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ABSTRACT: This paper reports on a 2005 survey of sicker adults in Australia, Canada, Ger-
many, New Zealand, the United Kingdom, and the United States. Sizable shares of patients
in all six countries report safety risks, poor care coordination, and deficiencies in care for
chronic conditions. Majorities in all countries report that mistakes occurred outside the
hospital. The United States often stands out for inefficient care and errors and is an outlier
on access/cost barriers. Yet no country consistently leads or lags across survey domains.
Deficiencies in transition care during hospital discharge and coordination failures among
patients seeing multiple physicians underscore shared challenges of improving perfor-
mance across sites of care.

A
dva n c e d i n d u s t r i a l i z e d c o u n t r i e s around the world share the
quest for health reforms that improve the performance of their medical care
systems.1 Clinical and pharmaceutical advances that have improved medi-

cal care have at the same time fueled more complex, specialized, and fragmented
care, with accompanying risks to patients and increased costs. In each country,
health spending is highly concentrated among patients with chronic care needs,
who are often hospitalized or receive major surgery. These patients often see mul-
tiple physicians across sites of care, which heightens the risk of errors or break-
downs in care coordination.

Patients’ experiences can provide feedback on the “pulse” of health care sys-
tems as countries seek to redesign care delivery, payment, or insurance. From pa-
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tients’ perspectives, a health system is likely to be judged by timely access,
affordability, safety, responsiveness to preferences, efficient care coordination, and
perceived clinical outcomes. As patients move across sites of care, their voices can
provide policy leaders with a window onto the front lines of care.

To provide a patient and cross-national perspective, the 2005 Commonwealth
Fund International Health Policy Survey interviewed adults in six countries who
had recently been hospitalized, had surgery, or reported health problems. The
eighth in a series of cross-national surveys, the 2005 survey for the first time in-
cludes Germany in addition to Australia, Canada, New Zealand, the United King-
dom, and the United States.2 Conducted in countries with distinct insurance and
care delivery arrangements, the study examines country systems’ performance,
with a focus on safety, coordination, access, and chronic disease management.3

Overall, the findings reveal strikingly similar deficiencies in care in many areas.
Medical errors and failures to coordinate care, especially during transitions,
emerge as shared concerns, along with missed opportunities to elicit patients’
views and engage chronically ill patients in their care. However, the study also
finds sizable differences across countries. The United States often stands out with
high medical errors and inefficient care and has the worst performance for access/
cost barriers and financial burdens. In contrast, Germany often ranks high for
timely access. Yet no country is consistently worst or best across all dimensions
included in the survey. Performance deficiencies indicate the shared challenges
countries face as they seek to redesign twenty-first-century systems to provide
safer and more effective, responsive, and efficient care and increase the value of
society’s investment in health care.

Study Design And Methods
� Sample and study design. The survey screened initial random samples of

adults age eighteen or older to identify those who met at least one of four criteria:
rated their health as fair or poor; reported that they had a serious illness, injury, or
disability that required intensive medical care in the past two years; or reported that
in the past two years they had major surgery or had been hospitalized for something
other than a normal pregnancy.

The final study includes 700–750 adults in Australia, Canada, and New Zealand
and 1,500 or more in the United Kingdom, United States, and Germany. The study
sponsors included larger sample sizes in the latter three countries to enable future
within-country analyses. The Commonwealth Fund funded the core study and
partnered with the Health Foundation to expand the U.K. sample.4 The German
Institute for Quality and Economic Efficiency in Health Care funded the German
sample. One-fourth to one-third of adults who were initially contacted met at
least one eligibility criterion (Exhibit 1).

The questionnaire was designed by researchers at the Commonwealth Fund
and Harris Interactive, with advice from experts in each country. Except for minor
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wording changes to reflect country-specific terminology, the same instrument
was used in each country. Interviews were conducted by telephone between 17
March and 9 May 2005 in the five English-speaking countries and between 9 May
and 12 June 2005 in Germany. Interviews averaged seventeen minutes. The survey
was conducted in German in Germany and English in the five other countries,
with the option of French in Canada and Spanish in the United States.5

In the analysis, final samples were weighted to reflect the distribution of the
adult population based on initial screening demographics.6 The margin of sample
error for country averages are approximately ±4 percent for Australia, Canada,
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EXHIBIT 1
Screening Questions And Final Sample Characteristics, Commonwealth Fund
International Health Policy Survey Of Sicker Adults, 2005

AUS CAN NZ UK US GER

Adults initially contacted for screening (N) 2,074 2,877 2,301 4,733 5,253 4,085

Results of four survey screening questions
Rate health fair or poor
Had serious or chronic illness, injury, or disability
Hospitalized in past 2 years
Major surgery in past 2 years

Percent yes to any of the screening questions

17%
20
16
9

34

12%
15
12
8

26

10%
18
16
9

29

20%
20
15
9

36

17%
16
12
9

28

21%
21
18
9

36

Final survey sample of sicker adults (N) 702 751 704 1,770 1,527 1,503

Rate health as fair or poor
Has any of 6 chronic illnesses, doctor diagnosis

Hypertension
Heart disease, including heart attack
Diabetes
Arthritis
Lung problems (asthma, emphysema, etc.)
Depression

Has two or more chronic illnesses (out of 6)
Age 50 or older

50%c,d,e,f

72c

33c,e,f

14e,f

13e

37c,d,f

21f

24c,d,f

42b,c,d,e

48b,d,e,f

46%c,d,e,f

72c,d

32e,f

15e,f

14c,e

34c,d,f

18f

22c,d,f

39e,f

53d,f

33%d,e,f

62d,e,f

27d,e,f

14e,f

10e,f

26e

18f

13d,e

30e,f

52d,f

56%
67e,f

33e,f

12e,f

12e,f

29e

19f

17e

36e,f

56e

59%
73
40f

18f

20f

37f

19f

26f

49f

54f

58%
73
44
25
16
28
14
15
45
58

Health care system contact (in past 2 years)
Hospitalized for other than normal pregnancy

Hospitalized more than once
Had major surgery

48%d,e

19
28

44%c,f

15
29d

54%d,e

20
30d,f

40%f

16
25e

41%f

16
32f

50%
17
26

Number of different doctors seen in past two years
1
2–3
4 or more

11b,d,e

43d

44b,e,f

15f

47d

35d

12d,e,f

45d

40e,f

18f

36e,f

42e,f

18f

46
35

9
44
32

Number of prescriptions used regularly
0
1–3
4 or more

34b,d,e,f

39
26d,e

27c,f

41e

31c,e

32d,e,f

45e,f

22d,e,f

26f

41e

32e

23
36
40f

22
39
30

SOURCE: Commonwealth Fund International Health Policy Survey of Sicker Adults, 2005.

NOTES: Reading from left to right starting with Australia, the letter indicates that the country differs from countries to the right
at p < .05, as indicated.
b For difference with Canada.
c For difference with New Zealand.
d For difference with United Kingdom.
e For difference with United States.
f For difference with Germany.



and New Zealand; ±3 percent for Germany and the United States; and ±2 percent
for the United Kingdom at the 95 percent confidence level. Exhibits indicate
where differences are significant at the .05 percent level or better.

� Sicker adults profile. The study design included adults with a high incidence
of chronic disease and recent, intensive use of the medical care system. Two-thirds
to three-fourths of sicker adults in each country reported a diagnosis of at least one
of six chronic illnesses. Reflecting the increasing prevalence of health problems with
age, half or more were age fifty or older. Forty to fifty percent had been hospitalized
in the past two years (Exhibit 1).

In each country, these adults typically had seen multiple physicians during the
past two years, and patterns were similar across countries. A majority reported
taking medications regularly; half or more reported taking multiple medications.

Survey Findings
� Hospital and discharge experiences. In each country, sizable shares of

adults who had recently been hospitalized indicated deficiencies in care. Responses
regarding hospital experiences were often similar or varied within a narrow range
across countries (Exhibit 2).

Asked about explanations of risk or efforts to manage their pain well during
their hospital stay, more than one in four patients in each country (range 28–32
percent) said that risks were not completely explained, and nearly one in five or
more reported inadequate pain management. Further indicating risks, 7–10 per-
cent of patients in all but Germany said that they developed an infection while
hospitalized (Exhibit 2).

On two questions about information exchange between staff and patients, 19–
26 percent of patients in the six countries reported communication gaps. Further
indicating gaps in patient-centered care, at least one in six patients in all countries
said that they would have liked greater involvement in decisions about their care.

Failures to coordinate care during discharge emerged in all countries. At least
one-third of patients in each country said that they did not receive instructions
about symptoms to watch for, did not know whom to contact with questions, or
left without arrangements for follow-up care. Half of German patients said that
there had been no follow-up arrangements.

Concerns about transition care extended to medications. Patients in all coun-
tries were often given a new medication when discharged, with U.S. patients the
most likely to report new medications. Yet in all but Germany, at least one in four
patients said that nobody had reviewed the medications they were taking before
their hospitalization.

Signaling potential quality concerns as well as transitional care deficiencies, at
least one in ten patients in all countries said that they were readmitted to the hos-
pital or visited the emergency room as a result of complications after hospital care.
Rates varied greatly across countries: German rates were the lowest and signifi-
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cantly lower than four of five countries, and Australian rates the highest—double
the levels reported by German patients.

� Patient safety. The quest to improve safety stands at the center of efforts to
improve the performance of medical care systems.7 The high rates of patient-
reported errors in each country indicate that there is much room for improvement.
Although attention to date has tended to focus on safety during hospitalization, in-
cluding infection rates, the survey finds that errors often happen outside the hospi-
tal and extend to lab and diagnostic care (Exhibit 3).

Patient-reported medical and medication errors were high in all six countries
and varied within a narrow range. In each country, 17–22 percent of patients re-
ported a time that they believed a medical mistake had been made in their care or
that they had been given the wrong dose or prescription in the past two years. In
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EXHIBIT 2
Hospital Experiences Among Sicker Adults In Six Countries, 2005

AUS CAN NZ UK US GER

Base: Hospitalized in past 2 years (N) 351 328 389 711 674 752

Before hospital treatment or procedure, risks were explained
Completely
To some extent
Not at all

Developed an infection while in the hospital
Hospital staff did everything they could to control your pain

Always
Sometimes, rarely, or never

65%
10f

18f

8f

82c,d,e

17

57%e,f

11f

21e,f

7f

79e

19

61%
13f

17f

10f

76
21

62%
14f

16
10f

77e

21

66%
15f

14
7f

74f

26

65%
20
12
3

81
18

Communication failures: reports when doctors or nurses
Failed to communicate about your care to each other
Failed to communicate information about your care to you

Experienced either communication failure
Doctors or nurses DID NOT involve you as much as you
wanted in decisions about your care

16
12c

22

22

13
15
19

27

17f

20
26

19

17f

15
22

22

17f

17
25

16f

12
17
23

21

Discharge experiences: when discharged
Did not receive clear instructions about symptoms to watch for
Did not know whom to contact for questions about treatment
Hospital did not make arrangements for follow-up doctor visits

Any poor discharge coordination

18d,e

9
23f

36f

17d,e,f

12
30d,f

41c,e,f

14d,e,f

9
23f

33f

26e

12
19e,f

37f

11f

8
27f

33f

23
12
50
60

Prescription medication care at discharge
Given new Rx when discharged

New Rx: no one discussed medications used before being
admitted (Base: new Rx and taking Rx before)

After discharge, went to ER or was readmitted to hospital as a
result of complications during recovery

ER only
Readmitted to hospital

43b,d,e

23b,e,f

20e,f

5
15b,e,f

55e,f

28f

16f

9c,f

7

49e,f

31f

15f

4e

11e,f

53e,f

27f

17f

6
11e,f

63f

33f

14
8f

6

42

14

10
4
6

SOURCE: Commonwealth Fund International Health Policy Survey of Sicker Adults, 2005.

NOTES: Reading from left to right starting with Australia, the letter indicates that the country differs from countries to the right
at p < .05, as indicated. ER is emergency room.
b For difference with Canada.
c For difference with New Zealand.
d For difference with United Kingdom.
e For difference with United States.
f For difference with Germany.



all countries, a sizable majority (60 percent or more) said that these errors oc-
curred outside the hospital.

Despite studies that patients value discussion about mistakes or errors, most
patients (61–83 percent) in each country said that the doctor or health profes-
sional involved did not tell them about the mistake.8 Countries differed greatly on
the likelihood of discussions: New Zealanders were the most likely and Germans
the least likely to report that conversations had occurred.

Diagnostic and lab tests were also a source of errors in all countries, based on
patients’ reports of receiving incorrect test results or delays in receiving abnormal
results. Lab-error rates varied across countries: U.S. patient-reported lab error
rates were significantly higher than the other five countries, with rates double
those reported in Germany and the United Kingdom. Lab error rates were also
relatively high in Canada.
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EXHIBIT 3
Medical, Medication, And Lab Errors Among Sicker Adults In Six Countries, 2005

AUS CAN NZ UK US GER

Unweighted N 702 751 704 1,770 1,527 1,503

Medical mistake made in your treatment or care
Given the wrong medication or wrong dose

Either type of error was made
Among those reporting a mistake or medication error

Mistake or medication error caused serious health problem
Recent mistake or medication error occurred outside hospital
Was NOT told by doctors involved in your care about the

medication or medical mistake

13%
10
19

51
63e

70

15%
10
19

46
60e

74

14%
9e

18e

54d,f

63e

61

12%e

10e

17e

42
67e

72

15%
13f

22f

45
77f

75

13%
10
19

41
63

83

Lab errors
Had blood test, x-rays, or other tests in past 2 years
Given incorrect results for a diagnostic or lab test
Experienced delays being notified about abnormal test results

Either type of lab error was made

92d

5e

10b,e,f

14e,f

93d

7c,d,e

15c,d,f

18c,d,e,f

90d

4e

11e,f

14e,f

85e,f

3e,f

9e,f

11e

90
10f

16f

23f

92
5
5
9

Combined medical, medication, or lab errors
Reported medical mistake, medication error, or lab error
Medical mistake, medication error, or lab error by number of doctors

1 doctor
4 or more doctors

Wrong medication or wrong dose by number of doctors seen
1 doctor
4 or more doctors

Percent lab error by number of doctors seem in past two years
1 doctor
4 or more doctors

27d,e

12a

37

6a

28

12
16

30c,d,e,f

15a

40

5a

27

15
22

25e

14a

35

7a

27

12
19

22e

12a

28

9a

22

4a

13

34f

22a

48

11a

34

19a

30

23

14a

31

8a

29

11
10

SOURCE: Commonwealth Fund International Health Policy Survey of Sicker Adults, 2005.

NOTES: Reading from left to right starting with Australia, the letter indicates that the country differs from countries to the right
at p < .05, as indicated.
a Within-country error-rate difference significant between 1 doctor and 4 or more doctors (p < .05).
b For difference with Canada.
c For difference with New Zealand.
d For difference with United Kingdom.
e For difference with United States.
f For difference with Germany.



On a composite variable including three types of errors—medication or medi-
cal mistakes or lab errors—U.S. patients were the most likely and U.K patients the
least likely to report errors. Driven up by relatively high medication and lab or test
errors, at 34 percent, the spread between the United States and the countries with
the lowest error rates was wide as well as statistically significant. Yet in all coun-
tries, more than one of five sicker adults reported at least one of the three types of
errors, with patients often reporting more than one type of error.

Reflecting the risks of adverse events for those in the midst of complex care, the
incidence of patient-reported errors rose sharply with the number of physicians
seen. In each country, patients seeing four or more physicians were three times as
likely to report at least one type of error as those seeing one physician. (Relative
risk ratios ranged from 2.7 to 4.5 across countries; data not shown.)

� Care for adults with chronic disease. The advent of more complex pharma-
ceutical care intensifies the need for physician review and discussions with patients
to minimize risks and help patients adhere to medication regimens. Restricting the
survey sample to adults who reported at least one of six chronic conditions, 80 per-
cent of chronically ill adults said that they were taking medications regularly, and
one-third to half reported four or more medications (Exhibit 4). Despite the evi-
dence of often complex medication regimens, sizable majorities of chronically ill pa-
tients in all countries said that their physicians had not always reviewed all of their
medications during the past year, and one-third or more reported infrequent re-
views (sometimes, rarely, or never). Patients’ reports also indicate sizable gaps in
physicians’ explanations about side effects. Among those taking multiple medica-
tions, this lack of review raises the risk of adverse drug interactions as well as
potentially undermining the effectiveness of care.

In addition to inadequate medication review, chronically ill patients indicate
shortfalls in meeting care management goals on multiple dimensions. Efforts to
improve chronic care outcomes have demonstrated the importance of having a
self-management plan and using teams to help coordinate care.9 Yet the survey
found that advice for patients on self-management is not routine in any country.
Asked whether the health professionals they see had given them a plan to help
manage their care at home, one-third or more of chronically ill patients said “no” in
each country. German and U.K. patients were the least likely and Canadians the
most likely to report a self-management care plan (Exhibit 4).

Countries also varied widely on the extent to which physician practices involve
nurses in managing chronic care conditions. About half of German and U.K.
chronically ill adults reported that a nurse from their doctor’s practice helps them
manage their care, compared with fewer than one-fifth of Australian and Cana-
dian patients.

To compare condition-specific experiences, the survey asked diabetics about
receipt of four screening tests/exams during the past year and asked adults with
hypertension about two services. Among diabetics, the percentage receiving all
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four services fell short of recommended care in all countries. Yet the percentage
varied significantly across countries, ranging from a high of only 55–58 percent in
Germany, the United States, and the United Kingdom to lows of 38–41 percent in
Canada, New Zealand, and Australia. Adults with hypertension were more likely
to have received the two screening tests named in the survey, but gaps emerged for
these patients as well (Exhibit 4).

Self-management plans and involvement of nurses were associated with higher
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EXHIBIT 4
Prescription Medication And Care Management Experiences Among Sicker Adults
With Chronic Diseases In Six Countries, 2005

AUS CAN NZ UK US GER

Base: Adults with at least 1 chronic condition (N) 515 536 465 1,218 1,146 1,101

Prescription medications
Takes prescription medications regularly
Takes 4 or more medications
In past year, how often have your doctor(s)

Reviewed all medications, including those
prescribed by other doctors

Always
Sometimes, rarely, or never

Explained the side effects of medications
Always
Sometimes, rarely, or never

79%b,d,e,f

34b,d,e,f

36b,f

46b,f

53b,d,e,f

36d,e,f

84%d,e,f

41e,f

39f

38

41e,f

40c,d,e,f

82%d,e,f

34d,e,f

37f

42f

49d,e,f

33d,e,f

88%f

44e,f

36e,f

42f

40f

48

88%f

53f

41
40f

38f

49

81%
40

45
35

31
47

Care management
Was given plan to manage care at home
Nurse is involved in management of condition

50%b,e,f

16c,d,e,f
65%c,d,e,f

19c,d,e,f
56%d,f

36d,f
45%e,f

52e
58%f

41f
37%
47

Adults with diabetes (n)
Hemoglobin A1C checked in the past six months
Feet examined in the past year
Eye exam in the past year
Cholesterol checked in past year

Percent who received all 4 services
Percent who received all 4 services, by care
plan or nurse

Plan for self-management or has nurse
Neither self-care plan nor nurse

97
86%
57d

73f

93
41d,e,f

–g

–g

103
90%
52d,e,f

73f

91
38d,e,f

–g

–g

69
79%e,f

66
66d,f

87f

40d,e,f

–g

–g

207
85%
75
83e

92
58

65a

25

296
90%
70
69f

92
56

64a

27

238
91%
65
85
95
55

61a

41

Adults with hypertension (n)
Cholesterol checked in past year
Blood pressure checked in past year

Percent yes to both tests
Percent of adults with hypertension receiving
both services by care plan or nurse

Plan for self-management or has nurse
Neither self-care plan nor nurse

244
80%f

95f

78e,f

83a

70

238
86%c,d,f

98
85c,d,f

88a

78

215
77%e,f

98
77e,f

82a

66

586
73%e,f

96f

72e,f

81a

54

636
86%f

97
85f

89a

74

673
92%
99
91

95a

85

SOURCE: Commonwealth Fund International Health Policy Survey of Sicker Adults, 2005.

NOTES: Reading from left to right starting with Australia, the letter indicates that the country differs from countries to the right
at p < .05, as indicated.
a Within-country error-rate difference significant (p < .05).
b For difference with Canada.
c For difference with New Zealand.
d For difference with United Kingdom.
e For difference with United States.
f For difference with Germany.
g Sample size too small for subgroups.



rates of adherence to care targets in all countries. The percentage of diabetics or
adults with hypertension receiving recommended care increased significantly
with care management plans or nurse involvement compared with those having
neither support.

� Physician-patient communication. Effective communication between pa-
tients and their physicians can support more active patient involvement in care and
promote adherence. Although the vast majority of patients in all six countries re-
ported having at least one physician whom they considered their usual source of
care, communication gaps emerged as they did with hospital care. Across countries,
one-sixth to one-fourth of patients said that their physician only sometimes, rarely,
or never makes the goals of care and treatment clear or gives them clear instructions
(Exhibit 5). Conversations about preferences are rarer, with one-third (New Zea-
land) to half (United Kingdom, United States) of patients saying that their physi-
cian does not often tell them about treatment options or involve them in care deci-
sions. The relatively low rates of patient engagement reported in the latter two
countries repeat patterns observed in the 2004 primary care survey.10

� Care coordination. For patients in the midst of complex care, coordination
and information flow across sites of care are instrumental for provision of efficient
and safe care. In addition to transitional care during discharge, patient reports point
to coordination failures in community care, particularly when patients see multiple
doctors. Measured by patients saying that test results or medical records were not
available at the time of appointments or that physicians duplicated tests, at least
one-fifth of patients in all countries experienced breakdowns in coordination.

Coordination gaps occur most frequently in the United States, where one-third
of patients reported one or both of these coordination failures. Rates were rela-
tively high on both questions. Among the other countries, duplicate test rates
were also comparatively high in Germany, and duplication rates were low in the
United Kingdom, repeating a U.K. pattern observed in 2004.11 In all countries, the
likelihood of coordination failures increased significantly with the number of phy-
sicians seen. Here, too, U.S. coordination failure rates stood out.

� Timely access and financial burden. Access and waiting times differed sig-
nificantly across the six countries, with wide differentials between the top- and
bottom-performing countries (Exhibit 6). Asked about waits to see their doctors
when sick, sicker adults in Canada and the United States were significantly less
likely to report rapid access and more likely to wait six days or longer for an ap-
pointment than patients in the other countries. The percentage receiving same- or
next-day appointments ranged from a high of 70 percent or more in Germany and
New Zealand to below half in Canada and the United States.

Ease of access to care after hours or on weekends also varied widely, with 70
percent or more New Zealand and German patients and more than half of U.K. pa-
tients saying that access is “easy.” In contrast, more than half of sicker adults in the
United States, Canada, and Australia said that it is difficult to get after-hours care.
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Canadian and U.S. patients were the most likely and German patients the least
likely to report emergency room (ER) visits in the past two years, with rates nota-
bly low in Germany. Moreover, one-fifth of Canadian and one-fourth of U.S. sicker
adults said that they went to an ER for a condition that could have been treated by
their regular doctor if available—rates significantly higher than reported in other
countries. Also, Canadians stood out for long ER waiting times.

Asked about waits for specialists or elective surgery, German and U.S. patients
reported similar rapid access, with other countries lagging behind the United
States as they have in past surveys in the series. The relatively positive German pa-
tient experience with rapid access to specialized care as well as physician visits
and after-hours care places Germany among the country leaders for timely access
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EXHIBIT 5
Doctor Communication And Care Coordination Among Sicker Adults In Six Countries,
2005

AUS CAN NZ UK US GER

Unweighted N 702 751 704 1,770 1,527 1,503

Have regular doctor(s)
With same doctor 5 years or more

Doctor-patient communication
Regular doctor makes clear the specific goals
for care or treatment

Always or often
Sometimes, rarely, or never

Regular doctor gives clear instructions about
symptoms, when to seek further care

Always or often
Sometimes, rarely, or never

Regular doctor tells you about care, treatment
choices and asks opinions

Always or often
Sometimes, rarely, or never

92d,e,f

61d,e,f

76
21c,d,e

76
19b,d,e

50
46b,c

92d,e,f

65e,f

76
22c,d,e

73
24c

56
40d,e

94d,e,f

61d,e,f

80
16d,e,f

82
16d,e,f

59
37d,e,f

96e

69e,f

67
27f

69
27f

43
50f

84f

50f

71
27f

70
28f

48
50f

97
78

75
22

75
21

53
42

Coordination experiences
In the past 2 years there was a time when

Records/results did not reach doctor’s office
in time for appointment

Doctors ordered medical test that you felt
was unnecessary because test had already
been done

Either coordination problem

12b,d,e

11d,e,f

19e,f

19f

10d,e,f

24d,e

16e,f

9d,e,f

21e,f

16e,f

6e,f

19e,f

23f

18
33f

11

20
26

Coordination problems by number of doctors
1 doctor
4 or more doctors

15
27

16a

31
7a

30
11a

26
22a

43
23
30

SOURCE: Commonwealth Fund International Health Policy Survey of Sicker Adults, 2005.

NOTES: Reading from left to right starting with Australia, the letter indicates that the country differs from countries to the right
at p < .05, as indicated.
a Within-country error-rate difference significant between 1 doctor and 4 or more doctors (p < .05).
b For difference with Canada.
c For difference with New Zealand.
d For difference with United Kingdom.
e For difference with United States.
f For difference with Germany.



across all sites of care in the survey.
As found in past surveys, the United States is an outlier for financial burdens on

patients and patients forgoing care because of costs. Half of sicker adults in the
United States said that they did not see a doctor when sick, did not get recom-
mended treatment, or did not fill a prescription because of cost. On each access/
cost question, the U.S. rate was 1.5 to double the forgone care rates reported in the
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EXHIBIT 6
Access, Waiting Times, And Costs Among Sicker Adults In Six Countries, 2005

AUS CAN NZ UK US GER

Unweighted N 702 751 704 1,770 1,527 1,503

Ability to get an appointment to see a doctor
Same day
Next day
6 days or more or never

Difficulty getting care nights, weekends, holidays
without going to ER (Base: sought care)

Very difficult
Somewhat difficult
Very or somewhat easy

49%b,c,e,f

17
10b,c,e

36b,c,d,f

22
40

23%c,d,e,f

13
36c,d,f

29c,d,e,f

24
42

58%d,e

23
3d,e,f

13d,e

15
70

45%e,f

16
15e

22e,f

17
57

30%f

17
23f

39f

21
38

56%
13
13

11
14
72

Went to ER in past 2 years
Went to ER for condition that could have been

treated by regular doctor if available
Time waited to be seen in ER

Less than 1 hour
4 hours or more

46b,e,f

15c,e,f

47f

17b,f

60c,d,f

21c,d,e,f

39c,d,e,f

24c,d,e,f

42e,f

9e

55f

12f

45e,f

12e

50f

14f

55f

26f

53f

12f

28

6

66
4

Wait for specialist appointment (Base: needed to
see specialist in past 2 years) (N)

Less than 1 week
More than 4 weeks

Wait for elective surgery (Base: Needed non-
emergency, elective surgery in past 2 years) (N)

Less than 1 month
4 months or more

552
11%c,e,f

46b,d,e,f

179
48%b,c,d,e,f

19

592
10%c,e,f

57c,e,f

165
15%c,d,e,f

33

552
17%d,f

40d,e,f

181
32%d,e,f

20

1,207
11%e,f

60e,f

231
25%e,f

41

1,179
20%f

23

352
53%
8

1,181
27%
22

235
59%
6

Access problems because of cost in past 2 years
Did not fill a prescription
Did not visit a doctor when sick
Did not get recommended test or follow-up

Reported any access problems due to cost
Out-of-pocket expenses for medical bills in the
past year, U.S. $ equivalent

None
More than $1,000

Out-of-pocket expenses for Rx in past month, U.S.
$ equivalent (Base: take drugs regularly)

None
More than $100

22d,e,f

18b,c,d,e

20b,d,e,f

34b,d,e,f

10b,d,e,f

14c,d,e,f

11b,d

9b,c,d,e,f

20d,e,f

7d,c,e,f

12c,d,e

26c,d,e

22c,d,e,f

14c,d,e,f

24c,d,e,f

16c,d,e,f

19d,e,f

29d,e,f

21d,e,f

38d,e,f

9d,e,f

8d,e

12d

3e

8e,f

4e,f

5e,f

13e,f

65e,f

4e,f

74e,f

3e,f

40f

34f

33f

51f

15f

34f

15
30f

14
15
14
28

5
8

13
5

SOURCE: Commonwealth Fund International Health Policy Survey of Sicker Adults, 2005.

NOTES: Reading from left to right starting with Australia, the letter indicates that the country differs from countries to the right
at p < .05, as indicated.
b For difference with Canada.
c For difference with New Zealand.
d For difference with United Kingdom.
e For difference with United States.
f For difference with Germany.



next-highest country. Moreover, the percentage of U.S. sicker adults forgoing care
because of costs was much higher on all three indicators compared with the 2002
survey of sicker adults.12 Despite these high rates of care forgone, one-third of U.S.
patients spent more than $1,000 out of pocket in the past year, a level rare in the
other countries. Insured and uninsured U.S. patients were about equally likely to
report expenditures this high (34 percent insured and 32 percent uninsured; data
not shown). U.S. patients were also the most likely to pay $100 or more each
month for medications (Exhibit 6).

U.K patients were the most protected against costs. Patterns in other countries
tended to track insurance cost sharing and benefit designs for specific services.13

� Country views and care experiences. Asked to rate their country’s care sys-
tem overall, the majority of sicker adults (66–85 percent) in all countries saw room
for major improvement. Sicker adults in Germany and the United States were the
most negative, followed by Australia (Exhibit 7). The negative views in Germany
held across regions that comprise the former West and East Germany and were a
marked decline from 1988, when the same question was asked in a general popula-
tion survey in West Germany.14 As in past surveys in the English-speaking countries,
U.K adults held the most positive system views.

Although media reports, current policy debates, or recent changes in countries’
care systems likely influence public opinion about these systems, the survey indi-
cates that views also reflect personal medical care experiences. Compared with
patients expressing positive views, those saying that their country’s system
should be rebuilt were significantly more likely to report negative care experi-
ences as measured by errors, coordination failures, or access/cost barriers. Among
countries with relatively long waiting times, the “rebuild” group was also more
likely to have waited for care.

Discussion And Policy Implications
Providing a comparative view of experiences in six different systems, patients’

reports indicate that improvement is needed to ensure safe, efficient, well-coordi-
nated, and patient-centered care. In some areas, the survey found strikingly simi-
lar patterns across countries. In others, there were wide gaps between the top-
and bottom-performing countries, although no country ranked highest or lowest
across all dimensions of care in the study. Differences between countries as well as
recurring patterns point to opportunities to learn from international as well as in-
ternal efforts to improve care for patients with complex care needs.

� Transitional care and care coordination. Transitional care is a shared con-
cern. In all six countries, at least one-third of patients who had been recently hospi-
talized reported failures to coordinate care well during hospital discharge. Poor
transitional care can result in complications and increase the likelihood of readmis-
sion to the hospital, which raises concerns about costs as well as quality.15 The
greater incidence of error among those seeing multiple physicians likely also reflects
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the heightened risks to safety that occur during hand-offs from one site of care or
physician to another.

Care during transitions has become a policy focus in several survey countries.
For example, U.S. nationwide demonstrations are seeking to build on evidence
that involving advanced-practice nurses in follow-up care for high-risk patients
after hospital discharge can reduce readmission rates and costs.16

With international efforts to shorten hospital stays, patients abroad as well as
in the United States are likely to be sicker when discharged, which increases the
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EXHIBIT 7
Health System Views And Experiences Among Sicker Adults In Six Countries, 2005

AUS CAN NZ UK US GER

Unweighted N 702 751 704 1,770 1,527 1,503

Overall system view
Only minor changes needed, system works well
Fundamental change needed
System needs to be completely rebuilt

23%d,f

48b,f

26b,c,d

21%c,d,f

61c,d,e,f

17e,f

27%f

52e

20d,e,f

30%e,f

52e

14e,f

23%f

44f

30

16%
54
31

Negative care experiences among adults with positive
or negative system views

Percent reporting any medical, medication, or lab error
Country average, any error
Minor change
Rebuild

27d,e

22
33

30c,d,f

25a

39

25e

12a

35

22e

18a

36

34f

24a

44

23
17a

28

Percent reporting coordination failures (at least 1 of 2
concerns)

Country average, any coordination failures
Minor change
Rebuild

19e,f

11a

24

24d,e

15a

31

21e,f

14a

27

19e,f

13a

33

33f

26a

44

26
16a

34

Percent reporting going without any of 3 types of care
because of cost

Country average, access-cost problems
Minor change
Rebuild

34b,d,e,f

13a

48

26c,d,e,f

22a

39

38d,e,f

21a

48

13e,f

7a

27

51f

37a

67

28
14a

38

Percent reporting waiting 6 days or more or never
getting appointment when sick

Country average, waiting 6 days or more
Minor change
Rebuild

10b,c,e

7
15

36c,d,f

27
40

3d,e,f

0
0

15e

8
36

23f

16
33

13
11
15

Percent reporting waiting more than 4 weeks to see a
specialist (Base: saw specialist in past 2 years)

Country average, waiting time to see specialist
Minor change
Rebuild

46b,d,e,f

37a

55

57c,e,f

43a

70

40d,e,f

32a

46

60e,f

51a

68

23
18a

28

22
21
25

SOURCE: Commonwealth Fund International Health Policy Survey of Sicker Adults, 2005.

NOTES: Reading from left to right starting with Australia, the letter indicates that the country differs from countries to the right
at p < .05, as indicated.
a Within-country error-rate difference significant between minor change and rebuild (p < .05).
b For difference with Canada.
c For difference with New Zealand.
d For difference with United Kingdom.
e For difference with United States.
f For difference with Germany.



need for transition care plans. Among the six countries surveyed, Germany stands
out for lack of follow-up care arrangements. Past studies in Germany have also
found poor linkage between hospitals and physician practices, corresponding to
Germany’s strict separation of inpatient and outpatient care.17

Studies indicate that readmission rates reflect the quality of care during hospi-
tal stays as well as gaps in transition care.18 The wide variation among countries in
readmission/ER use after hospitalization indicates a need for strategies to identify
the sources of risk and to develop initiatives targeted on lowering readmission
rates. The U.K. National Health Service (NHS), for example, is seeking to identify
patients at risk of rehospitalization (PARR), for whom improved care manage-
ment could help prevent future hospitalization.19

Overall patient experiences often paint a picture of no person or team responsi-
ble for ensuring that care is coordinated and continuous, with a focus on patients’
needs. Reports of duplicative tests and medical-record delays are markers of ineffi-
cient care, wasting patients’ as well as physicians’ time and resources. These expe-
riences underscore the value of experiments with payment policies and care ar-
rangements to reorganize care within and across sites of care, to provide more
patient-focused and efficient care.

� Patient safety. The high rates of medication and medical errors (including
hospital infection rates) in all countries illustrate the heightened safety risks for
those in the midst of more complex care. Signaling the need for safety initiatives fo-
cused on ambulatory care, a majority of patients in all countries reported that errors
occurred outside the hospital.

Lack of review and attention to medications emerged in all countries. With
chronically ill patients frequently taking multiple medications, failure to review
medications, including when discharged, both puts patients at increased risk of
adverse drug reactions and signals coordination concerns. Studies indicate that in-
adequate patient-physician discussions about medications also could mean missed
opportunities to help patients adhere to and cope with complex regimens.20

Risk management studies find that patients value candor and discussion when
errors occur and that failure to disclose and discuss errors can be a factor motivat-
ing malpractice suits.21 Yet a minority of patients in any country said that the med-
ical staff involved discussed the error. Patients in New Zealand, which has no-
fault medical malpractice, were the most likely to report error discussions, which
suggests that reduction in malpractice concerns could facilitate disclosure and
discussion of mistakes.

Reports of delays in receiving abnormal test results or incorrect test results are
symptoms of coordination failures as well as safety risks. The finding that both
lab-test errors and duplicative tests were more common in the United States sug-
gests a more fragmented care system there. The findings may also reflect more fre-
quent ordering of tests by multiple physicians in the United States, with negative
consequences for safety and efficiency.
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� Chronic care management and patient-centered care. In all six countries,
the survey found that patients with chronic diseases often do not receive recom-
mended care. At best, half of diabetics received all four recommended screening ex-
ams based on patients’ reports, repeating findings from a U.S. study of medical rec-
ords that documented failures to deliver recommended care.22

Patients’ experiences indicate that strategies known to improve or maintain
health for those with chronic diseases, such as self-management or including a
nurse as part of the care team, are not routinely used in any of the countries. Con-
firming the potential of care plans or nurses to make a difference, patients with ei-
ther support were more likely to have received guideline screening services.

In each country, a disproportionate share of national spending is concentrated
on patients with chronic diseases, especially those with multiple illnesses. Defi-
ciencies reported by patients who are seeing multiple physicians emerge through-
out the study, with often similar patterns across countries. National demonstra-
tions and policy initiatives seeking to improve the effectiveness and efficiency of
care delivered to chronically ill patients are under way in all six countries. These
include disease management programs in Germany and Evercare and other pilots
in the United Kingdom.23 Investment in information technology, including inte-
grated electronic medical records, also offers potential new tools to support pa-
tients and physicians with expanded infrastructure capacity to manage care. As
these initiatives evolve, there are opportunities to evaluate and learn from failures
as well as successes.

� Timely access. Recent U.S. and U.K. initiatives are seeking to redesign physi-
cian and clinic practices to enable same- or next-day appointment access when
sick.24 The rapid access reported in New Zealand and Germany and the ease of get-
ting after-hours care in both countries demonstrate that organizing care to achieve
rapid access when people are sick and provide round-the-clock coverage is feasible.
Follow-up research would be useful to shed light on factors contributing to the
wide differences in rapid access to physicians and after-hours care and the extent to
which patients’ experiences reflect the supply of primary care physicians and use of
teams or practice designs, including call arrangements.

In past patient surveys among the five English-speaking countries, the United
States has stood out for having relatively short waiting times for specialized care.
Based on patients’ reports in this study, Germany also provides rapid access to
such care. Understanding how Germany has achieved access to physicians, after-
hours care, and specialized care while spending much less than the United States
spends as a percentage of national income could help inform U.S. policy.

� Insurance and delivery systems matter. Our findings also indicate that in-
surance and delivery systems affect patients’ experiences beyond basic access and
waiting times. Symptoms of inadequate insurance coverage and more fragmented
care in the United States emerged throughout the survey. The United States
outspends the other countries, spending 14.6 percent of national income compared
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with Germany’s 10.9 percent, Canada’s 9.6 percent, Australia’s 9.1 percent, New Zea-
land’s 8.5 percent, and the United Kingdom’s 7.7 percent.25 Yet the United States of-
ten ranks last or tied for last for safety, efficiency, and access. With one-third of U.S.
patients reporting medical, medication, or lab errors and a similar share citing du-
plicate tests or medical record delays, our findings indicate widespread performance
deficiencies that put patients at risk and undermine care. Moreover, a recent study
finds that the United States is not systematically a leader in clinical outcomes.26

Confirming spending data from the Organization for Economic Cooperation
and Development (OECD), the United States also stands out for its patient cost
burdens, with consequences for access.27 U.S. physician visit rates are already low
by OECD standards.28 To the extent that U.S. insurance continues to move toward
higher front-end patient deductibles, these rates could go up, as increasing num-
bers of insured patients become “underinsured,” lacking access or adequate finan-
cial protection.29 Contrasts between the United States and Germany, in particular,
indicate that it is possible to organize care and insurance to achieve timely access
without queues, while ensuring that care is affordable at the point of service.
There are clear opportunities for the United States to learn from other countries’
insurance systems.

� Shared challenges. Although differences between countries do exist, no
country emerges as systematically the best or worst. The findings of often-similar
patterns of inadequate communication, transitional care, and safety concerns high-
light the challenges of improving performance in an era of ever more complex medi-
cal care. These findings suggest that many of the problems with which policy leaders
are grappling transcend specific payment or delivery systems and will require more
fundamental transformation.

The authors thank the editors and the anonymous reviewers for their thoughtful comments that improved this
paper. The views expressed are those of the authors and should not be attributed to the Commonwealth Fund or its
directors or officers.
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