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MYTH NO. 4: ALTHOUGH THE UNITED 
STATES SPENDS MORE PER CAPITA ON 

HEALTH CARE THAN COUNTRIES WITH 
SINGLE-PAYER NATIONAL HEALTH INSURANCE,

AMERICANS DO NOT GET BETTER HEALTH CARE

This myth is often supported by reference to two facts: (1) that life ex-
pectancy is not much different among the developed countries and (2) that the
U.S. infant mortality rate is one of the highest among developed countries. If
the United States spends more than other countries, why don’t we rate higher
than the others by these indices of health outcomes? The answer is that nei-
ther statistic is a good indicator of the quality of a country’s health care sys-
tem. Other indicators are much more telling.

Another problem is that these comparisons involve a selective use of sta-
tistics. Although most of our readers will be familiar with America’s poor
ranking on infant mortality and mediocre ranking on life expectancy (because
these statistics are repeated so often by the critics), we suspect that few will
be familiar with figures 4.1 and 4.2. Yet, as these figures show

• The percent of American seniors reporting they are in good health (72.6
percent) is the highest of any country in the Organization for Economic
Cooperation and Development (OECD); among the also-rans, the range is
from 70.8 percent in Austria to less than half (47.4 percent) in Germany.

• Among those age forty-five to sixty-four who report they are in good
health, Americans top out at 85.4 percent; the others range from 84.9 per-
cent in Canada to 58.2 percent in Germany.
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Like infant mortality and life expectancy statistics, self-reported evalua-
tions of health status may be of interest for some purposes. But these num-
bers are also not very good indicators of the quality of health care systems.

LIFE EXPECTANCY AND HEALTH CARE

Average life expectancy tells us almost nothing about the efficacy of health
care systems because, throughout the developed world, there is very little cor-
relation between health care spending and life expectancy. While a good
health care system may, by intervention, extend the life of a small percentage
of a population, it has very little to do with the average life span of the whole
population. Instead, the number of years a person will live is primarily a re-
sult of genetic and social factors, including lifestyle, environment and educa-
tion.1 The American population is a mixture of ethnic groups with strikingly
different expected life spans. Figures 4.3 and 4.4 show the following:

• In 1999, male life expectancy at birth ranged from 80.9 years for an Asian
American, 77.2 for a Hispanic, 74.7 years for a white non-Hispanic, and 72.9
years for an American Indian down to 68.4 years for an African American.2

• That same year, female life expectancy ranged from 86.5 years for an
Asian, 83.7 for an Hispanic, 82 years for an Indian, and 80.1 years for a
white non-Hispanic down to 75.1 years for a black.3

The 74.1-year life expectancy rate for the United States as a whole is a com-
posite of these different rates. The differences between the expected life spans
of groups in the United States, however, cannot be explained by differences in
access to health care. Take the case of Japanese Americans. At 78.6 years,
Japan has the longest life expectancy of any industrialized country, about three
years longer than the United States. If the health care system were the cause of
shorter life spans in the United States, one would not expect Japanese Ameri-
cans to live as long as their counterparts in Japan. But they do.4

America is nation of immigrants, and ethnic differences in longevity tend
to persist. Thus, white Americans have life expectancy rates similar to the
rates for Western Europe.5

INFANT MORTALITY AND HEALTH CARE

The infant mortality rate in the United States is higher than the average among
developed countries at 7.2 deaths per 1,000 live births in 1998, compared to a
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developed country average of about 5.0.6 Why does the United States have a
much higher infant mortality rate than countries with comparable living stan-
dards? Like the life expectancy rate, the U.S. infant mortality rate is a com-
posite average.7 Overall, the chances that an infant will die at birth vary widely
according to such factors as race, geography, income and education:

• Race: According to the National Center for Health Statistics, in 1997, the
mortality rate (per 1,000 live births) for infants born to black mothers was
13.7 compared to 8.7 for American Indian mothers, 7.9 for Puerto Rican
mothers, 6.0 for non-Hispanic white mothers and 5.0 for Asian mothers.8

• Geography: Among the sixty largest U.S. cities, infant mortality ranged from
a high of 15.4 (Memphis) to a low of 4.5 (Seattle); among U.S. states, rates
varied from a high of 10.2 (Alabama) to a low of 4.4 (New Hampshire).9

• Income and education: Infants born to low-income mothers who did not
finish high school were about 50 percent more likely to die than infants
whose mothers finished college.10

An important cause of infant mortality is low birth weight (e.g., less than
2,500 grams) deliveries, which increase the probability of infant death by as
much as twenty times.11 Several factors are known to increase the likelihood
of low-birth-weight babies, but the most significant is race. African American
women deliver very small babies at twice the rate of white American women.
This is true even when controlling for the mother’s age, income and educa-
tion.12 It is even true holding constant the number of prenatal medical visits.13

Why some ethnic groups have disproportionate numbers of low-birth-weight
babies is not fully understood. However, studies of twins suggest 40 percent
of the variation is due to genetic factors.14

The infant mortality rates for some segments of the U.S. population are
similar to and in many cases lower than in European countries. For example,
Norway and the state of New Hampshire have small, culturally and racially
homogenous populations with similar demographics. Their infant mortality
rates are both quite low, at 4.1 and 4.4, respectively.15

Another factor relevant to comparisons of infant mortality in the United
States and Europe is that not all countries measure infant mortality the same
way. For example, in 1998, Switzerland’s infant mortality of 4.8 per 1,000
births was only two-thirds of the U.S. rate (7.2 per 1,000).16 However,
Switzerland does not treat the death of an infant born less than thirty cen-
timeters in length as a live birth. This threshold effectively excludes many
very low-birth-weight babies, such as those weighing less than one kilo-
gram (2.2 pounds), most of whom measure less then thirty centimeters. Yet,
close to one-third of all infant deaths recorded in the United States are
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among infants weighing 2.2 pounds or less. If these infants were reclassi-
fied as “stillborn” rather than “live births,” the respective rates of the two
countries would be similar.17 Taking into account such data-reporting dif-
ferences, the rates of low-birth-weight babies born in America are about the
same as other developed countries in the OECD. Overall,

• Although the U.S. composite rate for low birth weight is 6.6 percent of live
births, the rate for non-Hispanic whites is 5.6 percent.18

• In Canada, approximately 5.5 percent of live births are low birth weight.19

• In Britain, the rate is 7.6 percent, up from 6.9 percent only a few years ago.20

• The rate of low-birth-weight babies in Denmark is 5.3 percent.21

Note again that the factors that seem most important in explaining infant
mortality rate—race, geography, income, education or low-birth-weight mea-
surement procedures—have nothing to do with the quality of (or access to)
health care.

VARIATIONS IN INFANT MORTALITY 
WITHIN OTHER COUNTRIES

Wide variations in infant mortality also occur in other developed countries.
Consider Canada, which is often praised for its low overall infant mortality
rate of 6.1 deaths per 1,000 live births.22

• At 7.5 deaths per 1,000, the infant mortality rate among the lowest one-fifth
in the income distribution is two-thirds higher than rates among the wealth-
iest one-fifth (4.5 per 1,000).23

• Among Canadian provinces, infant mortality rates vary from a high of 9.1
in Saskatchewan to a low of 4.6 on Prince Edward Island.24

Not surprisingly, these variations reflect socioeconomic differences, with
wealthier provinces enjoying lower rates.

Britain also has significant differences between different income groups
and regions:

• Overall, infant mortality rates in Britain are considerably higher in the
north and in urban areas than in the south and in rural areas, even though
all participate in the NHS.

• Infant mortality in Leeds, an industrial city in Northern England, is more
than twice as high as in rural Dorsetshire; and children born in Manchester,
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Britain’s third-largest city, are eight times as likely to die before reaching
age four as children born in rural Gloucestershire.25

• Across Britain, the rate among the second lowest-income quintile (“manual
classes”) was 6.2 in 1999, compared to 4.3 among the highest-income quin-
tile (“professional classes”).26

• In the past three years alone, the rate for the lowest-income group (“un-
skilled manual class”) has increased to double the rate of the highest-
income group, a widening of nearly 10 percent.27

No one has seriously claimed that these differences between income
groups and regions are the result of the Canadian or British health care sys-
tems. Yet, many still attempt to correlate the infant mortality rate in the
United States with our health care system.

WHERE HEALTH CARE MAKES A DIFFERENCE

Although a population’s general mortality is affected by many factors over
which doctors and hospitals have little control, for those diseases and injuries
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modern medicine can effectively treat, the country in which a patient lives
makes a big difference. For premature babies, for children born with spinal
bifida or for people who have cancer, heart disease, chronic renal failure or
almost any other serious illness, the chances of survival are best in the United
States, where modern medical technology is most available and accessible.

Take prostate cancer, for example. In the United States, the male mortality rate
for prostate cancer is slightly lower than in most other OECD countries, even
though the incidence is apparently much greater (see figure 4.5). Similarly, al-
though the incidence of breast cancer is relatively high in the United States (ar-
guably because of lifestyle and diet), the proportion of women who die from
breast cancer is among the lowest of any industrial country (see figure 4.6).
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