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ABSTRACT: In analyzing findings from the Commonwealth Fund 2004 International Health 
Policy Survey, which studied adults in the United States, the United Kingdom, Australia, Canada, 
and New Zealand, this report finds a wide health care divide. There is health care gap not only 
separating the U.S. from the other four countries, but also one standing between lower-income 
and higher-income Americans. Among the countries surveyed, the U.S. stands out for income-
based disparities in patient experiences, with below-average-income U.S. adults reporting the 
worst experiences—compared with their counterparts in the other four countries—on most 
measures of primary care access, coordination, and doctor-patient relationships. Although a lack of 
health insurance intensified the disparities, with uninsured U.S. adults often forgoing needed care, 
insurance coverage does not level the playing field. Even when insured, below-average-income 
Americans under the age of 65 were more likely to report access problems and delays than insured, 
above-average-income adults.  
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EXECUTIVE SUMMARY 

 

 

Given the strong correlation worldwide between low income and poor health—

including disability, chronic disease, and acute illness—it is especially critical for people 

with limited incomes to have ready access to medical care. Inequities in access can 

contribute to and exacerbate existing disparities in health and quality of life, creating 

barriers to a strong and productive life.  

 

Low-income patients in any country are likely to be particularly vulnerable to 

policies related to health insurance. Gaps in coverage, patient cost-sharing, and limited 

benefits can all act as barriers to care. To the extent that higher income enables patients to 

avoid waiting lists, complex administrative processes, or community shortages, 

nonfinancial barriers may also contribute to inequities in care experiences. 

 

Cross-national comparisons of health care experiences by income can help in the 

assessment of relative performance and can provide guidance to policymakers seeking to 

reduce health and health care disparities. To compare experiences in countries with 

different health insurance and care delivery systems, The Commonwealth Fund 2004 

International Health Policy Survey interviewed adults in Australia, Canada, New Zealand, 

the United Kingdom, and the United States about their primary care experiences. A 2004 

report based on the survey found shortfalls in the delivery of timely, effective, safe, or 

patient-centered care, with significant differences across all five countries.1 Although 

country rankings varied, on average the U.S. often ranked low, particularly with regard to 

stability of physician–patient relationships, concerns with coordination of care, and cost-

related barriers. 

 

This report goes beyond the averages to compare experiences within and across 

the five countries. The study examines how adults with below-average incomes fare 

within each country’s health system and how their experiences compare with those of 

adults with above-average incomes.2 

 

Overall, the report finds a health care divide separating the U.S. from the other 

four countries. The U.S. stands out for income-based disparities in patient experiences— 

particularly for more negative primary care experiences for adults with below-average 

incomes. On most measures of primary care access, coordination, and doctor–patient 

relationships, below-average-income adults in the U.S. had the worst experiences 

compared with their counterparts in the other four countries. Only on selective 
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preventive care measures did below-average-income adults in the U.S. fare better than in 

the other countries. 

 

In the U.S., disparities—many of them wide—between below-average- and 

above-average-income adults’ experiences were evident on 21 of 30 measures. At the 

other end of the spectrum, the U.K. was the most equitable in terms of reported care 

experiences. Compared with the U.S., there were also relatively few disparities by income 

in Australia, Canada, and New Zealand; in these countries, significant differences arose 

most often for access to services not fully covered by public insurance. 

 

Among the five countries, the U.S. was unique in the extent to which differences 

by income extended to patient–physician care relationships and ratings. In the other four 

countries, lower-income and higher-income adults tended to report similar physician 

experiences. 

 

The study also finds that uninsured adults in U.S. are at sharply elevated risk for 

access barriers, coordination gaps, and other primary care deficiencies. Yet, being 

uninsured is only part of the story: even when insured, below-average-income American 

adults under age 65 were more likely to report access problems and delays than insured, 

above-average-income adults. 

 

Following are some key highlights from the study. 

 

Low-Income Adults Across Five Countries 

• Below-average-income adults in the U.S. ranked last on 16 of 30 measures of health 

care experiences. The more negative experiences spanned primary care access, 

coordination, and care ratings. 

• Compared with below-average-income adults in the other countries, those in the 

U.S. were: 

 the most likely to have difficulty getting care at night, during weekends, or on 

holidays without going to the emergency room (70% vs. 32%–60% in the other 

countries) (Figure ES-1); 
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Figure ES-1. Difficulty Getting Care on Nights, 
Weekends, Holidays Without Going to ER
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 the most likely to go without care because of costs (57% vs. 12%–44% in the other 

countries); 3 

 the most likely to report duplication of medical tests (17% vs. 5%–8% in the other 

countries); and 

 the most likely to rate their doctor as fair/poor (22% vs. 9%–12% in the other 

countries). 

• The U.S. performs comparatively well on clinical preventive care measures, regardless 

of income level. In these indicators, U.S. below-average-income adults tended to lead 

rather than lag their counterparts in other countries. 

 

Disparities by Income 

• The U.S. stands out for pervasive disparities by income. On 21 of 30 measures, there 

were significant and often wide gaps between below-average- and above-average-

income adults’ experiences, with the former more likely to report negative 

experiences. 

 In the U.S., significant gaps by income were seen across all but one access 

question, (i.e., did not have a regular doctor or place of care). Compared with 

above-average-income adults, those with below-average incomes were more likely 

to wait six days or more for an appointment with a doctor when sick (24% vs. 

13%) and to go without needed care because of costs (57% vs. 25%). They were 
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also more likely to have gone to an emergency room for care and to report 

difficulty getting care after hours. 

 There were also significant disparities for coordination of care—including 

duplicate tests and delays in receipt of lab tests. Compared with above-average-

income adults, those with below-average incomes were more likely to report 

duplication of medical tests (17% vs. 9%), lab test errors (19% vs. 10%), or delays in 

receiving test results (25% vs. 17%). 

• The U.S. was the only country among the five in which below-average-income 

patients often reported more negative doctor–patient care experiences, including 

physicians’ failure to listen or to explain or make goals of care clear.  

• Lack of health insurance intensified disparities. In the U.S., uninsured adults often 

went without needed care and also experienced more fragmented and disconnected 

care. 

 Uninsured adults were most at risk for access barriers and lack of a regular source 

of care: three of four reported going without care because of costs (76%) and 

difficulty getting care after hours (74%). 

 Uninsured adults were also significantly more likely than those with insurance to 

report duplication of tests (23% vs. 10%), experience medical record delays (26% 

vs. 15%), not receive test results or have results clearly explained (31% vs. 19%), 

and report lab test errors (27% vs. 13%) (Figure ES-2). 
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Figure ES-2. Under 65: Lab Test Errors^
Comparisons with U.S. Insured and Uninsured
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 The survey findings also reveal that lack of insurance can undermine doctor–patient 

relationship and communication. Compared with insured U.S. adults, uninsured 

adults were significantly more likely to report negative experiences on all six key 

measures of doctor–patient relationship. They were also significantly more likely to 

leave the doctor’s office without getting important questions answered (35% vs. 

23%) and to rate their doctor as fair or poor (27% vs. 11%). 

 Although gaps narrow with insurance, the study finds that below-average-income 

insured adults under 65 continued to report access problems at twice the rate of 

insured adults with above-average incomes. 

 Even when insured, U.S. nonelderly adults still faced heightened access problems 

compared with nonelderly adults in the other four countries. 

• Among the five countries, the U.K. health care system appears to provide the most 

equitable access. Differences by income across primary care measures were typically 

small, with few significant disparities. The U.K is also notable for protecting low-

income adults, as well as high-income adults, against financial burdens. 

 However, both below-average- and above-average-income adults in the U.K. lag 

behind other countries on clinical preventive care measures. 

• Compared with the U.S., Australia, Canada, and New Zealand provide relatively 

equitable access to primary care. The income differences that emerged were associated 

with cost-sharing features or benefit gaps in national health insurance. 
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Summary 

Despite health care spending that far outstrips that of the other four countries, the U.S. 

lags behind in provision of timely, patient-centered, and efficient care for its below-

average-income population. The U.S. also stands out for systemic differences in access to 

care and primary care experience by income. 

 

In the U.S., health insurance coverage is associated with access to care and better 

care experiences. Uninsured adults were the most likely of adults in all five countries to go 

without care because of costs and to experience coordination problems that put their 

health at risk and undermine the efficiency of care. The cross-country findings further 

indicate that below-average income adults are likely to be particularly sensitive to 

insurance design, including cost-sharing and benefits. In Australia and New Zealand, 

disparities by income level emerged for services less well covered by national plans, despite 

fees that would be considered modest by U.S. standards. Within the U.S., the persistence 

of access problems among below-average-income adults with insurance coverage likely 

reflects the shift in insurance design toward higher deductibles and cost-sharing. 

 

Finding policy solutions to extend coverage and improve primary care for lower-

income adults is a critical step toward improving the performance of the U.S. health care 

system. The experiences of other countries indicate that it is possible to do better. 
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THE U.S. HEALTH CARE DIVIDE: 

DISPARITIES IN PRIMARY CARE EXPERIENCES BY INCOME 

FINDINGS FROM THE COMMONWEALTH FUND 

2004 INTERNATIONAL HEALTH POLICY SURVEY 
 

 

INTRODUCTION 

Given the strong correlation worldwide between low income and poor health—including 

disability, chronic disease, and acute illness—it is especially critical for people with limited 

incomes to have ready access to medical care, particularly well-coordinated primary care. 

Inequities in access can contribute to and exacerbate existing disparities in health and 

quality of life, creating barriers to a strong and productive life. 

 

Cross-national comparisons of health care experiences by income can help in the 

assessment of relative health system performance and can provide guidance to 

policymakers seeking to reduce health and health care disparities. To compare experiences 

in countries with different health insurance and care delivery systems, The 

Commonwealth Fund 2004 International Health Policy Survey examined the primary 

care experiences of adults in Australia, Canada, New Zealand, the United Kingdom, and 

the United States.4 The initial study compared country averages across all adults 

participating in the survey. In each country, adults with below-average income were 

significantly more likely than those with above-average income to report health problems. 

 

To determine how low-income individuals fare under different health systems, this 

report examines differences in experiences by income within each country and compares 

below-average-income adults’ experiences across countries. First, the report describes the 

health insurance systems in each country. Then, it compares adults’ primary care 

experiences by income. Using a series of measures, the study examines how adults with 

below-average incomes (i.e., below the country median) fare within each country’s system 

and how their experiences compare with those of adults with above-average incomes (i.e., 

above the country’s median). Appendix tables provide country averages (Tables 1a and 1b) 

and compare experiences by income groups (Tables 2–7). 

 

BACKGROUND: HEALTH INSURANCE SYSTEM VARIATIONS, 

BY COUNTRY 

Health insurance coverage is a major factor in facilitating patients’ access to primary care 

and providing financial protection. The five countries vary on the scope of government-

sponsored insurance they provide and how well their citizens are protected from out-of-

pocket medical costs. The U.S. is unique among the countries surveyed for its lack of 
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universal coverage for adults under age 65. In addition, as a result of ongoing erosion in 

private health insurance coverage for the working population, the number of uninsured 

individuals in the U.S. reached 46 million (16% of the total population) in 2004, an 

increase of 6 million over the past four years.5 Millions more have sporadic coverage (i.e. 

frequent gaps in their insurance coverage), resulting in an estimated 79.6 million people 

under age 65 uninsured for a month or longer during 2002.6 Even when people are 

insured continuously, rising deductibles and cost-sharing appear to be increasing the ranks 

of the “underinsured” in the U.S.7 

 

The other four countries in the study have universal coverage (Figure 1). Yet, 

coverage schemes vary in benefit design, patient cost-sharing, and the role of private 

insurance. In the U.K., health coverage is provided under the National Health Service, 

where citizens generally have access to a broad array of medical care services for which 

payment at point of service is not required. Private insurance plays a minor role, 

accounting for only 4 percent of health care expenditures. 

 

Figure 1. Insurance and Cost-Sharing Policies
in Four Countries with Universal Public Coverage
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CAN
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49%
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AUS
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Public Plan Patient 
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Percent with private 
coverage

Private insurance for 
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public

Source: Bianca K. Frogner and G.F. Anderson, Multinational Comparisons of Health Systems
Data 2005 (New York: The Commonwealth Fund, Mar. 2006).  

 

New Zealand’s and Australia’s national insurance benefits include patient cost-

sharing for physician visits as well as for other care. Australia actively encourages 

individuals to purchase private insurance to supplement public coverage. In New Zealand, 

a high percentage of the population also purchases private insurance to supplement public 

coverage. In both countries, private insurance can be used to pay patient fees and provide 

access to private physicians, specialists, and hospitals. 
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Canada has a universal public insurance plan (Canadian Medicare), which prohibits 

the use of private insurance to pay for services covered by the plan. Canadian Medicare 

generally covers medical costs in full for included benefits. However, Canada’s benefit 

package is less comprehensive than that of the U.K.—particularly for drugs and dental 

care. As a result, most Canadians have supplemental private insurance to cover services 

such as dental care, prescription drugs, rehabilitation services, and private care nursing.8 

 

In the four countries with universal coverage, the survey finds that adults with 

above-average incomes were significantly more likely than those with below-average 

incomes to have private insurance in addition to public coverage (Figure 2). With the 

exception of those in the U.K., a vast majority of above-average-income adults had 

private coverage to supplement public insurance. 

 

Figure 2. Private Insurance in Four Countries
with Universal Coverage
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In the U.S., below-average-income adults were at high risk of having no insurance 

coverage at all (Figure 3). Two of five below-average-income adults said they were 

uninsured when surveyed or had a time when they were uninsured during the year. 

Because of this lack of coverage, below-average-income adults are at a serious 

disadvantage compared with their counterparts in the other four countries. In the other 

four countries, below-average-income adults have the protection of public coverage, and 

may also have the extra advantage of private insurance. 
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Figure 3. Insurance Profile of U.S. Adults by Income
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The U.S. started the decade with high out-of-pocket costs by international 

standards. Per capita out-of-pocket costs were $793 in the U.S. in 2003 compared with 

$448 in Canada and $296 in New Zealand.9 In addition, five years of double-digit 

increases in insurance premium rates have sparked widespread growth in cost-sharing for 

private health insurance for the under-65 population.10 

 

Due to these increased costs, U.S. adults faced potentially high medical bills at the 

time of the 2004 survey, even if they were insured. Reflecting this upward trend, both 

above-average- and below-average-income U.S. adults were significantly more likely than 

their counterparts in the other four countries to report high out-of-pocket costs of more 

than $1,000 dollars during the year (Figure 4). Above-average-income adults in Australia 

were also at relatively high risk for out-of-pocket costs, when compared with their 

counterparts in the other three countries with national insurance. Adults in the U.K. and 

New Zealand appeared relatively well protected, with only a small share (6% or less) of 

adults in either the below-average- or above-average-income groups reporting high out-

of-pocket expenses. 
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Figure 4. Spent More than US$1,000 Out-of-Pocket
for Medical Care in Past Year, by Income
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INCOME AND HEALTH 

Below-average-income adults in all five countries were among the most vulnerable in terms 

of medical care needs due to reasons of poor health and age.11 Adults with below-average 

incomes were significantly more likely than those with above-average-incomes to rate 

their health as fair or poor and to report at least one of six chronic conditions included in 

the survey (Figure 5). 
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Figure 5. Health Status by Income
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Given the strong correlation between low income and poor health, it is especially 

critical for adults with limited incomes to have ready access to primary care. Inequities in 

access to medical care by income can otherwise contribute to and exacerbate disparities in 

health and quality of life. 

 

ACCESS TO CARE 

Having a regular doctor or place for care is a critical factor to ensuring entry into the 

health care system. When surveyed, the majority of adults in all five countries said they 

had a regular doctor or place of care. 

 

Looking across countries, below-average-income adults in the U.S. were 

significantly more likely to report not having a regular doctor or place of care compared 

with their counterparts in the other four countries. Rates of below-average-income adults 

in the U.S. without a regular source of care were double those reported in the other four 

countries (Table 2). 

 

When they were asked how long it took to see a doctor the last time they were 

sick, below-average-income adults in the U.S. and Canada were the least likely to report 

same-day access. They were also the most likely to wait six days or more for an 

appointment—one of four adults in both Canada and the U.S. reported this problem 

(Figure 6). In contrast, adults in Australia and New Zealand across income levels were 

most likely to have rapid access to a doctor when sick. More than half in both income 

groups in these countries said they were able to get a same-day appointment when sick. 
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Among the five countries, the U.S. was the only country where waiting times to 

see a doctor when sick varied significantly by income. Nearly one of four below-average-

income adults in the U.S. said they waited six days or more, a rate nearly double that 

reported by above-average-income adults. In Canada, income level was not associated 

with wait times—one of four adults in either income category was likely to encounter 

long waiting times to see a doctor when sick. 

 

In the U.S., income mattered for after-hours care, as well. Seven of 10 below-

average-income adults reported difficulty getting care after hours, a rate significantly 

higher than above-average-income adults in the U.S. or below-average- or above-

average-income groups in the other countries (Table 2). 

 

Emergency Room Care 

The emergency room (ER) serves as a sensitive indicator for how well systems respond to 

patients’ needs. When care is not available in the community, the ER fills in the gap, 

acting as a safety-net care source. If this occurs frequently, the result can be longer waits or 

delays for those with urgent care needs. In all five countries except the U.K., below-

average-income adults were significantly more likely than those with above-average 

income to have used the ER in the past two years.  

 

Rates of ER use were highest in Canada and the U.S.—the two countries with the 

longest waits to see physicians and where individuals had the most difficulties getting after-



 

 8

hours care. One of five below-average-income respondents in these two countries said 

they used the ER for regular care that could have been provided by a doctor, if available 

(Figure 7). 
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Figure 7. ER Visit for Condition Regular Doctor
Could Have Seen if Available, by Income

Percent

*Significant difference between below and above average income groups within country at p<.05
Source: Commonwealth Fund 2004 International Health Policy Survey  

 

Difficulty getting care after hours without going to the ER was a concern in all 

five countries, but rates varied widely. Problems appeared most widespread in Australia, 

Canada, and the U.S., where majorities of adults in both income groups reported it was 

very or somewhat difficult getting care after hours without going to the ER. This problem 

was especially troublesome for below-average-income American adults. Seven of 10 

reported difficulty, a rate significantly greater than that of above-average-income 

Americans. Only one-third of New Zealand adults in either income group and less than 

half of U.K. adults said getting care after hours was difficult (Figure 8). 
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Figure 8. Difficulty Getting Care on Nights, 
Weekends, Holidays Without Going to ER

Percent saying “very” or “somewhat difficult”
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Cost Barriers 

Among the five countries, below-average-income adults in the U.S. were the most likely 

to have gone without care because of costs, with nearly three of five reporting a time they 

did not fill a prescription, did not go to a doctor when sick, or skipped recommended care 

or treatment (Figure 9). Yet, despite universal coverage, below-average-income adults in 

Australia, Canada, and New Zealand also reported often high levels of cost-related access 

problems. U.K. adults were the most financially protected, with few below-average- or 

above-average-income adults reporting cost-related access concerns. 
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Figure 9. Cost-Related Access Problems, by Income

Percent reporting any of three access problems because of costs+

+Access problems include: Had a medical problem but did not visit a doctor; skipped a medical test, 
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In the four countries with higher rates of cost concerns, adults with below-average 

incomes were significantly more likely than those with above-average incomes to report 

access problems because of costs on each of three medical care services and to report they 

did not get needed dental care because of costs. 

 

In the U.S, the spread on each of the four services (including dental care) between 

below-average- and above-average-income adults was typically wide (23 percentage points 

or more), as well as significant. In contrast, in the U.K, except for dental care, a small 

percentage of adults reported cost-related access barriers, with only a 1–4 percentage point 

spread between below-average- and above-average-income groups. 

 

In the countries with cost-sharing, rates of cost-related access problems tended to 

track the country’s insurance benefit designs and cost-sharing provisions. The percent of 

adults reporting access-cost problems was lowest in countries with comprehensive 

coverage for specific services and highest in countries with cost-sharing or benefit gaps.  

 

Despite high rates of forgone care, below-average-income adults in the U.S. were 

also the most likely to report high levels of out-of-pocket costs. One of four reported 

paying more than $1,000 out-of-pocket for medical costs in the past year. Above-average-

income Americans also reported high costs; nearly one of three paid more than $1,000 

out-of-pocket. The high out-of-pocket cost findings held for insured as well as uninsured 

U.S. adults (Table 6). In the other four countries, the insurance systems were more 
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protective than the U.S. system. However, one of five above-average-income Australians 

also paid more than $1,000 for medical costs (Table 2). 

 

COORDINATION OF CARE 

Coordination of care—between providers and across sites of care—poses challenges for the 

health systems in all five countries, with failures in coordination translating into delays in 

treatment, potential medical errors, poor doctor–patient communication, and wasted 

resources (Table 3). Yet, again, the U.S. stands out among the countries for income-

related inequalities around coordination of care. Below-average-income adults in the U.S. 

fared significantly worse than those with above-average incomes on five of nine 

coordination measures, placing these individuals at higher risk for poorer quality care and 

medical errors. 

 

On three measures of coordination (test results or medical record not available at 

time of scheduled appointment, patients received duplicate tests or procedures, or patients 

received conflicting information from different doctors), below-average-income adults in 

the U.S. experienced more problems than below-average-income adults in the other 

countries (Figure 10). Disparities existed within the U.S. on all three indicators. On the 

duplication of tests and receiving conflicting information measures, below-average-income 

Americans were significantly more likely to have problems than above-average-income 

Americans. Particularly, below-average-income adults in the U.S. reported significantly 

more problems with unnecessary duplication of medical tests compared with their 

counterparts in the other four countries. In the other four countries, there were no 

significant income differences in coordination indicators. 
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Figure 10. Care Coordination, by Income
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Not getting test results back or not having results clearly explained was a common 

problem in all countries, reflecting a missed opportunity to engage patients in their care. 

Canadians in both income groups reported the highest rates on this measure. In Australia 

and the U.S., below-average-income adults were significantly more likely than those with 

above-average incomes to report this shortfall in coordination of care (Figure 11). 

 

Figure 11. Did NOT Receive Test Results
or Results NOT Clearly Explained, by Income
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In the U.K., below-average-income adults were most likely to say that their 

doctor had not reviewed all their medications with them or explained the side effects of 

any prescribed medications. With patients typically seeing multiple doctors and often 

taking multiple medications, failures in coordination can put them at greater risk for 

medication problems and adverse drug interactions (Figure 12). 

 

Figure 12. Percent Doctor Has NOT Reviewed 
Medications, by Income
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While most of the attention in patient safety has focused on medication errors, the 

survey findings point to another area of concern—laboratory tests and x-rays. Seven 

percent to 21 percent of all patients reported they were given incorrect test results or 

experienced a delay in getting abnormal results. This was a particular problem for below-

average-income adults in New Zealand and the U.S., with one of five reporting diagnostic 

test errors, almost twice the percentage of those with above-average incomes. 

 

It is also important for patients’ regular doctors to be informed about care they 

have received from other providers. The survey asked two questions about care following 

an ER visit or hospitalization. In four of the five countries, between one-fourth and one-

third of the respondents, regardless of income level, reported that after visiting the ER, 

their regular doctor did not seem informed and up-to-date about the care they had 

received. In Canada, the rate was somewhat higher, with about two of five reporting this 

problem. Canadians were also more likely to report that after being hospitalized, their 

doctor did not seem informed and up-to-date on their follow-up care plan. In contrast, 

only one of 10 American respondents had this experience after hospitalization (Table 3).  
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DOCTOR–PATIENT RELATIONSHIP AND COMMUNICATION 

Shortfalls in doctor–patient communication were common in all countries and represent 

missed opportunities to identify patients’ preferences or concerns, to communicate 

effectively, or to involve patients in decision-making. These failures potentially undermine 

care and may contribute to lack of adherence to medical advice (Table 4). 

 

Experiences of below-average-income adults in the U.S. were striking when 

compared with their counterparts in the other countries. On five of six key dimensions of 

patient-centered care,12 below-average-income adults in the U.S. reported more negative 

experiences than did below-average-income adults in the other countries. The U.S. also 

stands out for the greatest income-related inequities in patients’ experiences with care, 

with below-average-income adults reporting significantly lower quality ratings than those 

with above-average income on five of six measures. These differences by income were 

rare in the other four countries. 

 

Across six questions about doctor–patient communications and physician efforts to 

engage patients in care decisions, adults in New Zealand and Australia with below-average 

and above-average income tended to be the most positive, while adults in the U.K. and 

U.S. were most negative. In all five countries, doctors are less likely to tell below-average-

income patients about treatment choices and engage patients in care decisions. One-third 

of below-average- and above-average-income adults in Australia, Canada, and New 

Zealand said their doctor did not usually tell them about treatment choices or ask for their 

ideas or opinions. Adults in the U.K. and the U.S. were the least likely to report 

discussion about care options, with about half of below-average- and above-average-

income adults reporting these conversations sometimes, rarely, or never occurred. 

 

In all five countries, below-average-income adults were somewhat more likely to 

have left their doctor’s office in the past two years without getting important questions 

answered than were those with above-average income. Differences by income were 

significant only in New Zealand. 

 

Compared with their counterparts in the other four countries, below-average-

income adults in the U.S. were notably more negative about their experiences with 

doctors overall. More than one of five rated their doctor fair or poor—double the 

percentages in other countries (Figure 13). In both New Zealand and the U.S., adults with 

below-average incomes were significantly more likely than were those with above-average 

incomes to rate their doctor fair or poor, although the gap between income groups in the 

U.S. was notably wider. 
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Figure 13. Rated Doctor Fair or Poor, by Income
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PREVENTIVE CARE 

A hallmark of high-quality primary care is an emphasis on preventive care, counseling, and 

awareness of patients’ health concerns. The survey included several measures of preventive 

care, including doctors providing advice or counseling on weight, nutrition, or exercise; 

asking about emotional issues such as depression or stress; sending reminders for preventive 

care; and performing blood pressure checks and pap tests (Figures 14 and 15, Table 5). 
 

Figure 14. Had Blood Pressure Check in Past Year,
by Income
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Figure 15. Had Pap Test in Past Three Years,
by Income

86
73716975

84 84 84 82
93

0

25

50

75

100

Australia Canada New
Zealand

United
Kingdom

United
States

Below average income Above average income

Base: Women ages 25–64

*Significant difference between below and above average income groups within country at p<.05
Source: Commonwealth Fund 2004 International Health Policy Survey

Percent

* * * *
*

 
 

In the U.S., on all five preventive care measures, below-average-income adults did 

less well than above-average-income adults, although the difference was significant on 

only two measures (blood pressure test in the past year and pap test in past three years for 

women ages 25–64). Even though the pattern in the U.S. favored above-average-income 

adults, in general, Americans were more or as likely to report receiving preventive care 

compared with their international counterparts, regardless of income level. On clinical 

measures, the U.S. performs particularly well, especially for above-average-income adults; 

below-average-income adults were at least on par with the other four countries. 

 

Rates of preventive care tend to be lower in the U.K. than in the other countries. 

On most measures there was little significant difference between below-average- and 

above-average-income adults in any of the five countries (except for pap test in past three 

years for women ages 25–64). In Australia and the U.K., however, the pattern was for 

below-average-income adults to fare better. In New Zealand and the U.K., below-

average-income adults were significantly more likely to have received a blood pressure 

check in the past year than were above-average-income adults. In general, below-average- 

and above-average-income Canadians receive a similar amount of preventive care. 

Compared with the average, the U.S. is a leader in providing preventive care for its 

citizens while the U.K. lags behind. 
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INSURANCE AND INEQUITIES IN THE UNITED STATES 

Experiences by Insurance Coverage Status 

Although the U.S. spends more per person on health care than any other country,13 lack 

of adequate insurance coverage undermines access and quality for those with below-

average incomes. Americans in the survey with below-average incomes were notably 

more likely to be uninsured than those with above-average incomes, with three of 10 

below-average-income adults uninsured (data not shown). Furthermore, those with 

above-average income were more likely than those with below-average income to be 

insured all year. 

 

To compare experiences of insured and uninsured U.S. adults with each other and 

those in the other four countries, we restricted the sample to nonelderly (i.e. under age 

65) adults (Table 6). The comparison reveals the extent to which lack of insurance 

undermines access to primary care and erodes care experiences for working adults in the 

United States. 

 

On seven of eight access measures, uninsured U.S. adults under age 65 were 

significantly more likely than insured U.S. adults to report problems, including forgoing 

care because of costs, lack of timely access to care, and resorting to the ER for care (Table 

6, Figure 16). The gaps between insured and uninsured Americans’ experiences were wide 

and significant. For example, 76 percent of uninsured U.S. adults reported at least one of 

three access problems because of costs, compared with only 30 percent of insured U.S. 

adults. However, both insured and uninsured U.S. adults under age 65 were just as likely 

to spend more than $1,000 on out-of-pocket medical expenses, indicating the effects of 

rising deductibles and cost-sharing among the privately insured. 
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Figure 16. Under 65: ER Use Comparisons
with U.S. Insured and Uninsured

29
39

26 30 34
27

46

0

25

50

75

AUS CAN NZ UK Total Insured Uninsured

Percent under 65 with ER visit in past two years

United States 

*Significantly different from U.S. insured at p<.05
Uninsured = uninsured at time of survey or any time during the year
Source: Commonwealth Fund 2004 International Health Policy Survey

*
*

 
 

The survey further revealed the extent to which insurance gaps can erode 

coordination of care and expose patients to medical errors. The uninsured were significantly 

more likely to report receiving duplicate tests, conflicting information, visits when medical 

records were not available, not receiving test results or not having results clearly explained, 

and lab errors or delays in receipt of abnormal test results (Figures 17 and 18). The findings 

indicate that lack of insurance undermines the efficiency, safety, and effectiveness of care. 
 

Figure 17. Under 65: Coordination Problem 
Comparisons with U.S. Insured and Uninsured
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Figure 18. Under 65: Lab Test Errors^
Comparisons with U.S. Insured and Uninsured
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The survey findings also reveal that lack of insurance can undermine doctor–

patient relationship and communication. Compared with insured U.S. adults, uninsured 

U.S. adults were significantly more likely to report negative experiences on all six key 

measures of doctor–patient relationship included in the study. They were also significantly 

more likely to leave their doctor’s office without getting important questions answered 

and to rate their doctor as fair or poor. 

 

Even when insured, U.S. nonelderly adults still were at risk for more access 

problems compared with nonelderly adults in the other four countries. Insured U.S. 

nonelderly adults were significantly less likely to get a same-day appointment when sick 

compared with nonelderly adults in Australia, New Zealand, and the U.K.; significantly 

more likely to wait six days or more for an appointment compared with adults in Australia 

and New Zealand; significantly more likely to visit the ER for a condition their regular 

doctor could have seen compared with adults in Australia, New Zealand, and the U.K.; 

significantly more likely to report difficulty getting care after-hours compared with adults 

in the other four countries; and significantly more likely to report access problems because 

of costs compared with adults in Canada, New Zealand, and the U.K. 

 

In addition to access barriers, insured U.S. adults encountered heightened gaps in 

care coordination. Compared with nonelderly adults in Australia, Canada, and the U.K., 

insured nonelderly adults in the U.S. were significantly more likely to experience 

unnecessary duplication of medical tests. In addition, insured nonelderly adults in the U.S. 
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were significantly more likely to report that their doctor sometimes, rarely or never spends 

enough time with them or makes clear the specific treatment goals and plans, compared 

with nonelderly adults in Australia and New Zealand. 

 

U.S. Insurance Coverage Status and Income Divide 

In the U.S., being insured helps mitigate access and cost problems regardless of income, 

which, in turn, reduces income-related access and quality of care disparities. Uninsured 

adults were more likely than insured adults, regardless of income, to report problems with 

access and coordination, and experience more negative doctor–patient relationships and 

communication. 

 

Yet, even with insurance, below-average-income Americans still report greater 

rates of access barriers and coordination concerns than above-average-income Americans 

with insurance. As detailed in Table 7, insured adults with below-average incomes were 

significantly more likely than above-average-income insured adults to wait for an 

appointment when sick, to visit the ER for a condition that their regular doctor could 

have seen if available, and to go without care because of costs. 

 

Insured adults with below-average-income were also significantly more likely than 

above-average-income adults with insurance to report that their doctor did not review all 

medications; their doctor did not spend enough time with them; to leave the doctor’s 

office without getting important questions answered; and to rate their doctor as fair or 

poor. This suggests that below-average-income adults have insurance that is less 

comprehensive and less likely to provide affordable access to care, and policies that may 

offer a more limited network of providers (Figure 19). These findings indicate that, in the 

U.S., not all insurance is equally protective. Insurance does not guarantee access or cost 

protection, and can leave many low-income insured adults at risk of being “underinsured” 

because of benefit gaps and cost-sharing.14 Being “underinsured” or lacking insurance 

entirely can undermines not only access to care, but also the quality of care received. 

 

 



 

 21

Figure 19. Health Care Experiences by Income
and Insurance: U.S. Adults Ages 19–64
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SUMMARY 

Primary care stands at the center of medical care, serving as an entry point to the health 

system. Primary care physicians deliver core medical and preventive services and help 

patients coordinate and integrate the sum of their health care.15 When working well, each 

dimension of primary care is instrumental in improving health outcomes and cost 

performance.16 Ready access to effective primary care also offers the potential to reduce 

disparities in care, enhancing opportunities for patients to live healthy, productive lives. 

 

Despite the importance of primary care, below-average-income adults in the U.S. 

ranked last—that is, they had the worst experiences—among the five countries surveyed 

on 16 of 30 measures studied (Figure 20). These measures included most indicators of 

getting and paying for needed care, The notable exception to this trend is clinical 

preventive measures, where below-average-income Americans do as well or better than 

both below-average- and above-average-income adults in the other four countries. 
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Figure 20. Ranking of Below Average Income Adults’ 
Experiences by Country
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Experiences in Country Was the Worst Compared with

Below Average Income Adults in the Other Four Countries 

 
 

The health care system in the U.S. stands out for its striking disparities in 

experiences between above-average- and below-average-income adults. Overall, the study 

reveal a health divide with significant differences by income on 21 of the 30 measures 

studied (Figure 21). 

 

*Inequity counted when significant difference between income groups
where p ≤ .05 and gap of >5%; for U.S. p<.05 and gap>5%, or gap>5%
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The U.K., which has the most comprehensive insurance coverage of the countries 

surveyed, leads the group in lack of financial burdens placed on patients and equality 

between adults with below-average- and above-average-incomes, with few and narrow 

differences. Australia and New Zealand rank in the middle of the countries on issues of 

cost-related access inequity, indicating that experiences of below-average-income adults 

are likely to be sensitive to even modest cost-sharing levels. 

 

Uninsured adults in the U.S. were at the highest risk for problems relating to 

access, care coordination and delays, or errors that put their health at risk. While being 

insured in the U.S. improves access and care experiences, below-average-income adults 

with insurance were also at relatively high risk for having primary care access concerns. 

 

An earlier study using data from the Commonwealth Fund 2001 International 

Health Policy Survey found that differences by income in access and care experiences in 

the U.S. remain even when controlling for insurance.17 This study confirms these earlier 

findings. Below-average-income Americans face cost-related problems even when they 

have insurance coverage—a fact that likely reflects cost-sharing obligations and benefit 

gaps in coverage. Shifts in private insurance to plans with even higher deductibles and 

cost-sharing, combined with federal budget cuts in Medicaid, may further contribute to 

the income divide. A recent study warns that steady upward pressure on costs of health 

care in the U.S. could make health care services unaffordable for even more Americans, 

increasing income inequities.18 

 

The study reveals that below-average-income adults’ experiences are particularly 

sensitive to insurance design, including factors relating to cost-sharing and benefits. In 

Australia and New Zealand, income differences emerged for services less well covered by 

national plans despite fees that would be considered modest by U.S. standards. Within the 

U.S., the persistence of access problems among below-average-income adults with 

insurance likely reflects the shift toward higher deductibles and cost-sharing. 

 

Clinical preventive measures emerge as the one area in which the U.S. performs 

comparably well, extending even to the experiences of adults with below-average income. 

This performance may reflect public and private policy efforts to promote and publicize 

clinical guidelines for preventive care and to use public health campaigns to encourage 

patients to seek care. For the past decade, the Health Plan Employer Data and Information 

Set, a private-sector quality initiative, has targeted clinical preventive care as a core 

indicator, pressuring health plans to measure and improve outcomes.19 The combination 
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of clear guidelines plus efforts to hold delivery systems accountable and engage the public 

likely contribute to the U.S.’s performance on this aspect of care. 

 

The survey also focuses on access and doctor–patient communications and 

interactions when receiving care. Access to care is a critical element in reducing disparities 

in health care. However, clinical studies have shown that disparities in health care, 

including differences in who receives appropriate care or high-quality care, can persist 

even for those with access to primary care.20 Therefore, it is important not only to 

improve access to care, but also to address disparities relating to quality of care.. 

 

Finding policy solutions to extend coverage and enhance primary care for lower-

income adults is a critical step toward improving the performance of the U.S. health care 

system. The experiences in other countries indicate that it is possible to do better. For the 

U.S., the challenge will lie in building consensus around methods to bridge the growing 

health divide. 
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METHODS 

 

The Commonwealth Fund 2004 International Health Policy Survey consisted of 

telephone interviews with 1,400 adults ages 18 and over in Australia, Canada, New 

Zealand, and the United States, with an expanded sample of 3,061 in the United 

Kingdom. The Commonwealth Fund provided support for random samples of 1,400 in 

each country. The U.K. Health Foundation partnered with the Fund to expand the U.K. 

sample in specific regions, to enable future analysis by U.K. countries. Harris Interactive 

and associates conducted the survey between March and May 2004. 

 

To compare experiences among lower- and higher-income adults, the survey cited 

the national median household income in 2004 in each country and asked whether the 

person’s own income was much or somewhat below, about average, or much or 

somewhat above the national average. In U.S. dollars, the country median incomes were 

$30,000 in Australia, $37,800 in Canada, $25,000 in New Zealand, $41,600 in the U.K., 

and $42,400 in the U.S. The percent of adults identifying their income as below average 

income was: 32 percent in Australia, 30 percent in Canada, 22 percent in New Zealand, 

36 percent in the U.K., and 35 percent in the U.S. The percent who identified their 

incomes as above average income was: 41 percent in Australia, 44 percent in Canada, 56 

percent in New Zealand, 38 percent in the U.K., and 39 percent in the U.S. Roughly 

one of five respondents in each country said their incomes were “about average.” Adults 

with average income were included in the country totals but not shown separately when 

comparing those with below-average and above-average income. Four percent to 8 

percent of adults did not report their relative incomes. Tables indicate where differences 

by income are significant at the 95 percent confidence level or better. 
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APPENDIX. TABLES 

 

Table 1a. Adults’ Care Experiences in Five Countries, 2004 
(country averages) 

 Australia Canada 
New 

Zealand 
United 

Kingdom
United 
States 

Unweighted N= 1400 1410 1400 3061 1401 

Access  
No regular doctor or place of care 5%* 5%* 3%* 1%* 9% 
Saw doctor same day when sick 54* 27* 60* 41* 33 
Waited six days or more for appointment when sick 7* 25* 2* 13* 19 
ER visit in past two years 29* 38* 26* 29 34 
ER visit for condition regular doctor could have 

seen if available 
9* 18 7* 6* 16 

Somewhat or very difficult to get care on nights, 
weekends, or holidays without going to ER 

54* 59* 33* 43* 63 

Access problems because of costs during past year:      
Did not fill prescription or skipped doses 12* 9* 11* 4* 21 
Had a medical problem, did not visit doctor 17* 6* 28 4* 29 
Skipped recommended test or follow-up 18* 8* 20* 2* 27 
At least one of three access problems because of costs 29* 17* 34* 9* 40 
Did not get needed dental care because of costs 35 26* 37 21* 38 
Spent more than US$1,000 on out-of-pocket 

costs in past year 
14* 12* 5* 4* 26 

Coordination  
In past two years a time when:      

Unnecessary duplication of medical tests 7* 6* 7* 4* 14 
Received conflicting information from 

different doctors 
18 14* 14* 14* 18 

Test results or medical records not available 
at time of scheduled appointment 

12* 14 13* 13* 17 

Any of three coordination problems 28 26* 25* 24* 31 
Had lab, x-ray or other test in past two years:      

Did not receive test results or results 
not clearly explained 

16* 28* 22 21 20 

Lab error or delay in receiving abnormal 
test results 

9* 12* 14 8* 15 

Those on medication, in past two years:      
Doctor did not review all medications taken, 

including those prescribed by other doctors 
29 25 31* 37* 25 

Doctor did not explain side effects of any 
prescribed medication 

25 28 27 39* 30 

After ER visit, regular doctor did not seem informed 
and up-to-date about care received in ER 

30 36 28 32 30 

After hospitalization, regular doctor did not seem 
informed and up-to-date about follow-up care plan 

19 21 23* 23* 13 

* Indicates the country differs from the United States at p<.05. 
Source: Commonwealth Fund 2004 International Health Policy Survey. 
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Table 1b. Adults’ Care Experiences in Five Countries, 2004 
(country averages) 

  Australia Canada 
New 

Zealand 
United 

Kingdom
United 
States 

Unweighted N= 1400 1410 1400 3061 1401 

Doctor–Patient Relationship      
Doctor only sometimes, rarely or never:      

Listens carefully to you 9%* 12%* 7%* 11%* 15% 
Explains things in a way you can understand 9* 9* 7* 11* 15 
Spends enough time with you 14* 17* 12* 17* 25 
Makes clear the specific goals and plan for 

your treatment 
14* 15* 13* 19 20 

Gives you clear instructions so you know 
what to do or what symptoms to watch for 

10* 12 8* 13 13 

Tells you about treatment choices and asks 
for your ideas/opinions 

35* 35* 30* 50* 44 

Left doctor’s office without getting important 
questions answered in past two years 

22 19* 20* 13* 24 

Rated doctor fair/poor overall 8* 9* 6* 11* 14 

Prevention      
Blood pressure test in past year 78* 80* 72* 68* 86 
Pap test, women ages 25–64, in past three years 78 77 81 77 89 
Doctor does not send reminders for preventive care 62* 61* 55* 50 49 
Base: Has regular doctor/place of care 
In past two years doctor: 

     

Did not discuss weight, nutrition, or exercise 62* 55* 67* 72* 48 
Did not ask you about any emotional concerns 

that might be affecting your health 
67 62 71* 72* 63 

* Indicates the country differs from the United States at p<.05. 
Significance tests were not performed for responses to pap test questions. 
Source: Commonwealth Fund 2004 International Health Policy Survey. 
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Table 2. Access to Care by Below and Above Average Income Adults 
in Five Countries, 2004 

 Australia Canada 
New 

Zealand 
United 

Kingdom
United 
States 

Unweighted N=      
Below average 420 426 339 1120 452 
Above average 633 626 742 1136 653 

No regular doctor or place of care      
Below average 5%^ 5%^ 3%^ 0%*^ 10% 
Above average 5 5 3 2 6 

Saw doctor same day when sick      
Below average 56^ 27 60^ 43^ 33 
Above average 56 27 60 39 35 

Waited six days or more for appointment when sick      
Below average 7^ 25 3^ 14 24* 
Above average 5 24 3 12 13 

ER visit in past two years      
Below average 34*^ 43* 34*^ 32^ 40* 
Above average 25 34 22 26 26 

ER visit for condition regular doctor could 
have seen if available 

     

Below average 12^ 21 6^ 6^ 19 
Above average 9 14 6 5 11 

Somewhat or very difficult to get after-hours care      
Below average 53^ 60^ 32^ 42^ 70* 
Above average 56 59 32 44 60 

Access problems because of costs during past year:      
Did not fill prescription or skipped doses      

Below average 13*^ 16*^ 15*^ 6*^ 33* 
Above average 10 6 7 2 10 

Had a medical problem, did not visit doctor      
Below average 20*^ 10*^ 39* 6*^ 44* 
Above average 14 3 24 3 16 

Skipped recommended test or follow-up      
Below average 20*^ 11*^ 24*^ 3*^ 40* 
Above average 13 6 16 2 17 

At least one of three access problems because of costs      
Below average 35*^ 26*^ 44*^ 12*^ 57* 
Above average 24 12 29 6 25 

Did not get needed dental care because of costs      
Below average 43*^ 39*^ 41*^ 24*^ 52* 
Above average 29 19 34 17 25 

Spent more than US$1,000 on out-of-pocket costs      
Below average 8*^ 10^ 4^ 2*^ 24* 
Above average 21 12 6 5 32 

* Significant difference between below average and above average income groups within country at p<.05. 
^ Indicates the country below average income group differs from the U.S. below average income group at p<.05. 
Source: Commonwealth Fund 2004 International Health Policy Survey. 
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Table 3. Coordination of Care by Below and Above Average Income Adults 
in Five Countries, 2004 

 Australia Canada 
New 

Zealand 
United 

Kingdom
United 
States 

Unweighted N=      
Below average 420 426 339 1120 452 
Above average 633 626 742 1136 653 

In past two years a time when:      
Unnecessary duplication of medical tests      

Below average 6%^ 8%*^ 7%^ 5%^ 17%* 
Above average 7 5 8 4 9 

Received conflicting information      
Below average 16 19* 18 16^ 21* 
Above average 18 11 13 13 14 

Test results or medical records not available at visit      
Below average 13^ 12^ 15 15 19 
Above average 10 16 11 13 14 

Any of three coordination problems      
Below average 26^ 29 27^ 26^ 36* 
Above average 28 25 23 24 27 

Had lab, x-ray or other test in past two years:      
Did not receive test results or results not clearly explained      

Below average 19* 28 23 23 25* 
Above average 11 30 24 20 17 

Lab error or delay in receiving abnormal test results      
Below average 8^ 14 21* 8^ 19* 
Above average 7 11 11 7 10 

Those on medication, in past two years:      
Doctor did not review all medications taken      

Below average 27 25 28 38 29 
Above average 35 23 32 35 21 

Doctor did not explain side effects of 
any prescribed medication      
Below average 27 31 22^ 39 32 
Above average 28 27 30 36 27 

After ER visit, regular doctor did not seem informed 
and up-to-date about care received in ER      
Below average 28 37 23 29 30 
Above average 31 41 29 33 27 

After hospitalization, regular doctor did not seem 
informed and up-to-date about follow-up care plan      
Below average 16 25^ 24^ 19 8 
Above average 21 27 20 26 11 

* Significant difference between below average and above average income groups within country at p<.05. 
^ Indicates the country below average income group differs from the U.S. below average income group at p<.05. 
Source: Commonwealth Fund 2004 International Health Policy Survey. 
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Table 4. Doctor–Patient Relationship and Communication 
by Below and Above Average Income Adults in Five Countries, 2004 

 Australia Canada 
New 

Zealand 
United 

Kingdom
United 
States 

Unweighted N=      
Below average 420 426 339 1120 452 
Above average 633 626 742 1136 653 

Doctor only sometimes, rarely or never:      
Listens carefully to you      

Below average 9%^ 13% 8%*^ 10%^ 19%* 
Above average 9 12 4 12 10 

Explains things in a way you can understand      
Below average 9^ 11^ 9*^ 11* 19* 
Above average 7 7 5 9 7 

Spends enough time with you      
Below average 13^ 20^ 13^ 17^ 31* 
Above average 13 16 10 17 19 

Makes clear the specific goals and plan for 
your treatment 

     

Below average 15^ 18^ 14^ 20 25* 
Above average 14 15 12 19 16 

Gives you clear instructions so you know what 
to do or what symptoms to watch for 

     

Below average 11^ 14 9^ 13 16 
Above average 9 11 6 12 12 

Tells you about treatment choices and asks 
for your ideas/opinions 

     

Below average 33^ 36^ 36*^ 53 48* 
Above average 37 37 27 48 40 

Left doctor’s office without getting important 
questions answered in past two years 

     

Below average 24 23 27* 15^ 27 
Above average 19 19 16 12 21 

Rated doctor fair/poor overall      
Below average 9^ 11^ 9*^ 12^ 22* 
Above average 7 8 4 11 7 

* Significant difference between below average and above average income groups within country at p<.05. 
^ Indicates the country below average income group differs from the U.S. below average income group at p<.05. 
Source: Commonwealth Fund 2004 International Health Policy Survey. 
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Table 5. Preventive Care and Health Promotion 
by Below and Above Average Income Adults in Five Countries, 2004 

 Australia Canada 
New 

Zealand 
United 

Kingdom
United 
States 

Unweighted N=      
Below average 420 426 339 1120 452 
Above average 633 626 742 1136 653 

Blood pressure test in past year      
Below average 83% 79%^ 77%*^ 72%*^ 85%*
Above average 79 82 70 61 91 

Pap test, women ages 25–64, in past three years      
Below average 75*^  69*^ 71*^ 73*^ 86* 
Above average  84  84  84  82  93 

Doctor does not send reminders for preventive care      
Below average 61^ 60^ 55 49 52 
Above average 62 61 52 53 48 

Base: Has regular doctor/place of care 
In past two years doctor:      

Did not discuss weight, nutrition, or exercise      
Below average 57* 53 62*^ 69^ 50 
Above average 66 53 69 74 45 

Did not ask you about any emotional concerns 
that might be affecting your health      
Below average 62 62 67 70* 64 
Above average 68 60 73 75 61 

* Significant difference between below average and above average income groups within country at p<.05. 
^ Indicates the country below average income group differs from the U.S. below average income group at p<.05. 
Source: Commonwealth Fund 2004 International Health Policy Survey. 
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Table 6. Nonelderly Adults’ Care Experiences in Five Countries, 
with U.S. Insured and Uninsured, 2004 

(base: adults ages 18–64) 
      United States 

 Australia Canada
New 

Zealand 
United 

Kingdom  Total 
Insured 
all year 

Uninsured 
anytime 

Unweighted N= 1176 1178 1061 2454  1121 842 279 
Access         
No regular doctor or place of care  6% 6% 3%* 1%*  10% 6% 20%* 
Saw doctor same day when sick 53* 27* 60* 40*  32 37 25* 
Waited six days or more for appointment 6* 26* 2* 14  20 16 28* 
ER visit in past two years 29 39* 26 30  34 27 46* 
ER visit for condition regular doctor 

could have seen 
10* 18* 7* 7*  16 14 21* 

Somewhat or very difficult to get 
after-hours care 

57* 61* 35* 46*  67 63 74* 

At least one of three access problems 
because of costs† 

33 17* 38* 10*  45 30 76* 

Spent more than US$1,000 out-of-pocket 17* 12* 5* 4*  26 25 28 
Coordination         
In the past two years a time when:         

Unnecessary duplication of medical tests 7* 6* 8 5*  14 10 23* 
Received conflicting information 19* 15 15 15  20 14 32* 
Test results or medical records 

not available at time of visit 
13 14 14 14  18 15 26* 

Any of three coordination problems 30 26 26 26  33 28 44* 
Had lab, x-ray or other test in past two years:         

Did not receive test results or 
results not explained 

17 29* 23* 23*  22 19 31* 

Lab error or delay in receiving 
abnormal test results 

9* 12 15 9*  16 13 27* 

Those on medication, in past two years:         
Doctor did not review all 

medications taken 
28 24 33 37*  27 25 31 

Doctor did not explain side effects 24 28 29 39*  29 30 26 
Doctor–Patient Relationship         
Doctor only sometimes, rarely or never:         

Listens carefully to you 9 13 7* 13  17 12 29* 
Explains things fully 9* 9 7* 12  17 12 28* 
Spends enough time with you 15* 19 14* 18  27 21 44* 
Makes goals and treatment plans clear 15* 16 15* 21  22 20 29* 
Gives you clear instructions 10 12 8* 14*  14 11 23* 
Tells you about treatment choices 

and asks for your ideas/opinions 
36* 37* 32* 52*  46 44 57* 

Left doctor’s office without getting 
questions answered 

24 20 22 15*  27 23 35* 

Rated doctor fair/poor overall 8 10 7* 13  16 11 27* 

† Did not fill prescription or skipped doses; had a medical problem, did not visit doctor; 
skipped recommended test or follow-up because of costs during past year. 
* Significantly different from U.S. insured all year at p<.05. 
Source: Commonwealth Fund 2004 International Health Policy Survey. 
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Table 7. U.S. Nonelderly Adults’ Care Experiences by Income and Insurance, 2004 
(base: adults ages 18–64) 

 Insured all year 

 Total 

Above 
average 
income 

Below 
average 
income 

Uninsured 
anytime 
during 
the year 

Unweighted N= 1121 510 169 279 
Access     
No regular doctor or place of care  10% 4% 4% 20%* 
Saw doctor same day when sick 32 37 40 25* 
Waited six days or more for appointment when sick 20 12* 21 28 
ER visit in past two years 34 24* 36 46* 
ER visit for condition regular doctor could have seen 16 10* 22 21 
Somewhat or very difficult to get care on nights, weekends, 

or holidays without going to ER 
67 61 72 74 

At least one of three access problems because of costs† 45 22* 44 76* 
Spent more than US$1,000 out-of-pocket 26 32 26 28 
Coordination     
In past two years a time when:     

Unnecessary duplication of medical tests 14 8 7 23* 
Received conflicting information from different doctors 20 12 15 32* 
Test results or medical records not available at time 

of scheduled appointment 
18 14 13 26* 

Any of three coordination problems 33 25 28 44* 
Had lab, x-ray or other test in past two years:     

Did not receive test results or results not explained 22 17 22 31* 
Lab error or delay in receiving abnormal test results 16 10 15 27* 

Those on medication, in past two years:     
Doctor did not review all medications taken 27 26* 34 31 
Doctor did not explain side effects 29 36 35 26 

Doctor–Patient Relationship     
Doctor only sometimes, rarely or never:     

Listens carefully to you 17 8 13 28* 
Explains things in a way you can understand 17 7 11 28* 
Spends enough time with you 27 15* 22 43* 
Makes clear the specific goals and plan for your treatment 22 16 19 29* 
Gives you clear instructions 14 10 9 22* 
Tells you about treatment choices and asks for 

your ideas/opinions 
46 41 41 55* 

Left doctor’s office without getting questions answered 27 18* 26 35 
Rated doctor fair/poor overall 16 6* 14 27* 

† Did not fill prescription or skipped doses; had a medical problem, did not visit doctor; 
skipped recommended test or follow-up because of costs during past year. 
* Significantly different from insured all year below average income group at p<.05. 
Source: Commonwealth Fund 2004 International Health Policy Survey. 

 



 


