealth
outcomes. Anemerging literature shows thepos-
itive impact of investments in social services or
integrated models of health care and social ser-
vices (including housing, nutrition, income sup-
port, and case management interventions) on
both health outcomes and spending.29

As countries grapple with health disparities,
rising health care costs, and additional stresses
to their health systems, reallocating funds be-
tween health and social services may be a useful
strategy.
Implications For The United States In com-

parison to adults in the other ten countries,
adults in United States are sicker and more eco-
nomically disadvantaged. The resulting chal-
lenge to the US health system is compounded
by higher health care costs, greater income dis-
parities, and relatively low levels of spending on
social services, compared to the other countries.
On multiple fronts, the ACA includes provi-

sions that have the potential to improve the
health and health care of Americans, including
the most disadvantaged citizens.30 As US health
reforms gain further traction, they have the
chance to close the gaps found in this survey.
Improving theperformance of theUShealth care
system, however, will require a sustained com-
mitment over the next decades, including the
expansion of health coverage to the twenty-three
million Americans and undocumented immi-
grants who still lack insurance,13 a willingness
to learn from the implementation of the new
health care delivery and funding models that
are being tested, and having a national conver-
sation on how to get the balance right between
health and social care spending. ▪

This study was supported by the
Commonwealth Fund. The views
expressed are those of the authors and
should not be attributed to the
Commonwealth Fund, its directors, or its
officers. [Published online November 16,
2016.]
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