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Testing the Patience of Patients: An analysis of the United States health care system
The current condition and future of  the United States health care system will be among the foremost issues addressed in the upcoming elections.  The US enjoys the most advanced medical technology, the best trained physicians, is unequaled in medical research and innovation, and ranks among the highest in overall level of responsiveness
.  According to the 2001 World Health Report, the US ranked first in health care spending among the 119 surveyed nations (WHO, 2001).  However, it ranked 37th in overall health system performance, lower than most other industrialized countries who spend proportionally less.  

The US health system trails industrialized nations in other health variables despite having the highest per capita income of any nation.  The US ranks last among selected countries with comparable per capita income ($29,000 or greater) in life expectancy (See Data Summary Table 1).  The higher ranking countries’ life expectancies average 2.3 years greater than the US.  Japan’s per capita income is 25% lower than the US, yet ranks first in life expectancy, 4.4 years greater than the US.  Norway is the only country within $8,500 per capita income of the US, but all have higher life expectancies.  Costa Rica’s per capita income is 75% lower than the US yet achieves a higher life expectancy.  China and Mexico, countries less developed than the US, have significantly lower per capita income and lower life expectancy (UNDP, 2007).
The infant mortality rate (IMR) in the US also ranks below the other industrialized countries and is twice the rate of Sweden, Norway, and Japan.  The three lower income countries have greater IMR than the US, with Mexico and China nearly four times greater.  The US health system faired better in number of physicians per 100,000 persons, ranking 5th.  Germany and France have 24% more physicians/100,000 despite having 25% lower per capita incomes.  Surprisingly, Costa Rica has 48% fewer physicians/100,000 yet produces a higher life expectancy than the U.S (UNDP, 2007).

 The US leads substantially in two of the health care indicators, health spending as share of GDP and health spending per capita.  The other developed countries spend an average of 6% less as share of GDP and roughly 50-60% less per capita.  Japan impressively boasts the highest life expectancy and the lowest per capita spending among the eight industrialized nations in Table 1.  Costa Rica’s higher life expectancy is astonishing considering its per capita spending on health care is less than 10% of US spending (UNDP, 2007).
	
	
	
	
	
	
	
	
	
	

	Data Summary Table 1 (2007)
	
	
	
	

	Country
	Life Expect.
	IMR
	Physicians per 100,000 people
	health spending as share of GDP (%)
	total per capita spending on health care (PPP $US)
	per capita income
	income inequality (GINI index)
	Total pop. (millions)
	Overall Ranking

	Sweden
	80.5 (2)
	3 (2)
	328 (3)
	9.1
	2,828
	32,525
	25
	9
	2.3

	France
	80.2 (4)
	4 (4.5)
	337 (1.5)
	10.5
	3,040
	30,386
	32.7
	61
	3.3

	Norway
	79.8 (5)
	3 (2)
	313 (4)
	9.7
	4,080
	41,420
	25.8
	4.6
	3.7

	Japan
	82.3 (1)
	3 (2)
	198 (8.5)
	7.8
	2,293
	31,267
	24.9
	127.9
	3.8

	Germany
	79.1 (6)
	4 (4.5)
	337 (1.5)
	10.6
	3,171
	29,461
	28.3
	82.7
	4

	Canada
	80.3 (3)
	5 (6.5)
	214 (7)
	9.8
	3,173
	33,375
	32.6
	32.3
	5.5

	United Kingdom
	79 (7)
	5 (6.5)
	230 (6)
	8.1
	2,560
	33,238
	36
	60.2
	6.5

	United States 
	77.9 (9)
	6 (8)
	256 (5)
	15.4
	6,096
	41,890
	40.8
	299.8
	8

	Costa Rica
	78.5 (8)
	11 (9)
	132 (10)
	6.6
	592
	10,180
	49.8
	4.3
	9

	Mexico
	75.6 (10)
	22 (10)
	198 (8.5)
	6.5
	655
	10,751
	46.1
	104.3
	9.5

	China
	72.5 (11)
	23 (11)
	106 (11)
	4.7
	277
	6,757
	46.9
	1313
	11

	
	
	
	
	
	
	
	
	
	

	GINI index (a %): a measure of statistical dispersion most prominently used as a measure of inquality of income

	distribution or inequality of wealth distribution. A low Gini indicates more equal income or wealth distribution

	while a high Gini indicates a more unequal distribution. 0 corresponds to perfect equality and 1 corresponds

	to perfect inequality (one person has all the income, while everyone else has zero). The normal range

	tends to fall between 24 and 36, but countries above 40 have greater income inequality. 
	
	


One factor that certainly contributes to the disparity in US health care spending and performance in the various statistical health indicators is the distribution of wealth.  The GINI index statistically measures the level of equality or inequality in wealth distribution.  Despite its sizeable per capita income, the US ranks highest among comparably developed nations in income inequality and is the only one above the normal range of inequality.  Furthermore, China, Mexico, and Costa Rica experience greater inequality but are closer to the US in income disparity than the developed countries (UNDP, 2007).  Among the 11 countries featured in Table 1, the US health system ranks 8th in overall average of health variables ratings

Clearly, spending substantial financial resources on health care and boasting a large per capita income does not necessarily yield a superior health care system.  A perplexing disparity exists between resource allocation and overall national health. A gap between medical science, technology, and innovation and actual care received (Eisenberg, 2000, 2100).  Several factors contribute to the underachievement of the US health system: Access to health services, the quality of services, and the degree of patient choice.  
Access to health care in the US is largely a function of wealth or ability to pay (Schroeder, 2003, 180).  The aforementioned income inequality in the US hinders access for many citizens. The cost of health care services in the US are significantly higher than any other country which may partly explain why the US spends more on health care than any other country.  Health care is unaffordable for many even with some type of health insurance.  Health insurance is a necessity for most Americans to gain access to the system.  Between 14-16% of Americans, approximately 43 million, have no insurance.  Most Americans rely on employers to cover the majority of insurance costs, yet 2/3 of those uninsured were working in 2005 (US Census Bureau, 2006).  Employers either did not offer insurance assistance or the employee contribution to the insurance premium was unaffordable leaving the employee underinsured.   Medical costs continue to rise rapidly, the 10-year period 1997-2007 saw a 50% increase.  Some suggest this is partly due to the bureaucratic structure of large providers wherein overhead costs swallow 12% of premiums (Woolhandler, 2003, 799). Still others assert that excessive access to the health system has lead to overuse and increased demand driving costs higher (Pipes, 2004, 24).  Whatever the cause is as health care costs increase, accessibility becomes a bigger challenge to many middle and low-income Americans (WHO, 2007).    There is little reprieve offered from the federal government for the many underinsured.  Medicaid is only extended to the poor.  
Further complicating the issue of accessibility is the profit-driven managed care providers and investor-owned facilities.  Profit is the primary goal, consequently, private health providers seek patients who can either pay themselves or have adequate insurance coverage and often deny new patients based solely on payment source (See Quickstats Graph, Hing, 2007, 164).  They often make medical care decisions based on insurance status and potential profitability creating a fundamental conflict as the medical professionals serve as both advisor and profiteer (Light, 2004, 178-9).  By granting access to only patients who can pay, providers that can afford the best technology and offer the best salaries attract the most skilled doctors and specialists who then attract more affluent patients.  Conversely, patients who are unable to pay, have minimal coverage, or are Medicaid recipients not only have limited access, but the only access is to facilities with poorer technology, lower skilled, lower paid doctors who serve lower income patients thus fostering two-tiered access (ibid, 193).  

The restricted access of the uninsured and underinsured leads to lower quality care for those groups.  A study by Bruce Landon et al (2005) examined the differences in the quality of care received by Medicaid managed care recipients and commercially insured patients based on 11 measured indicators ranging from diabetes testing/treatment to breast cancer screening.  For all but one indicator commercially insured patients showed significantly better outcomes and quality of care.  Another study showed disparities in prescription drug quality for Medicaid beneficiaries.  They received older, less effective prescription drugs more frequently than non-Medicaid patients (Lichtenberg, 2005).  
Publicly funded patients are not alone in their struggle for better health care.  Many patients enrolled in private HMOs face similar low quality care resulting from the profit incentive of such investor-owned enterprises.  D.U. Himmelstein et al (1999) observed patients in investor-owned HMOs received inferior care compared to patients in not-for-profit HMOs.  Lower quality care is often coupled with restricted choices in physicians, treatment, and specialists.  Some services may not be included in coverage plan and patients are often covered for specialist referrals within the HMOs umbrella only.  Those who want to receive care outside of the HMOs network must pay out-of-pocket.  While managed care plans aim to control costs, they often do so at the expense of quality care leaving many patients frustrated and unsatisfied.
The gap between health resources and actual quality care is caused by a complex array of interconnected variables including: income disparity, access, quality of care, and choice.  However, it may be much more than health variables.  Throughout the socio-political history of the US, freedom has been valued more than equality.  It wasn’t until the onset of the Great Depression that the federal government began large-scale government regulated social welfare programs.  Before then, the federal government and society in general favored liberalism, free enterprise, and minimal federal presence.   Following WWII, the federal government funded construction of greatly needed health facilities. While some pushed for a national health system that would provided access to all Americans, many rejected it as socialist or communist, the antithesis to US liberalism.  However, federal health funding increased along with social welfare legislation in the 60s with the establishment of Medicare and Medicaid, programs designed to increase access to health care for the poor (Patel, 2006, 40-44).  As health care costs began to rise in the 70s, a trend that continues today, the federal government reduced its funding and regulation of health care programs in an effort to contain costs (Lewis, 2000, 673).  The cost-containment plan continued into the 80s as the federal government deregulated programs and decreased funding.  More recent attempts at cost-containment were centered on managed care plans that had little to no success in reducing costs or increasing access.
The fundamental issue that Americans ultimately have to address is whether or not health care should continue to be treated as a commodity.  Among developed countries worldwide, the US has the highest proportion of uninsured citizens, while spending the most.  Health care, when offered as a commodity, is controlled largely by profit-driven corporate interests.  Cost and quality are determined by the market forces of supply and demand.  Like any commodity, sellers stand to make greater profits when demand is high.  Private health providers naturally seek a greater profit which, as research has shown, compromises the quality of care, increases the cost, and leaves those who cannot pay behind.  Developed nations with universal national health care systems, conversely offer health care as a service.  Because quality service for all is the primary motive of health care providers, not profit, substantially fewer financial resources are consumed and more people receive higher quality health care (Derickson, 2005, 157).  

Advocates of moving the US health system towards universal national coverage face powerful opponents.  They will have to find a way to tip the general social desire for economic freedom for health care providers toward equality in access; subsequently, increasing freedom of choice in health care (Lewis, 2000, 676).  The disparities in the US health system require reform.  The wealthiest, most medically advanced nation in the world should not stand for such underachieving health outcomes.  The challenge of health care reform can only be met through a systematic change from health care as a commodity to health care as a service.
� Overall level of responsiveness is measured by seven indicators: dignity, autonomy, quality of basic amenities, choice of provider, confidentiality, promptness of attention, and access to social support networks during care (WHO, 2001).


� Overall Rating includes life expectancy, infant mortality, and physicians/100,000.
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