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By Robin Osborn, Donald Moulds, David Squires, Michelle M. Doty, and Chloe Anderson

International Survey Of Older
Adults Finds Shortcomings

In Access, Coordination, And
Patient-Centered Care

ABSTRACT Industrialized nations face the common challenge of caring for
aging populations, with rising rates of chronic disease and disability. Our
2014 computer-assisted telephone survey of the health and care
experiences among 15,617 adults age sixty-five or older in Australia,
Canada, France, Germany, the Netherlands, New Zealand, Norway,
Sweden, Switzerland, the United Kingdom, and the United States has
found that US older adults were sicker than their counterparts abroad.
Out-of-pocket expenses posed greater problems in the United States than
elsewhere. Accessing primary care and avoiding the emergency
department tended to be more difficult in the United States, Canada, and
Sweden than in other surveyed countries. One-fifth or more of older
adults reported receiving uncoordinated care in all countries except
France. US respondents were among the most likely to have discussed
health-promoting behaviors with a clinician, to have a chronic care plan
tailored to their daily life, and to have engaged in end-of-life care
planning. Finally, in half of the countries, one-fifth or more of
chronically ill adults were caregivers themselves.

cross the industrialized world,

countries are experiencing unprec-

edented demographic change as

life expectancy increases and the

baby-boom generation ages. For
all the rewards of a longer life, these extra years
often mean living with chronic conditions; di-
minished capacity to manage activities of daily
living; and, for many, the added burden of being
a caregiver for another sick or frail family mem-
ber or friend."?

As a result, countries face the challenge of
trying to retrofit current health care delivery sys-
tems—originally designed to treat acute illness—
to meet the needs of older patients who often
present with chronic and degenerative condi-
tions. In the United States, 85 percent of all
health care services are currently used by people
with atleast one chronic disease,' and nearly half
of spending in the US Medicare program—

$140 billion out of a total of approximately
$300 billion in 2010—is for patients with six
or more chronic conditions (14 percent of Medi-
care beneficiaries).’

With older patients often receiving care from
multiple providers, taking multiple prescription
drugs, and managing complicated care regi-
mens, these people are vulnerable to health sys-
tem failures that can result in fragmented and
poorly coordinated care, as well as costly and
injurious medical errors.

To meet the demands of an aging population,
all eleven countries that participated in the sur-
vey that is the subject of this article are consid-
ering how to redesign health care systems to
better coordinate care and support frail elderly
people in community settings. Many are retool-
ing their workforces to better manage patients
needing ongoing care and coaching in self-
management. Others are restructuring payment
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systems to incentivize health promotion or inte-
grate care across the continuum of health care
services.!

Patient surveys offer timely feedback on how
well the current systems perform for older
adults, identify failures amenable to policy ac-
tion, and help assess where reforms are making a
difference. This article reports results from a
2014 survey of 15,617 adults age sixty-five or
older in Australia, Canada, France, Germany,
the Netherlands, New Zealand, Norway, Swe-
den, Switzerland, the United Kingdom, and
the United States. It is the seventeenth in a series
of international survey analyses. The survey fo-
cused on access to care, chronic conditions and
care coordination, patient engagement, social
care needs, and end-of-life care planning.

The eleven countries studied have diverse pub-
lic and private health care delivery systems. They
differ in how primary care is organized; the use
of multidisciplinary teams; the role of formal and
informal caregivers; and the ways in which pri-
mary care providers, specialists, and hospitals
are paid and incentivized. How these different
features work in practice affects the overall ex-
perience of the older adults surveyed and can
determine whether care is accessible, patient-
centered, and coordinated, particularly for those
patients with complex needs. (For an overview
of primary care organization and payment mech-
anisms across countries, see online Appen-
dix A1.)°

The surveyed countries present a kaleidoscope
of funding models, from tax-funded national
health systems to national insurance systems
with competing regulated private health insur-
ance plans, some operating through so-called
health insurance Marketplaces or their equiva-
lent. The extent to which the nations studied
meet the needs of their most vulnerable popula-
tions varies with benefit design, cost-sharing
thresholds and exemptions, and subsidies.
(For an overview of health care system financing
and benefit design across countries, see Appen-
dix A2.)°

In previous surveys of general populations
(adults age eighteen or older) in this series,
the United States has been the outlier among
the surveyed countries for its high numbers of
uninsured people and the absence of national
standards for essential benefits or financial pro-
tection.® That distinction no longer holds, since
the 2014 survey focused on older adults and our
analysis focused on those age sixty-five or older,
who, in the United States, have the benefit of
near-universal coverage under Medicare and
the broad access to care that it affords. This en-
abled us to compare more directly the perfor-
mance of the US health care delivery system with
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the delivery systems of other industrialized na-
tions in their care of older residents. Our study
reveals variation in health status and access to
and receipt of services, and opportunities for
improvement and innovation across all eleven
health systems.

Study Data And Methods

survEY The 2014 Commonwealth Fund Interna-
tional Health Policy Survey of Older Adults con-
sisted of computer-assisted telephone interviews
of nationally representative random samples of
adults age fifty-five or older in eleven countries,
using a common questionnaire that was trans-
lated and adjusted for country-specific wording
as needed. This analysis focuses on respondents
age sixty-five or older.

SSRS, a market and survey research firm, and
country contractors conducted the interviews
from March through May 2014. Field times in
each country ranged from six to eleven weeks.
Most field times were ten weeks. Respondents
were called an average of nine times if they did
not respond. Mobile and landline phone num-
bers were included in all countries except Can-
ada, where only landline phone numbers
were used.

International partners joined with the Com-
monwealth Fund to sponsor country surveys
or expand samples for further country analyses.”
Final country samples for those age sixty-five or
older, shown in Exhibit 1, ranged from 379 to
5,000.% The analysis weighted final samples to
reflect the demographic characteristics of the
older adult population in each country.>*

LiMmiTATIONs Our study has several limitations.
This was a rapid-response survey with field times
of six to eleven weeks, as noted above. Response
ratesranged from 16 percent in Norway to 31 per-
centin Australia where random-digit dialing was
used, and 60 percent in Switzerland, which used
anationwide population registry." Low response
rates in some countries may introduce bias, al-
though the direction of that potential bias is
unknown. Older adults living in nursing homes
and other facilities were not sampled. Countries
where institutionalization is more common may
present as healthier than countries with lower
rates of institutionalization."

Study Results

HEALTH AND HEALTH CARE USE The majority of
surveyed adults age sixty-five or older had at
least one chronic condition (Exhibit 1). How-
ever, the United States stood out for having
the highest rates of chronic conditions: 87 per-
cent of US older adults reported at least one of



EXHIBIT 1

Health And Health Care Use Among Adults Age Sixty-Five Or Older In Eleven Countries, 2014

Percent of respondents who:

Had chronic conditions®

Two or
Country (sample size) Any more
Australia (1,670) 82% 54%
Canada (3,147) 83 56
France (860) 81 43
Germany (547) 81 49
Netherlands (582) 78 46
New Zealand (379) 63 37
Norway (651) 74 43
Sweden (5,000) 75 42
Switzerland (1,084) 78 44
United Kingdom (581) 68 33
United States (1,116) 87 68

Were hospitalized

Saw 4 or more

overnight in doctors in Took 4 or
past 2 years past year more Rx
30% 18% 39%

23 13 42

17 6 29

36 39 39

27 17 44

26 14 43

35 11 41

29 18 40

32 8 29

18 15 41

29 25 53

source 2014 Commonwealth Fund International Health Policy Survey of Older Adults. NoTEs Excludes respondents who declined to
answer or who answered “don’t know" or “not applicable.” Between-country significance tests are available in online Appendix A5 (see
Note 5 in text). ?Includes hypertension or high blood pressure, heart disease, diabetes, lung problems, mental health problems, cancer,

and joint pain/arthritis.

seven conditions, and 68 percentreported two or
more conditions. In contrast, only one-third of
older adults in the United Kingdom reported
having multiple chronic conditions.

Given the prevalence of chronic conditions
among the respondents, it is not surprising that
they also reported frequent contact with the
health care system. French respondents were
among the least likely to have seen four or more
doctors in the past year and to have been hospi-
talized in the past two years, while German
respondents were among the most likely to re-
port these experiences. The complexity of man-
aging the care of these older patients was also
evident in the large proportion of respondents
taking multiple medications. More than half of
US older adults (53 percent) and about 40 per-
cent of older patients in eight other countries
reported taking four or more medications.
French and Swiss older adults were the least
likely to report this rate of medication use.

HEALTH CARE COSTS AND AccEss Despite near-
universal insurance coverage through Medicare,
US respondents were the most likely to report
that cost posed a barrier to their care (Exhibit 2).
One-fifth (19 percent) said thatin the pastyear, if
they had a medical problem, they did not visit a
doctor, skipped a medical test or treatment thata
doctor recommended, or did not fill a prescrip-
tion or skipped doses because of cost (see online
Appendix A3).° In addition, 21 percent of US
respondents spent $2,000 or more out of pocket
for care, and 11 percent reported having prob-
lems paying or being unable to pay medical bills
in the past year (Exhibit 2).

In most other countries surveyed, fewer than
10 percent of older adults spent $2,000 or more
out of pocket or experienced access barriers be-
cause of medical costs. French respondents were
among the least likely to report cost-related
problems. Among Swiss respondents, 22 percent
spent $2,000 or more out of pocket in the past
year, but few reported that these costs posed a
barrier to care (6 percent) or that paying medical
bills had been a problem (2 percent).

TIMELINESS OF cARE Canadian, Swedish, and
US respondents were among the least likely to be
able to get a same- or next-day appointment
when sick and to report that after-hours care
was somewhat or very easy to obtain without
going to the emergency department (ED). They
were also among the most likely to report having
used the ED in the past two years, including for
conditions that in the respondent’s opinion
could have been treated by his or her regular
doctor had he or she been available. In contrast,
four out of five respondents in Germany (81 per-
cent), France (83 percent), and New Zealand
(83 percent) reported same- or next-day access.
French respondents were the least likely to have
used the ED (15 percent).

Regarding access to specialists, US (86 per-
cent) and Swiss (82 percent) respondents were
the most likely to report getting an appointment
within four weeks. Canadians (46 percent), Nor-
wegians (46 percent), and Swedes (50 percent)
were the least likely to report this.

CARE COORDINATION AND SAFETY Failure to
coordinate care can compromise patients’ safety
and lead to unnecessary and costly treatment,
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EXHIBIT 2

Health Care Costs And Access Among Adults Age Sixty-Five Or Older In Eleven Countries, 2014

Percent of respondents who:

Had any cost-
related access

problem in
Country past year®
Australia 8%
Canada 9
France 3
Germany 7
Netherlands 6
New Zealand 10
Norway 4
Sweden 4
Switzerland 6
UK 5
us 19

Had out-of-
pocket medical
expenses of

Had problems
paying or were
unable to pay

Could get same-
or next-day
appointment to

$2,000 or more medical billsin see someone
in past year past year when sick
13% 7% 71%

9 4 45

0 2 83

7 3 81

4 4 76

4 4 83

6 1 54

6 1 53
22 2 69

2 5 65
21 11 57

Said it was Waited less
somewhat or Had than four
very easy to Used ED avoid- weeks for
get after- in past able ED  specialist
hours care® 2 years visit appointment*
54% 30% 7% 64%

41 39 15 46

69 15 4 60

62 21 3 61

77 29 6 71

69 33 10 62

66 27 5 46

37 35 10 50

66 27 8 82

71 19 4 60

55 39 13 86

source 2014 Commonwealth Fund International Health Policy Survey of Older Adults. NoTEs Excludes respondents who declined to answer or who answered “don’t know”
or “not applicable.” Between-country significance tests are available in online Appendix A6 (see Note 5 in text). For sample sizes, see Exhibit 1. °Includes the following: had
a medical problem but did not visit doctor, skipped medical test or treatment recommended by doctor, or did not fill prescription or skipped doses because of the cost.
°Base: needed after-hours care. ‘Went to the emergency department (ED) for a condition that could have been treated by a regular doctor or place of care if available. Base:

had a regular doctor or place of care. “Base: saw or needed to see a specialist in the past two years.
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especially for patients with multiple chronic con-
ditions.” Our findings suggest that all countries
face coordination and safety problems for this
population.

American older adults were the most likely to
report that their medical records or test results
were not available at a scheduled appointment or
that tests were duplicated (23 percent), while
17 percent or fewer of respondents in other coun-
tries reported this issue (Exhibit 3). Regarding
communication problems between specialists
and doctors, rates ranged from 6 percent in
France to 43 percent in Norway. French respon-
dents were also the least likely to report receiving
conflicting information from different doctors
(2 percent), while other country rates ranged
from 7 percent (the Netherlands) to 16 percent
(US). Overall, in every country but France, one-
fifth or more of older adults reported experienc-
ing at least one of these coordination problems
(Exhibit 3).

Older patients taking multiple medications are
at risk for both harmful interactions and non-
adherence to their treatment regimens."* How-
ever, between 14 percent (US) and 48 percent
(Sweden) of respondents who regularly take four
or more prescriptions reported that their medi-
cations were not reviewed by a health care pro-
fessional in the past year (Exhibit 3).

Gaps in hospital discharge planning—defined
as not receiving a written discharge plan, not
having a follow-up appointment arranged, not
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being given instructions on the purpose of tak-
ing each medication, or not knowing whom to
contact with questions—ranged widely, from
70 percent in Norway to 28 percent in the United
States (Exhibit 3 and online Appendix A4).° Ad-
ditionally, 4-15 percent of respondents in all
countries but Sweden (31 percent) said that their
regular doctor seemed uninformed about their
hospital care after discharge.

DOCTOR-PATIENT RELATIONSHIP In all coun-
tries surveyed, most respondents—ranging from
79 percent (Sweden) to 94 percent (France and
the Netherlands)—reported that their doctor
spent a sufficient amount of time with them
(Exhibit 4). With the exception of respondents
in Norway and Sweden, a majority of adults re-
ported that their primary health provider en-
courages them to ask questions about their
health and care (Exhibit 4).

HEALTH PROMOTION American respondents
were particularly likely to report that their doc-
tors had discussed with them how to live a
healthy life. The United States was at or near
the top in the reported frequency with which
doctors discussed diet or exercise (76 percent)
and stress (29 percent) with their patients
(Exhibit 4).

END-OF-LIFE PLANNING The survey also asked
whether the respondents had discussed their
care wishes with their doctor, friends, or family
or had a written plan in place if they found them-
selves too ill to make decisions for themselves.



EXHIBIT 3

Care Coordination And Safety Among Adults Age Sixty-Five Or Older In Eleven Countries, 2014

Percent of respondents who:

Experienced coordination problems in the past two years

Test results/ Specialist lacked Reported Experienced Reported regular
records not Received medical history, health care gaps in doctor seemed
available at conflicting or regular doctor professional hospital uninformed about
appointment, information not informed Had any did not review discharge hospital care
or duplicate from different about specialist coordination Rx in past planning in after discharge in

Country tests ordered  doctors care’ problem year® past 2 years* past 2 years*

Australia 13% 10% 15% 21% 16% 41% 10%

Canada 15 12 29 32 16 44 14

France 4 2 6 7 47 54 15

Germany 15 14 31 41 19 56 9

Netherlands 9 7 18 21 37 59 4

New Zealand 9 9 14 20 23 = =F

Norway 9 11 43 37 36 70

Sweden 10 12 23 24 48 67 31

Switzerland 17 9 19 29 27 56 10

UK 12 10 20 24 21 38 =

us 23 16 19 35 14 28 11

source 2014 Commonwealth Fund International Health Policy Survey of Older Adults. NoTEs Excludes respondents who declined to answer or who answered “don't know”
or “not applicable.” Between-country significance tests are available in online Appendix A7 (see Note 5 in text). For sample sizes, see Exhibit 1. °Base: had a regular doctor
or place of care and saw or needed to see a specialist in the past two years; Australia (n = 1,060), Canada (n=1,763), France (n = 524), Germany (n = 453), the
Netherlands (n = 385), New Zealand (n = 190), Norway (n = 392), Sweden (n = 2,439), Switzerland (n = 698), United Kingdom (n = 252), United States (n = 753).
®Base: taking four or more prescription drugs regularly. “The question read as follows: When discharged from the hospital, you did not receive written information
about what to do when you returned home and symptoms to watch for; hospital did not make sure you had arrangements for follow-up care; someone did not
discuss with you the purpose of taking each medication; or you did not know who to contact if you had a question about your condition or treatment. Base:
hospitalized overnight in the past two years. ‘Base: hospitalized overnight in the past two years and had a regular doctor or place of care. ®Omitted because of
small N (fewer than 100 respondents).

EXHIBIT 4

Doctor-Patient Relationship, Health Promotion, And End-Of-Life Planning Among Adults Age Sixty-Five Or Older In Eleven Countries, 2014

Percent of respondents who:

Had health care professional Had a discussion with

Reported regular doctor talk to them in the past .
someone® about .
always or often: 2 years about: health care treatment Had a written plan:
Spends Encourages Things they want if they Describing Naming someone to
enough them Healthy that can become very ill and treatment make treatment
time with to ask diet or cause cannot make decisions  they want at  decisions for them
Country them questions exercise stress for themselves end of life if they cannot do so
Australia 91% 80% 64% 31% 59% 31% 53%
Canada 84 72 63 21 66 46 62
France 94 88 61 18 12 5 16
Germany 92 82 70 31 72 58 58
Netherlands 94 55 41 12 43 16 16
New Zealand 93 80 57 22 44 23 38
Norway 81 40 50 13 20 4 6
Sweden 79 43 45 9 30 5 8
Switzerland 93 70 52 15 55 25 28
UK 85 79 62 25 39 20 47
us 86 81 76 29 78 55 67

source 2014 Commonwealth Fund International Health Policy Survey of Older Adults. NoTEs Excludes respondents who declined to answer or who answered “don’t know”
or “not applicable.” Between-country significance tests are available in online Appendix A8 (see Note 5 in text). For sample sizes, see Exhibit 1. °Including with family, a
close friend, or a health care professional.
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EXHIBIT 5

Evidence shows that such advance care planning
can lead to higher patient satisfaction with care
at the end of life and can reduce anxiety and
depression for both patients and surviving rela-
tives.”® There was wide variation in reports
across countries of the occurrence of various
advance care planning practices. The United
States stood out for the frequency with which
respondents reported having had a conversation
(78 percent) about advance care planning and
having a written plan naming a health care proxy
(67 percent), and US respondents were among
the most likely to report having a written plan
regarding the end-of-life treatment they wanted
(55 percent) (Exhibit 4).

Germany and Canada also had large propor-
tions of respondents reporting end-of-life dis-
cussions and plans. In contrast, France, Norway,
and Sweden ranked much lower in reported ad-
vance care planning. In France, doctors have
traditionally made many end-of-life decisions
on behalf of patients, even against the wishes
of patients and family members, although that
practice is currently under challenge.'

MANAGEMENT OF CHRONIC CONDITIONS AND
CAREGIVING For patients living with chronic con-
ditions, being engaged in their own care and
having a supportive care team that helps manage
and monitor their conditions can improve health
outcomes.'”" The survey found substantial vari-
ation in the degree of patient engagement and
support received from providers by older pa-

tients with chronic conditions. The United States
and the United Kingdom ranked among the top
performers on these measures, with 58 percent
of US and 59 percent of UK chronically ill respon-
dents reporting that they discussed the main
goals in caring for their condition with their
doctors and were given clear instructions about
when to seek further care (Exhibit 5). Fewer than
half of patients in the nine other countries re-
ceived this type of guidance.When asked whether
they had a treatment plan for their conditions
that they could carry outin their daily life, atleast
three-fourths of chronically ill respondents in
Australia, Canada, the United Kingdom, and
the United States replied affirmatively, with Ger-
mans (30 percent) the least likely to have a plan.

Chronicallyill respondents in the United King-
dom stood out with 47 percent reporting that
their providers proactively contact them to check
in between visits, compared to 30 percent or
fewer elsewhere. In all countries except Ger-
many, France, Norway, and Switzerland, at least
two-thirds or more of older patients said that
they can easily contact a health professional to
ask a question or get advice.

In addition to managing their own health care
needs, many chronically ill older adults helped
care for someone living with an age-related con-
dition or disability, perhaps signaling an unmet
need for more home health care support. In
Norway, Germany, Australia, Sweden, and the
United States, one-fifth or more chronically ill

Management Of Chronic Conditions And Caregiving Among Adults Age Sixty-Five Or Older In Eleven Countries, 2014

Percent of respondents who had chronic condition and:

Health care
professional discussed

Had a health care professional who
between doctor visits:

Had a treatment

Provided care at
least once a week to

plan for their

They could easily

someone with an Provided care

their main goals and condition they Contacted  contact to ask age-related problem, for 20 or
gave instructions on could carry out in  them to questions or get chronic condition, or  more hours
Country symptoms to watch for  their daily life check in advice disability per week®
Australia 48% 80% 24% 65% 24% 54%
Canada 46 76 16 67 16 35
France 43 62 23 53 3 —*
Germany 48 30 14 43 25 —*
Netherlands 35 41 24 83 19 —*
New Zealand 39 64 28 75 16 —>°
Norway 27 53 15 55 27 21
Sweden 23 41 17 75 21 20
Switzerland 33 47 9 58 13 10
UK 59 73 47 71 14 —*
us 58 83 30 84 20 34

source 2014 Commonwealth Fund International Health Policy Survey of Older Adults. NoTEs Excludes respondents who declined to answer or who answered “don't know”
or “not applicable.” Between-country significance tests are available in online Appendix A9 (see Note 5 in text). For sample sizes, see Exhibit 1. °Base: provides care to
someone with an age-related problem, chronic health condition, or disability at least once a week. "Omitted because of small N (fewer than 100 respondents).
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older adults cared for someone else (usually a
family member) atleast once a week (Exhibit 5).
This burden disproportionately falls on women
(data not shown). A third to more than half of
these respondents in Australia, Canada, and the
United States said that they provide care to some-
one for twenty or more hours per week.

Discussion

Across countries, the survey findings highlight
both strengths and potential deficits in care for
elderly people. Overall, the findings show that
the elderly experienced few financial barriers to
care (with the possible exception of the United
States), but substantial numbers reported diffi-
culty with prompt access to primary or specialty
care. Despite high ratings for the doctor-patient
relationship, the survey revealed frequent failure
by providers to coordinate care, share informa-
tion, and talk with patients about how they can
promote good health or about their end-of-life
care preferences. Health professionals also often
missed the opportunity to engage chronically ill
patients as partners in their care and help them
manage their conditions at home.

Highlighted problems could increase as pop-
ulations age and chronic conditions and disabil-
ities become more prevalent. Even where perfor-
mance is strong, nations may have difficulty
maintaining this level of care in the face of de-
mographic trends. Meeting these challenges will
require innovative approaches to redesign
health care delivery systems and social services.
Given the wide variation in performance across
the surveyed countries, it seems likely that they
have much to learn from one another as they
each grapple with the common problems posed
by aging populations.

SYSTEM EFFECTS ON PERFORMANCE Variation
in reported performance may be explained
in some instances by specific policies or ap-
proaches that could be transferred from high-
performing to lower-performing countries.
While inferences about the effects of particular
programs or policies must be drawn with care,
there are intriguing correlations.

On access to care, policies in some countries
appear to be effective in protecting the elderly
and minimizing financial barriers to care. How
the surveyed countries achieve good access
varies—from the United Kingdom, where care
is free at the point of service; to France, which
has eliminated all copays for patients with any
one of thirty-two chronic conditions; to Switzer-
land, where low-income adults receive subsidies
to help them afford plans on competitive insur-
ance markets.*

The survey results highlight that getting in

quickly to see the doctor when sick can be a
problem for elderly people. Even in the top-
performing countries, one in four have difficulty
getting after-hours care. Many countries that
reported easier after-hours access, such as the
Netherlands, the United Kingdom, New Zea-
land, and Germany, have statutory or contrac-
tual requirements that primary care practices
provide arrangements for after-hours care, pre-
empting the use of the ED as the default.*

Poor information flow and handoffs between
providers that are common to fragmented health
care systems can put older patients coping with
multiple chronic conditions at particular risk.
France stood out for good care coordination,
perhaps in part reflecting its “Médecin Traitant”
program, implemented in 2004, which encour-
ages patients to register with a primary care phy-
sician and incentivizes primary care physicians
and specialists to develop shared care plans.*
Comparatively strong performance in New
Zealand, the Netherlands, and Australia may
be facilitated by the financial incentives that
practices receive to manage patients with com-
plex chronic conditions, including support for
nurses to coordinate care (see Appendix A1).**

Among the countries that did relatively well on
medication management, the United States,
Australia, and the United Kingdom have expand-
ed the role of community pharmacists and pro-
vide financial incentives for doing medication
reviews to improve coordination and patient
safety.”” Nonetheless, the survey draws attention
to how often, in all countries, information does
not follow the patient, which underscores the
need for progress on electronic health records
with greater interoperability.

As patients cope with complicated care plans
that may be difficult to follow, the failure to sup-
port and make them partners in their care may
result in poorer adherence, outcomes, and satis-
faction.”® In the United Kingdom, which was
among the top performers for supporting pa-
tients with ongoing self-management, more
than three-fourths of primary care practices
use nurse case managers or navigators for pa-
tients with serious chronic conditions (see Ap-
pendix Al1).° The United States was also one of
the top performers for engaging patients in man-
aging their chronic conditions. This finding may
reflect the influence of ongoing activities, such
as multipayer initiatives, which have been trans-
forming primary care practices across the coun-
try into patient-centered medical homes that fol-
low national guidelines for supporting patient
self-management, and the influence of payer-
initiated patient survey activities, such as the
Consumer Assessment of Healthcare Providers
and Systems, which value patient engagement.

DECEMBER 2014 33:12
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While most of the adults surveyed were bur-
dened with some chronic condition, as many as
one in four chronically ill respondents were
themselves caregivers—a reminder of how inter-
woven health and social care needs can be in this
population. It is instructive to note that many
countries are addressing this concern with inno-
vative policies. Integrated Care Pilots in England
and much of the focus on “dual eligibles” (those
eligible for both Medicare and Medicaid) in the
United States reflect efforts to bridge the divide
between health and social care and to coordinate
funding and service delivery.?"** Programs to
give patients personal health budgets, widely
in place in Germany, France, the Netherlands,
and England, further aim to help the elderly en-
gage formal and informal caregivers to meet
their needs.”

COMPARATIVE US PERFORMANCE AND CHAL-
LENGES GOING FORWARD Despite having Medi-
care coverage, older US adults remained much
more likely to face financial barriers to care than
their counterparts in other developed countries.
This may be surprising, as other studies have
found that Medicare offers more stable and pro-
tective insurance than other forms of coverage in
the United States, including employer-spon-
sored private coverage.”* However, itis still clear-
ly less protective than the universal coverage
offered in the health systems of other countries
surveyed. This finding likely reflects limitations
in Medicare coverage, including substantial de-
ductibles and copayments, especially for phar-
maceuticals, which are often more expensive in
the United States than elsewhere.” The absence
of limitations on catastrophic expenses and
long-term care coverage likely play a role as well.
The Affordable Care Act addresses some of Med-
icare’s coverage gaps—including reducing the
size of the Medicare prescription drug “dough-
nut hole” with incremental reductions in bene-
ficiaries’ out-of-pocket obligations until 2020.

Financial barriers aside, elderly Americans al-
so face comparatively poor access to primary care
and after-hours care, relatively high dependence
on the ED, and large gaps in care coordination.
Yet the survey also captures areas where the ex-
perience of US older adults is favorable. Both
comparatively and objectively, Americans re-
ported good access to specialists. The US health
care system also performed relatively well when
itcame to hospital discharge planning and on the
more patient-centered measures of health pro-
motion, self-management support for chronical-
ly ill patients, and support for end-of-life plan-
ning. These strengths and weaknesses in US
performance have also been observed in earlier
international surveys of the general population
(except end-of-life planning, which was not pre-
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viously studied).?® This suggests that these posi-
tive and negative findings reflect features of the
US delivery system as a whole, instead of being
specifically related to the elderly population or
Medicare coverage.

Finally, the US elderly population is sicker
than the comparable population in other sur-
veyed nations, reporting a much higher inci-
dence of chronic disease. This higher disease
burden will pose critical challenges for US policy
makers in years to come. The United States al-
ready significantly outspends all of the other
countries in the survey—often by a two-to-one
margin—despite having the youngest popula-
tion.”” Although the growth in health care costs
has slowed in recent years in all of these coun-
tries,”® these considerations suggest that the
United States will face growing cost pressures.
It will be hard to maintain the current low-
growth trajectory unless the United States suc-
cessfully implements delivery and payment sys-
tem reforms that reduce the cost of care and finds
away to narrow the health gap between itselfand
other countries. Similarly, it will be critical for
US policy makers to make progress in identifying
a more stable and more affordable, long-term
care system.

Conclusion

While each of the health care systems in the sur-
veyed countries has its strengths, all countries
surveyed have room for improvement—no
health system consistently offers older adults
accessible, coordinated, and patient-centered
care. As industrialized countries recognize the
increased demands that will be placed on their
already stressed health care system by an aging
population, they are all experimenting with pol-
icy reforms and delivery system innovations to
improve care and quality of life.

Building on approaches such as the Chronic
Care Model, which has been widely adopted
around the world,” countries are testing new
ways to deliver care, moving services from insti-
tutions into the community and home, and em-
powering patients to manage their conditions
with technology. Similarly, countries are using
new payment systems, including risk sharing,
shared savings models, and bundled payment,
to foster better communication among pro-
viders, care coordination, and accountability.

While there is some similarity in the strategies
these countries are using, they each start from a
different place, and each approach is tailored to
fit a unique country context. Monitoring their
impacts will allow us to learn more about what
works and what does not. m



Commonwealth Fund, its directors, or its
officers. [Published online November 19,
2014.]

This study was supported by the
Commonwealth Fund. The views
expressed are those of the authors and
should not be attributed to the

NOTES

1 Anderson G. Chronic care: making
the case for ongoing care. Princeton
(NJ): Robert Wood Johnson Foun-
dation; 2010 Feb.

2 Nolte E, McKee M, editors. Caring
for people with chronic conditions: a
health system perspective. Maiden-
head (UK): Open University Press;
2008.

3 Centers for Medicare and Medicaid
Services. Chronic conditions among
Medicare beneficiaries. Chartbook:
2012 edition. Baltimore (MD): CMS;
2012.

4 Mossialos E, Wenzl M, Osborn R,
Anderson C, editors. International
profiles of health care systems, 2014.
New York (NY): Commonwealth

10 Comparisons between this and pre-

1

=1

vious international surveys in this
series cannot reliably be drawn be-
cause of age differences in the pop-
ulation sampled and in some coun-
tries, such as France and Switzer-
land, in the sampling strategy used
(overlapping, dual-frame random-
digit dialing sampling was used for
the first time in France; a population
registry was used in Switzerland).
Response rates: 31 percent Australia;
28 percent Canada; 29 percent
France; 26 percent Germany;

25 percent Netherlands; 27 percent
New Zealand; 16 percent Norway;
23 percent Sweden; 60 percent
Switzerland; 23 percent UK; and
24 percent US.

Fund. Forthcoming 2014. 12 Cross-national comparisons of

5 To access the Appendix, click on the institutionalization rates must be
Appendix link in the box to the right drawn cautiously because of differ-
of the article online. ences in definitions and types of

6 Schoen C, Osborn R, Squires D, Doty long-term care services and institu-
MM. Access, affordability, and in- tions, as well as in available data.
surance complexity are often worse However, Organization for Eco-
in the United States compared to ten nomic Cooperation and Develop-
other countries. Health Aff (Mill- ment health data from the period
wood). 2013;32(12):2205-15. 2010-12 show that institutionaliza-

7 The Commonwealth Fund provided tion rates among adults age sixty-five
core support, with cofunding from or older in the countries sampled
the German Federal Ministry of range from 3.3 percent (United
Health and the German National States) to 6.7 percent (Australia).
Institute for Quality Measurement in Organization for Economic Cooper-
Health Care; Haute Autorité de Santé ation and Development. OECD
and Caisse Nationale d’Assurance health data 2014: statistics and in-
Maladie des Travailleurs Salariés dicators. Paris: OECD; 2014.
(France); Dutch Ministry of Health, 13 Bodenheimer T. Coordinating care—
Welfare, and Sport and the Scientific a perilous journey through the
Institute for Quality of Healthcare at health care system. N Engl J Med.
Radboud University Nijmegen Med- 2008;358(10):1064-71.
ical Centre (the Netherlands); Nor- 14 Steinman MA, Landefeld CS,
wegian Knowledge Centre for the Rosenthal GE, Berthenthal D, Sen S,
Health Services; Swedish Ministry of Kaboli PJ. Polypharmacy and pre-
Health and Social Affairs; and Swiss scribing quality in older people. J
Federal Office of Public Health. Am Geriatr Soc. 2006;54(10):
Support to expand samples was 1516-23.
provided by the New South Wales 15 Detering KM, Hancock AD, Reade
Bureau of Health Information (Aus- MC, Silvester W. The impact of ad-
tralia) and the Canadian Institute for vance care planning on end of life
Health Information, Canadian Insti- care in elderly patients: randomised
tutes of Health Research, Health controlled trial. BMJ. 2010;340:
Quality Ontario, Commissaire a la c1345.
Santé et au Bien-étre du Québec, and 16 Sayare S. French families challenge
Health Quality Council of Alberta. doctors on wrenching end-of-life

8 Full country samples (adults age decisions. New York Times. 2014
fifty-five or older) ranged from 750 Aug 1;Sect. A:11.
to 7,206. 17 Greene J, Hibbard JH. Why does

9 Weights included age, sex, region, patient activation matter? An exam-
education, and additional variables ination of the relationships between
consistent with standards for each patient activation and health-related
country. In the United States, outcomes. J Gen Intern Med.
weights also included race and eth- 2012;27(5):520-6.
nicity. 18 Feder JL. Predictive modeling and

team care for high-need patients at

19

20

21

22

23

24

25

26

27

28

29

HealthCare Partners. Health Aff
(Millwood). 2011;30(3):416-8.
Mossialos E, Benrimoj C, Bouvy M,
Courtin E, Farris KB, Naci H, et al.
The role of community pharmacists
in caring for people with multiple
chronic conditions: a cross-national
comparison. Paper presented at:
Commonwealth Fund 2013 Interna-
tional Symposium on Health Care
Policy; 2013 Nov 13-15; Washing-
ton, DC.

Coulter A. Patient engagement—
what works? J Ambul Care Manage.
2012;35(2):80-9.

RAND Europe, Ernst and Young.
National evaluation of the Depart-
ment of Health’s Integrated Care
Pilots. Santa Monica (CA): RAND
Corporation. 2012 Mar.

Kaiser Family Foundation. Summary
of the Affordable Care Act [Internet].
Menlo Park (CA): KFF; 2013 Apr 25
[cited 2014 Oct 21]. Available from:
http://kff.org/health-reform/fact-
sheet/summary-of-the-affordable-
care-act/

Gadsby EW. Personal budgets and
health: a review of the evidence.
London (UK): PRUComm; 2013 Feb.
Davis K, Stremikis K, Doty MM,
Zezza MA. Medicare beneficiaries
less likely to experience cost- and
access-related problems than adults
with private coverage. Health Aff
(Millwood). 2012;31(8):1866-75.
Kanavos P, Ferrario A, Vandoros S,
Anderson GF. Higher US branded
drug prices and spending compared
to other countries may stem partly
from quick uptake of new drugs.
Health Aff (Millwood). 2013;32(4):
753-61.

Davis K, Stremikis K, Squires D,
Schoen C. Mirror, mirror on the
wall, 2014 update: how the US health
care system compares internation-
ally. New York (NY): Commonwealth
Fund; 2014 Jun.

Organization for Economic Cooper-
ation and Development. Health at a
glance 2013: OECD indicators [In-
ternet]. Paris: OECD; 2013 [cited
2014 Oct 21]. Available from: http://
www.oecd.org/health/health-
systems/health-at-a-glance.htm
Squires D. The global slowdown in
health care spending growth. JAMA.
2014;312(5):485-6.

Coleman K, Austin BT, Brach C,
Wagner EH. Evidence on the Chronic
Care Model in the new millennium.
Health Aff (Millwood). 2009;28(1):
75-85.

DECEMBER 2014 33:12

HEALTH AFFAIRS




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (Adobe RGB \0501998\051)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /UseDeviceIndependentColor
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo true
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages false
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.10000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.25
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.25
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages false
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.10000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.25
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.25
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages false
  /MonoImageDownsampleType /Average
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.10000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /CreateJDFFile false
  /SyntheticBoldness 1.000000
  /Description <<
    /ENU <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [864.000 1296.000]
>> setpagedevice




