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Established in 1863 by Congress and President Lincoln to give
objective scientific advice to the U.S. government. IOM created in
1970 to help in that mission.
Project was requested and funded by the National Institutes of
Health.
Project was approved Governing Board of the National Research
Council, after ensuring that the project and its funding were free of
bias and conflicts, and that the proposed study was scientifically
valid.
Study was conducted by a committee of nine experts who did their
work pro bono. The NAS screened the members for bias and conflict
before appointment and distributed their names for public comment.
The study was subjected to a rigorous scientific peer review process.
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PART I: DOCUMENTING THE U.S. HEALTH
DISADVANTAGE
PART II: EXPLAINING THE U.S. HEALTH
DISADVANTAGE
PART III: FUTURE DIRECTIONS FOR
UNDERSTANDING THE U.S. HEALTH
DISADVANTAGE

•
•
•

Mortality
Morbidity
Health Across the Life Course











Australia
Austria
Canada
Denmark
Finland
France
Germany
Italy
Japan










Norway
Portugal
Spain
Sweden
Switzerland
The
Netherlands
United
Kingdom
United States

Among the 17 peer countries, the US had 2nd
highest NCD mortality rate in 2008 (418:100,000)

Among the 17 peer
countries:






US had 4th highest
infectious disease
mortality rate in 2008
(34:100,000)
US had the highest
incidence of AIDS (3rd
highest in OECD,
exceeded only by Brazil
and South Africa).
AIDS incidence in the
US (122 per million) was
almost 9 times the
OECD average (14 per
million).

As of 2009, ischemic heart
disease mortality among US
males (129:100,000) was higher
than all peer countries but
Finland (and than some
emerging economies such as
Mexico and Slovenia).





Among the 17 peer countries,
the US had the 2nd highest
injury mortality rate in 2008
(53:100,000).
US had the highest death rate
from transport accidents in
2009 (3rd highest in OECD,
behind Mexico and the Russian
Federation).







In 2007, 69% of US homicides
(73% of homicides before age 50)
involved firearms, compared with
26% in peer countries.
A 2003 study found that the US
homicide rate was 7 times higher
(the rate of firearm homicides was
20 times higher) than in 22 OECD
countries.
Although US suicide rates were
lower than in those countries,
firearm suicide rates were 6 times
higher.





US life expectancy
ranked last among
males (75.6 years) and
next to last among
females (80.8 years)
Difference from topperforming country =
3.7 (males), 5.2 years
(females)

Males

Females

The problem is longstanding and worsening.
In 1980, US life expectancy among females was about
average, and was near the bottom for males, but by 2006
US life expectancy for both sexes had fallen to the
bottom ranks.

Males

Females

For decades, American youth have been less
likely to survive to age 50 than people in other
rich nations.

Males

Females

• US male and female newborns can expect to lose about 1.4
years and 0.8 years of life, respectively, before age 50.
• The US losses before age 50 are double those of Sweden, the
best performing country.

•

•

•

Since the 1970s, US infant mortality
has not kept pace with declines
•
achieved by other countries.
US infant mortality declined by 20%
in 1990-2010, but high-income
countries halved their rates.

From 2005-2009, the US had the highest
infant mortality rate of the 17 countries and
the 31st highest in the OECD.
Non-Hispanic whites and mothers with
16+ years of education also have higher
infant mortality rates than those in other
countries.

The probability of children dying
before age 5 (8 per 1,000) is higher
in the US than in the 16 peer
countries.







In 2004, 11% of US deaths before
age 5 were from injuries, the
largest proportion of the 17 peer
countries except Japan.



In 2006, the US had the highest
rate of child deaths due to
negligence, maltreatment, or
physical assault among the 17
peer countries.
The rate of violent deaths
among US boys aged 1-4 has
exceeded the OECD average
since the late 1960s; the same
has been true for unintentional
injury deaths in boys and girls.
The OECD ranked the US 24th
out of 30 on children’s
wellbeing for health and
safety.
UNICEF ranked the US 21st
out of 21 countries on selected
indicators of child well-being.





Among teens aged 15-19 in 2005, the US had
the highest all-cause mortality rate among peer
countries.
 Pattern is decades old: US mortality rates at
ages 15-24 have been higher than the OECD
mean since the 1950s for males and since the
1970s for females.
As of 2005, the prevalence of obesity among US
teens aged 12-17 was more than twice the
OECD mean:






By 2011, one third of US children aged 5-17 were
overweight/obese, the highest rate among peer
countries.
Obesity among US non-Hispanic whites aged 5-13 was
higher than the OECD average for ages 5-19.

Among the 17 peer countries in 2010, the US
had the 5th highest prevalence of diabetes
among children ages 0-14.

Prevalence of overweight (including
obese) children in 17 peer countries







The US has the highest teen
pregnancy rate among peer
countries:
 The 2010 US teen pregnancy
rate was nearly 3.5 times the
average of peer countries.
In 16 developed countries, the
prevalence of syphilis,
gonorrhea, and chlamydia
among teens age 15-19 was
higher in the US than in other
high-income countries that
provided comparison data.
Among high-income countries,
the US has the highest
prevalence of HIV infection at
ages 15-24.







Among adolescents aged 15-19
in 2005, the US had the highest
injury mortality rate of 17 peer
countries.
Since the 1950s, transport
injury mortality at ages 15-24
has been higher in the US than
in 17 peer countries.
Since the 1960s, the US has had
higher non-transport injury
mortality among children aged
5-9, and especially among
males aged 10-19.





Since the 1950s, males aged 15-24
have been more likely to die from
violence in the US than in 16 peer
countries.
US males aged 15-19 are 5 times
more likely to die from violence
than those in other OECD
countries.

Conditions more prevalent in the US
among those age 50 and older
• Overweight/obesity
• Diabetes
• Hypertension
• Heart disease
• Myocardial infarction
• Stroke
• Chronic lung disease
• Asthma
• Cancer
• Arthritis
• Activity limitations
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Injurious behaviors

There is limited cross-national
evidence about injurious behaviors.

Civilian possession of firearms is
much common in the US (89 firearms
per 100 Americans) than in peer
countries.

US motorists are less likely to fasten
front seatbelts, and motorcycle
helmet use may also be lower in the
US than in other high-income
countries.

32% of US road accidents are
attributable to alcohol, a higher
proportion than in other high-income
countries.









The US has the highest level of
income inequality among peer
countries, 4th highest in the
OECD.
Since the 1980s, the US has had
the highest relative poverty
rates among peer countries.
Since the mid-1980s, the US has
had the highest rate of child
poverty among peer countries.
As of 2008, 22% of US children
lived in poverty, the 5th highest
rate among 34 OECD countries.







Studies suggest that style of governance may influence health outcomes,
independent of individual-level variables.
Countries with social democratic models (e.g., in Scandinavia) tend to have better
aggregate health outcomes than countries with “Liberal” models (e.g., US, UK).
Studies report an association between social spending and life expectancy, infant
mortality, and potential years of life lost.
Policy differences between Europe and US
noted by Avendano and Kawachi (2011):
•
Tax systems are more progressive
•
Child benefits are traditionally available for
parents in many countries regardless of
income
•
Social programs are generally not restricted to
the poor
•
Employment protection is substantially
higher
•
Unemployment benefits are more generous
•
Labor standards for working parents are
more extensive.

Bradley E H et al. BMJ Qual Saf 2011;20:826-831
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Ratio of social to health service expenditures for OECD countries, 2005.
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Recommendations Related to Research
Recommendations Related to Policy

PURSUE NATIONAL HEALTH OBJECTIVES

RECOMMENDATION 4 The
nation should intensify efforts to
achieve established national health
objectives that are directed at the
specific disadvantages documented
in this report and that use strategies
and approaches that reputable
review bodies have identified as
effective.

ALERT THE PUBLIC

RECOMMENDATION 5 The
philanthropy and advocacy
communities should organize a
comprehensive media and outreach
campaign to inform the general
public about the U.S. health
disadvantage and to stimulate a
national discussion about its
implications for the nation.

EXPLORE INNOVATIVE POLICY OPTIONS
RECOMMENDATION 6 The National Institutes of Health
or another appropriate entity should commission an analytic
review of the available evidence on (1) the effects of policies
(including social, economic, educational, urban and rural
development and transportation, health care financing and
delivery) on the areas in which the United States has an
established health disadvantage, (2) how these policies have
varied over time across high-income countries, and (3) the
extent to which these policy differences may explain crossnational health differences in one or more health domains.
This report should be followed by a series of issue-focused
investigative studies to explore why the United States
experiences poorer outcomes than other countries in the
specific areas documented in this report.

Panel report:
http://www.iom.edu/Reports/2013/US-Healthin-International-Perspective-Shorter-LivesPoorer-Health.aspx





The following comments are based on
questions out to the presenter by the organizers
of this presentation.
Important to distinguish the work of the panel
from the comments that follow.

Situating the health status of Americans within
an international perspective
• The comparisons are useful because the
comparisons are among those economically
highly developed countries that largely share a
Western style system of medicine.
• Many Americans undoubtedly view their
health status and health system as the “best”
– this international approach shows the reality

DVMcQ 2013

Some reasons that should encourage the
American government to action
• There are observable structural and functional
similarities within the countries observed and
these may serve as a model for improving the
poor performance of the U.S.
• The areas where the US has done well often
involve those where broad public health action
has taken place, e.g. screening.
• The health care facilities of all these countries
share similar approaches thus mitigating the
need to focus on these dimensions.
DVMcQ 2013

Usefulness of comparative studies on the health
impacts of public policies
• Comparative studies reveal the importance of
contextual factors in health and illness.
• Many variables that could be of use to compare
are missing; i.e. the data available are largely on
individuals or individual behaviors; policy
variables more problematic
• A drawback is the lack of understanding of the
variation within a nation and that large
population countries are very complex and have
great variation
DVMcQ 2013

Initiatives for placing public health concerns at
the center of public policy to reduce inequalities
• This is primarily a moral/ethical argument
based on the belief that such initiatives will
reduce inequalities – or at least do no harm
• We assume that the relationship we see
between more equitable societies and better
health is causal

DVMcQ 2013

Some general points
for discussion
• What is the balance between more research
versus action?
• If fundamental causes are at the social system
level and lie primarily outside the domain of the
public health/biomedical world, what changes
need to be made in the public health sector to
help foster system level changes?
• Perhaps all these differences are merely secular
phenomena, that is, in the longer run the
differences in health outcomes will become less.
DVMcQ 2013
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