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From Last to First — Could the U.S. Health Care System

Become the Best in the World?
Eric C. Schneider, M.D., and David Squires, M.A.

any Americans believe that the United

States has the best health care system in

the world, but surprisingly little evidence
supports that belief. On the contrary, since 2004,

reports from the Commonwealth
Fund have consistently ranked the
performance of the U.S. health
care system last among high-
income countries, despite the fact
that we spend far more on health
care than these other countries
(see graph).! These reports —
based on recent Commonwealth
Fund surveys of primary care
doctors and the general popula-
tion, as well as data on health
outcomes gathered by interna-
tional organizations — reveal
several reasons why, despite of-
fering some of the most special-
ized, technically advanced treat-
ments in the world, U.S. health
care fails to achieve the level of
performance of the health care
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systems of other high-income
countries. An understanding of
these reasons may point the way
to essential improvements.

The goal of a high-performing
health care system is to deliver
care that improves the health of
individuals and populations. The
United States begins with a chal-
lenge: its population is sicker and
has higher mortality than those
of other high-income countries.?
Although health care systems can-
not cure all ills, in the United
States, the rate of death from
conditions that can be managed
and treated effectively (referred to
as “mortality amenable to health
care”) is far higher than in other
high-income countries. Further-
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more, the United States has been
slower than others to reduce that
mortality.

The key strategies for improv-
ing the health of a country’s pop-
ulation through health care are
to promote timely access to pre-
ventive, acute, and chronic care
and to deliver evidence-based and
appropriate care services. Timely
access for people at risk for poor
health may be impeded by three
features of health care systems:
the cost of care and its afford-
ability for individuals, the admin-
istrative burden (or hassle) that
people confront as they obtain
and receive care, and disparities
or inequities in the delivery of
care based on income, educa-
tional attainment, race or ethnic
background, or other nonclinical
personal characteristics. Cost, ad-
ministrative burden, and dispari-
ties can discourage people from
seeking or continuing care. Fur-
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System performance was measured as described by Schneider et al.! Health care
spending was reported as percent of gross domestic product. Spending data are
from the Organization for Economic Cooperation and Development for 2014 (and
exclude spending on capital formation of health care providers).

thermore, these three features dis-
proportionately affect the quality
of care for populations with
higher health risks due to lower
income, lower educational level,
or minority status. Consequently,
providing adequate insurance and
reducing both administrative bur-
den and disparities in care are
also key strategies of a high-per-
forming health care system.

The Commonwealth Fund re-
ports identify several ways in
which the U.S. health system fails
to implement these strategies (see
table).! Our system performs poor-
ly on access to care (measured in
terms of timeliness and afford-
ability) and administrative effi-
ciency (as reported by patients
and doctors). It also has larger
income-related disparities in ac-
cess to care and quality than
other countries. On the positive
side, U.S. performance equals or
exceeds that of other countries
on some processes of care related
to patient-centeredness, and on
disease-specific outcomes for acute
myocardial infarction, ischemic
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stroke, colon cancer, and breast
cancetr.

The first challenge the U.S.
health care system must confront
is lack of access to health care.
The high-income countries that
are top-ranked according to the
most recent Fund report (the
United Kingdom, Australia, and
the Netherlands) offer universal
insurance coverage with minimal
out-of-pocket costs for preventive
and primary care. Affordable and
comprehensive insurance cover-
age is fundamental. If people are
uninsured, some delay seeking
care, some of those end up with
serious health problems, and some
of them die.?

The second challenge is the
relative underinvestment in pri-
mary care in the United States as
compared with other countries.
Other countries make primary
care widely, and more uniformly,
available. In contrast to the Unit-
ed States, a higher percentage
of these countries’ professional
workforce is dedicated to pri-
mary care than to specialty care,
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and they enable delivery of a wider
range of services at first contact,
even at night and on weekends.

The third challenge is the ad-
ministrative inefficiency of the
U.S. health care system. Both pa-
tients and professionals in the
United States are baffled by the
complexity of obtaining care and
paying for it. Clinicians and their
staff spend countless hours com-
pleting documentation to prove
that insurance coverage is active,
that benefits and services are
covered, that services were deliv-
ered, and that payment or reim-
bursement occurred. Coping with
the byzantine layers of adminis-
tration results in high levels of
burnout for doctors and other
professionals, which can reduce
the quality of care. The complex-
ity also affects patients, who re-
ceive confusing benefit descrip-
tions, limited information about
doctors and hospitals, unintelli-
gible and often unexpected (or
“surprise”) bills for services, and
unpredictable copayments at labs
and pharmacies. It is possible to
reduce these barriers to adher-
ence and follow-up by reducing
complexity for patients and clini-
cians: if we changed our reim-
bursement systems to use global
payments, fee schedules, formu-
laries, and defined benefits, it
would make benefits and costs
more predictable for patients and
revenue more predictable for cli-
nicians.

The fourth challenge is the
pervasiveness in the United States
of disparities in the delivery of
care. People with low incomes,
low educational attainment, and
other social and economic chal-
lenges face greater health risks
and worse health in all coun-
tries, but especially in the United
States, which has a less robust

SEPTEMBER 7, 2017

Downloaded from nejm.org at KAISER PERMANENTE on September 20, 2017. For personal use only. No other uses without permission.

Copyright © 2017 Massachusetts Medical Society. All rights reserved.



PERSPECTIVE

Health Care System Performance Rankings.*

FROM LAST TO FIRST
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Variable Australia Canada France Germany Netherlands
Overall ranking 2 9 10
Care process 2 6 9
Access 4 10 9
Administrative 1 6 11
efficiency
Equity 7 9 10
Health care 1 9 5
outcomes

New

3 4 4
4 3 10
1 7 5
9 2 4
2 8 5
6 7 3
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6
11

United United
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6 1 11
7 1 5
8 3 11
8 3 10
4 1 11
10 11

* Rating methods described in Schneider et al.!

social safety net than other high-
income countries.* Other coun-
tries achieve better population
health by spending relatively more
on social services than on medi-
cal care.” Along with making in-
surance coverage available to the
poor and ensuring that primary
care has a strong presence, dedi-
cating resources through social
spending to stable housing, edu-
cational opportunities, nutrition,
and transportation may reduce
the demand for emergency, hospi-

tal, and long-term care services.’
The United States could achieve
the best-performing health care
system in the world by under-
taking coordinated efforts that
address each of these challeng-
es. Ensuring universal and ade-
quate health insurance coverage,
strengthening primary care, re-
ducing administrative burden,
and reducing income-related dis-
parities by strengthening behav-
ioral health and so-

An audio interview

I::] awith Dr. Schneider
is available at NEJM.org

cial service supports
could go a long way
toward improving
the health of the U.S. popula-
tion. These foundational chang-
es could increase prevention,
minimize delayed diagnosis and
delayed or ineffective treatment,
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and ensure that people can be
more effective at managing their
own health. Not only would
these improvements reduce mor-
tality amenable to health care,
over the long run they might well
reduce the use of very expensive
acute care “rescue” services, there-
by reducing spending.

U.S. politicians have been
locked in a partisan debate over
dramatic legislative options for
federal health care reform rang-
ing from adoption of a single
government payer, at one extreme,
to curtailing federal involvement
in health care, at the other. Two
major reforms to the health care
system — the Affordable Care
Act (ACA) of 2010 and the bipar-
tisan Medicare Access and CHIP
Reauthorization Act (MACRA) of
2015 — have already established
a uniquely American path for im-
provement of U.S. health care.
Millions of people have gained
affordable insurance coverage and
access to care under the ACA,
and more could gain coverage
through further Medicaid expan-
sion and stabilization of individ-
ual insurance markets. Further-
more, the ACA enhanced the
authority of the Centers for Medi-
care and Medicaid Services to ad-
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vance payment reforms that could
strengthen primary care.

Given the scope of the chal-
lenges outlined above, reversing
the progress initiated by the ACA
is unlikely to help the United
States achieve top performance.
Other high-income countries can
offer valuable lessons about re-
straining the growing costs of
care, reshaping the future pri-
mary care workforce, innovating
to reduce administrative burden
and complexity, and reducing
disparities. Instead of reversing
course, addressing the four chal-
lenges through new legislation
and new commitments by regu-
lators, payers, and providers
could improve the health of the
American population and move
the United States from last place
to first among high-income
countries.

Disclosure forms provided by the authors
are available at NEJM.org.

From the Commonwealth Fund, New York.

This article was published on July 14, 2017,
at NEJM.org.
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The HITECH Era and the Path Forward

Vindell Washington, M.D., M.H.C.M., Karen DeSalvo, M.D., M.P.H., Farzad Mostashari, M.D.,

and David Blumenthal, M.D., M.P.P.

ore than a decade ago, the
National Academy of Medi-
cine outlined the serious conse-
quences of a paper-based health
system: redundant tests; increased
costs; uncoordinated and frag-
mented care; medical decisions
made with incomplete data, lead-
ing to adverse events; and poten-
tial clinical innovations left un-
discovered, hidden in patient
files.»? To help address these
concerns, Congress passed the
Health Information Technology
for Economic and Clinical Health
(HITECH) Act, part of the Amer-
ican Recovery and Reinvestment
Act of 2009. The law spurred
rapid progress toward digitizing
the health care delivery system,
which has experienced a dramat-
ic transformation as a result of
concerted efforts by both public
and private sectors. We believe
we’re at an inflection point in
terms of the capability to share
research results, clinical guide-
lines, and patient data seamlessly
and securely. The federal govern-
ment’s actions to date have set
the stage for an expanding role
for health information technology
(IT) in improved care delivery.
Through Executive Order 13335,
President George W. Bush launched
the Office of the National Coor-
dinator for Health Information
Technology (ONC) in 2004 to
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shepherd the health care sector
into the digital age. The HITECH
Act statutorily authorized the
ONC and called for establishing
the Health IT Certification Pro-
gram to set health IT standards
and implementation specifications.
It also provided substantial re-
sources to offset the cost of
adopting and using electronic
health records (EHRs) for eligi-
ble hospitals and providers, sup-
port population health manage-
ment with data, and develop a
national infrastructure for health
information exchange.

Today, almost all U.S. hospitals
and nearly 80% of office-based
practices use certified EHRs (see
graphs). A majority of providers
can share health information be-
tween systems, and 87% of pa-
tients report having access to
their electronic health informa-
tion.> More important, of nearly
500 studies examining the use of
health IT functionalities required
for what the HITECH Act desig-
nated as “meaningful use,” 84%
showed that deploying this tech-
nology had a positive or partially
positive effect on care quality,
safety, and efficiency.*

Obstacles emerged with the
rapid deployment of technology
and the development of new
sources and uses of health data.
Primary policy goals were to fos-
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ter health IT adoption and stim-
ulate the economy. The ONC, for
example, was originally structured
as a coordinating entity rather
than a regulatory agency, and
HITECH only slightly adjusted
that profile. Participation in the
EHR incentive program and the
vendor-certification program is
voluntary. Other challenges in-
cluded congressional expectations
of rapid allocation of HITECH
funds and development of IT
programs. A short timeline meant
that some organizations simply
expanded existing, proprietary
EHRs; the design was hampered
as clinical documentation require-
ments were in competition with
billing and compliance needs.

Health care providers, espe-
cially physicians, have borne the
brunt of this transformation.
Many are frustrated by poor EHR
usability and the lack of action-
able information generated by
these systems. In part, such limi-
tations are attributable to the de-
cision to allow proprietary stan-
dards and data blocking in the
market, which has led to subop-
timal data sharing.

As former national coordina-
tors for health IT, we believe that
the culture surrounding access to
and sharing of information must
change to promote the seamless,
secure flow of electronic infor-
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