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This book analyzes in excruciating detail the evolution of health care in 11 industrialized 
countries (Australia, Canada, China, France, Germany, Netherlands, Norway, 
Switzerland, Taiwan, U.S., and UK) according to five major domains: Coverage, 
Financing, Payment, Delivery, Pharmaceutical pricing. Within each domain, several 
dimensions are examined. He concludes that none of these countries have the BEST 
health care system, but that Germany, Netherlands, Norway and Taiwan belong in the 
“top tier”. The US is the only one that does not offer universal coverage and is listed 
under “poorly performing” in most dimensions: ease of coverage, affordability at point of 
service, progressive financing, children’s coverage, limits on total health care spending, 
simplicity of payments, choice of providers, ease of getting services, and drug pricing. 
Its performance is rated “best” in access to drug innovations, mental health, innovations 
in health care delivery and payment, and comprehensive packages. Here are his key 
take-aways:  
 
Universal coverage is relatively recent. The UK was first in 1946. The US remains an 
outlier.  
• There is no consistent path; sometimes it is precipitated by a crisis, but often proceeds 
by fits and starts. Once achieved, the public will not tolerate its loss.  
• Germany's employer-based private model influenced many other countries.  
• Existing systems are hard to undo. Reforms are constrained by existing institutions.  
• New packages often build on what exists and what is popular.  
• Americans prize highly patient choice of hospitals and physicians which is much better 
in most other countries.  
 
Financing models: Changes are usually gradual. A greater role for private insurance is 
intended to lower costs to the government. (e.g., Netherlands and Switzerland via 
managed competition). There is currently no system that moved from well-developed 
private financing to single payer. Higher taxes are politically difficult to sell, and once a 
private system is entrenched, its economic power and political influence is hard to 
dislodge. If the US does this it will be unique.  
 
Coverage: There are necessary tradeoffs among various aspects: 
universality/simplicity/ comprehensiveness/ affordability at point of service/identifying 
services left to individual discretion. That's why dental and vision are often left out of 
benefit packages. The US performs poorly because the uninsured have to deal with 
enormous complexity, confusing and time-consuming processes to explore eligibility.  
 
Financing: The US has a large variety of financing arrangements: payroll taxes, 
subsidies, premiums, shared state funding, (Medicaid). Germany's system is similar to 
our Medicare Advantage plans in which the government funds private insurers to pay 



the claims. Several countries have special programs for young children offering 
coverage at low to no cost up to a certain age and guaranteeing dental and vision 
coverage for them.  
 
Limiting costs of health care spending: Switzerland and the United States lack a 
budgetary approach to place limits on spending. Even our public programs do not have 
fixed budgets but rely on a fee schedule which is adjusted annually. Many countries 
have rigid separation of payment to hospitals versus ambulatory settings which impedes 
incentives to contain costs and to establish coordination of care between inpatient and 
outpatient care. Each sector protects its perks and resists cost sharing.  
 
Mechanism of payment: Fee for service systems like the US interfere with 
mechanisms for incentives of cost control. It encourages overuse of testing, treatments 
and unnecessary services. Capitation or bundling of payments improves fair distribution 
of costs.  
 
Emanuel concludes with six suggestions for improving the US system.  
 
1. Automatic enrollment of all residents similar to our Medicare Part A system. He 
admits this is difficult in a multiple payer system but suggests that the initial enrollment 
of the uninsured could be in Medicaid until eligibility for other programs is established.  
2. Cover children at no additional cost to their families. Existing programs like CHIP and 
the Affordable Care Act offer some coverage but many do not get enrolled.  
3. Simplify the system: The US system is staggeringly complex and results in 
disproportionately high administrative costs. Eligibility can be very confusing. The US 
has every type of system imaginable: socialized medicine via the VA, single payer in 
Medicare and Medicaid, managed private insurance like Medicare Advantage and 
managed Medicaid, and finally employer-based insurance. Emanuel suggests 
combining Medicare, Medicaid and the ACA insurance exchanges into one program that 
allows people to choose between traditional Medicare and Advantage plans and leaving 
the rest to employer-based insurance plans. There should be a basic benefit design 
across the board with supplemental insurance plans available for those who wish to buy 
additional benefits. Simplification is also needed in provider offices so that billing does 
not consume so much time. Emanuel thinks that prior authorization has a role to play 
but it can be simplified so that physicians base their orders for tests and treatment on 
evidence- based medicine.  
4. Increase reimbursement for primary care  
5. Implement best practices for care of patients with chronic and mental health 
conditions. Capitation and bundling good promote this.  
6. Regulate drug prices. There should be one price for drugs throughout the country. 
There are several ways to negotiate. 
 
Emanuel clearly favors a multiple-payer system over a single payer system, in spite of 
listing Canada, Taiwan and the UK as highly performing in most dimensions. Perhaps 
he considers increased wait times as a major flaw. His conclusions are contradictory. 
First, he recommends auto-enrollment of every currently uninsured resident in Medicaid 



initially. Then he recommends consolidating Medicare, Medicaid and the ACA 
exchanges into one entity. These measures defy his call for simplicity and reducing 
administrative costs. His warning that entrenched and financially powerful interests 
make overturning current private systems unlikely to succeed is a warning we should 
heed. But there is no mention of gradually reducing the eligibility age for Medicare, 
which would get a lot of public support and is simpler than his proposals. 
  
The book provides a useful window on how the US compares with countries that have 
achieved universal coverage. I do not think his conclusions are always supported by his 
own data. Since Dr. Emanuel will serve on Biden’s Covid advisory panel, we need to be 
familiar with his views on health care policy 


