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The BRT Global Competitiveness of Care Index 
 

Executive Summary 
 
 Comparisons of the performance of the U.S. health system with competitor countries 
continue to show that it consumes a much larger share of national income to achieve an overall 
level of health and quality of care that is no better, and on some measures is worse, than other 
economically advanced nations.  This shortfall in the comparative value of the U.S. health 
system places U.S. employers and their workforces at a disadvantage in their competition with 
global peers.  The Business Roundtable (BRT) commissioned Mercer to construct an annual 
index to track annual changes in these comparisons.  The index was first published in 2009.i  

 
For the 2010 release, Mercer expanded the range of scientific and clinical expertise 

represented on its national expert advisory panel, and, subject to the panel’s guidance, refined the 
index.  Though refinements in the 2010 index computation method produced modest changes in 
the two component domain scores, when they were combined, the resulting index scores did not 
differ significantly from scores produced using the 2009 method for the same time periods.  The 
2010 Global Competitiveness of Care (GCC) Index uses a standardized scale of ±100 to combine 
differences on annual comparisons of the U.S. to competitor countries on measures of GDP-
adjusted per capita health spending and five of the broadest and most employer-relevant 
measures of health and quality of care.  Mercer used the GCC Index to compare the U.S. with a 
basket of five of the most affluent U.S. trading partners (the “G-5”: Canada, France, Germany, 
Japan, and the United Kingdom) among the 31 IMF defined advanced/developed countries that 
regularly report health system performance information.   

 
After weighting component measures for employer and worker relevance and 

transforming them into an index that equally weights workforce health and health care spending, 
the resulting Index score suggests that the U.S. trailed the G-5 by 20.8 percentage points in 2007, 
which is the most recent reporting year available. The bulk of the U.S. value shortfall is 
attributable to much higher spending in the U.S. to attain a level of workforce health and care 
quality that slightly trails the G-5 across a composite of the 5 component health and quality care 
measures.  Compared to the G-5 countries, the U.S.’s GCC Index score gained 3.4 points from 
2003 to 2007. If this trend persists over the next several years, it indicates that the U.S. may be 
slowly reducing the G-5’s lead.  This corresponds with a period of substantial growth in health 
system quality of care measurement and improvement activities in the U.S., following a series of 
highly critical quality of care reports by the Institute of Medicine starting in 1998 and hospital 
patient safety initiatives led by large U.S. employers, government and several health industry 
organizations. 

 
As noted in our prior report, internationally reported measurements available for use in 

the index are imperfect, suffer a 3 year reporting lag, are not adjusted for international 
differences in non-health care influences on health, and do not fully reflect all elements of a 
health care industry’s national value to employers and their workforces.  For example, though the 
U.S. trails substantially in adult life expectancy at birth, once Americans survive to age 80, our 
life expectancy of about nine years is similar to the G-5 countries.   
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Despite signs of improvement, our relatively poor performance on comparative measures 
of health system value adds to the urgency felt by all major U.S. stakeholders to stimulate faster 
improvement by our health industry. At the current rate of gap closure, it would take over 20 
years for the U.S. health system to pull even with the value delivered by the health systems of the 
G-5 and an additional ten years to establish a meaningful lead.  Clinical teams and their suppliers 
must learn and robustly apply the discipline of systematic process re-engineering that underpins 
our most globally competitive U.S. industries.   

 
Responsibility for faster progress must be assumed by a wider array of U.S. stakeholders 

than the health industry.  Much more can be done to engage consumers in better managing their 
health and health care spending and to coordinate our public health and care delivery systems.  
For example, there is no reason why the public health and health care delivery components of the 
U.S. health system cannot turn its deficit in obesity management into the same basis for global 
distinction as they jointly accomplished in tobacco use management.  

 
Having created competitive advantage via smoking cessation success in the 80s and 90s, 

we recently gained ground more quickly in managing patient safety in hospitals.  Building on 
this recent success, the U.S. health system now must seek to excel internationally across a much 
wider set of dimensions of comparative value.  The global competitiveness of U.S. employers 
and workers depends on it. 
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Developing a Global Competitiveness of Care Index 
 

At the request of the Business Roundtable (BRT), Mercer Health & Benefits convened 

expert panels of health economists, health service researchers and clinicians to guide Mercer’s 

development of an intuitive, annually-releasable index of the U.S. health system’s contribution to 

the global competitiveness U.S. employers and their workforces compared to systems in other 

countries.  The purpose of such an index is to enable BRT members and other key stakeholders 

to track annual U.S. health system progress compared to competitor countries.  

 

In releasing this report, Mercer acknowledges the generous and thoughtful guidance of its 

expert panelists.  They participated via three separate project work groups.  While panelists’ 

views substantially converged, this report does not necessarily represent all panelists’ individual 

views or the views of their organizations.  When panelist views were not unanimous, panel 

coordinator Arnold Milstein, M.D., M.P.H. took responsibility for issue resolution.  The report’s 

expert panelists included: 

 

 Katherine Baicker, Ph.D. 
      Harvard University  

 Richard M.J. Bohmer, M.D., M.P.H. 
      Harvard University 

 W. Dale Compton, Ph.D. 
      Purdue University 

 William H. Dow, Ph.D. 
       UC Berkeley 

 Alan Garber, M.D., Ph.D. 
      Stanford University 

 Paul B. Ginsburg, Ph.D. 
     Center for Studying Health System Change 

 Alan Glaseroff, M.D. 
Humboldt Del Norte IPA 

 Dana Goldman, Ph.D. 
RAND 

 Jerome P. Kassirer, M.D. 
Tufts University School of Medicine 

 Ronald C. Kessler, Ph.D. 
      Harvard University 

 Robert Mecklenburg, M.D. 
     Virginia Mason Medical Center 

 Len Nichols, Ph.D. 
      New America Foundation 

 Michael O’Grady, Ph.D. 
      Independent Consultant 

 David Pratt, M.D. 
Schenectady County Public Health Services 

 David Rehkopf, Ph.D. 
UCSF 

 Neeraj Sood, Ph.D. 
RAND 

  John Toussaint, M.D. 
     ThedaCare Center  for Healthcare Value 

  Arnold Milstein, M.D., M.P.H. 
      Mercer Health & Benefits 
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Scientific consensus has not yet been reached on a direct measure of health system 

impact on employer and worker global competitiveness.  However, its impact can be indirectly 

estimated via international comparisons of measures of health spending and measures of health 

and care quality, which are the desired consequences of such spending.  These measures, in turn, 

can be specifically selected and weighted for their relevance to employers and their workforces.  

Based on guidance from our expert panelists, Mercer pursued this approach.    

 

The resulting BRT “Global Competitiveness of Care” (GCC) Index is composed of two 

performance domains: (1) health spending and (2) workforce health and quality of care.  Each 

domain is composed of measures that are readily available and periodically updated for both the 

U.S. and a basket of five G-8 countries (the “G-5 basket”).  These five countries are major U.S. 

trading partners that, like the U.S., are relatively affluent and benefit from mature, 

comprehensive health care systems: Canada, Japan, Germany, the United Kingdom, and France.   

 

The 2009 version of the GCC index also included a comparison of U.S. performance 

against a basket of 3 large rapidly-developing non-affluent countries: Brazil, India, and China 

(“BIC”).  After careful consideration among the expert panel, this comparison was dropped from 

the index.  The reason for this is that BIC population health problems (e.g. underweight due to 

inadequate food consumption) and health system gaps (e.g. widespread severe shortages in 

specialty services) differ so greatly from U.S. health problems and care gaps that attribution to 

national health systems of national differences in population health and health care affordability 

in such countries is less defensible than comparison of the U.S. with the G-5.   
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Composing the 2010 Health Spending Domain of the GCC Index  

 

For the health spending domain of the 2009 GCC index, Mercer sought an internationally 

comparable measure that would combine employer and employee per capita health spending. 

Ideally, we sought a measure that encompassed health insurance premiums or premium 

equivalents paid by employers and employees, out-of-pocket spending by employees, and tax 

payments by employers and employees used by the government to fund health benefit plans (e.g. 

Medicare, Medicaid and the VA) and health care (e.g. Federally Qualified Health Centers) for 

individuals other than active workers and their dependents enrolled in employer-sponsored 

health benefit plans.  Because the data to construct this type of comprehensive measure is not 

available across all countries, last year we composed the domain from two measures: employer-

paid health benefits paid per hour in manufacturing and GDP-adjusted per capita health 

spending.   

 

For the 2010 index, we included only the second, broader spending measure: GDP-

adjusted per capita health spending.  We chose to focus solely on this health spending measure in 

part because only six developed countries report the data required for the measurement of 

employer-paid health benefits per hour in manufacturing.  Removing the manufacturing 

industry’s spending measure from the index carries a second advantage; it enables use of all 31 

IMF-defined developed/advanced countries as a frame of reference for comparisons of annual 

changes via a method described on page 11.  This, in turn, reduces the annual volatility of 

percentage difference comparisons when the sample of countries compared is limited to six.  

 

Via a GDP adjustment, no country’s health system is held accountable for the higher per 

capita health care spending associated with national prosperity.  An important advantage gained 

from use of national per capita health spending measure is that it includes all streams of 

employment-relevant health spending such as direct employer and employee spending, as well as 

public spending for health financed through tax payments by employers and employees. A 

disadvantage is that data underlying this measure do not allow removal of out-of-pocket 

spending by patients who are not and may never have been employees or dependents of 

employees.   
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While the expert panel judged this to be the best representation of employer and 

employee spending based on readily available data, like the 2009 measure, it does not account 

for some health system costs and some differences in spending patterns across countries.  For 

example, it does not capture the estimated impact of each country’s general taxation level on its 

economic growth, or the impact of taxation to fund health spending specifically.  It also does not 

account for the accrual of unfunded fiscal liabilities to pay for future Medicare spending in the 

United States or their impact on U.S. interest rates and future U.S. tax rates.  Finally, it does not 

account for the cost of “job-lock” from each country’s employee health benefits approach. 

 

Table 1 updates last year’s GDP-adjusted per capita health spending figures for the two 

years (2006 and 2007) reported since the 2009 BRT report.  The U.S. spends considerably more 

than the G-5, even after adjusting for the global tendency to spend a greater share of income on 

health care as income grows.    

 

Table 1 – GDP-Adjusted Per Capita Health Spending in 2006 and 2007 
(US spends far more than other wealthy nations) 

 Per Capita GDP  Per Capita GDP  

 Health Spending Per Capita 

GDP-Adjusted 
Per Capita 

Health Spending Health Spending Per Capita 

GDP-Adjusted 
Per Capita 

Health Spending 

Country (IDR$ 2006) 
(IDR$ 
2006) (IDR$ 2006) (IDR$ 2007) 

(IDR$ 
2007) (IDR$ 2007) 

United States  $6,719  $43,840  $5,705  $7,287  $46,151  $6,284  
Canada  $3,704 $36,950 $3,222 $3,900 $38,552 $3,441 
France  $3,420  $31,055  $3,038  $3,567  $32,686  $3,205  
Germany  $3,465  $32,835  $3,058  $3,512  $34,391  $3,139  
Japan  $2,581  $32,036  $2,284  $2,696  $33,582  $2,416  
United Kingdom  $2,815  $34,322  $2,471  $2,967  $35,962  $2,638  

 

 Though we did not include it in the 2010 GCC index, we did update Table 2, our 

comparison to the G-5 of employer-paid health benefits paid per hour in manufacturing. As of 

2007, the most recent year where data is available, the U.S. continues to compare unfavorably to 

the G-5 composite. 
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Table 2: Manufacturer’s Hourly Contribution to Health Care 
(US spends far more in its most export-exposed sector) 

 2004 2005 2006 2007 
US  $2.4 $2.6 $2.7 $2.8 
Canada  $1.0 $1.1 $1.2 $1.3 
Japan  $0.8 $0.8 $0.7 $0.8 
Germany  $2.3 $2.3 $2.3 $2.6 
UK  $0.5 $0.5 $0.5 $0.6 
France  $3.1 $3.1 $3.3 $3.7 
G-5 Average $1.5 $1.6 $1.6 $1.8 
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Composing the 2010 Workforce Health Domain 

 

The workforce health domain of the 2009 GCC index consisted of seventeen employer-

relevant national measures of health and health care quality.  The panel of experts that weight the 

health metrics expressed concern that the cognitive burden of assigning relative weights across 

such a large number of measures jeopardized the validity of the weighting process.  To address 

their concerns, in 2010 they were asked to assign relative weights to a smaller basket of 

measures, rather than to a basket with every potentially relevant measure.   

 

Epidemiology experts selected for panel weighting five outcome measures covering four 

categories that, in their view, best reflect a balanced mix of broad, employer-relevant measures 

of the value of national health systems: success in management of highly impactful health risk 

behaviors (prevalence of smoking, prevalence of morbid overweight and obesity), favorable 

outcome on a widely applicable measure of adult ambulatory care (adult mean systolic blood 

pressure), quality of inpatient care (prevalence of mortal “misadventures” to patients during 

medical/surgical care), and overall population health outcomes (healthy life expectancy at birth).  

 

This refinement of the index addressed the panelists’ weighting validity concerns and 

provided a diverse representation of broad population health and health care quality 

performance.  It also addressed another expert panel concern of bias toward narrow conditions 

and treatments such as mortality from specific diagnostic categories within narrow age bands 

that are easiest to measure via clinical encounter data.  As in the 2009 report, when a country 

failed to report in a given year, we projected its score, based on that country’s trend in the prior 

years for which data were reported.  Table 3 displays figures for the last five reported years.  
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Table 3 – Figures for Measures in Workforce Health Domain 
  2003 2004 2005 2006 2007 
Percent of population who are daily smokers ( 15 years) 
US  18% 17% 17% 17% 15% 
G-5 Average 25% 24% 24% 23% 23% 
Prevalence of BMI >=25 kg/m2 (Obese or Overweight) 
US  72% 73% 74% 75% 75% 
G-5 Average 49% 49% 50% 50% 51% 
Average Systolic Blood Pressure (mmHg), age 15+ 
US  121 121 121 121 121 
G-5 Average 127 126 126 126 126 
Misadventures to patient during surgical/medical care      
(Deaths per 100,000 population (standardized rates)) 
US  0.70 0.70 0.60 0.51 0.44 
G-5 Average 0.42 0.48 0.46 0.48 0.52 
Healthy life expectancy at birth  
US  69 69 70 70 70 
G-5 Average 72 73 73 73 73 

 

To compose the workforce health domain, each of the five measures was weighted by an 

expert clinician-researcher panel for its employer and worker relevance.  To improve on the 2009 

weighting algorithm, we expanded the basis for weighting the measures in 2010 to allow for 

consideration of each measure’s freedom from measurement errors, reporting errors, and, since 

workers’ well-being is affected by the health of their families as well as their own health, its 

contribution to worker well-being. This allowed the expert panel to down-weight measures 

known to be associated with greater error and to consider a measure’s relative contribution to 

worker well-being rather than only to worker productivity.  The 2010 weighting criteria were (a) 

the impact of a high score on worker productivity and other dimensions of workforce well-being, 

(b) the ability of the health care system to affect the measure, and (c) the measure’s likely 

freedom from measurement and reporting errors.   

 

Even after the 2010 refinements, our approach to composing this domain continues to 

have limitations.  There is a risk of inaccuracy when measures for years when data are not 

reported are projected based on a measure’s preceding trend line.ii  Additionally it is not possible 

to adjust measures for the impact of non-health care determinants of health such as educational 

level or poverty that are beyond the reach of both the public health and care delivery components 

of national health systems. 
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Converting Data into Two Domain Scores and then into a  

Composite Quantitative Comparison of the U.S. with the G-5 

 

Based on valuable suggestions made subsequent to the release of the 2009 index, the 

expert panel approved refinements to the conversion method used for 2010.  The 2010 

conversion method transformed the U.S. and G-5 domain scores into an absolute difference in 

percentile ranking between the U.S. and the G-5 on rankings of all 31 IMF-defined 

developed/advanced countries. Under this approach, the U.S. score on each measure is the 

absolute percentage point difference (positive or negative) between the U.S. percentile rank and 

the average percentile rank of the G-5 countries.  This avoids the problem of volatility in 

performance comparisons based on a ratio of scores when either the U.S. or the G-5’s score is a 

very small numerical value. It also smoothes out differences in absolute scores from national 

reports that are not subject to rigorous quality control by the OECD or WHO. Finally, it 

generates a much more intuitive comparative scale that ranges from +100 if the U.S. ranks 

highest and the G-5 countries are tied for the lowest rank, to -100 in the opposite circumstance.  

Weights developed by the expert panel within the workforce health domain were then applied to 

the percentile difference score for each measure, and a combined weighted comparison score for 

each domain was calculated for the United States versus the G-5 basket.   

 

Charts 1 and 2 portray combined weighted comparison scores for the health spending and 

workforce health domains respectively for the five most recent years for which data are 

available.  They confirm what prior studies have shown: while per capita health care spending is 

much higher in the U.S. than in G-5 countries, the U.S. does not attain much better workforce 

health.  However, the U.S. appears to be slowly closing its workforce health gap relative to the 

G-5. This is largely attributable to recent significant decreases in U.S.-reported deaths due to 

hospital error (see Appendix B for greater detail).  It is a domain of health system performance in 

which U.S. employers and the Institute of Medicine have played a leading role via the Leapfrog 

Group, the IOM’s 1999 report on health care error, and other important national patient safety 

initiatives in U.S. hospitals implemented by the government and the U.S. health industry. 
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Chart 1: Health Spending Score Trend
(The gap narrowed in 2005, but the G-5 spend far less)
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Chart 2: Workforce Health Score Trend: US vs G-5
(US trails but gap is almost closed)
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Figure 1 in the Appendix A portrays each step undertaken in the analytic progression 

from the source data to the final 2010 GCC index. Table 4 shows the results from the final step 

in the GCC computational process, the averaging of the domain scores for health spending and 

workforce health measures to create a single GCC index value.  
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Table 4 – Computation of the GCC Index 

(A negative score conveys that U.S. performance trails the G-5) 

  Health Spending Score Workforce Health Score GCC Index Value 
2003 -42.7 -5.7 -24.2 
2004 -42.0 -6.8 -24.4 
2005 -39.4 -4.5 -22.0 
2006 -40.0 -4.7 -22.4 
2007 -40.0 -1.6 -20.8 

 

The refinements made in the 2010 calculation produced changes in each of the two 

component scores but no significant change when combined into the GCC Index.  In Table 5 we 

show a comparison between the original computation of the index and the revised index using 

data from overlapping years (2004-2006).  It shows that though the domain scores changed, 

when they are transformed and combined into a single index of comparative values, the net result 

of all refinements made in the 2010 index neither favored nor disfavored U.S. comparisons to the 

G-5 over the three years that the index was computed via both methods. 

 

Table 5 – Comparison of Original and Refined GCC Indices 

2004 2005 2006 
  Original Refined Original Refined Original Refined 
Health Spending Score -34 -42 -36 -39 -37 -40 
Workforce Health Score -10 -7 -9 -5 -9 -5 
GCC Index -22 -24 -22 -22 -23 -22 
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Discerning Trends in the GCC Index 

 

To discern trends in the GCC Index, we plotted in Chart 5 the GCC scores in the last 

column of Table 4.  The GCC Index trend line for the U.S. versus the G-5 basket suggests that 

the U.S. may be slowly narrowing the gap: on a 100 percentage point scale, the U.S. moved from 

24.2 points behind the G-5 in 2003 to 20.8 points behind in 2007. 

  

Chart 3: GCC Score: US vs G-5
(US making progress in narrowing the value gap)
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This suggests that the contribution of the U.S. health care system to the global 

competitiveness of employers and workers relative to G-5 countries may be gradually improving. 

 

Since annual changes in such comparisons are vulnerable to statistical “noise,” and 

affected by changes in the accuracy of international reporting, future computation of the GCC 

Index will increase our confidence in our ability to discern U.S. progress.  Major movement in 

the GCC requires fundamental U.S. health system changes, likely to take longer than several 

years to materialize and detect.  Accordingly, trend line movement in the 2003 to 2007 GCC 

Index is best interpreted as a preliminarily favorable signal of general direction.   

 

If movement of the GCC in subsequent years confirms this trend, credit goes to multiple 

U.S. stakeholders who began over ten years ago to prioritize improving the value of the U.S. 

health care system. 
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Appendix A – Overview of the Analytic Process  

 

 The following flowchart summarizes the analytic process undertaken to calculate the 

2010 GCC Index.  

 

Gather Workforce Health 
Data 

Gather Health  
Spending Data  

(per capita health spending and 
 GDP per capita) 

Where Needed, Project the 
Data for Missing Years 

Calculate GDP-Adjusted 
Health Spending 

Calculate Percentiles by 
Metric by Year for the U.S. 

and each of the G-5 
Countries 

Calculate Percentiles by 
Metric by Year for the U.S. 

and each of the G-5 
Countries 

Calculate the Absolute 
Difference between the U.S. 

and the Average G-5 
Percentile by Measure by 

Year  

Use the Expert Panelists’ 
Weights to Combine the 

Scores by Year  

Calculate the Absolute 
Difference between the U.S. 

and the Average G-5 
Percentile by Year  

Average the Results of A & 
B to get the GCC Index 

Value for each Year 

A) Workforce Health B) Health Spending 
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Appendix B – Health Spending Domain 

 

We use a method similar to that developed by Angrisano et al. to calculate the GDP-

adjusted health spending measure.iii  To calculate GDP-adjusted per capita spending on health 

care, we use the per capita health spending and total per capita GDP on the WHO website 

(http://www.who.int/nha/country/en).  For each year, we use linear regression, based on the GDP 

of 31 IMF-defined developed/advanced countries with reliable health spending data, to predict 

how spending changes as GDP increases. These regressions indicate that for each dollar gain in 

GDP per capita, depending upon the year these countries spend 7 to 9 cents extra (in 

international dollars) on health care.  We use the slope of this line to adjust spending for each 

country’s GDP using this equation: GDP-adjusted spending= (health spending ÷ (1+ (GDP ÷ 

benchmark GDP)*slope), where the benchmark GDP is defined as the lowest GDP per capita in 

the given year.   Table 6 summarizes the GDP-adjusted per capita health care spending from 

2003 to 2007.   

 

Preliminary data on Canada’s 2007 health expenditure was not consistent with previous 

years. Revised data provided by the WHO was labeled as Purchasing Power Parity dollars, which 

is equivalent to the International Dollar Rate used elsewhere in this data set.  This revised data 

was used to calculate Canada’s GDP-adjusted per capita spending on health care but was not 

used to update the linear regression model mentioned above.  

 

http://www.who.int/nha/country/en
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Table 6 – GDP-Adjusted Per Capita Health Spending, 2003-2007 

 Per Capita GDP  

GDP-

Adjusted Per Capita GDP  

GDP-

Adjusted Per Capita GDP  

GDP-

Adjusted 

 

Health 

Spending Per Capita 

Health 

Spending 

Health 

Spending Per Capita 

Health 

Spending 

Health 

Spending Per Capita 

Health 

Spending 

Country (IDR$ 2003) (IDR$ 2003) (IDR$ 2003) (IDR$ 2004) (IDR$ 2004) (IDR$ 2004) (IDR$ 2005) (IDR$ 2005) (IDR$ 2005) 

United States $5,679 $37,489 $4,585 $6,014 $39,609 $4,859 $6,350 $41,718 $5,247 

Canada $3,070 $31,277 $2,561 $3,226 $32,867 $2,695 $3,471 $35,075 $2,950 

France $3,002 $27,410 $2,557 $3,129 $28,305 $2,675 $3,303 $29,759 $2,872 

Germany $3,087 $28,579 $2,613 $3,159 $29,912 $2,679 $3,348 $31,380 $2,891 

Japan $2,224 $27,504 $1,893 $2,337 $29,056 $1,990 $2,474 $30,312 $2,146 
United 
Kingdom $2,257 $29,300 $1,903 $2,507 $31,907 $2,104 $2,631 $32,815 $2,258 

Australia $2,660 $31,134 $2,220 $2,851 $32,420 $2,387 $2,965 $33,951 $2,531 

Austria $3,200 $31,095 $2,672 $3,392 $32,588 $2,838 $3,472 $33,497 $2,971 

Belgium $2,872 $30,167 $2,410 $3,007 $31,062 $2,534 $3,240 $32,077 $2,789 

Cyprus $2,473 $38,197 $1,990 $2,495 $40,006 $2,013 $2,570 $41,908 $2,122 
Czech 
Republic $1,339 $17,999 $1,201 $1,387 $19,311 $1,243 $1,453 $20,366 $1,318 

Denmark $3,215 $30,441 $2,694 $3,454 $32,164 $2,896 $3,553 $33,340 $3,042 

Finland $2,209 $27,703 $1,878 $2,411 $29,905 $2,044 $2,539 $30,695 $2,199 

Greece $2,028 $22,576 $1,774 $2,092 $24,173 $1,827 $2,352 $24,928 $2,090 

Iceland $3,199 $30,751 $2,676 $3,335 $33,700 $2,774 $3,304 $35,005 $2,808 

Ireland $2,506 $34,445 $2,056 $2,712 $36,394 $2,226 $3,150 $38,530 $2,638 

Israel $1,836 $22,461 $1,607 $1,923 $23,853 $1,683 $1,927 $23,678 $1,721 

Italy $2,266 $27,149 $1,932 $2,373 $27,427 $2,038 $2,500 $28,122 $2,190 
Republic of 
Korea $1,025 $19,030 $915 $1,110 $20,426 $989 $1,263 $21,342 $1,140 

Luxembourg $4,601 $60,697 $3,319 $5,281 $64,978 $3,800 $5,256 $67,778 $3,918 

Malta $3,518 $44,113 $2,747 $3,775 $44,992 $2,973 $4,060 $47,734 $3,273 

Netherlands $2,834 $31,716 $2,358 $3,002 $33,221 $2,503 $3,195 $35,111 $2,714 

New Zealand $1,949 $23,243 $1,698 $2,067 $24,307 $1,804 $2,223 $24,929 $1,975 

Norway $3,837 $38,324 $3,085 $4,079 $42,264 $3,254 $4,301 $47,309 $3,473 

Portugal $1,824 $18,800 $1,629 $1,913 $19,178 $1,716 $2,100 $20,657 $1,902 

Singapore $1,379 $35,263 $1,126 $1,329 $39,046 $1,077 $1,414 $42,716 $1,163 

Slovakia $792 $13,594 $729 $1,058 $14,678 $972 $1,139 $16,171 $1,054 

Slovenia $1,774 $20,136 $1,572 $1,866 $21,887 $1,649 $1,991 $23,078 $1,783 

Spain $2,017 $24,759 $1,743 $2,126 $25,968 $1,840 $2,268 $27,367 $1,993 

Sweden $2,839 $30,076 $2,383 $2,962 $32,078 $2,484 $2,969 $32,298 $2,553 

Switzerland $3,840 $33,695 $3,162 $4,002 $34,973 $3,308 $4,027 $35,840 $3,411 

          

Slope 0.086   0.088   0.082   
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Table 6 – GDP-Adjusted Per Capita Health Spending, 2003-2007 (cont’d) 

 Per Capita GDP  

GDP-

Adjusted Per Capita GDP  

GDP-

Adjusted 

 

Health 

Spending Per Capita 

Health 

Spending 

Health 

Spending Per Capita 

Health 

Spending 

Country (IDR$ 2006) (IDR$ 2006) (IDR$ 2006) (IDR$ 2007) (IDR$ 2007) (IDR$ 2007) 

United States $6,719 $43,840 $5,705 $7,287 $46,151 $6,284 

Canada $3,704 $36,950 $3,222 $3,900 $38,552 $3,441 

France $3,420 $31,055 $3,038 $3,567 $32,686 $3,205 

Germany $3,465 $32,835 $3,058 $3,512 $34,391 $3,139 

Japan $2,581 $32,036 $2,284 $2,696 $33,582 $2,416 
United 
Kingdom $2,815 $34,322 $2,471 $2,967 $35,962 $2,638 

Australia $3,119 $35,698 $2,725 $3,272 $37,577 $2,896 

Austria $3,608 $35,259 $3,157 $3,763 $37,121 $3,335 

Belgium $3,328 $33,527 $2,930 $3,403 $34,793 $3,037 

Cyprus $2,754 $44,232 $2,335 $3,061 $49,662 $2,612 
Czech 
Republic $1,511 $21,965 $1,387 $1,579 $22,813 $1,463 

Denmark $3,773 $35,063 $3,303 $4,056 $36,041 $3,606 

Finland $2,656 $32,586 $2,346 $2,781 $34,530 $2,484 

Greece $2,547 $26,699 $2,298 $2,727 $28,423 $2,483 

Iceland $3,207 $35,103 $2,807 $3,273 $35,696 $2,913 

Ireland $3,106 $41,207 $2,661 $3,463 $43,995 $3,005 

Israel $2,034 $25,333 $1,845 $2,182 $26,913 $1,997 

Italy $2,631 $29,356 $2,351 $2,649 $30,381 $2,397 
Republic of 
Korea $1,467 $23,079 $1,341 $1,647 $24,801 $1,517 

Luxembourg $5,494 $75,539 $4,206 $5,686 $79,484 $4,460 

Malta $4,223 $50,549 $3,505 $4,037 $53,545 $3,406 

Netherlands $3,481 $37,130 $3,026 $3,681 $39,225 $3,241 

New Zealand $2,448 $26,234 $2,213 $2,440 $27,269 $2,230 

Norway $4,519 $52,069 $3,731 $4,777 $53,749 $4,028 

Portugal $2,199 $21,634 $2,022 $2,283 $22,779 $2,116 

Singapore $1,536 $47,070 $1,290 $1,641 $51,411 $1,393 

Slovakia $1,279 $18,022 $1,192 $1,403 $20,066 $1,312 

Slovenia $2,063 $24,417 $1,877 $2,123 $26,021 $1,948 

Spain $2,466 $29,480 $2,203 $2,646 $31,563 $2,385 

Sweden $3,162 $34,442 $2,775 $3,289 $36,751 $2,918 

Switzerland $4,179 $38,569 $3,614 $4,339 $41,100 $3,799 

       

Slope 0.073   0.069   
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Once the adjusted GDP values are calculated, we calculated the percentile ranking of the 

U.S. and each of the G-5 countries in comparison to the 31 IMF-defined developed/advanced 

countries (see Table 7).  

Table 7 – Health Spending Percentile Scores 
 2003 2004 2005 2006 2007 

US 0 0 0 0 0 

Canada 30 27 23 20 17 

France 33 33 30 30 30 

Germany 27 30 27 27 33 

Japan 63 67 63 70 67 
United 
Kingdom 60 53 53 53 53 
G-5 Average 43 42 39 40 40 
Absolute 
Difference 
(U.S. vs G-5) -42.7 -42.0 -39.4 -40.0 -40.0 
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Appendix C – Workforce Health Domain 

 

The measures in the workforce health domain are available from the OECD Health Data 

2009, the WHO Statistical Information System, and the WHO Infobase.  Some measures are not 

reported every year.  For years in which a country failed to report, we project a numeric value 

based on the rate of change in the prior measurement period.  Measures which have only been 

reported once by a country are held constant until the next reporting period.   Table 8 

summarizes the workforce health metric data for 2003 to 2007. 
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Table 8 – Data for Workforce Health Metrics, 2003-2007 
 Percent of population who are daily smokers ( 15 years) (%) both sexes 

 OECD Health Data 2009  

Country 2003 2004 2005 2006 2007 

United States 17.5 17.0 16.9 16.7 15.4 

Canada 18.6 18.0 17.3 17.9 18.4 

France 24.5 23.0 24.0 25.0 26.0 

Germany 24.3 23.8 23.2 22.7 22.1 

Japan 30.3 29.4 29.2 26.3 26.0 
United 
Kingdom 26.0 25.0 24.0 22.0 21.0 

Australia 18.2 17.4 17.1 16.9 16.6 

Austria 23.2 23.2 23.2 23.2 23.2 

Belgium 27.0 23.7 20.3 22.0 22.0 

Cyprus N/A N/A N/A N/A N/A 
Czech 
Republic 24.2 24.2 24.3 24.4 24.4 

Denmark 28.0 26.0 26.0 25.0 24.0 

Finland 22.2 23.0 21.8 21.4 20.6 

Greece 37.7 38.6 39.3 40.0 40.7 

Iceland 22.4 20.2 19.5 19.3 19.4 

Ireland 27.4 27.8 28.2 28.6 29.0 

Israel N/A N/A N/A N/A N/A 

Italy 24.2 23.3 22.3 23.0 22.4 
Republic of 
Korea 27.9 26.6 25.3 24.1 22.9 

Luxembourg 28.0 27.0 23.0 21.0 21.0 

Malta N/A N/A N/A N/A N/A 

Netherlands 32.0 31.0 31.0 31.0 29.0 

New Zealand 23.0 22.0 22.5 20.7 18.1 

Norway 26.0 26.0 25.0 24.0 22.0 

Portugal 19.6 19.6 19.6 19.6 19.6 

Singapore N/A N/A N/A N/A N/A 

Slovakia 24.5 24.7 24.8 25.0 25.2 

Slovenia N/A N/A N/A N/A N/A 

Spain 28.1 27.5 27.0 26.4 25.8 

Sweden 17.5 16.2 15.9 14.5 13.2 

Switzerland 25.5 24.2 23.0 21.7 20.4 
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Table 8 – Data for Workforce Health Metrics, 2003-2007 (cont’d) 
 Prevalence of BMI >=25 kg/m2 (Obese or Overweight) 

 WHO Infobase 

Country 2003 2004 2005 2006 2007 

United States 71.9 72.9 73.8 74.8 75.8 

Canada 60.5 60.8 61.1 61.4 61.7 

France 39.2 39.7 40.2 40.6 41.1 

Germany 59.1 59.6 60.1 60.6 61.1 

Japan 22.2 22.4 22.6 22.8 23.0 
United 
Kingdom 61.7 62.8 63.8 64.9 66.0 

Australia 65.8 66.6 67.4 68.2 69.1 

Austria 56.5 56.8 57.1 57.4 57.7 

Belgium 45.3 45.8 46.3 46.8 47.3 

Cyprus 55.2 55.7 56.2 56.6 57.1 
Czech 
Republic 52.2 52.6 53.0 53.3 53.7 

Denmark 44.7 45.2 45.8 46.4 47.0 

Finland 58.2 58.4 58.7 58.9 59.2 

Greece 67.7 68.1 68.5 68.9 69.3 

Iceland 59.5 59.9 60.4 60.8 61.2 

Ireland 45.6 46.1 46.6 47.1 47.6 

Israel 56.5 56.9 57.4 57.8 58.2 

Italy 45.1 45.3 45.5 45.7 45.9 
Republic of 
Korea 37.7 40.0 42.0 44.6 47.3 

Luxembourg 53.3 53.7 54.2 54.7 55.2 

Malta 68.0 68.4 68.8 69.1 69.5 

Netherlands N/A N/A N/A N/A N/A 

New Zealand N/A N/A N/A N/A N/A 

Norway N/A N/A N/A N/A N/A 

Portugal N/A N/A N/A N/A N/A 

Singapore N/A N/A N/A N/A N/A 

Slovakia N/A N/A N/A N/A N/A 

Slovenia N/A N/A N/A N/A N/A 

Spain N/A N/A N/A N/A N/A 

Sweden 48.2 49.0 49.7 50.5 51.2 

Switzerland 50.4 53.1 55.4 58.6 62.1 
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Table 8 – Data for Workforce Health Metrics, 2003-2007 (cont’d) 
 Mean Systolic Blood Pressure (mmHg), age 15+ 

 WHO Infobase 

Country 2003 2004 2005 2006 2007 

United States 121.0 121.0 121.0 121.0 121.0 

Canada 122.2 122.2 122.2 122.2 122.2 

France 126.3 125.6 124.9 124.2 123.5 

Germany 132.2 132.2 132.2 132.2 132.2 

Japan 122.3 122.1 121.8 121.5 121.3 
United 
Kingdom 129.0 128.5 128.1 127.7 127.2 

Australia 121.5 121.5 121.5 121.5 121.5 

Austria 125.3 125.0 124.8 124.5 124.3 

Belgium 123.1 123.1 123.1 123.1 123.1 

Cyprus 125.6 125.6 125.6 125.6 125.6 
Czech 
Republic 126.2 125.9 125.7 125.4 125.1 

Denmark 118.3 118.1 117.9 117.6 117.4 

Finland 127.6 127.2 126.8 126.3 125.9 

Greece 127.0 126.8 126.5 126.2 126.0 

Iceland 121.4 121.4 121.4 121.4 121.4 

Ireland 126.1 125.9 125.6 125.3 125.1 

Israel 124.0 123.8 123.5 123.2 123.0 

Italy 124.8 124.3 123.9 123.4 122.9 
Republic of 
Korea 123.5 123.5 123.5 123.5 123.5 

Luxembourg 123.1 122.8 122.6 122.3 122.1 

Malta 129.9 129.7 129.4 129.2 129.0 

Netherlands 125.8 125.6 125.3 125.1 124.8 

New Zealand 127.9 127.5 127.1 126.6 126.2 

Norway 126.1 125.9 125.6 125.3 125.1 

Portugal 125.3 125.1 124.9 124.6 124.4 

Singapore 121.7 121.7 121.7 121.7 121.7 

Slovakia 128.0 128.0 128.0 128.0 128.0 

Slovenia 126.1 125.9 125.6 125.3 125.1 

Spain 120.2 120.0 119.8 119.6 119.4 

Sweden 127.9 127.9 127.9 127.9 127.9 

Switzerland 120.4 120.1 119.7 119.3 119.0 
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Table 8 – Data for Workforce Health Metrics, 2003-2007 (cont’d) 
 Healthy life expectancy (HALE) at birth (years) both sexes 

 the WHO Statistical Information System 

Country 2003 2004 2005 2006 2007 

United States 69.0 69.3 69.5 69.8 70.0 

Canada 72.0 72.3 72.5 72.8 73.0 

France 72.0 72.3 72.5 72.8 73.0 

Germany 72.0 72.3 72.5 72.8 73.0 

Japan 75.0 75.3 75.5 75.8 76.0 
United 
Kingdom 71.0 71.3 71.5 71.8 72.0 

Australia 73.0 73.3 73.5 73.8 74.0 

Austria 71.0 71.3 71.5 71.8 72.0 

Belgium 71.0 71.3 71.5 71.8 72.0 

Cyprus 68.0 68.5 69.0 69.5 70.0 
Czech 
Republic 68.0 68.5 69.0 69.5 70.0 

Denmark 70.0 70.5 71.0 71.5 72.0 

Finland 71.0 71.3 71.5 71.8 72.0 

Greece 71.0 71.3 71.5 71.8 72.0 

Iceland 73.0 73.3 73.5 73.8 74.0 

Ireland 70.0 70.8 71.5 72.3 73.0 

Israel 71.0 71.5 72.0 72.5 73.0 

Italy 73.0 73.3 73.5 73.8 74.0 
Republic of 
Korea 68.0 68.8 69.5 70.3 71.0 

Luxembourg 72.0 72.3 72.5 72.8 73.0 

Malta 71.0 71.3 71.5 71.8 72.0 

Netherlands 71.0 71.5 72.0 72.5 73.0 

New Zealand 71.0 71.5 72.0 72.5 73.0 

Norway 72.0 72.3 72.5 72.8 73.0 

Portugal 69.0 69.5 70.0 70.5 71.0 

Singapore 70.0 70.8 71.5 72.3 73.0 

Slovakia 66.0 66.3 66.5 66.8 67.0 

Slovenia 69.0 69.5 70.0 70.5 71.0 

Spain 73.0 73.3 73.5 73.8 74.0 

Sweden 73.0 73.3 73.5 73.8 74.0 

Switzerland 73.0 73.5 74.0 74.5 75.0 
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Table 8 – Data for Workforce Health Metrics, 2003-2007 (cont’d) 

 Misadventures to patient during surgical/medical care (Deaths per 100 000 
population (standardized rates)) 

 OECD Health Data 2009 

Country 2003 2004 2005 2006 2007 

United States 0.700 0.700 0.600 0.514 0.441 

Canada 0.400 0.400 0.400 0.400 0.400 

France 0.500 0.600 0.600 0.700 0.817 

Germany 0.500 0.600 0.600 0.600 0.600 

Japan 0.200 0.300 0.200 0.200 0.300 
United 
Kingdom 0.500 0.500 0.500 0.500 0.500 

Australia 0.700 1.000 1.429 2.041 2.915 

Austria 1.000 0.900 0.800 0.900 0.900 

Belgium N/A N/A N/A N/A N/A 

Cyprus N/A N/A N/A N/A N/A 
Czech 
Republic 0.000 0.100 0.100 0.200 0.300 

Denmark 0.200 0.300 0.450 0.100 0.022 

Finland 0.000 0.000 0.000 0.050 0.100 

Greece 0.900 0.800 0.600 0.300 0.300 

Iceland 0.600 0.700 0.200 0.800 0.800 

Ireland 0.400 0.300 0.300 0.200 0.700 

Israel N/A N/A N/A N/A N/A 

Italy 0.300 0.267 0.233 0.200 0.171 
Republic of 
Korea 0.200 0.100 0.200 0.200 0.200 

Luxembourg 0.200 0.400 0.300 0.225 0.169 

Malta N/A N/A N/A N/A N/A 

Netherlands 0.100 0.200 0.100 0.100 0.100 

New Zealand 0.100 0.000 0.100 0.100 0.100 

Norway 0.000 0.100 0.100 0.100 0.100 

Portugal 0.200 0.200 0.200 0.200 0.200 

Singapore N/A N/A N/A N/A N/A 

Slovakia 0.100 0.100 0.100 0.100 0.100 

Slovenia N/A N/A N/A N/A N/A 

Spain 0.500 0.500 0.400 0.320 0.256 

Sweden 0.600 0.600 0.700 0.700 0.700 

Switzerland N/A N/A N/A N/A N/A 
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We then calculated the percentile ranking of the U.S. and each of the G-5 countries in 

comparison to the 31 IMF-defined developed/advanced countries and calculated the absolute 

difference between the U.S. score and the average G-5 score (see Table 9).  

Table 9 – Unweighted Workforce Health Percentiles, 2003-2007 

 Percent of population who are daily smokers ( 15 years) (%) both 
sexes Prevalence of BMI >=25 kg/m2 (Obese or Overweight) 

 OECD Health Data 2009  WHO Infobase 

Country 2003 2004 2005 2006 2007 2003 2004 2005 2006 2007 

United States 100.0 96.0 96.0 96.0 96.0 0.0 0.0 0.0 0.0 0.0 

Canada 88.0 88.0 88.0 88.0 84.0 22.8 22.8 22.8 22.8 27.3 

France 48.0 72.0 44.0 28.0 12.0 91.0 95.5 95.5 95.5 95.5 

Germany 56.0 52.0 52.0 52.0 48.0 31.9 31.9 31.9 31.9 36.4 

Japan 8.0 8.0 8.0 16.0 16.0 100.0 100.0 100.0 100.0 100.0 
United 
Kingdom 40.0 36.0 44.0 60.0 64.0 18.2 18.2 18.2 18.2 18.2 

G-5 Average 48.0 51.2 47.2 48.8 44.8 52.8 53.7 53.7 53.7 55.5 

Absolute Diff 52.00 44.80 48.80 47.20 51.20 -52.78 -53.68 -53.68 -53.68 -55.48 
 

 Mean Systolic Blood Pressure (mmHg), age 15+ Healthy life expectancy (HALE) at birth (years) both sexes 

 WHO Infobase the WHO Statistical Information System 

Country 2003 2004 2005 2006 2007 2003 2004 2005 2006 2007 

United States 90.0 90.0 90.0 90.0 90.0 13.3 13.3 10.0 10.0 3.3 

Canada 76.7 73.4 73.4 73.4 70.0 63.3 63.3 63.3 63.3 46.6 

France 26.7 40.0 50.0 53.4 53.4 63.3 63.3 63.3 63.3 46.6 

Germany 0.0 0.0 0.0 0.0 0.0 63.3 63.3 63.3 63.3 46.6 

Japan 73.4 76.7 76.7 80.0 86.7 100.0 100.0 100.0 100.0 100.0 
United 
Kingdom 6.7 6.7 6.7 13.4 13.4 33.3 33.3 26.6 26.6 23.3 

G-5 Average 36.7 39.4 41.4 44.0 44.7 64.6 64.6 63.3 63.3 52.6 

Absolute Diff 53.30 50.64 48.64 45.96 45.30 -51.34 -51.34 -53.30 -53.30 -49.32 
 

 Misadventures to patient during surgical/medical care (Deaths per 
100 000 population (standardized rates)) 

 OECD Health Data 2009 

Country 2003 2004 2005 2006 2007 

United States 13.1 17.4 26.1 26.1 34.8 

Canada 47.9 47.9 43.5 34.8 39.2 

France 39.2 30.5 26.1 17.4 8.7 

Germany 39.2 30.5 26.1 21.8 26.1 

Japan 74.0 60.9 74.0 74.0 52.2 
United 
Kingdom 39.2 39.2 30.5 30.5 30.5 

G-5 Average 47.9 41.8 40.0 35.7 31.3 

Absolute Diff -34.80 -24.40 -13.94 -9.60 3.46 
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Weights for each health measure were developed by an expert panel and are shown in 

Table 10.  We then multiply each measure by its respective weight and calculate a combined 

average score for every year (see Table 11). 

 

Table 10 – Expert-Determined Weights for Workforce Health Domain 

 

  

US vs G-5 

Weights 

Percent of population who are daily smokers ( 15 
years) (%) both sexes 29.5% 

Prevalence of BMI >=25 kg/m2 (Obese or 
Overweight) 28.8% 

Mean Systolic Blood Pressure (mmHg) 12.5% 

Healthy life expectancy (HALE) at birth (years) 
both sexes 14.0% 

Misadventures to patient during surgical/medical 
care (Deaths per 100 000 population (standardized 
rates)) 

15.3% 

 

Table 11 – Workforce Health Scores 
Country 2003 2004 2005 2006 2007 

Weighted 
Score -5.666 -6.796 -4.545 -4.690 -1.561 
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Appendix D – Global Competitiveness of Care Index 

 

 The Global Competitiveness of Care Index is created by averaging the overall scores in 

the health spending and workforce health domains (see Table 12).   

 

Table 12 – Summary of GCC Index, 2003-2007 

 2003 2004 2005 2006 2007 

Health Spending -42.7 -42.0 -39.4 -40.0 -40.0 
Workforce Health -5.7 -6.8 -4.5 -4.7 -1.6 
GCC -24.2 -24.4 -22.0 -22.4 -20.8 

 

 

 

                                                
i 2009 BRT report on the impact of the US health system on the global competitiveness of US employers and 
workers. (Available on http://www.businessroundtable.org/health_care_value_comparability, as of June 27, 2010) 
ii 26% of health data points were extrapolated.  
iii Angrisano, C, Farrell, D., Kocher, B., Laboissiere, M., Parker, S. McKinsey Global Institute. "Accounting for the 
Cost of Health Care in the US." January 2007. 


