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Abstract:

This study seeks to provide more information on national healthcare systems throughout developed, industrialized countries, and compare them to the American healthcare system. It is a comparative political study that synthesizes and analyzes previous literature on comparative healthcare research endeavors. It focuses on national healthcare systems in Canada, Great Britain, Australia, Germany, and Japan, by using case-studies. Within the case-study of each country, my study presents that country’s healthcare policy framework and set up (independent variable), and how each of them affects their respective countries in terms of access to care, practices of physicians and nurses, and quality of care. Throughout the case studies, each country is compared and contrasted to the United States, as well as to each other. Most of the research used in this study from the mid-1990s through late-2000s. Most of the comparative literature in this body of research excludes Japan, so for the most part, only the very large comparative studies will be focused on this country. There are four basic yet broad hypotheses that predict where each country will be ranked 1st through 6thon the dependent variables.     
Introduction

Medical malpractice reform, repealing the cuts in Medicare reimbursement rates to doctors and hospitals, the “Patients’ Bill of Rights,” and prescription drug coverage; all of these policies would help improve the quality of healthcare, benefit physicians’ practices and nurses, and make healthcare more accessible to patients. However, it can be argued that these are all incremental solutions to a much larger problem, which requires a much more comprehensive solution: a single-payer national healthcare. An increasing percentage of those who work in our healthcare system, or, on healthcare policy, scholars from the academic world, as well as some of the general public believe that the American healthcare system is in a crisis, and think national healthcare is the answer. 
As the numbers of the uninsured grow, the costs of healthcare rise, malpractice payouts forcing doctors to practice defensive medicine increase, cuts in reimbursement rates make our brightest minds pursue other avenues such as business or law, percentage of the U.S. population that are the elderly grows; all of which puts even more pressure on our system, clearly there needs to be some major changes that place. This prompts study of other industrialized countries’ respective healthcare systems. This study focuses on Canada, Great Britain, Australia, Germany, and Japan, drawing on comparisons and contrasts of their national healthcare systems to America’s healthcare system. It asserts that each country’s national healthcare policy and framework has an effect on 1) access to care, 2) physicians’ and nurses’ practices, and 3) quality of healthcare delivered.
In terms of the sequence of the study, I first review previous literature on the subject of comparative healthcare analysis, as well as studies that are about a specific country’s healthcare system to provide a foundation for this study to build on. In some cases, they also help define the key terms from a conceptual perspective. Integrating the data and results on aspects of comparative healthcare systems will aid in forming my hypotheses, and to some extent, assist in shaping the conceptual section underlying them. I will then state and explain my choices of data, forms of measure, the methodology, the latter of which goes over its strengths and shortcomings. Next, I show the results from the data, followed by a discussion of the findings, and lastly, conclude by recapping the main points of this article, and elaborate on future research possibilities.
Review of Previous Literature on Comparative Healthcare Policy

Comparative research studies that focus on aspects of a variety of countries’ healthcare is not a new concept. In recent years, the seemingly crisis stage of the American healthcare system has catalyzed quite a few comparative research endeavors that compare a certain aspect of other countries healthcare system and compare it to the American healthcare system. One study discussed physicians’ views on quality of care that covered five countries (Blendon, Schoen, Donelan, Osborn, DesRoches, Scoles, Davis, Binns, & Zapert 2001). The study found that in all five countries, regardless of their countries’ respective healthcare systems reported a recent decline in quality of care and concerns with how hospitals address medical errors (Blendon et. 2001). The physicians’ who took a survey for this study also reported that their hospitals discouraged them from reporting or did not encourage them to report medical errors (Blendon et 2001). Another study on an international quality of care comparison, and finding that no country scores consistently the best or worst overall (Hussey, Anderson, Osborn, Feek, McLaughlin, Millar, & Epstein 2004). In a study that measures quality of care according to sicker patients reports on the quality of care, majorities in all countries report that mistakes occurred outside the hospital (Schoen, Osborn, Huuynh, Doty, Zapert, Peugh, & Davis 2005). Yet, in a finding similar to other studies, this source found that the United States is an outlier on barriers based on access and costs (Schoen et al. 2005). 


However, other comparative studies pertaining to the central aspects of the healthcare debate focus on the issue of preventative medicine and important role of primary care doctors. In a 2006 using a survey to conduct interviews with representative samples of primary care physicians in seven countries, five of which are in my study, found U.S. physicians as least likely to have extensive clinical information systems or incentives focused on quality, and are also most likely to report that their patients have difficulty paying for care (Schoen, Osborn, Huynh, Doty, Peugh, & Zapert 2006). Australia and Britain have the most multifunctional systems with regards to informational technology, while the primary care physicians in Canada and the United States lagged well behind (Schoen et al. 2006). A problem with this study, which seems to be a problem in most studies, is that Japan has not been included.

In a study that casts a negative light on healthcare systems of Canada, Australia, New Zealand, Great Britain, and the United States, a variety of scholars (1999) find that the majority of citizens in all five countries were dissatisfied with their respective healthcare system. (New Zealand is not included in my study). Yet, contrary to my perceptions, residents in Great Britain, a country with “fully-blown socialized medicine”, were least likely to state that their healthcare system needed a massive overhaul (Donelan, Blendon, Schoen, Davis, & Binns 1999). Meanwhile, roughly a decade ago, over 50 percent of Canadians were satisfied with their healthcare system, yet ten years later, only 20 percent were satisfied, roughly a 30 point drop (Donelan et al.1999). A study that validates this finds that Canadian used to be most satisfied in the late 1980s (Blendon, Leitman, Morrison, & Donelan 1990). Going back to the more recent study, in comparing these countries to each other, each of their respective residents selected a different answer for “Most important problem”. In the U.S., a plurality of its residents cited lack of affordability, while in Australia, 23 percent cited waiting time for care and queues were particular concerns (Donelan et al. 1999). In Great Britain, almost half of its citizens thought the level of funding was inadequate (Donelan et al. 1999), while in Canada there were two problems that ranked high (1) Funding, and (2) System administration and resource management issues predominated at 25 percent a piece (Donelan et al. 1999). 

 While a study focusing on inequities in healthcare found that below-average income citizens in all of these five countries (Australia, Canada, New Zealand, United Kingdom, and America) were more likely to be dissatisfied than those with higher incomes, low-income citizens in the U.S. reported far more problems than their low income counterparts in all other countries (Blendon, Schoen, DesRoches, Osborn, Scoles, & Zapert 2002). As stated previously, Japan was not included in nearly all of these studies.

Yet, there have been a few comparative studies, which did include Japan. Cooper and Taylor (1997) compared the basic structure, as well as strengths and weaknesses between the U.S., Canada, Japan, Germany, and Hawaii, although the latter being a state in America (but with a different system. In a longitudinal study that covered roughly 30 countries in 1960, 1980, and 1998, Anderson and Hussey (2001) showed that on most indicators, the U.S. relative performance noticeably dropped since 1960; on none did it improve. 
Hypotheses

Hypothesis #1: On issues of cost in all dependent variables, America will rank worst followed in some order of Canada, Japan, Germany, and Australia; Great Britain will rank best.

Hypothesis #2: Overall, physicians and nurses’ practices will be worst in Great Britain, and depending on measurement, Canada, Germany, and the United States will rank high.

Hypothesis #3: When adding up scores of access to care, Great Britain will be ranked worst, and then in some order will be Australia, the United States, and Japan, while the Canadian as well as German will rank best.

Hypothesis #4: As far quality of care rankings, indirect measures such as life expectancy, and other lifestyle indicators will be worst in America, while the European countries and Japan will be quite good. On technology, drugs, and quality of care, high-income Americans will rank highest, British and low-income Americans as the worst.
Data, Measures, & Method


The data collected for this study comes from a variety of sources. Using secondary data analysis for most of the study will help layout the basic foundation. These are mostly articles and/or previous studies. I use Anderson and Hussey’s Multinational Comparisons of Health Systems Data, 2000 for the basic policy framework of each of five countries (excluding the 6th, United States), as well as some of the data on physicians’, costs, and in a basic way, access to care. I use a variety of sources to measure the dependent variables.


There are three dependent variables in this study, which are access to care, physicians’ and nurses’ practices, and quality of care. I measure access to care availability of treatment(s), doctors, technology, as well as the importance of financial capacity, and lastly satisfaction. I measure affects on physicians’ practices and nurses based on regulation they have to go through to see a patient, financial compensation, malpractice issues, and autonomy. Lastly, I measure how the policy affects quality of care in a variety of ways; it is important to not some of the ways involve health indicators that may not be due to actual quality of care, but rather lifestyle choices, especially in exercise and diet. Another way I measure quality of care is through the availability of drugs and technology, as well as services delivered. All measures of each of the dependent variables’ results are coded by ranking in comparison to the other five countries (does include U.S.), which is the following: 1 = 1st (best), 2 = 2nd, 3 = 3rd, 4 = 4th, 5 = 5th, 6 = 6th (worst).


The independent variable is each country’s national healthcare policy and foundation, all of which are different in the healthcare system of each of the five countries (six including the U.S.). Although there could be intervening variables, this study attempts to show that the healthcare systems of these industrialized countries have a strong influence on all three of the dependent variables. 


The method I use is a comparative mixture of qualitative case-studies and secondary data analysis, which is building off previous studies of comparative and quantitative research, respectively. I chose these five countries to compare to the United States for a variety of reasons. All of them are industrialized, developed countries, although of course, there is variation in terms of the extent. With the exception of the United States, all countries in this study have a more collectivist policy pertaining to healthcare, and other issues as well. Canada, Great Britain, and Australia are countries like the U.S., in terms of English being the dominant language. Canada is a North American neighbor of the U.S., and there are some things in common between them. Great Britain is a European country, of which English is also the dominant language. Australia adds another continent to the mix, and has had an influx of recent immigrants like the United States, too. I have added Germany, too, because like Britain, it is a European country and economic powerhouse, but unlike Britain, English is not the primary language. Germany has also become prominent in the European Union (EU), yet has a collectivist society that resembles the Scandanavian countries. Japan adds ethnicity as an aspect to the study, and also has been an economic superpower, yet resembles other Asian countries as far as values, and lastly contains Tokyo, one of the leading global cities in the world, like New York City in the U.S. 

I employ a mix of previous data and integrate them as a whole to rate each aspect of each countries. I went over some of the basic contents in the literature review. The problem with this type of method, and using previous sources is that to a large extent, the study is descriptive, and the analysis is used by comparing all the statistical data to each other. The benefits are that there is very little to err of, even though that may be possible in terms of how I measure each variable, and the points that are essentially just a yardstick. Also, when referring to previous comparative, healthcare studies, the overwhelming majority of them do not include Japan, and also quite a few do not discuss Germany. One of the contributions of this comparative study is that it is more inclusive, although there are economic aspects of several previous studies that include many more countries, but do not give the countries the thorough and sufficient level of scrutiny this study aims to do.  
Case-Studies of Countries Results

Canadian Healthcare

Policy Framework & Setup


Canada has one of the more socialized healthcare systems in the world, and provides universal coverage (Anderson & Hussey 2000). Still though, as Tamasker & Rising (2003) point out, the Canadian national healthcare system is not fully-blown socialized medicine like Great Britain’s healthcare system. The Canadian healthcare system is merely socialized insurance, and one that is not all encompassing in terms of coverage (Anderson & Hussey 2000). 

It was the creation of Medicare in the Canada Health Act in 1966 that spurred government to funding healthcare; public funding accounts for nearly 70 percent of total health expenditures (Anderson & Hussey 2000). With regards to the sources of revenue generation for Medicare, public health insurance plans are administered by the provinces and funded by general taxation and dedicated taxes (Anderson & Hussey 2000). The federal government is committed to contributing to the provinces, but on the condition that the province in question is compliant with the accessibility guarantees as set out by the Canada Health Act (Anderson & Hussey 2000). Their federal government requires that provincial health insurance plans cover all “medically necessary” physicians and hospital services (Anderson & Hussey 2000). However, the government did not explicitly define what constitutes “medically necessary.” There is a general consensus between scholars and those who work in the Canadian healthcare system that the definitions of “medically necessary” fall into four different camps, each with a different policy objective, which are the following: 1. Definition: what physicians and hospitals do, and the goal is broaden access to publicly funded health services for all Canadians; 2. definition: the maximum we can afford, the goal: control costs; 3. definition: what is scientifically justified, and the goal is improving the quality of care; 4. definition: what is consistently publicly funded across provinces, and the goal being to promote equity (Charles, Lomas, & Giacomini et al. 1997). Regardless though, under a single-payer system, the provincial governments are able to set and enforce overall budgetary limits (Cooper & Taylor 1997). Also, the Canadian healthcare system’s universal, public insurance plan prohibits using private health insurance to pay for any service covered by the public plan (Blendon, Schoen, & DesRoches 2002). While pubic funding accounts for 65-70 percent of health expenditures, a substantial portion of the services is provided by private corporations, which are the privately incorporated medical practices of physicians (Anderson & Hussey 2000). In fact, most physicians are in private practice, and operate on a fee-for-service basis (Anderson & Hussey 2000). However, these private practices receive payments through government billings, again, showing Canada is a system of socialized insurance (Anderson & Hussey 2000). 

Still though, even in terms of insurance, more than 50 percent of Canadians have supplementary private insurance (Blendon, Schoen, DesRoches, Osborn, Scoles, & Zapert 2002; Anderson & Hussey 2000), because Medicare does not cover dental care, prescription drugs, and private care nursing (Anderson & Hussey 2000). Private health sector represents approximately 30 percent of total health expenditures (Anderson & Hussey 2000). Canadian national healthcare is clearly not fully-blown socialized medicine.

As far as hospitals, they are independent, non-profit institutions overseen by the board of trustees (Cooper & Taylor 1997). They are mainly public and private non-profit hospitals that operate under global budgets or regional budgets with some fee-for-service payment (Anderson & Hussey 2000). Less than 5 percent of Canadian hospitals are privately owned-mostly long-term care facilities (Anderson & Hussey 2000).
Canadian National Healthcare System’s Impact on Access to Care

As stated earlier in the Data, Measures, & Method Section, a national healthcare policy’s impact on access to care is measured in a variety of ways, which are the following: availability of treatment(s), doctors, and technology, as well as the importance of financial capacity, and lastly satisfaction. Since the study is being conducted in America, I match all of the countries in these studies to America, which I hypothesized would yield mixed findings. 


In terms of having access to the availability of treatment(s), the research indicates that Canadian patients have a much more cumbersome time receiving care than American patients. No where has this been more valid then when comparing views of Canadian doctors vs. American doctors on patient access to treatments, and facilities (Blendon, Schoen et al. 2001). 75% of Canadian physicians believed that in their future, their patients would have to wait longer than they should to get medical treatment; but less than 50% of American physicians stated that same opinion (Blendon, Schoen et al. 2001). A whopping 70 percent of Canadian physicians reported a shortage of hospital beds, while only 12 percent of physicians in America reported this (Blendon, Schoen et al. 2001). Their reporting tends to be valid; the United States has a great quantity of acute care beds per 1,000 population than Canada, 3.1 to 2.9, respectively (Anderson & Hussey 2000). More than 50 percent of physicians in Canada reported a shortage of home care, compared with just 24 percent of physicians in the United States (Blendon, Schoen et. al 2001). In terms of long-term care, more than 70 percent of Canadian physicians reported shortages, while roughly 35 percent of doctors in the U.S. said so (Blendon et al. 2001). More than 60 percent of Canadian physicians reported community shortages of medical specialists, while only 13 percent of U.S. physicians reported this (Blendon et. al 2001). The most glaring discrepancy was that about 60 percent of Canadian physicians said a sixty five-year old patient who required more than a routine hip replacement would have to wait more than six months, while only 1 percent of American physicians held that opinion (Blendon et. al 2001). Again, the perspectives of both countries’ physicians seem to have validity: the United States has a greater number of practicing physicians per 1,000 than Canada 2.7 vs 2.1 (Anderson & Hussey 2000).

Even hospital administrators in Canada reported much longer waiting lists for some services than their American counterparts. For example, 21 percent of Canadian hospitals administrators admitted that it would take over three weeks to do a biopsy for a possible breast cancer on a 50 year old woman, while only 1 percent of American administrators make this claim (Wikipedia 2007). The same survey showed that 50 percent of Canadian administrators stated it would take over six months for a 65 year-old to undergo a routine hip replacement surgery, while NONE of their American counterparts made this claim (Wikipedia 2007). Having said that though, administrative costs for healthcare was lower in Canada (Wikipedia 2007), although the source did not indicate whether there was a correlation between cost and access.


Also, American investment on technology was greater than our Canadian counterparts. In terms of devoting resources to both quantity and quality of technology, the United States outpaced the Canadians. For example, the United States ranked 1st in the world in MRI scanners per capita at 19.5 per million people, while Canada ranked 13th with 2.6 MRI scanners per million people (Wikipedia 2007). Also, cost over-runs primarily in physician services have often prompted Canadian provincial governments to increase cost controls, resulting in outcries of “rationing” by providers, which sometimes caused political uproars (Cooper & Taylor 1997).


However, while measuring access to care in terms of variables such as waiting periods and availability of technology generally showed American patients tended to have better access to care than Canadian patients, the impact of the two countries respective healthcare systems on causing a reduction of access due to shortages in financial resources were usually far more severe among patients in the United States. The single-payer plan in Canada appears to be more simple and user-friendly (Cooper & Taylor 1997). All Canadians have access to care; in fact, no one may be denied services on the basis of income, age, or health status (Cooper & Taylor 1997). Furthermore, under the single-payer system, access to healthcare has no relationship to employment (Cooper & Taylor 1997). All of the preceding aspects of Canadian single-payer seem to be at least somewhat responsible for the fact that Canadian patients have more annual physician visits per capita than American patients, 6.6 vs. 60, respectively (Anderson & Hussey 2000). Also, prescription drugs cost less in Canada because there virtually no laws that prohibit Medicare from negotiating prices (Wikipedia 2007).


While American physicians generally reported their patients had easier access to care in terms of waiting periods and availability, when it came to the impact of cost on access to care, 61 percent of American physicians stated that their patients often have difficulty affording out-of-pocket costs, while only 19 percent of Canadian physicians voiced the same opinion (Blendon, Schoen, Donelan 2001). Also, 52 percent of American physicians in the survey expressed concern that this problem will worsen in the future, while roughly only 32 percent of Canadian physicians felt the same way (Blendon, Schoen, Donelan 2001).


Also, another article that discussed economic disparities and quality of care, which controlled for income level, the results stated the following:

Although upper-income Canadians give their healthcare system higher marks than lower-income Canadians, in certain areas, upper-income Canadians are more satisfied with their healthcare systems than are upper-income Americans (Blendon, Schoen, DesRoches 2002). Below-average income Canadians are more satisfied with their healthcare system than below-average income Americans by EVERY measurement used in the study (Blendon, Schoen, DesRoches 2002).

Furthermore, in terms of access to care problems due to:  1) cost, 2) not being able to fill a prescription, 2) not getting a recommended test, treatment or follow-up, 3) needing dental care but did not see a dentist, 4) having a medical problem but not visiting a doctor, and 5) problems paying medical bills, the article states, “Below-average income Canadians have far less access problems than below-average income Americans, and above-average income Canadians report far less problems to access than above-average income Americans (Blendon, Schoen, DesRoches 2002). 


The research indicates mixed opinions and results amongst those in healthcare regarding the Canadian single-payer national healthcare system’s performance on access to care. They generally reported longer waiting lines for treatment, more difficulty in access to facilities, and shortages of physicians. However, even when controlling for income, those in the Canadian single-payer healthcare systems report far less access to care problems associated with cost.

Canadian National Healthcare System’s Impact on Physicians & Nurses
Much like its impact on access to care, the Canadian national healthcare system’s impact on physicians appears to have both positives and negatives in comparison to the impact of the United States’ healthcare system on its physicians. The billing process in Canada is that rates for each procedure are set through negotiations between the provincial governments and the physicians’ organizations (Wikipedia 2007). Provincial governments have the authority to regulate health providers, but they delegate control over physicians and other providers to professional colleagues whose duty is to license providers and set the standards for practice (Anderson & Hussey 2000). In the United States, compensation to physicians is highly influenced by discounted rates that publicly funded insurance programs, namely Medicare and Medicaid (Wikipedia 2007). The mix of public and private pay in the United States results in higher compensation for its physicians. At first glance, it appears that physicians’ income in Canada is half that of doctors in America (Wikipedia 2007). 


However, this is partially due to how Canada’s single payer system is structured to rely heavily on primary care physicians. In fact, roughly 63 percent of all active physicians in Canada are in primary care, versus only 33 percent of active physicians in the United States (Cooper & Taylor 1997). On average, incomes for primary care physicians in the United States and Canada were similar; it was the income differences amongst specialty doctors that were significant (Scanlan, Zyzanski, & Flocke 1996).


Another important aspect of physicians’ practices is the gatekeeper phenomenon. With the commencement of managed care, physicians in the United States have had to deal with more red-tape and complications. The Canadian single-payer system expects all patients to be referred to a specialist by their family physician (MacKenzie 1999). Canada has had a long-standing tradition of having specialized programs for their family physicians. However, in Canada a request for specialist consultation by a patient has rarely been denied, and there is very little monitoring of referrals under their single-payer system (MacKenzie 1999).

Regardless of the type of physician’s practice, Canada’s national healthcare system allows its physicians to bill the provinces directly and avoid the expense of verifying coverage, seeking approval to provide services, completing paperwork for multiple private insurers, or coping with double-billing and uninsured patients (Cooper & Taylor 1997). All of the preceding points are barriers that most American physicians must go through.


Litigation has become a major problem for physicians in the United States, and has become increasingly exorbitant. Surprisingly, payouts to Canadian plaintiffs were higher than those to Americans; the average payout to an American plaintiff was $265,103, while the average payout to a Canadian plaintiff was $309,417 (Wikipedia 2007). Although it is not as invalid as British physicians malpractice being most exorbitant in payouts, the fact that Canadian physicians’ malpractice payouts exceeded America is not in line with my hypothesis that on cost issues, America fares worst.

In a study that compared Canadian and American family practitioner physicians, a survey found that Canadian doctors were significantly more dissatisfied than their American counterparts was regarding diagnostic tests (Scanlan, Zyzanski, Flocke, Stange, & Grava-Gubins 1996). However, aside from this exception, work satisfaction levels were quite similar (Scanlan et al. 1996). Yet despite this overall similarity, American family physicians were significantly most likely to report more barriers to disease prevention, as well as that incomes of specialists were higher than they should be (Scanlan et al. 1996).

The Canadian healthcare system affects nurses as well, albeit, not necessarily in the same way as it affects doctors. In comparison to the U.S. and England, nurses in Canada had a noticeably lower rate of dissatisfaction; yet, in comparison to Germany, roughly twice as many Canadian nurses were dissatisfied (Aiken, Clarke, Sloane, Sochalski, Busse, Clarke, Giovannetti Hunt, Rafferty, & Shamian 2001). Yet, only 16.6 percent report that they plan to leave their present job in the next year, which was the lowest rate, and virtually at parity with Germany. This is important because their policies on healthcare have a lot in common, thus the independent variable has an impact on the depending one. 
As far as measuring the impact on using workforce management components, the impact on nurses varied. When pertaining to the administration listening and responding to nurses’ concerns, there was a below-average percentage of Canadian nurses who reported being heard (Aiken et al. 2001). On the other hand, Canadian nurses ranked well in terms of having the opportunity to participate in policy decisions (Aiken et al. 2001). Yet, they ranked worst in terms of the percentage who reported that they participate in developing their own schedules, as well as having the opportunity for advancement (Aiken et al. 2001). However, in the last workforce management issue, which is salary being at an adequate level, Canadian nurses rank 1st, which an incredible 69.0 percent said their salaries were adequate (Aiken et al. 2001).
Canadian National Healthcare System’s Impact on Quality of Care

The policy framework and setup of Canadian single-payer national healthcare has had some direct, but also indirect impacts on the quality of healthcare it produces. Once again, the results are mixed, and to say whether the quality of healthcare is better or worse under Canada’s national healthcare system in comparison would require an evaluation and rank of priorities most salient in determining the quality of healthcare. With regards to the quality of health indicators, it is also important to point out that the findings may be partially due to lifestyle choices, not just the quality of healthcare. 

Drugs and technology are the two most costly and important aspects of any healthcare system. Drugs are available on Canadian shelves far sooner, so treatment could arguably be better (Wikipedia 2007). However, Americans patients have the finest technology available, which sometimes causes Canadians across the border to seek treatment; but Americans who are poor, but not enough to qualify for Medicaid sometimes cross the border into Canada for more effective treatments and affordable drugs (Wiikipedia 2007).


In the article about using the various indicators to measure quality of care in five countries (Hussey et al. 2000), the findings show Canada ranks fairly well overall. In comparison to other industrialized countries, Canada’s stroke case fatality rates were generally low, and it transplant survival rates were relatively high (Hussey et al. 2004). Also, Canada has far higher rates of survival on liver transplant, kidney transplant, and childhood leukemia (ages 0-15), than the United States, England, and other industrialized countries that were measured by the study (Hussey, Anderson, & Osborn 2004). Canada also has far lower suicide rates amongst all ages than the United States, Great Britain, and most other industrialized countries (Hussey, Anderson, & Osborn 2004). Furthermore, Canada’s cancer survival rates average or above average, and is the highest for childhood leukemia (Hussey, Anderson, & Osborn 2004). In terms of colorectoral cancer, Canada has higher survival rates than the United States and Great Britain, but lower rates than some other industrialized countries (Hussey, Anderson, & Osborn 2004).  Another quality of healthcare measure Canada ranks high is that it has far lower rates of pertusis than most other industrialized countries, while the rates in the United States are very high (Hussey, Anderson, & Osborn 2004). In yet another measure of quality of health, Canada has fairly low rates of hepatitis compared all countries measured, except for the United States (Hussey, Anderson, & Osborn 2004). Finally, Canada fares well in terms of influenza vaccination rates by age 65+ (Hussey, Anderson, & Osborn, 2004).


However, in comparison to other industrialized countries, Canada’s rate of measles is high compared to all other countries measured, except for the United States (Hussey, Anderson, & Osborn 2004). Also, Canada does not fare well with regards to polio vaccination rates by age 2 compared to other industrialized countries (Hussey, Anderson, & Osborn, 2004).


There were also some sources that only compared Canada to the United States. Although America spends 50 percent more on each cancer patient, Canada fares slightly better statistically in the overall figures (Wikipedia 2007). For example, Canada’s death rates are lower than America’s judging by most types of cancer (Wikipedia 2007). Also, in spite of spending less per capita on healthcare, Canada has lower infant mortality rates than the United States, 5.2 vs. 7.2, a slightly higher life expectancy, 72.0 vs. 70.0, and a higher ranking in overall health care system performance ranking 30th vs. 37th (Anderson & Hussey 2000). However, the in terms of responsiveness of the healthcare system, the United States ranks 1st, while Canada ranks 7th (Anderson & Hussey 2000). 


Again, it is important to point out that quality of healthcare indicators are influenced by factors generally considered not direct aspects of the quality delivered by the healthcare system. For example, Americans have significantly higher rates of obesity than Canadians, 29.7 percent vs. 23.1 percent, respectively (Wikipedia 2007). Furthermore, some would argue that there is a linkage between poor health and poverty; over 25 percent of Americans in poverty report chronic health-related difficulties, a much higher level than in Canada (Wikipedia 2007). Some in favor of the Canadian single-payer system might argue that poverty related to health in America is partly due to the working poor, (which I define as in poverty, but whose income is not low enough to qualify for Medicaid), do not have access to care, while in Canada’s single-payer national healthcare system, all are guaranteed basic health insurance.


Another way this research endeavor includes to measure impact of a single-payer healthcare system is to draw from surveys that present data from Canadian physicians, and compares them to the data provided by American physicians. Once again, when pertaining to quality of healthcare, data from a study showed some areas where Canadian doctors reported better news than American doctors, some areas which were the opposite, and several where they seemed to be at parity. Some of the discrepancies for better or for worse tended to be a direct result of Canada’s single-payer system, where other areas, the root cause may not be as clear. 36 percent of American physicians said their patients do not receive adequate preventative care, while only 24 percent of Canadian physicians thought so (Blendon, Schoen, & Donelan 2001). However, roughly 66 percent of Canadian physicians, yet only 50 percent of American physicians were concerned that the quality of healthcare would decline in the future (Blendon, Schoen, & Donelan 2001). Also, 68 percent of Canadian physicians reported their nursing staff levels as fair or poor, while a slightly less 53 percent of American physicians rated their nursing staff levels as fair or poor (Blendon, Schoen, & Donelan 2001). Furthermore, a staggering 63 percent of Canadian physicians reported shortages of the latest medical and diagnostic equipment in their communities, while only a miniscule 8 percent of American physicians thought so (Blendon, Schoen, & Donelan 2001). Also, only 8 percent of Canadian physicians reported their emergency room facilities as excellent, while about 26 percent of American physicians felt that way (Blendon, Schoen, & Donelan 2001). Lastly, 77 percent of Canadian physicians versus only 49 percent of American physicians felt better access to specialists would improve the quality of healthcare (Blendon, Schoen, & Donelan 2001).


Similar percentages of Canadian and American physicians (roughly 1/3) rated their hospitals as fair or poor at finding and addressing medical errors (Blendon, Schoen, & Donelan 2001). Also, more than 50 percent of both Canadian and American physicians said their ability to deliver high quality healthcare had decreased over the past 5 years (Blendon, Schoen, & Donelan 2001). Similarly high percentages of Canadian and American doctors thought being able to spend more time with their patients would improve the quality of healthcare (Blendon, Schoen, & Donelan 2001). Lastly, roughly even percentages of Canadian physicians and American physicians said they are discouraged or not encouraged to report medical errors, 43% to 41%, respectively (Blendon, Schoen, & Donelan 2001).
British Healthcare
Policy Framework & Setup

While Canadian single-payer national healthcare is merely socialized insurance, Great Britain’s single-payer national healthcare system is “fully-blown” socialized medicine. The National Health Service (NHS), which is administered by the NHS Executive, its regional office, and by Health Authorities, accounts for an astronomical 88 percent of health expenditures (Anderson & Hussey 2000). Great Britain operates an almost entirely tax-financed health system in which funding for healthcare is primarily obtained from general tax revenues and national insurance contributions (Adeniran 2004). Budgets are centrally set, and expenditures are not allowed to exceed the level of funding allocated for healthcare (Adeniran 2004).

In 1997, the new Labour government shifted from the internal market to integrated care, partnership, and long-term service agreements between providers and purchasers (Anderson & Hussey 2000). Responsibility for health legislation and general policy matters rests with Parliament at Westminster (Anderson & Hussey 2000). The government sets an annual budget for the NHS; in order to control utilization and cost, it is in charge of and runs physicians training, capital expenditure, pay, and purchaser budgets (Anderson & Hussey 2000). Due at least partially to the universality of its healthcare system, there are waiting lists (Anderson & Hussey 2000). 

Great Britain, in fact the United Kingdom as a whole, spends the least per capita in U.S dollars amongst developed countries (Anderson & Hussey 2000). Rationing of care has been the primary mechanism utilized to remain within budget constraints (Adeniran 2004). In addition, a centralized administrative system results in lower overhead costs (Anderson & Hussey 2000). Other cost control mechanisms include a drive for clinically cost-effective care, formal efficiency targets, and benchmarking (Anderson & Hussey 2000). 


With regards to services publicly funded coverage includes preventative services, inpatient and outpatient hospital care; physician services, inpatient and outpatient drugs, dental care, mental health care and rehabilitation (Anderson & Hussey 2000). Individual’s health risks are not considered for the amount contributed for the respective service (Adeniran 2004). 


However, private insurance does play a role, albeit a very minor one, in arguably the country with the highest and most comprehensive system of socialized medicine amongst highly-populated developed nations. It covers 12 percent of the population and accounts for 4 percent of health expenditures (Anderson & Hussey 2000). A mix of for-profit and not-for-profit insurers covers private medical care, which plays a complementary role to the NHS. Private insurance offers choice of specialists, avoidance of queues for elective surgery, and higher standards of comfort and privacy than the NHS (Anderson & Hussey 2000). Finally, there are patient co-payments that are marginal both in their scope and in the contribution they make to the healthcare budget (Klein 1998).
Great Britain Healthcare System’s Impact on Access to Care
The British’ single-payer, national healthcare system in the form of comprehensive socialized medicine has impacted access to care in a variety of ways. The data appears to show that in areas such as waiting periods, the lengthy waiting times in Canada are even worse in Britain. However, in other areas such as affordability, the somewhat low costs of the Canadian system are even better in Great Britain. In fact, in an article comparing strictly America and Great Britain, Rita Adeniran (2004) stated that the healthcare approach of Great Britain, in fact the entire United Kingdom to healthcare delivery emphasizes equality first and consumer rights last. Waiting for long periods of time is a major access issue for the Great Britain (Adeniran 2004). This is at least somewhat due to the fact that the public healthcare budget itself is a ceiling (Brown 2003). In Great Britain, these public constraints generated highly controversial waiting lists, but this problem is partially reduced because these are mainly limited to elective referrals to specialists (Brown 2003). However, adults in Great Britain were the least likely to report cost-related problems in accessing health services (Adeniran 2004).There are also areas, where the impact on access to care is mixed, meaning good and bad.


In Great Britain, access to care is a right of residence (Klein 1998). Patients have the freedom to choose a general practitioner (Anderson & Hussey 2000). There are few cost-sharing arrangements for covered services such as dentistry and outpatient drugs. Out-of-pocket payments account for only 8% of healthcare expenditures (Anderson & Hussey 2000).


In terms of access to physicians, the United States has 2.7 physicians per 1,000 population, while Great Britain has only 1.7 physicians per 1,000 population, which was the lowest out of all the countries measured (LeGrand 2002). Having the lowest physician to population ratio in the developed world seems to have had a negative impact on access to care in a variety of ways. For example, it has the lowest annual physician visits per capita at 5.9 per year (Anderson & Hussey 2000). Also, it has the longest average waiting time to get care at 2.2 months, while Canada and the United States averaged 1.5 and 0.9 months respectively (Anderson & Hussey 2000). This appears to be mainly due to the statistically staggering 1.3 million Britons on waiting lists (Klein 1998). In fact, as the NHS waiting lists continues to grow, the number of patients receiving treatment in the private sector rose from 700,000 in 1977 to more than 1 million in 2001 (Adeniran 2001). 


Problems with hospitals such as shortage of beds and waiting periods are also fairly transparent in the British socialized healthcare system. Great Britain has the lowest number of acute hospital beds per 1,000 people at 2.4 (Anderson & Hussey 2000). The hospitals are mainly semiautonomous, self-governing public trusts that contract with groups of purchasers like Primary Care Groups and Trusts, as well as health authorities on a long-term basis. As a whole, the United Kingdom has the 3rd highest hospital expenditures per day, yet simultaneously has the lowest per capita expenditures on hospital care (Anderson & Hussey 2000). The shortage of nursing home beds means that there are difficulties of discharging elderly patients from the hospital, leading to hospitals’ being unable to take new admissions (LeGrand 2002). Also, 38 percent of hospitalized Britons reported waiting for 4 months or more for their “elective” surgery (Adeniran 2004). Although this was an improvement in accessibility for the Britons, it was still a longer waiting period than any of the other four countries surveyed (Adeniran 2004). 13 percent of Britons reported it was extremely difficult to see a specialist, and 11 percent of the ABOVE-average income respondents reported that they were often unable to receive care because it was not available where they lived (Adeniran 2004). In fact, one study reports that 92 percent of British physicians compared to only 1 percent of American physicians said a 65 year-old who required a routine hip replacement would have to wait more than six months (Blendon, Schoen, & Donelan 2001). 


However, when access to care had anything to do with cost, Great Britain’s single-payer system of socialized medicine was very affordable, especially in comparison to the United States. In a study that analyzed equity in healthcare among five high-income developed countries, which included Canada and the United States, Great Britain fared very well for the most part. For example, with regards to the percentage of respondents saying it is extremely, very, or somewhat difficult to get care, only 17 percent of below-average income British answered “yes” (Schoen, Davis, & Desroches 2000). This was the lowest percentage of all 5 industrialized countries in the study; in the United States, 48 percent answered “yes,” which was by far the highest (Schoen, Davis, Desroches 2000). Also, as far as percentage of respondents who had problems paying medical bills in the past year, both below-average income and above-average income Britons reported the least difficulty at 4 and 2 percent, respectively (Schoen, Davis, Desroches 2000). Both below-average income and above-average income Americans reported the most difficulty at 30 and 9 percent, respectively (Schoen, Davis, Desroches 2000). The noticeable discrepancy between below-average income Americans in comparison to above-average income Americans pertaining to problems associated with costs was apparent throughout the research. Below-average income American adults have been twice as likely to report not being able to obtain needed care and 3 times more likely to have difficulty obtaining it (Adeniran 2004). Also, 26 percent of American respondents reported not filling their prescription due to cost, and 35 percent did not receive dental care for reasons associated with costs (Adeniran 2004). Under the comprehensive, socialized single-payer healthcare system in Great Britain, both prescription drugs and dental care are covered, so this has seemed to be a non-issue there.


Physicians in Great Britain were far less likely than physicians in the United States to report that their patients had problems associated with costs. Only 23 percent of British physicians said they were “very concerned” that patients will not be able to afford the care they need, while 52 percent of Americans expressed that sentiment (Blendon, Schoen, & Donelan 2001). The statistic that showed the largest discrepancy was that only 26 percent of British physicians said their patients would find it very cumbersome to afford out of pocket costs, while a far greater 61 percent of American physicians shared this perspective (Blendon, Schoen, & Donelan 2001). Interestingly enough, although the British single-payer system provides much more comprehensive coverage than the Canadian healthcare system, only 19 percent of Canadian physicians surveyed stated their patients would have difficulty affording out of pocket costs, while as stated earlier, 26 percent of British physicians shared this view (Blendon, Schoen, & Donelan 2001).

Having said that though, there were some statistics that pertain to the British socialized healthcare system, which is very similar to those in our far different American healthcare system. For example, 39 percent of British physicians and 36 percent of American physicians stated their patients do not often receive preventative care (Blendon, Schoen, & Donelan 2001). The same survey reported that 83 percent of British physicians and 85 percent of American physicians said a woman with an ill-defined mass but not adenopathy would be able to get a breast biopsy within two weeks (Blendon, Schoen, & Donelan 2001). Also, an identical 26 percent of both American and British physicians said their patients lack access to the newest drugs and/or technology (Blendon, Schoen, & Donelan 2001). Lastly, a fairly similar percentage of Britons and Americans reported it was very difficult to obtain care on nights and weekends at 33 and 41 percent, respectively (Adeniran 2004).

The research gathered so far generally shows that the British single-payer system of fully-blown socialized medicine impact on access to care has an even larger discrepancy in comparison to the United States than the single-payer system in Canada, the latter being only socialized insurance, one that is not as comprehensive in terms of coverage as the British healthcare system. On one hand, when the impact on access to care is defined by problems with access due to waiting periods and shortages such as hospital beds, the current system in Great Britain appears to fare poorly compared to other highly-populated developed nations. On the other hand, when impact on access to care is measured by cost-issues, for the most part, socialized medicine in Great Britain has seems to significant benefits, especially for the economically disadvantaged. Finally as stated earlier, there are some areas where the British healthcare system and the American healthcare system, which could hardly be more different, show similar results.

Great Britain National Healthcare System’s Impact on Physicians & Nurses
Surprisingly, although the British single-payer healthcare system of socialized medicine is radically different than our current American healthcare system, there was a rather substantial amount of semblance on the two respective countries’ healthcare systems impact on physicians. Not surprisingly, there were some major differences, too, and also some impact on physicians that Britain’s single-payer system of socialized medicine was rather unique.

A common problem voiced by American physicians is that patients must generally get referrals from primary care physicians before patients can see them. Virtually all of the data repeatedly confirmed, and often explicitly so, that in Great Britain, “general practitioners act as gatekeepers and are brought together in Primary Care Groups”-with budgets for all care of enrolled populations, as well as Primary Care Trusts with both, budgets for their enrolled populations, and with the added responsibility for the provision of community services. (Anderson & Hussey 2000). In Great Britain, general practitioners have the status of self-employed business persons under a rather vaguely-worded contract for services to the NHS (Harrison 2002). It states, “A doctor shall render to his (sic) patients all necessary and appropriate personal medical services of the kind usually provided by general medical practitioners” (Harrison 2002). 


As far as payments, physicians are paid directly through a combination of methods, specifically, salary, capitation, and fee-for-service (Anderson & Hussey 2000). For the few British physicians who are in private practice, they set their own fee-for-service rates, but are not generally reimbursed by the public system (Anderson & Hussey 2000). Specialist physicians, who are called consultants in Great Britain, may supplement their salary by treating private patients (Anderson & Hussey 2000). In Great Britain, physicians’ organizations and individual hospitals bargain directly with government agencies (Anderson & Hussey 2000). 


Another increasingly growing concern of physicians in the United States is the skyrocketing costs of medical practice. In their article, the authors found that growths of malpractice claim, in terms of both frequency and severity, were similar in Great Britain and the United States, at least until the 1990’s (Dewees, Coyte, & Trebilock 1991).


On the surface, the most major difference between physicians’ practices in the United States in contrast to those in Great Britain was financial compensation. Physicians in the United States earn the highest level of financial compensation averaging $190,000 annually (Reinhardt, Hussey, Anderson 1999). In the United States, physician to employee pay ratio was 5.5 to 1, while in Great Britain, it was 1.4 to 1 (Reinhardt, Hussesy, & Anderson 1999).

As stated earlier, this seemingly large disparity appears most noticeably on the surface; but the authors presented some facts to show why this occurs. First, the increasingly exorbitant cost of medical school is completely paid for in Great Britain, while the overwhelming majority of medical students in the United States must pay for their own medical education (Reinhardt, Hussey, & Anderson 1999). Also, physicians in Great Britain face a powerful single buyer, which of course, is the government (Reinhardt, Hussey, & Anderson 1999). There is no form of competition there. Finally, in our market system American physician rates are roughly at parity, if not less than equally able and skilled workers in other professions such as business, law, and technology (Reinhardt, Hussey, & Anderson 1999).

As a whole, some of the positive impacts of the Canadian national healthcare system on physicians’ practices in comparison to the United States appear to be less noticeable in Great Britain, while some are not. Of course, there seem to be some advantages in practicing in the United States over both countries.
With regards to another group of medical professionals, which are nurses have been increasingly in demand in the developed world. The British National Health Service (NHS) has planned growth in the size of the nurse workforce (Aiken, Buchan, Sochalski, Nichols, & Powell 2004). In 2002, they received more foreign nurses than from education sources within Great Britain (Aiken et al. 2004).
British Healthcare Systems Impact on Quality

Again, it is important to note that some of the statistical indicators that are often attributed to the quality of healthcare, are at least somewhat shaped by factors outside of healthcare such as lifestyle choices. Diet, rates of obesity, and drug addiction are some of them that have an impact, albeit debatable on its extent. Some of these statistical indicators are better in Great Britain, some are worse, and some are approximately equal. In terms of both lower infant mortality rates and higher life expectancy, the United Kingdom as a whole fares better than the United States 5.9 vs. 7.2 on the former indicator, 71.7 vs. 70.0 on the latter one (Anderson & Hussey 2000). However, when Great Britain is compared to Canada, the Canadians have both, a higher life expectancy, as well as a lower infant mortality rate (Anderson & Hussey 2000).


With regards to statistics more attributable to the healthcare system, out of the 3 international countries measured, and also our own, the results of the British healthcare system are once again, mixed. In terms of responsiveness of the healthcare system, the British healthcare system of socialized medicine appears to perform quite poorly, ranked 26th in the world (Anderson & Hussey). The United States was ranked 1st, Germany was ranked 5th, and Canada was ranked 7th (Anderson & Hussey 2000). On the other hand, when ranked for their respective healthcare systems overall performance, out of the four countries, Great Britain fares well, ranked 18th, Germany was ranked 25th, Canada was ranked 30th, and the United States was ranked at 37th (Anderson & Hussey 2000). When ranked according to fairness of financial contributions, Great Britain ranks higher than Canada, and far higher than the United States, but lower than Germany (Anderson & Hussey 2000). Lastly, in terms of the percentage of respondents who were satisfied with healthcare system, Great Britain fared comparatively well at 57 percent, above Canada at 4 percent, as well as the United States at 40 percent, but just barely below Germany, which has a 58 percent satisfaction (Anderson & Hussey 2000).


In his article, Dr. Rajan Madhok (MB, MSC, FRCS, FFPHM) gave an overall satisfactory report of the British national healthcare system as of January 2002, but listed the following concerns:

· Nearly 10,000 people are reported to have experienced serious adverse reactions to drugs (Madhok 2002).

· 400 people die or are seriously injured in adverse events involving medical devices (Madhok 2002).

· Around 1,150 people who have been in recent contact with mental health services commit suicide (Madhok 2002).

· NHS pays approximately $400 million to settle clinical negligence claims and has a potential liability of around $2.4 billion (Madhok 2002).

· Hospital-acquired infections-around 15% of which may be avoidable-are estimated to cost the NHS nearly $1 billion (Madhok 2002).
While it seems there are some bad signs of the quality of healthcare, it is important to note that the author did not explicitly attribute his findings to be products of socialized medicine in Great Britain. In the 24 comparisons made between what Americans physicians reported in comparison to Great Britain, 13 statistics favored the healthcare system in the United States by a statistically significant margin, 6 favored the British national healthcare system of socialized medicine, and 5 were roughly equal. Two categories which heavily favored American healthcare directly pertained to medical errors. Only 3 percent of British physicians thought their hospitals did an excellent, while 15 percent of Americans thought so (Blendon, Schoen, Donelan 2001). In terms of negatives, 56 percent of British physicians thought their hospitals did a fair or poor job at finding and addressing medical errors, while only 30 percent of American physicians thought so (Blendon, Schoen, & Donelan 2001). However, this may be partially due to a statistic, which American healthcare fared worse than the British system. 41 percent of American physicians said they were discouraged from reporting or not encouraged to report medical errors, as opposed to only 31 percent of British physicians. 

Another area where it seemed as if British physicians conveyed a more urgent sense of need relates to the use of electronics. As far as quality of information, 88 percent of British doctors as opposed to only 42 percent of American physicians thought electronic prescribing of drugs would help (Blendon, Schoen, & Donelan 2001). Also, 66 percent of British doctors, but only 49 percent of American doctors stated that electronic patient information would significantly help the quality of information (Blendon, Schoen, & Donelan 2001).

In terms of issues dealing with facilities and equipment, American physicians gave a far more positive view than their British counterparts. Only 5 percent of British physicians thought emergency room facilities were excellent, while 26 percent of Americans thought so of theirs (Blendon, Schoen, & Donelan 2001). A whopping 47 percent of British physicians reported shortages of hospital beds, while only 8 percent of American physicians stated this (Blendon, Schoen, & Donelan 2001). In what was the biggest statistical discrepancy, one which favored the American healthcare system, roughly 79 percent of British physicians reported a shortage of hospital beds, while only 12 percent of U.S. physicians said so (Blendon, Schoen, & Donelan 2001). An overwhelming majority of British physicians as opposed to comparatively very few American physicians report an inadequate supply of the following: medical specialists (62% to 13%), home care (66% to 24%), and long-term care & rehab facilities (81% to 35%).


Another area where the American healthcare system outperformed its British counterpart was supply of vital workers in a countries healthcare system. A substantial 45 percent of British physicians thought nursing staff levels were poor, while only 12 percent of physicians in the United States thought so (Blendon, Schoen, & Donelan 2001). Also, although the percentage of physicians that are general practitioners in Great Britain is far higher than in the United States, 44 percent of British physicians said there were not enough general practitioners, while only 19 percent of American physicians agreed (Blendon, Schoen, & Donelan 2001). Furthermore, unlike contradictory finding of better access to general practitioners in the United States despite of a lower ratio of general practitioners in the United States, in terms of access to specialists, here the higher specialist ratio in the United States in comparison to Great Britain resulted in better ratings. 71 percent of British doctors as opposed to only 48 percent of American doctors thought better access to specialized care would improve the quality of care (Blendon, Schoen, & Donelan 2001). 

Also, in another vastly statistical gap between the two countries, 84 percent of British physicians reported problems regarding limitations on or long waits, while roughly 1/3 the percentage of American physicians, or 27 percent of American physicians shared this viewpoint Blendon, Schoen, & Donelan 2001). By not as wide a margin, 51 percent of British physicians reported limitations on hospital care, while a somewhat noticeably less percentage of American physicians reported this problem (Blendon, Schoen, & Donelan 2001). Another aspect pertaining to the functional quality of healthcare which the American healthcare system outperformed the single-payer British system by a statistical landslide was long waiting lines for surgical or hospital care: only 7 percent of Americans reported this, while an astronomically higher 77 percent of British physicians reported this perspective (Blendon, Schoen, & Donelan 2001). Furthermore, 62 percent of British physicians said they did not have enough time for their patients, while a somewhat less 42 percent of American physicians said so (Blendon, Schoen, & Donelan 2001). Lastly, 68 percent of British physicians were very concerned that patients have to wait longer than they should for medical treatment, while only 41 percent of Americans physicians said so (Blendon, Schoen, & Donelan 2001). 

However, in terms of what recent years have been like in delivering a high level of quality, as well as the near future, on ALL  three statistics the authors surveyed, a higher percentage of American physicians reported a decline than British physicians. 57 percent of physicians in the United States said their ability to provide quality care has gotten worse in the past five years, while a slightly lower 46 percent of British physicians reported this decline (Blendon, Schoen, & Donelan 2001). Also, only 15 percent of American physicians believe their ability to provide quality care has improved in the past 5 years, while a somewhat higher 25 percent of British physicians expressed this sentiment (Blendon, Schoen, & Donelan 2001). Lastly, in terms of the future, 53 percent of American physicians were “very concerned” that the quality of care will decline, only 39 percent of British physicians thought so (Blendon, Schoen, & Donelan 2001). It appears that in recent years, a higher percentage of American physicians are dissatisfied with the status quo than previously, while not as high a percentage of British physicians feel their healthcare system of comprehensive socialized medicine has declined.


Not surprisingly, as the research seems to continually show, the one area where all statistical comparisons show the British single-payer national healthcare system being significantly beneficial, which in this case pertains to its impact on quality of care is AFFORDABILITY. Literally, every statistical indicator pertaining to do with quality of care being affected by cost revealed a decisive advantage for the British single-payer system of full-blown socialized medicine. On problems associated with cost, as far as having patients not being able to afford necessary prescription drugs, 48 percent of American physicians thought so, while roughly comparatively only 1/5 that number, or 10 percent, of British physicians state this (Blendon, Schoen, & Donelan 2001). Also, on limitations on drugs one can prescribe due to costs, as well as external review of clinical decisions to control them, American physicians were far more likely to express this thought, 41% to 8%, and 37% to 19%, respectively (Blendon, Schoen, & Donelan 2001). The patients in both countries confirmed their respective nations on this issue. As far as percentage of respondents who rated the care they received at the most recent doctor visit as fair or poor, below-average income Britons said 17 percent, while a slightly higher 23 percent of American said so (Schoen, Davis, Desroches, & Donelan 2000). However, above-average income British, while an almost equal number of above-average income Americans thought it was fair or poor, 15 vs. 11 percent, respectively (Schoen, Davis, Desroches & Donelan 2000). Although, the data seems to indicate on affordability issues impeding the quality of care have been voiced by many in America, they are substantially worse for the economically disadvantaged.


There were a few statistical comparisons where the percentage of American physicians reporting something were very close, and in some case equal to the percentage of their British counterparts on that indicator. First, an equal share of British and American physicians thought being able to spend more time with patients would improve the quality of care at 76 percent (Blendon, Schoen, & Donelan 2001). Also, close to equal percentages of doctors surveyed in both countries thought the following would improve the quality of information: 1)comparisons of medical outcomes of selected procedures, 2)treatment guidelines or protocol, 3)reports from patients and families about satisfaction with care, and 4)profiles comparing doctors’ practices relative to peers (Blendon, Schoen, & Donelan 2001). Finally, roughly equal percentages of doctors in both countries thought improved systems for reducing medical errors, better nursing or home care follow-up after discharge, and better access to preventative care and patient education would all improve the quality of care (Blendon, Schoen, & Donelan 2001).


Most of the data shows that by most measures of quality of care, the American healthcare system has significant advantages over the British single-payer national healthcare system of full-blown socialized medicine, both in number and degree. However, the data shows in recent years, the quality of healthcare in America has had a sharper drop than in Great Britian. The key problem in the United States is making the quality of care more affordable.
Australian HealthCare System
Policy Framework & Setup

Australia, a English speaking country that is also a continent is a less populated version of Britain in terms of culture, yet its healthcare system, while similar to Britain, incorporates some aspects of the Canadian hybrid, too. Coverage is universal, and consists of a variety of services (Anderson & Hussey 2000), which I will discuss in more detail in the section pertaining to the impact on access to care. Revenues are generated through National Health Insurance (Medicare) (Anderson & Hussey 2000). National health insurance is a requirement that is administered by the federal government (Anderson & Hussey 2000). It is funded by a combination of general tax revenue, a 1.5 percent levy on taxable income (which accounts for 17.3% of federal outlays on health), supplemented by state funds, and fees paid by patients (Anderson & Hussey 2000). The national government has the authority to dictate hospital benefits, pharmaceuticals, and medical services (Anderson & Hussey 2000). Yet, states are responsible for operating public hospitals and regulating all hospitals, nursing homes, and community-based general services (Anderson & Hussey 2000).  

However, the private sector also plays a large role in the delivery of the Australian healthcare system (Anderson & Hussey 2000). Private insurance is mostly non-profit insurers that cover aspects of healthcare where Medicare benefits and schedule fees for inpatient service are insufficient (Anderson & Hussey 2000; Donelan et al. 1999). Also, physicians may “balance-bill” (Donelan et. al 1999). It also offers a choice of specialists, and treatments in private hospitals. In terms of its scope, it encompasses 41 percent of the Australian population, as well as accounting for 10 percent of health expenditures (Anderson & Hussey 2000). Yet via rebate, the government pays 30 percent of private insurance premiums (Anderson & Hussey 2000).  
Cost-sharing in the Australian healthcare system is multi-pronged, but Medicare plays a disproportionally large role. It reimburses 75 percent of the scheduled fee for private inpatient services, and over 80 percent of ambulatory services (Anderson & Hussey 2000). Still though, it falls far short of Britain’s healthcare system of “fully blown” socialized medicine in a variety of ways. This is especially true with regards to the role of physicians and their respective practices along with the level of individual responsibility of the patient. In Australia, 17 percent of healthcare expenditures come from out-of-pocket payments (Anderson & Hussey 2000). 

There are also some important policies of the Australian healthcare system that pertain to hospitals (Anderson & Hussey 2000, 2001). First, they are generally public, and run by the states (Anderson & Hussey 2000, 2001). Yet, the states pay for public hospitals with assistance from the federal government that is generally negotiated through 5 yearly agreements (Anderson & Hussey 2000).
Australian National Healthcare System’s Impact on Access to Care

Australia controls it healthcare costs through a combination of global hospital budgets, limited diffusion of technology, and waiting lists (Anderson & Hussey 2000). These all have positive impacts on access to care in terms of cost, but negative impacts on access to care in terms of availability and responsiveness. On care problems, Australian doctors were least likely to report that their patients lack access to newest drugs or technology (Blendon et al. 2001), which was also contrary to what I expected. I hypothesized that on issues of technology, America would always lead the way. 

With regards to access of care, there was a discrepancy between below-average income and above-average income on most measure, with the above-average consumers generally faring better. Australia ranked first in terms of gap between below-average income residents and above-average income residents being the smallest. Also, for below-average income consumers of all countries in that study, as well as this one, as far as measuring access to care by how difficult it is to see a specialist, only 14 percent of below-average income Australians reported major difficulty, which ranks them 1st (Blendon et al. 2002). Furthermore, in not even one category did below-average income Australians and their above-average income counterparts rank as the worst. In another set of examples to measure, which is in this case is waiting periods, with America being the sole exception, Australian waiting periods were shorter than Canada and Great Britain in both 1998 and 2001 (Blendon et al. 2002).           

Australian National Healthcare System’s Impact on Physicians & Nurse

It is with regards to this aspect that Australia is far different from their counterparts in Britain. Most of the research on Australian physicians demonstrates that they have a great deal of autonomy. First, although government sets the fee schedules, doctors are allowed to charge above them, or directly bill the government when there is no patient charge (Anderson & Hussey 2000). In fact, a staggering 70 percent of medical services are direct billed (Anderson & Hussey 2000). Even with regards to private insurance, doctors can bill above the scheduled fee (Anderson & Hussey 2000). Doctors that are employed to serve public outpatient hospitals are either salaried or paid on a per-session basis (Anderson & Hussey 2000). Regardless though, they may still have private practices and fee-for-service income (Anderson & Hussey 2000). The main drawback is that government policy restricts the number of medical students, as well as Medicare-licensed providers (Anderson & Hussey 2000).
Australian National Healthcare System’s Impact on Quality of Cares
Using survey research of doctors, nurses, hospital administrators, and patients, a multi-faceted database can show the relative assessment of the quality of care in Australia. In a survey of physicians, the percentage of Australian physicians who think that their ability to deliver high-quality care has plummeted, were lowest in comparison to America, Canada, and Great Britain (Blendon et al. 2001). With regards to the performance of hospitals in which they practice on issues, Australian physicians were generally in the middle; the other countries traded rankings depending on the issue being measured (Blendon et al. 2001). As far as inadequate resources, like physicians in Canada and Great Britain, Australia fared badly in comparison to America (Blendon et al. 2006) However, in comparison to Canada and Great Britain, Australia was generally not as bad. Yet, on quality issues linked to costs, American doctors were far more likely to report problems than Australian ones (Blendon et al. 2001). Also, on some measures of quality like limitations in ordering diagnostic tests or procedures, patients affording drugs, or limitations on prescriptions, Australia ranked very high as did Great Britain. Contrary to what I expected, Australian physicians were least likely to report that their patients get sicker to get the healthcare they need due to costs (Blendon et al. 2001). I had hypothesized that on all cost of care issues, Great Britain would fare best.  
Explaining data from perspectives of patients is also important, and some studies are entirely focused on them (Schoen et al. 2005; Donelan et al. 1999; Blendon et al. 2001). Like Canada, Australia’s healthcare system has been experiencing a tremendous loss of public support (Donelan et al. 1999). In terms of patients reported that the medical care they and their family received in the past 12 months was either “excellent” or “very good”  was the highest in both Canada and Australia both whose combined percentage of  “excellent” or “very good” was 54 (Donelan et al. 1999). Also, like Canadians, 84 percent of Australian said the time spent with their doctor was “about right,” which was 10 percentage points higher than Americans (74 percent). In another study, based on reports of quality ratings of physicians, they tended to be highest in Australia (Blendon et al. 2006).    

In a more quantitative form of data analysis, using the same (Hussey et al. 2004) study discussed earlier, I examine quality of care in Australia. For example, with regards to acute myocardial infarction (AMI) fatality rates in Australia are the lowest (Hussey et al. 2004). Another example of measuring quality of care, which is based on ischemic stroke, Canada had lower fatality rates than Australia (Hussey et al. 2004).  
Once again, there a quite a few studies on healthcare that measure quality of care on outcomes of avoidable events (Hussey et. al 2004). Anderson and Hussey (2000) define avoidable outcome as the rates of certain health outcomes that could have been prevented had appropriate care been delivered. Here Australia fares relatively well, some disease rates were worse than others (Hussey et al. 2004).

Again, other measures used to judge quality of care are lifestyle issues where their maybe an association not causation, or a confounding variables. These include lifespan, body mass index, weight, rates of healthcare issues where genetics play a large role, as well as ones where discrepancies in economic status are a major factor (example: infant mortality rate). The infant mortality rate in Australia of 5.2 falls in the middle (Anderson & Hussey 2000). In terms of measuring quality by using disability-adjusted life expectancy, out of the selected high-income OECD countries, Australia ranked 2nd (73.2 years), which was only below Japan (74.5 years). 
German HealthCare System
Policy Framework & Setup


In terms of the level of government involvement, the national healthcare system in Germany falls in between the American healthcare system and the British healthcare system of “fully blown” socialized medicine (Jost 1998). Everyone is eligible to participate in the government system (Anderson & Hussey 2000). Yet, individuals above a determined income level have the right to obtain private coverage with premiums based on actuarial risk, which is based on age (Himmel et al. 2000); Anderson & Hussey 2000). There are some interesting similarities between the German and Canadian healthcare systems, respectively. Virtually every German has comprehensive health insurance (Jost 1998; Anderson & Hussey 2000; Himmel, Dieterich & Kochen 2000). In terms of services, the benefit package that have been covered include preventative services, inpatient and outpatient hospital care, physician services, mental healthcare, dental care, prescription drugs rehabilitation, and sick leave compensation (Cooper & Taylor 1997; Anderson & Hussey 2000). In fact, in the 1990s, Germany expanded its health insurance program to include long-term care (Jost 1998). With regards to long-term care, maximum expenditures per person are capped at levels that vary by disability level, as well as institutional status. The more severe the disability level, the higher the benefit amount (Anderson & Hussey 2000). Germany’s social insurance program also covers extensive institutional and home-care services (Anderson & Hussey 2000).  However, nursing home coverage does not cover room and board or capital costs; residents are responsible for no less than 25 percent of the costs of nursing home care (Anderson & Hussey 2000).
The revenues for the German national healthcare system are generated through the government program called the Sickness Insurance Funds (Anderson & Hussey 2000; Jost 1998; Himmel et al. 2000). As a whole, SIFs are compromised of approximately 600 autonomous, non-profit and non-governmental bodies, yet are regulated by the German federal government (Anderson & Hussey 2000; Jost 1998). In contrast to governmental insurance programs in other countries, these German SIFs do not build capital reserves, but rather operate on a pay-as-you-go basis (Anderson & Hussey 2000; Jost 1998). German law mandates that SIFs are prohibited from accumulating financial resources beyond three consecutive months (Anderson & Hussey 2000). If they do this despite the legal statute, premiums must be lowered, while if reserves are depleted, premiums must be increased (Anderson & Hussey 2000). Premiums collected by the SIFs are turn over to 19 regional physician associations, which in turn reimburse physicians (Himmel et al. 2000) Another mandate are payroll contributions, approximately 14 percent of wages; employers and employees each pay 50 percent of the contribution from their pensions, while the other 50 percent is paid by their pension fund (Anderson & Hussey 2000; Wahner-Roedler, Knuth, & Juchems 1997) 
SIF’s cover approximately 90 percent of the German population (Anderson & Hussey 2000; Jost 1998; Birkner 1998) while the unemployed, the homeless, and immigrants are covered through a special sickness fund financed through general revenues (Anderson & Hussey 2000; Jost 1998). These funds must be sufficient to cover the healthcare expenditures of all of their members (Anderson & Hussey 2000). With the sole exception of maternity related payments, no additional funding is received from the government (Himmel et al. 2000; Wahner-Roedler et al. 1997). SIF’s accounted for 81 percent of healthcare expenditures in Germany (Anderson & Hussey 2000). However, while the German federal government regulates SIFs, it has been increasingly willing to reduce its interventions in favor of a self-regulating system (Anderson & Hussey 2000; Himmell 2000).

Although the German national healthcare system has not had major reforms since its creation a century ago, there have been several cost containments policies. In the 1990’s, healthcare reforms included the following: “1) increased competition among sickness funds, 2) innovative contract models for sickness funds and providers, 3) the integration of ambulatory and hospital care, 4) the introduction of a per-admission hospital payment system, 5) the control of physician supply, and 6) moderate cost-sharing provisions” (Anderson & Hussey 2000). Aside from reducing the cost of prescription drugs, other cost-containment acts have included a co-payment by the patient for spa treatment, dentures, and medical devices (Anderson & Hussey 2000).  In terms of this last feature about what the patients are responsible for, out-of-pocket payments account for 11 percent of health expenditures (Anderson & Hussey 2000). 
However, even though the German national healthcare system is quite comprehensive, there is a fairly significant amount of private insurance that individuals are allowed to purchase (Cooper & Taylor 1997). Private insurance provides health insurance based on voluntary, individual contributions, and covers roughly 8% of the population such as the affluent, self-employed, and civil service (Anderson & Hussey 2000). It accounts for about 8% of healthcare expenditures (Anderson & Hussey 2000). 
German Healhcare System’s Impact on Access to Care

The German single-payer national healthcare system seems to have a variety of impacts on access to care. First, all residents are eligible to participate in the public healthcare system (Anderson & Hussey 2000; Cooper & Taylor 1997). In fact, the law mandates that all persons (up to a certain income) have health insurance (Wahner-Roedler et al. 1997). Individuals above a certain income level have the right to obtain private coverage. Less than 0.5% of the population has no coverage; these almost exclusively people with very high incomes that have opted out of the system (Anderson & Hussey 2000; Cooper & Taylor 1997). However, once patients have opted out of the system, they cannot ever return to the state’s funds (Cooper & Taylor 1997). Like its system of progressive taxation, contributions to its Sickness Insurance Funds also operate according to income. Individual persons receive necessary healthcare services, but they contribute to the sickness fund only according to their income (Anderson & Hussey 2000; Wahner-Roedler et al. 1997). Also, the contributions to the sickness funds are independent of health risk and independent of the number of family dependents. Germans also have the freedom to choose an ambulatory care physician (Anderson & Hussey 2000; Wahner-Roedler et al. 1997).
Germany also provides coverage for population groups outside regular German citizens. Immigrants and persons seeking asylum receive basic healthcare according to the asylum application benefit law (Wahner-Roedler et al. 1997). As soon as they become employed, they receive the same insurance coverage as German citizens. Another specific group that receives fairly comprehensive coverage is the chronically ill. They receive ALL benefits of the statutory health insurance, but only as long as they are appropriate, economically feasible, and do not exceed standard necessity (Wahner-Roedler 1997). 

In comparison to the other countries in the study (Canada and Great Britain) and the United States, Germany fares pretty well when pertaining to access to care. In terms of the number of practicing physicians per 1,000 people, Germany had the highest at 3.5, while the United States has 2.7. Also, out of the four countries, Germany had the highest number of acute hospital beds per 1,000 population at 7.0, which was far higher than the United States (3.1), Canada (2.9), and Great Britain (2.4), respectively (Anderson & Hussey et al. 2000) . With regards to the average number of annual visits to physicians, at 6.5, Germany was barely lower than Canada, which was 6.6, but better than the United States at 6.0, as well as Great Britain at 5.9.

In terms of measuring access to care by costs, on per capita expenditures on hospital care, Germany spent $784, which was significantly less than the United States, somewhat less than Canada, but more than Great Britain. As far as healthcare expenditures per capita in general, Germany had the 2nd highest at, $2,424, which was very close to Canada ($2,312), far below the United States ($4,178), but substantially higher than Great Britain ($1,461) (Anderson & Hussey 2000). Yet, except for American, drug prices in Germany are higher than the other countries in this study.
It seems as if the German single-payer national healthcare system is similar to the Canadian system, each having similar advantages and disadvantages versus the American healthcare system, as well as the British system of full-blown socialized medicine.

German Healthcare System’s Impact on Physicians & Nurses
Germany’s national healthcare system appears to have both positive and negative impacts on its physicians. An advantage for physicians in Germany is that unlike managed care in the United States, as well as Great Britain’s system of socialized medicine, general practitioners in Germany have no formal gatekeeper function (Anderson & Hussey 2000). Private physicians are paid on a fee-for-service basis, while hospital based physicians are paid a fix salary by the hospital and at a level based on specialty and seniority (Anderson & Hussey 2000). In order to receive reimbursement, generalists and specialists in Germany who provide ambulatory care must submit a list of all treatments that they have rendered during the quarter to their regional association (Wahner-Roedler et al. 1997). At the federal level, the Federal Association of Sickness Funds negotiates a fee schedule for all of the services provided by physicians. These fee schedules are relative value scales that are expressed in points per service provided. These point values are then translated into German marks by using the following formula:            
POINT VALUE=BUDGET/POINTS BILLED BY ALL PHYSICIANS 

The physicians bills points to his regional association of physicians and is reimbursed in currency. This reimbursement formula has led to a decrease in the relative income of German physicians (Wahner-Roedler et al. 1997).

Another reason for the decline in income amongst German physicians has been the increase in number of practicing physicians. This is partially due to the constitutional right of all qualified students to a state-subsidized education (Wahner-Roedler et al. 1997). This means by law, Germany cannot decrease the number of medical students. The large number of German physicians has had serious implications for physicians’ incomes because the amount of money contributed to the sickness funds must be split among the physicians who are members of a regional association of physicians. In 1996, the average income of German physicians was $135,000, which was very close to Canadian physicians’ average income of $125,000. This was substantially below the $200,000 average amongst American physicians, but well above the $60,000 average of British physicians (Wahner-Roedler et al.1997).
The impact of the German healthcare system’s policy on nurses appears to be positive. Out of the countries in that study, as well as this one, with the exception of Germany, a high percentage of nurses in all other countries were dissatisfied with their jobs (Aiken, Clarke, Sloane, Sochalski, Busse, Clarke, Giovannetti, Hunt, Rafferty, & Shamian 2001). Germany also had lowest percentage of nurses with a high level of burnout (Aiken et al. 2001). Also in terms of workforce management, this study reported that Germany ranked highest in terms of nurses participating in developing their own schedules at 69.4 percent, as well as highest in opportunities for advancement at 61.0 percent. In terms of recognition for good performance on patient care, once again, Germany ranks 1st at 48.5. With the exception of lacking the opportunity to participate in policy decisions, German nurses’ scores were never ranked lowest (Aiken et al. 2001).
German National Healthcare System’s Impact on Quality

In terms of how single-payer national healthcare in Germany impacts the quality of care, Germany generally fares well in comparison to the other countries in the study. Germany’s infant mortality rate is the lowest (4.9) in comparison to Canada (5.2), Great Britain (5.9), and the United States (7.2) (Anderson & Hussey 2000). As far as life expectancy, Germany ranked 22nd (70.4 years), slightly better than the United States, which was 24th (70.0 years), but lower than Great Britain, which was 14th (71.7 years), as well as Canada, which ranked the highest out of the five countries at 12th (72.0 years) (Anderson & Hussey 2000). Again, it is important that these measures of the quality of healthcare may be partially due to factors outside of the healthcare system such as obesity and smoking.

With regards to fairness of financial contributions, Germany ranked the highest at 4th, while Great Britain was 6th, Canada was 18th, and the United States was ranked as one of the worst by this measure at 54th. As far as the responsiveness of the healthcare system, Germany was ranked 5th, in between the United States (1st) and Canada (7th), and far better than Great Britain (26th). However, in terms of overall performance of the healthcare system, the rankings of the four respective countries were reversed. Great Britain was 18th, Germany 25th, Canada 30th, and the United States was 37th (Anderson & Hussey 2000). When pertaining to the level of satisfaction with their respective country’s healthcare system, Germany had the highest percentage of satisfaction out of the four countries at 58% (Anderson & Hussey 2000).. 
Japanese Healthcare System

Policy Framework & Setup


Like Australia, Great Britain, and Canada, healthcare coverage in Japan is universal (Anderson & Hussey 2000). Yet, the Japanese system is unique in a number of ways. It finances medical care through a pluralistic, social-insurance system, with mandatory enrollment based on employment or residential location, and premiums that are for the most part, proportional to income (Ikegami & Campbell 1995, 2004). Since the enactment of universal coverage in 1961, the Japanese system reduced differences among insurance plans and made the system more egalitarian, but the changes were incremental (Ikegami & Campbell 1999, 2004). The following are each specific part of the social-insurance system, which combined are pluralistic. First, there is the Employees’ Health Insurance System (EHI), which is roughly 1,900 non-profit, non-governmental, and governmental components (Anderson & Hussey 2000; Ikegami & Campbell 1999). EHI premiums are funded by compulsory payroll contributions (8% of wage(s), which are shared equally by employers and employees (Anderson & Hussey 2000). EHI has two prongs: 1) Company-Managed Health Insurance (CMHI): Covers employees of large corporations; and 2) Government-Managed Health Insurance (GMHI): Covers employees of large corporations (Anderson & Hussey 2000; Ikegami & Campbell 1999, 1995, 2004). 
There is also the National Health Insurance (NHI) that covers the self-employed, pensioners and their dependents, as well as trade associations (Anderson & Hussey 2000; Ikegami & Campbell 1999). Local governments are the insurers, while the central government covers about 50 percent of the costs (Ikegami & Campbell 1995, 2004). Premiums are set and adjusted on the basis of income, the number of individuals in the insured household, and assets (Anderson & Hussey 2000). Egalitarianism is a major principle in Japan (Ikegami & Campbell 2004, 1999, 1995), which in that regard, is similar to the British system, but as shown earlier, and showing later, the Japanese system is far different than Britain’s national healthcare system of “fully blown socialized medicine.” In Japan, benefits are virtually the same regardless of plans, and also contain all approved medical and surgical procedures, as well as prescription drugs, long-term care, dental care, and some preventative care (Anderson & Hussey 2000; Ikegami & Campbell 1999, 2004). Given that the different groups enroll people with vastly different income and risk levels, it seems hard to believe that insurers provide practically identical benefits across the group (Ikegami & Campbell 1999, 1995) Studies show that the answer lies mainly in two instruments for equalization, which are differential subsidies from tax revenues, and a pooling fund for the elderly (Ikegami & Campbell 1999, 1995). In order to address the revenue problem that resulted from the policy of free medical care for the elderly, the Japanese government responded by restoring a very small co-pay, and maybe more importantly, by mandating that other insurers to bear a fair share of these high costs, as opposed to making up the shortages from general revenues. 
Despite the multiple insurers, compensation for physicians all flow through a single channel (Ikegami & Campbell 1995; Anderson & Hussey 2000). This is the well-known (amongst healthcare scholars and healthcare-related employees) Japanese fee schedule, which applies to all residents, regardless of their health plans and where they received the care (Ikegami & Campbell 1999, 1995). The fee schedule explicitly lists every procedure and products that can be paid for by health insurance and sets their prices (Ikegami & Campbell 2004, 1995). In their most recent study, Ikegami and Campbell (2004) explain that revisions are politically negotiated between the government and providers, usually on a biennial basis. “Balance billing”, meaning billing the patient for fees not covered by insurance is banned, thus with a single exception, all revenues generated by all medical providers are determined by the fee schedule (Ikegami & Campbell 1995, 1999, 2004). Lastly, the fee schedule for almost every procedure is altered individually; no group of providers is rewarded or punished in the long-term (Ikegami & Campbell 1995, 1999).     
Japanese National Healthcare System’s Impact on Access to Care


Japan’s nation fee schedule healthcare system provides considerable freedom for a patient’s access to care. Any Japanese citizen can choose virtually any physician and/or hospital (Ikegami & Campbell 2004, 1999, 1995; Anderson & Hussey 2000).  In terms of measuring access to care by physician visits per capita, Japan has not only more than the U.S., 16.0 to 6.0, respectively, it has the highest physicians visits per capita out of the six countries in this study; In fact, Japan ranks 1st out of the 29 OECD countries (Anderson & Hussey 2001). This is also the case with hospital acute care beds per 1,000, with Japan 1st (16.5), over 5 times higher than America, and far more than Australia (4.0), United Kingdom (2.4) Canada (4.7) (Anderson & Hussey 2001). Even Germany that ranked 2nd in this regard, (7) had less than 50 percent of Japan (Anderson & Hussey 2001). With regards to sophisticated technology, which the study measured using the number of magnetic resonance imagers (MRI’s) per millions of persons in 1998, once again Japan was ranked 1st with 18.8, more than double America (7.6), and over triple for the 4 other countries in the study (Anderson & Hussey 2001). Yet, in terms of measuring access to care by waiting time, the Japanese have lengthy waiting periods (Ikegami & Campbell 1995). Also, their national healthcare system does not cover preventive health exams and normal deliveries (Cooper & Taylor 1997). In terms cost being a barrier on access to care, the overwhelming majority of studies, whether specifically focusing on Japan, or a comparative study on a variety of countries, most of the data show Japan has done remarkably well at keeping costs down (Anderson & Hussey 2001, 2000; Ikegami & Campbell 2004, 1999, 1995; Anderson, Reinhardt & Hussey 2003). However, the changing age structure, which basically means the growth of the elderly population will make cost a more difficult issue to contend with, but so far much less so than other countries in the study (Ikegami & Campbell 2004, 1999; Anderson & Hussey 2001; Anderson, Reinhardt, & Hussey 2003). According to scholars who have studied Japanese healthcare, keeping costs down is attributed to the fee schedule, showing how the independent variable about their country’s framework and healthcare policy affecting patient access to care (Ikegami & Campbell 2004, 1999). This system’s ability to keep costs down is remarkable given that there are financial incentives that encourage an overuse of lab tests, as well as “cutting edge” equipment and prescription drugs (Cooper & Taylor 1997).
Japanese National Healthcare System’s Impact on Physicians & Nurses

The healthcare system in Japan has impacted physicians’ and nurses’ practices in a variety of ways, and most appear to be good. Physicians have no gatekeeper function, nor red tape to go through in treating a patient (Anderson & Hussey 2000). Payments from the national fee schedule is what the providers use to pay operating and capital expenses (Ikegami & Campbell 1995). Physicians have the authority to decide for themselves about the appropriate treatments for patients (Ikegami & Campbell 1999). Furthermore, although claims are scrutinized retrospectively by a committee of physicians at the local level that precede reimbursement, the main purpose of the review is to prevent “frivolous” overtreatment, not to cast doubt on the physician’s decision (Ikegami & Campbell 1995). This help keep administrative costs down, as does the result being that providers in Japan incur half the administrative costs that American providers do (Ikegami & Campbell 1995). 
Also, the majority of hospitals are owned and operated by individual physicians; in fact, close to all of the hospitals got started as expansions of private practices (Ikegami & Campbell 1999, 1995). Private practitioners cannot attend patients in hospitals, while hospital physicians (other than the owner) are employed for a salary that has no relationship to their practice load (Ikegami & Campbell 1995).  Both practitioners of medicine and hospitals are covered by the same fee schedule, thus setting fees in basically the same way for both of them (Ikegami & Campbell 1999). The way the fees are structured is covering routine outpatient care is more generous to physicians than for those with high-tech inpatient care (Ikegami & Campbell 2004, 1999). As far as financial compensation, contrary to what I expected, Japanese physicians in private practice working, for the most part in primary care have approximately double the income of specialists, who are employed in hospitals (Ikegami & Campbell 1995). 
A whopping 80 percent of physicians in private practice and 89 percent of hospitals dispense their own medicines (Ikegami & Campbell 1995). Even to the current era, physicians and hospitals derive a substantial proportion of their income from dispensing drugs (Ikegami & Campbell 1995, 1999).  This has led to overprescribing, one reason why per capita expenditures on pharmaceuticals in Japan are actually higher than in the United States, $116 to $109, respectively (Ikegami & Campbell 1995). 
Japanese National Healthcare System’s Impact on Quality 


As far as the quality of care is measured by statistics and variables that have to do with lifestyle, Japan fares well. It is important to note these measures are at best, indirectly influenced by factors that have little to do with healthcare. In terms of disability-adjusted life expectancy, Japan not only ranks 1st (74.5 years) in this study, but also 1st in comparison to all countries in the original study (Anderson & Hussey 2000). Japan also ranked 1st (4.0%) when measuring rates of immortality (Anderson & Hussey 2000). In terms of responsiveness of the healthcare system, Japan ranks 2nd when comparing to other countries discussed in my study (Anderson & Hussey 2000). It was behind the United States, slightly ahead of Germany and Canada, and substantially ahead of Australia and Great Britain (Anderson & Hussey 2000). 
Combined Discussion

It appears that my 1-6 grading of the dependent variables is far too blunt and clear; the findings appear to be mixed on all variables. As far as hypothesis #1, regarding costs, America does generally rank as worst, yet on litigation, there appeared to be problems in other countries, too. Furthermore, contrary to my expectations, Great Britain was not always best in terms of costs. Canada, Germany, and Japan sometimes had fewer cost problems than Britain. With regards to highest quality for the least cost, Japan is by far the best, yet, on prescription drugs prices, Japan is even worse than America. In terms of practices of physicians, with the exception of salary, American physicians do not appear to have it best. Physicians in Germany, Canada, and Japan did well financially, and amongst primary care, Canada and Germany were relatively better, while in Japan, primary doctors are paid more than specialists. Also, in Germany and Japan, medical school is paid for, while in America, medical students often graduate with exorbitant loans to pay. Also, in some regards of physicians and nurses practices, the policy framework of countries yielding results appeared to be curvilinear contrary to my hypothesis. In the most privatized and socialized medical practices of America and Britain, respectively, primary care physicians are formal gatekeepers, while in the more hybrid systems of Canada, Germany, and Japan, access to physicians were far more simplified. Overall, nurses in countries such as Germany, Canada, Australia, and Japan fared well, while Britain and America did not fare well. With regards to efficiency, meaning getting the most for the lowest cost, Japan has proved to be the leader. Yet, in America, one benefit of high costs were there were very few problems with waiting periods or shortages in supplies such as hospital beds or technology. 

When using lifestyle indicators to measure quality, American healthcare fared terribly, while Japan and European countries did better. Again, this is not all because of problems in America’s healthcare system; rates of obesity are worst in America, and that often leads to healthcare problems. Yet, even in rankings such as infant mortality, which are more related to healthcare, America did not fare well, although neither did Britain. In this regard, my expectations about countries with hybrid systems faring comparatively better were accurate. On quality, overall, Japan fared quite well.
Conclusion

This study sought to show how healthcare systems in each country impacted that country’s access to care, physicians and nurses’ practices, as well as quality of care. While America was cutting edge in terms of responsiveness, by some measures, Canada, Germany, and Japan fared quite well. These latter countries exceeded America in almost every regard, and in spite of spending less, often times the quality was reasonably well. It is important to note that my measures, as well as measures by others are quite subjective. In recent surveys, British citizens were as a whole most satisfied, yet according to my measures, Britain was a failure. I was surprised that in terms of access, even when not based on costs alone, were similar between America, in comparison to Germany and Japan. Physicians in America would be interested in knowing that when taking costs of medical education into account, they were not as better off as perceived. It is important to note that one of the reasons technology and prescription drugs are so expensive here in America is that the Europeans pay so little. From my own perception and subjective perspective, America should not spend less on healthcare. In Canada and Germany, the major problems were funding levels. It is important to note that if you feel healthcare should not be a privilege, while maintaining areas where American healthcare is strong, there will have to be a major, across the board tax increase, or a massive cut in military spending and/or Social Security, or a combination of the three. I think if we used a more hybrid system, while maintaining spending levels, our country’s healthcare system would be quite difficult to beat. Even though waiting times in America were often the shortest, they were not that bad in Germany or Japan. Overall, according to my measures, some type of hybrid system would be more ideal. 
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