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WHO Health System Rankings
Rank Country

1 France
2 Italy
3 San Marino

9 Austria
10 Japan

36 Costa Rica
37 United States
38 Slovenia
39 Cuba

3



WHO Rankings

• Ranking methodology subjected to significant 
criticism in academic circles (Science, Health 
Economics)

• But oft cited as ‘authoritative’ nonetheless …
• Relatively poor U.S. rank in part attributable to

– High levels of health spending 
– Relatively mediocre population health outcomes
– Inequitable access for the uninsured
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Is U.S. Health Spending Excessive?
Health Expenditures Per Capita, 2004
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Is U.S. Health Spending Excessive?

GDP Per Capita, 2004
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Actual and ‘Expected’ Spending

• The U.S. is an extreme value in both per capita 
GDP and health spending
– Regressions are difficult to “fit” at extreme values
– U.S. “residual” is sensitive to model specification

• Obvious U.S. spends more on health than other 
OECD countries

• But not obvious U.S. spends more than ‘expected’
given higher GDP
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Value of Health Spending
Cost per LY Gained from Increased Spending 

0

25

50

75

100

125

150

1960-70 1970-80 1980-90 1990-2000

C
os

t(
$0

00
s)

/L
ife

-Y
ea

r

Newborn Age 15

Age 45 Age 65

Source:  Cutler et al. New Engl J Med 2006;355:920-27.
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Value of Health Spending [cont]
Cost per LY and "QALY" Gained from Increased Spending, 

1987-2000
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Source:  Adapted from Cutler D, ASHE Plenary Presentation, Madison, WI, 2006.
(http://healtheconomics.us/conference/2006/plenaries/powerpoint/cutler-madison.ppt)
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Possible Sources of ‘Excess’ Spending

• Discretionary expenditures?
• Higher prices for health care inputs?
• Higher rates of obesity?
• Liability environment and defensive medicine?
• Excess capacity/duplication?
• Profit seeking and excessive competition?
• Direct-to-consumer advertising for drugs?
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Common Limitations of Health Outcome 
Measures as System Performance Metrics

• Differences in outcome measures used
• Differences in measurement processes
• Heterogeneous treatment effects

– Differences in population risk distributions 
(population heterogeneity)

– Differences affecting treatment effectiveness 
(e.g., adherence)
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Performance Metrics and Rankings
• Given lack of precision in available outcome 

measures as system performance metrics:
– Cannot reliably conclude U.S. system performance “on 

average” is markedly worse than other large, high-income 
nations with diverse populations (a small league)

– But cannot conclude U.S. system performance is markedly 
better either, despite higher levels of spending.

• Greater variance in access to treatment related to 
large uninsured population in U.S. creates a “drag”
on U.S. outcome performance metrics “at the mean.”
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Uninsured Population Under Age 65,
1987 – 2005
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Uninsured Population Under Age 65, 
by Age Group, 2005
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Uninsured Population Under Age 65, 
by Income Category, 2005
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Implications for Reform

• All developed countries systems face generally 
similar fiscal pressures associated an aging 
population and technological innovation.

• No health system has developed “the” solution; 
no existing model is ideal. 

• Many potential lessons for reform from what 
works well elsewhere, but transferability to 
U.S. is not assured.
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Single-Payer Systems

• The broad policy objective of “universal 
care” does not necessarily imply single-
payer health systems.

• Nominal objectives of single-payer 
approach are to improve access, reduce 
administrative “waste,” and direct resources 
to where they are most needed.
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Single-Payer Pros & Cons
Advantages

1. Improved access for 
disadvantaged

2. Some reduction in 
administrative 
redundancy

3. Ability to direct 
resources to most 
“needed” (e.g., rural 
areas; certain chronic 
diseases)

4. Larger risk pools

Disadvantages

1. Waiting lists & other 
barriers to care

2. Not all administrative 
costs are “bad” and in 
need of elimination

3. Lower incentives for 
adaptation, innovation, 
and change

4. Tax-based financing
5. Politicized medicine
6. Moral hazard
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Single-Payer in California
• SB 840 = Canadian-style single payer
• Passed Assembly and Senate
• Fueled in part by managed care backlash, employer 

cutbacks, and the uninsured
• Short-run problem: would have eliminated CA’s private 

health insurance market
• Long-run problem: would have reduced benefits and 

access for a large proportion of the insured
• Governor did not sign
• Longer-run problem: distraction from feasible alternatives
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A Modest Reform Agenda

1. Markets should be allowed to work in the cases 
where we know they work well

2. Development of a more coherent strategy to 
evaluate new medical technologies and services

3. Transparency in contracts between health plans 
and enrollees

4. Imbue greater degree of price sensitivity within 
health services transactions

5. Improve marketing and coordination among 
existing public insurance programs
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Example of #5: CA Coverage Matrix
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