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MYTH NO. 6: COUNTRIES WITH SINGLE-PAYER 
NATIONAL HEALTH CARE SYSTEMS HAVE A HIGHER

QUALITY OF HEALTH CARE THAN THE UNITED STATES

Proponents of a single-payer system for the United States maintain it would
“provide access to high-quality care for everyone at an affordable price.”1 To
support this idea, some point to a report comparing health systems in coun-
tries worldwide, published by the World Health Organization (WHO). How-
ever, the WHO report does not support the claims that single-payer health in-
surance leads to high-quality care.

INTERNATIONAL COMPARISON: 
THE WHO REPORT

In 2000 the WHO issued a report comparing health care systems in 191 coun-
tries.2 In the overall WHO ranking, the French health care system ranked first.
The U.S. system ranked thirty-seventh, just above Slovenia (38) and below
Costa Rica (36).

Rest assured. Americans are not boarding planes bound for Costa Rica—or
even for France—in search of better health care. Still, officials in other coun-
tries have used the report to argue that their health systems are not as bad as
their citizens might suspect. And some politicians in the United States have
used the report to support their claim that American health care needs even
more government intervention and control.
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So what’s wrong with the WHO report? What’s wrong is that it mainly re-
flects perceptions of fairness and equity rather than success at saving lives
and curing diseases.

The WHO report ranks nations with respect to “overall health system per-
formance” based on five factors, using data from the OECD and WHO sur-
veys of the opinions of experts and officials in those countries. The five fac-
tors (and their weighting in the overall scores) were the level of health (25
percent); the equal distribution of health indicators by income and/or ethnic
group (25 percent); the responsiveness of the system to patient needs—
including the level of responsiveness (12.5 percent) and the distribution of re-
sponsiveness by income and/or ethnic group (12.5 percent); and the fairness
of the country’s financing (25 percent), which measures how much more, as
a portion of income, higher-income groups pay for their health care than
lower-income groups.

These measures produced some odd, almost random rankings. For example:

• Japan ranked first on the attainment of health, measured in Disability Ad-
justed Life Expectancy (DALE), but Chile ranked first in the equal distri-
bution of DALE among subgroups.

• The United States ranked first in the responsiveness of its system, but the
United Arab Emirates (UAE) ranked first in the distribution of responsive-
ness.

• Colombia ranked first in the fairness of its health system financing.

As we discussed previously, the overall health of a country’s population is
strongly influenced by its demographic makeup. Thus, it makes sense that
Japan, with low infant mortality and greater life spans, ranks first in terms of
overall healthiness. But beyond some basic public health measures, there is
not much correlation internationally between health care inputs and the over-
all health of a population.

Of the five measures used to calculate the overall WHO ranking, only
health system responsiveness takes patients into account. And even this rank-
ing was not based on objective data. It was based instead on patient surveys
and surveys of officials and experts in each country with regard to “(a) respect
for persons (including dignity, confidentiality and autonomy of individuals
and families to decide about their own health); and (b) client orientation (in-
cluding prompt attention, access to social support networks during care, qual-
ity of basic amenities and choice of provider).”

On that measure, the United States ranked first. But so what? Respect and
amenities are nice. But what about life saving treatment? In most people’s
minds that matters much more.
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INTERNATIONAL COMPARISON: 
THE COMMONWEALTH FUND SURVEYS

While the WHO rankings are mainly based on what people think is fair, a se-
ries of Commonwealth Fund surveys asked patients about their actual health
care. In particular, the surveys asked patients and “sicker” adults, most of
whom described their health as “fair” or “poor,” in several countries to rate
the performance of their nation’s health care system.3 Figure 6.1 shows the
following:

• Only 14 percent in the United States cited long waits to see their regular
doctor as a “big problem,” compared to 21 percent in the United Kingdom
and 24 percent in Canada.4
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• Among those experiencing difficulties seeing a specialist, 40 percent in the
United States reported difficulty due to a long waiting list, compared to 75
percent in the United Kingdom and 86 percent in Canada.5

• Only 5 percent in the United States reported long waits for nonemergency
surgery, compared to 27 percent in Canada and 38 percent in the UK.6

• Only 5 percent in the United States reported a surgery delayed due to a can-
cellation, compared to 10 percent in the United Kingdom and 16 percent in
Canada.7

QUALITY PROBLEMS IN CANADA

Canada’s federal health care payments to the provinces were slashed after the
1995–1996 budget year. Many hospitals were closed or consolidated.8 Wait-
ing periods for patients facing life-threatening conditions grew as a result and
the effects have been severe. Whereas the Canadian Society of Surgical On-
cology recommends that cancer treatment, including surgery, begin within
two weeks after preoperative tests, one study found that the median wait was
much longer. Depending on the type of cancer, the median waiting time for
surgery varied from almost a month (29.0 days) for colorectal cancer to more
than two months (64.0 days) for urologic cancers.9

The frustration felt by physicians who witnessed first hand the deteriorat-
ing standards of care in Canada’s hospitals is apparent in a survey conducted
by the Canadian Medical Association. Of physicians surveyed, only 27 per-
cent rated their access to advanced diagnostic services as excellent, very good
or good. Fewer than two-thirds rated their access to acute care when urgently
needed as excellent, very good or good.10

The Canadian press is replete with the names of the victims of rationing or
inadequate care. Among the cases reported,

• It took four hours for a Toronto critical care specialty referral service to find
an available hospital bed for Jeyaraanie Kaneshakumar, a pregnant woman
who collapsed in her suburban Scarborough home from a brain hemor-
rhage. She died.11

• A Toronto man who fell ill while vacationing in Rhode Island was forced
to stay in an American hospital for six weeks because no bed could be
found for him in Ontario. A free bed was located only after the media ex-
posed the man’s plight.12

• Dan Smith of Brampton, Ontario, was denied a double lung transplant—his
only hope for survival—when his surgery was cancelled due to a bed short-
age in intensive care units (ICUs). A pair of donated lungs was wasted, al-
though thirty other Ontarians were also waiting for lung transplants.13
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• Kyle Martyn, a five-year old boy taken to the emergency room with toxic
shock waited three hours to see a doctor. The ER was backlogged because
three-fourths of its beds were occupied with patients awaiting transfer to acute
care beds. The acute care beds were full of “bed blockers” who had nowhere
to go due to shortage of long-term care beds. Kyle died from complications.14

QUALITY PROBLEMS IN BRITAIN

In an extensive study of Britain’s NHS in the mid-1980s, Brookings Institu-
tion economists estimated the number of British patients denied treatment
each year, based on U.S. levels of treatment. Most of the patients suffered
from life-threatening diseases and the denial of treatment meant certain death.
According to the study,15

• About 9,000 British kidney patients failed to receive renal dialysis or a kid-
ney transplant—and presumably died as a result.

• As many as 15,000 cancer patients and 17,000 heart patients failed to re-
ceive the best treatment.

• As many as 1,000 British children failed to receive lifesaving total par-
enteral nutrition (TPN) therapy and about 7,000 elderly patients were de-
nied pain-relieving hip replacements.

Although the study has not been updated, casual observation suggests that
the difference between United States and British levels of care have widened
rather than narrowed over the past twenty years. Take kidney dialysis, for ex-
ample.16 The number of dialysis patients per 100,000 Britons is only about
one-third the rate of the United States’, although the prevalence of kidney dis-
ease is not much different.17 One in eight British nephrologists say that due to
limited resources they have refused treatment to patients they thought were
suitable for such care.18 The comparable figure among United States nephrol-
ogists is 2 percent.

NHS officials are repeatedly embarrassed by the popular press. Britons are
now more likely to be killed by an infection caught in hospital than by a car
accident, claimed a BBC broadcast based on a leaked government report.19

Like the Canadian media, the British media teems with reports of patients
harmed by inadequate care:

• Nine-year-old Tony Clowes, in a hospital to have the tip of his right index
finger reattached after a bicycle chain accident, died under anesthesia from
lack of oxygen when a breathing tube became blocked. The $1.50 tube, de-
signed for one use only, had been used for six weeks to reduce costs.20
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• George Mitchell Sr., 73, who was undergoing treatment for bladder cancer
at Scotland’s biggest cancer treatment center, was sent off in a taxi to a ho-
tel with no access to medical care before the treatment was finished because
the hospital was short of beds. Hospital officials said it was a mistake.21

• Britain’s Audit Commission said hospital pharmacies lack the computer
systems needed to keep pace with modern medicine. Consequently, in En-
gland and Wales, five times more patients died in 2000 from receiving the
wrong medicine than a decade earlier.22

COMPARING MORTALITY RATES

As we discussed previously, a country’s overall mortality rate isn’t much af-
fected by its health system. The mortality rate for certain conditions is very
much affected by the quality of care, however. In countries where govern-
ments control health care resources, patients do not always receive the treat-
ment they need or they may be denied access to the most effective treatment.

Take cancer mortality rates, for example. As figure 6.2 illustrates, in New
Zealand and the United Kingdom nearly half of all women diagnosed with
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breast cancer die of the disease. In Germany and France, almost one in three
die. By contrast, in the United States only one in four women diagnosed with
breast cancer dies.

In the United States, slightly less than one in five men diagnosed with
prostate cancer dies of the disease. In the United Kingdom, 57 percent die.
France and Germany fare slightly better at 49 percent and 44 percent, re-
spectively. At 30 percent and 25 percent, respectively, death rates from
prostate cancer in New Zealand and Canada are still well above those of the
United States (see figure 6.3).

Overall, the annual rate of cancer deaths is 70 percent higher in the United
Kingdom than in the United States—275 deaths per 100,000 and 194 deaths
per 100,000, respectively.23 Indeed, a WHO study calculated that 25,000 peo-
ple die unnecessarily in Britain each year because they are denied the highest
quality of cancer care.24

Quality 73

04-130 (07) Ch 06  4/8/04  9:30 AM  Page 73



QUALITY PROBLEMS IN THE UNITED STATES

There are also quality problems in the United States. Several studies have
identified a rate of hospital injury—due to negligence or treatment errors—of
approximately 0.92 percent of admissions. Nationally, that translates into
about 300,000 patients injured each year.25 In 1999 the Institute of Medicine
reported that between 44,000 and 98,000 patients die each year of medical er-
rors.26 Some of these incidents are widely reported. Linda McDougal, 46, was
diagnosed with an aggressive form of breast cancer and doctors performed a
double radical mastectomy at a St. Paul, Minnesota, hospital. Days after the
surgery, her doctor revealed that her test results had been switched with an-
other women’s, and she had no cancer.27 A Rhode Island surgeon operated on
the wrong side of a patient’s head after a CT scan was placed backward on an
X-ray viewing box. The surgical site had not been marked with a pen as hos-
pital policy required.28 However unfortunate such surgical errors are, they ap-
pear to be unusual.29

The United States shares some quality problems with the systems of other
developed countries because of a common defect noted in the Introduction:
all developed countries have suppressed normal market forces. As a result, in
health care we do not observe the quality control we have come to expect in
profit-making enterprises. Indeed, all over the developed world hospitals lack
the quality controls observable in corner supermarkets.30 In this respect, dif-
ferences between the United States and other countries are differences of de-
gree. We note parenthetically, however, that the United States is more ag-
gressively pushing its hospital sector to adopt business techniques for
managing quality.

In other respects, differences between the U.S. health care system and the
systems of other countries are differences of kind. Although mistakes are
made in U.S. hospitals, patients are not routinely denied access to lifesaving
drugs and lifesaving technology, as happens elsewhere around the world.
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