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HEALTH SYSTEM SATISFACTION

By Joachim O. Hero, Robert J. Blendon, Alan M. Zaslavsky, and Andrea L. Campbell

Understanding What Makes
Americans Dissatisfied With Their
Health Care System: An
International Comparison

ABSTRACT For decades, public satisfaction with the health care system has
been lower in the United States than in other high-income countries. To
better understand the distinctive nature of US health system satisfaction,
we compared the determinants of satisfaction with the health system in
the United States to those in seventeen other high-income countries by
applying regression decomposition methods to survey data collected in
the period 2011-13. We found that concerns related to “accessing most-
preferred care” (the extent to which people feel that they can access their
top preferences at a time of need) were more important to satisfaction in
the United States than in other high-income countries, while the reverse
was true for satisfaction with recent interactions with the health system.

Differences among US socioeconomic groups in survey responses
regarding access to most-preferred care suggest that wide variation in
insurance coverage and generosity may play a role in these differences.
While reductions in the uninsured population and the movement toward
minimum health plan standards could help address some concerns about
access to preferred care, our results raise the possibility of public
backlash as market forces push plans toward more restricted access and

higher cost sharing.

or at least the past twenty-five years,

Americans have been consistently

less satisfied than residents of other

high-income countries with their

own nation’s health system."” Re-
search and polls over time have identified several
potential explanations, such as concerns about
unaffordable care, poor access, and high system
cost being more prevalent among Americans
than among citizens of other high-income coun-
tries. However, the nature of the relationship
between these concerns and health system satis-
faction has not been closely studied.>*

In some ways, Americans’ low levels of satis-
faction with their health system seem to defy
expectations. For example, system satisfaction
in European countries has been found to be
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strongly correlated with per capita expendi-
tures.* However, this is not the case in the United
States, where per capita expenditures are high
compared to those in Europe. Perhaps even more
curiously, low satisfaction with the US health
system overall contrasts with the very high satis-
faction Americans express with their own health
care arrangements and with their perceptions of
health care quality.>*

To better understand the distinctive nature of
health system satisfaction in the United States,
we analyzed potential determinants of that sat-
isfaction, benchmarking US results against
those of other high-income nations and observ-
ing how these determinants varied within the
United States. We compared the importance of
satisfaction with one’s own care and traditional
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measures of access with the importance of an
aspect of access that has previously been unex-
amined: confidence that when seriously ill, one
will receive the best treatment available and be
seen by the doctor of one’s choice.We refer to this
as access to most-preferred care, and it is a mea-
sure intended to capture a sense of security about
being able to exercise health care preferences
when needed. By better characterizing the dis-
tinctiveness of the US health care experience,
this study sheds light on the drivers of health
care system satisfaction in the United States
and has implications for policy.

Understanding the determinants of public
satisfaction with a country’s health system has
merit beyond its political and strategic value to
reformers. Adequate responsiveness and ac-
countability of health systems are widely consid-
ered to be core standards of health system
performance, and public satisfaction is an im-
portant measure of the extent to which systems
meet them.® More broadly, high public satisfac-
tion with specific services such as health care is
linked with higher trust in public institutions,
which is an important element in the effective
functioning of democratic governments.”®

A number of distinguishing characteristics of
the United States and its health system could
make different factors more important to satis-
faction in that country than in others. Distinctive
cultural values, wide gaps in insurance coverage,
and high out-of-pocket expenses may color the
lens through which Americans evaluate their
health system.“*° Additionally, fragmentation
in insurance and delivery systems in the United
States may lead to wider diversity of health care
experiences and health system perceptions than
is the case in other countries, whose systems are
more centralized and uniform.?

Recent research by Irene Papanicolas and co-
authors® shows that the determinants of overall
evaluations of health systems are not consistent
across countries. The authors observed variation
in the extent to which public perceptions of
health care affordability, effectiveness of treat-
ment, and quality of one’s own doctor act as
predictors of desire for system change.

In our study we applied, across countries, a
measure of relative importance that combined
the strength of the relationship between each
factor and system satisfaction with the amount
that the factor varied. We focused on domains of
opinion in which we most expected the United
States to differ from other countries, given its
unique culture and health care system. These
include access barriers, satisfaction with the last
health care experience, and the newly defined
construct of access to most-preferred care.

Study Data And Methods

DATA Data used in this study came from the
health module of the International Social Survey
Programme, a cross-national collaboration that
fields annual surveys on topics important to so-
cial science research.”® Data were collected in
separate surveys in each of the participating
countries at varying points in the period 2011-
13. To facilitate international comparisons, ques-
tions in the health module are identically or-
dered and phrased as consistently as translation
permits. Participating countries also agree to a
common set of standards for sampling, ques-
tionnaire design, and implementation.

Data collection methods vary by country (in-
person versus self-completed surveys). How-
ever, careful consideration of known biases as-
sociated with the data collection methods used in
the International Social Survey Programme to-
gether with evidence from a split sample in one
country mitigate concerns that this variation
would affect our conclusions (for further discus-
sion of our consideration of biases associated
with collection methods, see section 1.c of the
online Appendix)."

We limited comparisons in this study to the
eighteen countries that were labeled advanced
economies by the International Monetary Fund
in 2014. In the United States, English and Span-
ish versions of the International Social Survey
Programme health module were included at the
end of the General Social Survey and fielded over
six months in 2012.

The health module included questions on a
wide variety of experiences, attitudes, and beliefs
related to health care. We focused on the follow-
ing three areas: barriers to access, access to most-
preferred care, and satisfaction with recent
health care experiences (there were two ques-
tions in each category). For additional informa-
tion about the questions and the treatment of the
data set, see sections 1 and 2 of the Appendix."”

ANALYSIs We compared the determinants of
overall health system satisfaction in the United
States with those in other high-income coun-
tries. To do this we used a metric of relative
importance, which is one of several methods that
have been used in a variety of research contexts
to apportion model variance among variables.'
We estimated the portion of explained variance
in health system satisfaction that could be ac-
counted for by each covariate.

Our relative importance metric, proposed by
Richard Lindeman and coauthors and imple-
mented in the R package relaimpo, averaged var-
iable contributions to the R-squared value over
all possible specifications of the model.”*'* By
including both independent and joint variations
in its estimates of relative importance, the meth-
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EXHIBIT 1

od proposed by Lindeman and coauthors" is bet-
ter insulated than standard measures such as ¢-
statistics from issues arising from the correla-
tion of explanatory variables in the model (for
a further discussion, see section 3 of the Ap-
pendix)."

We applied this measure to ordinary least
squares linear models for each country included
in the study, to assess the importance of several
predictors of health system satisfaction in the
United States and other high-income countries.
We then plotted the cross-national distribution
of relative importance values for each variable to
compare the importance of variables in the Unit-
ed States and abroad.

We ran a separate series of ordinary least
squares regression models to more closely exam-
ine how the studied variables related to system
satisfaction within the United States and to ex-
plore how attitudes and experiences may medi-
ate the role of insurance coverage and other so-
ciodemographic variables in system satisfaction.
The covariates included the attitudes and expe-
riences described above as well as sex, age, in-
come, education, self-reported health, and insur-
ance status.

In sensitivity analyses, we applied similar met-

Health system satisfaction, 2011-13

US (all)

US uninsured
US insured
Belgium
Switzerland
Denmark
Netherlands
Finland
Great Britain
Sweden
Norway
France
Australia
Slovenia
Germany
Israel

South Korea
Portugal
Japan
Slovak Republic

o

20 40 60 80 100

Percent of population satisfied with health system

souRrce Authors' analysis of data from ISSP Research Group (Note 10 in text). NoTE The percentages
of populations “satisfied” consist of respondents who reported being “fairly satisfied,” “very satis-
fied,” or “completely satisfied" in response to the question, “In general, how satisfied are you with the
health care system in [your country]?”
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rics to ordered logistic models to account for the
ordinal format of the outcomes. While some in-
dividual results were affected by model selection,
our overall conclusions were unchanged (see
sections 4.cand 4.e in the Appendix)." We report
ordinary least squares results in this article for
ease of interpretation of the “variance ex-
plained” metric.

Study Results

A little over half of US respondents expressed
some degree of satisfaction with their country’s
health care system (Exhibit 1). Only Portugal,
Japan, and the Slovak Republic had lower satis-
faction levels.

However, the United States did well on several
more specific items. Satisfaction with the most
recent health care experiences was high in the
United States relative to other countries, with
57 percent of US respondents either very or
completely satisfied with their last visit to a doc-
tor and 60 percent either very or completely sat-
isfied with theirlastvisit to a hospital (Exhibit 2).
The United States ranked among the top three
countries for both measures.

Sixty percent of Americans felt confident that
they would get the best treatment available if
they were seriously ill, which was about average
among countries (Exhibit 3). Sixty-three percent
of Americans felt confident that they would get
the doctor of their choice if they were seriously
ill, a higher percentage than in most countries.

US respondents struggled with costs more
than those in other countries, with 11 percent
reporting not getting needed treatment in the
pastyearbecause of cost (Appendix ExhibitA9)."
However, when the uninsured were excluded,
that rate dropped to 7 percent, which is more
in line with the 5 percent average for the other
countries. Conversely, only 2 percent of people
in the United States said that they had not gotten
treatment in the past year because waiting lists to
receive treatment were too long, which was less
than the average of 8 percent in other countries.

We next calculated for each country the relative
importance of the individual studied variables to
overall health system satisfaction. Then we com-
pared the results for the United States with the
averages and interquartile ranges for the other
countries studied.

We found that security in accessing most-
preferred care was more important in explaining
overall satisfaction in the United States than in
other countries, whereas satisfaction with recent
health care experiences was less important (Ex-
hibit 4). In particular, confidence in accessing
the best care available explained more variance
in ratings of system satisfaction in the United
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States than did satisfaction with arecent hospital
or doctor visit—which in most countries was the
most important predictor of overall satisfaction.
(For a breakdown of the independent contribu-
tions to effect size and measure variance for each
measure, see Appendix Exhibit A10.)"

As expected, having experienced a cost barrier
also mattered more in the United States than in
other countries (Exhibit 4). We conducted a sep-
arate relative importance analysis by insurance
status and found that these patterns were even
more pronounced among the uninsured in the
United States than the insured (Appendix Exhib-
it A13)." Having experienced a cost barrier was a
stronger driver of overall satisfaction among the
uninsured than the insured, as was access to
most-preferred care, whereas satisfaction with
recent health care experiences remained less im-
portant. Conversely, the insured in the United
States were more similar to citizens of the other
seventeen countries. Nonetheless, the basic pat-
tern was unchanged, and access to most-
preferred care remained the top concern of in-
sured Americans.

To better understand the distribution of these
three categories of determinants within the Unit-
ed States and their relationship to insurance sta-
tus and generosity, we compared responses
among the insured and uninsured as well as re-
sponses among people in sociodemographic
groups with better access to health care and re-
sponses of people in groups with worse access.

As expected, the uninsured in the United
States were significantly less satisfied with the
system than the insured were (30 percent versus
58 percent) (Exhibit 5). This gap coincided with
dramatically more negative experiences and at-
titudes among the uninsured than the insured.
Nearly a third of the uninsured reported having
forgone necessary care because of cost, over four
times the rate among the insured. The uninsured
felt significantly less confident about accessing
their most-preferred care, being far less confi-
dent that they would receive the best treatment if
seriously ill or be able to see the doctor of their
choice, and they tended to be much less satisfied
with their most recent interaction with the
health care system. The differences in feeling
confident about getting the most-preferred care
between the insured and uninsured (34 percent
for best treatment and 41 percent for doctor of
choice) were the largest for any variable studied.

System satisfaction in the United States was
also significantly higher among older adults
than people younger than sixty-five and among
those with higher incomes than those with lower
ones (Exhibit 5). These higher satisfaction rates
were accompanied by better overall health care
experiences and perceptions, particularly in the

EXHIBIT 2

Respondents’ satisfaction with last health system interaction, 2011-13

M Interaction with hospital

US (all)

US uninsured
US insured
Belgium
Switzerland
Denmark
Netherlands
Finland
Great Britain
Sweden
Norway
France
Australia
Slovenia
Germany
Israel

South Korea
Portugal
Japan
Slovak Republic

o

20 40 60

Interaction with doctor

80 100

Percent of population satisfied with last health system interaction

source Authors' analysis of data from ISSP Research Group (Note 10 in text). NoTEs The percen-
tages of populations “very satisfied” consist of respondents who reported being “very satisfied" or
“completely satisfied” in response to the questions, “How satisfied or dissatisfied were you with the
treatment you received when you [“last visited a doctor” and “were last in hospital’]?"The proportions
shown for each question exclude respondents who indicated that they had not received treatment

from a doctor or in a hospital.

areas of insurance and perceived access to most-
preferred care. In particular, compared to people
younger than age sixty-five, older Americans re-
ported very high rates of insurance (because of
Medicare) and greater certainty of getting the
best treatment available and their doctors of
choice. Among the insured, Americans ages six-
ty-five and older continued to have higher cer-
tainty in these concerns and were more satisfied
with the health system overall than those under
sixty-five (data not shown).

In multivariate models, greater age and in-
come were associated with greater satisfaction,
and higher education was associated with lower
satisfaction (p < 0.01) (Exhibit All in the Ap-
pendix)." Itis notable that the results for age and
income were independent of insurance status,
although they were strengthened in models that
excluded insurance status (data not shown).
Having experienced a cost barrier was associated
with lower satisfaction (p < 0.01). Greater con-
fidence in getting the best care available and the
doctor of choice were both associated with
higher satisfaction (p < 0.001 and p < 0.01, re-
spectively), as was greater satisfaction with one’s
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EXHIBIT 3

Respondents’ confidence in accessing most-preferred care, 2011-13

W Doctor of choice Best treatment

US (all)

US uninsured
US insured
Belgium
Switzerland
Denmark
Netherlands
Finland
Great Britain
Sweden
Norway
France
Australia
Slovenia
Germany
Israel
SouthKorea
Portugal
Japan
Slovak Republic

o

20 40 60 80 100
Percent confidence in accessing most-preferred care

souRrce Authors' analysis of data from ISSP Research Group (Note 10 in text). NoTe The percentages
of populations “confident” consist of respondents who reported that it was “likely” or “certain” when
asked, “How likely is it that if you become seriously ill, you would get [“the best treatment available in
(your country)” or “treatment from the doctor of your choice"]?"

EXHIBIT 4

Relative importance of individual variables to overall health system satisfaction, 2011-13

Average for 17 other countries
B United States ——Interquartile range
Security in accessing most-preferred care
when seriously ill:

Getting best treatment available —e L m

Getting doctor of choice — [}
Satisfaction with most recent
health care interaction:
Last visit to doctor [ S———
Last visit to hospital ] —_

Access barriers in past year:
Didn't get treatment because of cost +=+ W
Didn't get treatment because of waiting list B~

0 10 20 30 40
Relative importance to system satisfaction (%)

source Authors' analysis of data from ISSP Research Group (Note 10 in text). NoTES Relative im-
portance refers to the percentage of a country’s system satisfaction model that is accounted for by a
variable. It relates to how important that variable is in explaining system satisfaction in that country
relative to all other variables included in the model. The full analysis included two other access bar-
riers: did not get treatment because of work and did not get treatment because it was unavailable.
The results for these two barriers were near zero and are not shown.

506 HEALTH AFFAIRS MARCH 2016 35:3

last visit to a doctor (p < 0.01). The full model
(including all covariates) explained roughly
30 percent of total variation in system satis-
faction.

Both insurance status and self-reported health
status were strongly associated with system sat-
isfaction in more restrictive models, but they
became statistically insignificant in the full mod-
el. This suggests that the negative impact of these
variables was mostly mediated by the associated
attitudes and experiences included in the model.
In the case of insurance status, over 70 percent of
its association with health system satisfaction
was removed when the model included access
to most-preferred care (Appendix Exhibit A11)."

Discussion

For years the Commonwealth Fund has fielded
international surveys that use mostly objective
measures of patient experience. The surveys
have found that the United States underper-
forms its peers along many dimensions of cost,
access, and quality and that Americans are more
in favor of major system reform than are people
in other countries.? In spite of these findings,
researchers using the Commonwealth Fund data
did not find the desire for system change in
the United States to be very sensitive to perfor-
mance on these measures, even measures of
affordability—which leaves the determinants of
desire for system change within the United
States mostly unexplained.® Using a different
data source and more subjective measures of
personal care and satisfaction, we have taken a
new look at potential drivers of satisfaction in
the United States and have offered evidence on
the ways in which that country differs from
its peers.

Comparing results for the United States and
international averages, we found that access-
related concerns played an outsize role in deter-
mining system satisfaction in the United States
and that confidence in accessing one’s most-
preferred care mattered in particular to Ameri-
cans. Conversely, satisfaction with recent health
care experiences, which tended to be the most
consequential to system satisfaction abroad,
mattered less in the United States.

One possible explanation for the dominance of
access-related beliefs over experiences with care
in the United States is the structure of the health
insurance system. In other high-income coun-
tries, where access to health care is more uniform
and minimum standards guarantee that most
people receive health care of a certain quality,
access to one’s top choices may be perceived as
less pressing, and recent individual experiences
in the health system become more salient. The
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EXHIBIT 5

Health system satisfaction and related experiences and perceptions in the United States, 2011-13

Satisfaction with last health

Access barriers Confident of getting: system interaction

Satisfied Did not

with the experience a  Best Doctor of  Doctor Hospital

system Insured cost barrier  treatment choice visit visit
AGE (YEARS)
Under 65 48% 79% 87% 56% 57% 84% 65%
65 and older 74 99 96 79 85 95 83
Difference’ 26 20 9 23 28 11 18
INCOME PERCENTILE
Under 70th 50 78 85 53 58 82 69
70th and higher 59 94 96 74 73 93 68
Difference? 9 16 11 21 15 11 -1
INSURANCE STATUS
Uninsured 30 —° 68 32 29 68 53
Insured 58 —* 93 66 70 89 72
Difference® 28 —* 25 34 41 21 19

source Authors’ analysis of data from ISSP Research Group (Note 10 in text). NoTe The proportions shown for satisfaction with last
health system interaction exclude respondents who indicated that they had not received treatment from a doctor or in a hospital.

*Percentage points. "Not applicable.

wide range of insurance coverage in the United
States creates more significant gaps in the kinds
of care that individuals can obtain, compared to
those in other high-income countries.

This explanation is consistent with research
that shows deep concerns in the United States
over insurance-related economic security."” Wid-
er variation in and less certainty about coverage
in the United States compared to other countries
may therefore explain the greater importance of
access to most-preferred care and the diminished
importance of recent health care experiences.

An analysis of subgroups within the United
States offered further insight into the relation-
ship between confidence in accessing most-pre-
ferred care and insurance status. More than any
other sociodemographic variable, insurance sta-
tus had the largest influence on whether people
believed that they would get their most-preferred
care. Americans without any coverage were also
the group that was the least satisfied with the
system. Model comparisons showed that the as-
sociation between having insurance and system
satisfaction largely disappeared when access to
most-preferred care was accounted for, although
this was not the case with the other variables
studied. Therefore, among the variables ana-
lyzed, the higher system satisfaction associated
with having insurance can be mostly explained
by the greater confidence that the insured have in
obtaining their preferred treatments from their
preferred providers when needed.

These expectations are not a matter of simply

having insurance; they are also related to the
type of insurance held. The patchwork of public
and private sources of insurance and the wide
variation in insurance generosity in the private
market create large differences in the compre-
hensiveness of coverage among the insured. It is
perhaps because of this that access to most-
preferred care remained the top predictor of sys-
tem satisfaction, even among Americans with
insurance.

Similarly, while very high satisfaction among
people ages sixty-five and older may be partially
due to universal access to Medicare, higher sat-
isfaction in this age group does not appear to be
simply a matter of having insurance. System sat-
isfaction among the elderly was significantly
higher than among the insured nonelderly,
which suggests that the generosity and security
of Medicare coverage may also play a role. Previ-
ous research has found that age is positively cor-
related with several domains of life satisfaction,
although these effects are too modest to fully
account for the differences we observed.'

Opinions in the United States about personal
care and access appear to present a paradox.
Despite relatively high confidence in getting
their health care choices and satisfaction with
recent visits to doctors and hospitals, Americans
report low levels of system satisfaction overall.
However, this is a paradox only if we assume that
the way in which these feelings relate to system
satisfaction is the same from country to country.

Expectations of individual dimensions of sys-
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tem performance such as waiting times and ac-
cess to the most advanced care have been found
to be somewhat higher in the United States than
in other countries.””” Americans have also long
been thought to have high expectations of choice
and other features of health care consumerism,
and health care satisfaction has been found to be
linked to some degree of choice—particularly
choice of physicians.”® Furthermore, the im-
portance of these dimensions can vary signifi-
cantly both across and within countries, as the
evidence presented in this article suggests.

It should be noted that the data used in our
study were collected while health reform in the
United States was being debated, which may
have affected respondents’ views of the health
system. Nonetheless, the six-month data collec-
tion window of the General Social Survey insu-
lates results from short-term fluctuations in
opinion that may have occurred because of me-
dia coverage, and the gap in views of the system
and personal care that we observed is consistent
with survey results before passage of the Afford-
able Care Act (ACA).”

This study did not explore why overall system
satisfaction is lower in the United States than in
other high-income countries. Countrywide con-
ditions or attitudes may affect overall satisfac-
tion in ways that this study could not observe.
Research has found, for example, that higher
health expenditures and a larger primary care
workforce per capita are associated with higher
public satisfaction, possibly through their im-
pact on system responsiveness. However, un-
derstanding and comparing what accounts for
variation in satisfaction within countries may
provide clues about the kinds of reforms that
stand to make the largest impact on public satis-
faction within various country contexts.

It is also important to note that our research
focused only on perceptions of personal access
and care satisfaction, which represent a small
subset of questions that are relevant to health
system satisfaction. In particular, we lacked data
on respondents’ beliefs about health care quali-
ty, affordability, and equitability. We also did not
observe variations in types of insurance, which
would have enabled closer examination of frag-
mentation in insurance as a potential cause of
our results. Regardless, we believe that access to
one’s most-preferred care and recent health care
experiences are important areas of contrast and
should be of interest to researchers and policy
makers seeking to understand how system satis-
faction and constituent attitudes are related.

Policy Implications
Our research found that the concept of access to

HEALTH AFFAIRS MARCH 2016 35:3

The concept of access
to most-preferred care
is particularly salient
to Americans’
satisfaction with the

US health care
system.

most-preferred care is particularly salient to
Americans’ satisfaction with the US health care
system. This research also underscores the im-
portant role that variation in insurance coverage
and type in the United States may play in system
satisfaction, in part through that variation’s role
in giving people security about being able to
exercise health care preferences when needed.
Therefore, reductions in the uninsured popula-
tion resulting from the ACA may marginally im-
prove system satisfaction.

Overall gains could be limited, however, since
the reductions affect only a small segment of the
population, and the types of insurance that peo-
ple are acquiring tend to be less generous and
more restrictive than what has been available
through employers.”® Broader improvements
in satisfaction will likely require addressing
the concerns of the insured as well as those of
the uninsured, and the importance of Ameri-
cans’ access to their top preferences indicates
that this may involve issues of network adequacy
and treatment availability.

Requirements of the ACA meant to improve
insurance quality, such as minimum standards
for benefits and value, may improve satisfaction
to the extent that they place a lower bound on the
adequacy of coverage. However, whether these
standards will have a meaningful impact on cov-
erage variation remains to be seen. Policy mak-
ers should continue to monitor the adequacy of
plans both in and out of state and federal ex-
changes in the face of these changes.

Conversely, existing trends in US health policy
may be hitting a nerve that has particular rele-
vance to system satisfaction. As medical technol-
ogy advances, costs rise, and insurance plans
become more restrictive with respect to provider
networks and cost sharing, more and more
Americans may perceive themselves to be locked
out of high-quality care. In the 1980s and early
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1990s, rapid changes in the health insurance
market toward managed care caused a public
backlash that led to a flurry of state consumer
protection laws and shaped the national debate
over health insurance reform. Researchers
found that chief among the reasons for this back-
lash were concerns that managed care would not
pay for or provide desired treatments in cases of
severe illness.” Our findings regarding the driv-
ers of system satisfaction in the United States
suggest that insurance trends that threaten per-
ceived access to preferred treatments or doctors
at critical times could elicit a similar reaction.

Conclusion

Our findings raise particularly troubling ques-
tions about the implications of health care equity
as it relates to variation in the types of health
insurance that Americans can obtain. Changesin
insurance that threaten to widen the gaps in
access to and perceived quality of care between
more and less privileged Americans may serve to
increase the number of people who feel that their
health care preferences are out of reach. Future
research should focus on the role that variation
in insurance types may play in system satisfac-
tion and how inequality, both real and perceived,
in health care access and quality in the United
States may factor into the mechanisms of system
satisfaction we have highlighted here. m
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