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he United States has been un-

usual among industrialized
countries in lacking universal
health coverage. Financial bar-
riers to care — particularly for
uninsured and low-income peo-
ple — have also been notably
higher in the United States than
in other high-income countries.
As more Americans become in-
sured as a result of the Afford-
able Care Act (ACA), differences
in access to care between the
United States and other coun-
tries — as well as among in-
come groups within the United
States — may begin to narrow.

According to a 2013 Common-
wealth Fund survey of adults in
11 high-income countries, the
United States ranks last on mea-
sures of financial access to care
as well as of availability of care
on nights and weekends.! Unin-
sured people in the United States
are particularly likely to report
encountering barriers to care.

In general, the survey reveals
that such barriers are particularly
striking for adults with incomes
below or well below their coun-
tries’ median income.? But as Ta-
ble 1 shows, lower-income Amer-
icans are more likely than their
counterparts in other countries
to indicate that, in the past year,
they’'ve had a medical problem
but did not visit the doctor be-
cause of cost, did not fill pre-
scriptions or skipped doses of
medications because of cost, or
did not get recommended tests,
treatments, or follow-up care be-
cause of cost. Indeed, the United
States ranks last among the 11
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countries in terms of financial
access to care for lower-income
people. At least 30% of lower-
income adults in the United
States report encountering such
financial barriers to care; the av-
erage proportion of lower-income
adults in the other surveyed coun-
tries who reported encountering
one of these three types of finan-
cial barriers was around 10%.
The United Kingdom, France,
Germany, Norway, Sweden, and
Switzerland stand out as leaders
in ensuring equitable financial ac-
cess to care. Switzerland, which
provides coverage through non-
profit private insurance plans with
deductibles, ensures that cost
sharing is lower for lower-income
individuals. The United Kingdom,
Norway, and Sweden have public
health care systems for the entire
population with little or no pa-
tient cost sharing and allow a
limited role for private insurance.
France has a public insurance sys-
tem, and Germany has a social
insurance system with competing
private “sickness funds.”
Notwithstanding Americans’
impression that other countries
ration care, for lower-income
adults, obtaining timely primary
care is a bigger problem in the
United States than in other indus-
trialized countries. Lower-income
adults in the United States are
more likely to report that they
had to wait 6 or more days for an
appointment the last time they
needed medical attention and that
it was somewhat or very difficult
to get care in the evenings, on
weekends, or on holidays. They
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are also more likely to have to
wait 2 or more hours before re-
ceiving care in the emergency de-
partment. Greater dissatisfaction
with care is reflected in the fact
that greater proportions of lower-
income Americans than lower-
income adults in the other sur-
veyed countries rate their doctors
and the quality of their care as
fair or poor.

By contrast, higher-income
adults in the United States are not
more likely than higher-income
adults in other countries to re-
port having difficulty getting ap-
pointments, and they are not
more likely to report that it is
somewhat or very difficult to get
care in the evenings, on week-
ends, or on holidays (see Table 2).
In fact, higher-income Americans
who seek emergency department
care are less likely than higher-
income adults in other countries
to report waiting 2 or more hours.
Six percent of higher-income
adults in the United States — the
same as the proportion of higher-
income adults in other countries
— rate their doctor as fair or
poor, as compared with 10% of
lower-income adults in other coun-
tries and 15% of lower-income
adults in the United States. Fur-
thermore, there are no signifi-
cant differences between the pro-
portions of higher-income adults
in the United States and in other
countries who rate the quality of
their care as fair or poor.

But even Americans with above-
average income report encounter-
ing some financial barriers to
care at a higher rate than similar
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Table 2. Percentages of All Respondents and Respondents with Above-Average Income Who Encountered Barriers to Care.*

Measure All Respondents Respondents with Above-Average Income
Mean among Mean among
10 Non-U.S.  United 10 Non-U.S. United
Countries States  Difference P Value Countries States Difference P Value
Had medical problem but did 7.7 28 20.3 <0.01 5.0 17 12.0 <0.01
not visit the doctor because
of cost in the past year
Did not get recommended test, 6.4 21 14.6 <0.01 3.4 11 7.6 <0.01
treatment, or follow-up be-
cause of cost in the past year
Did not fill prescriptions or 7.4 22 14.6 <0.01 5.7 12 6.3 <0.01
skipped doses because of
cost in the past year
Last time needed medical atten- 12.3 16 3.7 10.9 11 0.1
tion had to wait =6 days for
an appointment
If sought after-hours care, found 50.3 61 10.7 <0.05 48.5 53 4.5
it somewhat or very difficult
to get care in the evenings,
on weekends, or on holidays
If went to emergency depart- 26.3 28 1.7 27.1 16 -11.1 <0.05
ment, waited =2 hr in emer-
gency department
Rated doctor fair or poor 7.0 9 2.0 <0.10 6.2 6 -0.2
Rated quality of care fair or poor 11.3 16 4.7 <0.01 9.5 -2.5

* Data on waits for medical appointments and ratings of quality of care are from the 2011 Commonwealth Fund general-population survey;
data on all other measures are from the 2013 Commonwealth Fund general-population survey. P values reflect the comparison between
the United States and non-U.S. countries.

the proportion of Americans who
have insurance. However, the fail-
ure of 23 states to expand cover-
age under their Medicaid pro-
grams will leave millions of
lower-income Americans without
health insurance coverage. Fur-
thermore, the high deductibles
and copayments in the lower-
tiered health insurance plans
coupled with limited government
help for Americans with modest
incomes means that having insur-
ance will not necessarily make
care affordable for all.

Further steps may also be
needed to ensure the availability
of health care in low-income
communities, such as continued
funding of community health
centers and increased efforts to
use payment reform to expand
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the adoption of advanced pri-
mary care practice, which aims
to strengthen primary care.* Pri-
mary care practices that provide
patient-centered, coordinated care
are considered the foundation of
a high-performance system. This
transformation should not only
improve accessibility and timeli-
ness of care but also enhance
quality of care and patient satis-
faction.

The inequity of the U.S. health
care system is particularly trou-
bling. The difference in health
care experiences between people
with below-average and above-
average incomes will need to be
monitored over time to deter-
mine whether further steps to
improve coverage, especially for
those at the lowest end of the
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income range, are needed. Al-
though Americans at both ends
of the income spectrum were
more likely than their counter-
parts in other countries to report
financial barriers to care, it is the
substantially worse experience
provided to people with below-
average income that most seri-
ously undermines the overall per-
formance of the U.S. health care
system.

Disclosure forms provided by the authors
are available with the full text of this article
at NEJM.org.
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Public Trust in Physicians — U.S. Medicine in International

Perspective

Robert J. Blendon, Sc.D., John M. Benson, M.A., and Joachim O. Hero, M.P.H.

he U.S. health care reform

process is entering a new
phase, its emphasis shifting from
expanding health coverage to
improving our systems for deliver-
ing patient care. One emerging
question is what role the medi-
cal profession and its leaders
will play in shaping future na-
tional health care policies that
affect decision making about
patient care.

Research suggests that for
physicians to play a substantial
role in such decision making,
there has to be a relatively high
level of public trust in the profes-
sion’s views and leadership. But
an examination of U.S. public-
opinion data over time and of re-
cent comparative data on public
trust in physicians as a group in
29 industrialized countries raises
a note of caution about physicians’
potential role and influence with
the U.S. public.

In a project supported by the
Robert Wood Johnson Foundation
and the National Institute of Men-
tal Health, we reviewed historical
polling data on public trust in U.S.
physicians and medical leaders
from 1966 through 2014, as well
as a 29-country survey conducted
from March 2011 through April
2013 as part of the International
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Social Survey Programme (ISSP), a
cross-national collaboration among
universities and independent re-
search institutions (ISSP 2011-
2013) (see box for poll informa-
tion). We found that, as has
been previously reported, public
trust in the leaders of the U.S.
medical profession has declined
sharply over the past half century.
In 1966, nearly three fourths
(73%) of Americans said they
had great confidence in the lead-
ers of the medical profession. In
2012, only 34% expressed this
view (Harris 1966-2012). But si-
multaneously, trust in physicians’
integrity has remained high. More
than two thirds of the public
(69%) rate the honesty and ethi-
cal standards of physicians as a
group as “very high” or “high”
(Gallup 2013). Our review of nu-
merous analyses of public-opinion
data about public trust in institu-
tions and professions suggests
that the decline in trust is prob-
ably attributable to broad cultural
changes in the United States, as
well as rising concerns about
medical leaders’ responses to ma-
jor national problems affecting
the U.S. health care system.?
Today, public confidence in the
U.S. health care system is low,
with only 23% expressing a great
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deal or quite a lot of confidence
in the system (Gallup 2014). We
believe that the medical profes-
sion and its leaders are seen as a
contributing factor.

This phenomenon does not
affect physicians in many other
countries. Indeed, the level of pub-
lic trust in physicians as a group
in the United States ranks near
the bottom of trust levels in the
29 industrialized countries sur-
veyed by the ISSP. Yet closer ex-
amination of these comparisons
reveals findings similar to those
of previous U.S. surveys: individ-
ual patients’ satisfaction with the
medical care they received dur-
ing their most recent physician
visit does not reflect the decline
in overall trust. Rather, the Unit-
ed States ranks high on this
measure of satisfaction. Indeed,
the United States is unique among
the surveyed countries in that it
ranks near the bottom in the
public’s trust in the country’s
physicians but near the top in
patients’ satisfaction with their
own medical treatment.

The United States is tied for
24th place in terms of the pro-
portion of adults who agree with
the statement, “All things con-
sidered, doctors in [your coun-
try] can be trusted.” About 6 in
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