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Econom cs, Health Care, and Life Expectancy

Abstract: In this paper | study the United States’ health care systemrel ative
to the other menber countries in the O ganization for Econom c Cooperation and
Devel opnent (OECD). | find the United States perfornms very poorly relative to
its peers. While the United States spends nore per capita by far than any

ot her menber country, it has a lower |ife expectancy, a higher infant nortality
rate, and fewer nedical resources than nost other nenber countries. The | ow
life expectancy cannot be blamed on the usual culprits of tobacco and al cohol
The United States consunes | ess tobacco than any ot her nmenber country except
Canada and | ess al cohol than nost other nmenber countries. Al so, alcoho
consunption is positively correlated with |Iongevity. The poor health of
Americans is nost |likely caused by Anmerica’s huge obesity rate and its | ack of
health care resources relative to other nenber countries. The best avail able
expl anation for the high cost of the United States health care systemis |ong

term governnent interference in the free market.



Econom cs, Health Care, and Life Expectancy

| nt roducti on

In this paper | study the United States’ health care systemrelative to
t he ot her menmber countries in the Organization for Econom c Cooperation and
Devel opnent (OECD). | find the United States perfornms very poorly relative to
its peers. While the United States spends nore per capita by far than any
ot her menber country, it has a lower |ife expectancy, a higher infant nortality
rate, and fewer nedical resources than nost other nenber countries. The | ow
life expectancy cannot be blamed on the usual culprits of tobacco and al cohol
The United States consunmes | ess tobacco than any ot her nmenber country except
Canada and | ess al cohol than nost other nmenber countries. Al so, alcoho
consunption is positively correlated with |Iongevity. The poor health of
Americans is nost |ikely caused by Anmerica’s huge obesity rate and its | ack of
health care resources relative to other countries (figure 1). This paper
i ncludes both time series and cross-sectional analysis using data obtained from
the International Journal of Health Services, OECD Health Data, and the
Statistical Abstracts of the United States.

Previ ous researchers have cone to mi xed concl usi ons about the effect of
government intervention in the health care industry. H mel stein and
Whol handl er (1986) believe that a nationalized health care system can increase
life expectancy while controlling health care costs. Shortell and Hughes (1988)
bel i eve that increased conpetition in the health care industry would lead to a
decreased quality of health care. Chsfeldt (2003) exam ned survival rates of
cancer patients in devel oped countries and showed that the United States health
care systemdid significantly out performother countries for those who could

obtain treatnent. The theory of governnent enterprise (Ahlbrandt 1973), and the



theory of economc regulation (Stigler 1971) both suggest that government
interference in the health care industry increases cost and does not increase
health care quality. Santerre, G ubaugh, and Stollar (1991) found no direct

ef fect of governnment intervention on infant nortality or health care costs, but
concl uded that government intervention in the econony wll negatively inpact

econom c growth which will then negatively inpact health care.

Cross Sectional Analysis

| regressed life expectancy (tables 1 and 2) and infant nortality (tables
3 and 4), against a variety of variables available for the nenber countries in
the OECD Health Data. | also regressed many of the variabl es agai nst each ot her
to check for multicollinearity problens. As can be seen in table 5, t-
statistics of many of the “independent variables” are strongly significant,

maki ng nultiple regression analysis of Iimted val ue.

Li fe Expectancy

As can be seen in table 1, life expectancy is positively correlated with health
care spending (figure 2) and the availability of health care resources (figure
3). The nost statistically significant health care resources are nursing staff,
MRl units, and CT scanners. The lack of health care resources in the United
States relative to other OECD countries likely contributes to Arerica’ s | ow
life expectancy relative to its peers (figure 1). Life expectancy is positively
correlated with the percent of health care spending that cones fromthe public
sector, but this correlation is not statistically significant. Life expectancy
is negatively correlated with the percent of health care spending that goes to
pharmaceuticals indicating that this nmethod of treatnent may be |less effective

than other treatnent methods. Life expectancy is negatively correlated with



t obacco consunption and positively correlated wth al cohol consunption, but
neither of these relationships is statistically significant. Life expectancy is
negatively correlated with the obesity rate and this relationship is of
borderline statistical significance (figure 4). Since the United States has by
far the largest obesity rate anong the CECD countries, it is likely that
America’ s weight problemcontributes to its lowlife expectancy relative to its
peers. Use of the obesity data is sonewhat limted since obesity is neasured
differently in different countries.

Table 2 shows the result of a nmultiple regression anal ysis using
vari abl es that are reasonably i ndependent. Table 5 shows that nmany of the
“i ndependent” variables are correlated with each other. Since health care
spending is strongly correlated with all health care resources, it is used as a
proxy for those resources. The two variables that are shown to be of
statistical significance are health care spending and obesity. The United
States spends nore on health care per capita than any other county in the world
and al so has a higher obesity rate. Since the United has a relatively lowlife

expectancy relative to other CECD countries, obesity appears to wi n out.

Infant Mortality

As can be seen in table 3, infant nortality is negatively correlated with
heal th care spending and the availability of health care resources. The nost
statistically significant health care resources being physician staff, nursing
staff, and the availability of acute care beds. The |ack of health care
resources in the United States relative to other OECD countries likely
contributes to America’s high infant nortality rate relative to its peers
(figure 1). Infant nortality is negatively correlated with the percent of

heal th care spending that cones fromthe public sector, and positively



correlated with the percent of health care spending that is spent on
pharmaceuticals. Both of these relationships are of borderline statistica
significance. Infant nortality is positively correlated w th tobacco
consunption and negatively correlated w th al cohol consunption. The
rel ationship with tobacco consunption is not statistically significant, but
interestingly the al cohol consunption relationship is statistically
significant. Infant nortality is positively correlated with the obesity rate of
a country, but this relationship is not statistically significant.

Table 4 shows the result of a nmultiple regression anal ysis using
vari abl es that are reasonably i ndependent. Table 5 shows that many of the
“independent” variables are correlated with each other. Since health care
spending is strongly correlated with all health care resources, again it is
used as a proxy for those resources. The two variables that are shown to be of
statistical significance are health care spending and strangely al coho
consunption. The United States spends nore on health care per capita than any
other county in the world, but this does not give it a very | ow infant

nortality rate (figure 1).

Heal th Care Spendi ng

As can be seen on table 5, as expected, health care spending is
correlated with the availability of nmpobst health care resources. Health care
spending is strongly negatively correlated with the percent of spending that is
dedi cated to pharnaceuticals indicating that the use of drugs may be a cheaper
alternative to other available treatnments. Since, as discussed in the section
on |life expectancy, the percent of health care spending that is absorbed by
phar maceutical spending is negatively correlated with |ife expectancy, this my

not be an effective cheaper alternative. The percentage of health care spending



that comes fromthe public sector is strongly positively correlated with the
per capita nunber of physicians, nurses, and acute care beds which gives
support for the efficiency of single payer systens relative to nultiple

i nsurance provider systens. The tine series data discussed in the section on
Heal th Care Spending and Third Party Paynents, on the other hand, indicates the
extreme inefficiency socialized nedicine.

The npst striking observation about health care spending is the
di sconnection in the United States between spending, |ife expectancy, and
avail abl e health care resources. The United States has fewer nedical resources
than nost of the of the 30 nenber countries of the OECD. In |life expectancy at
birth, the United States is ranked 21% out of the 30 menber countries of the
CECD. I n per capita nunber of physicians the U.S. is ranked 23'% in per capita
number of nurses it is ranked 18'™ and in per capita nunber of acute care beds
the United States is ranked 23'%. The data on CT scanners and MRl units is not
very useful do to inconsistent statistics between countries, but the US is
ranked 15'" in per capita nunber of CT scanners and 10'" in per capita number of
MRl units (figure 1).

One of the reasons for this |lack of health care resources has been the
effort of the nedical establishment to limt resources to keep profits high
The American Medi cal Association for many years has attenpted to limt the
nunber of doctors to keep salaries high. In 1997, claimng that there was a
“doctor glut”, they even got the U S. government’s Federal Health Care
Fi nanci ng Admi ni stration to pay sone nedi cal schools not to produce doctors
(Al'len 1997).

Anot her common method used for limting conpetition in the health care
industry is the Certificate of Need Program “The Certificate of Need (CON)
programis a regulatory process that requires health care providers to obtain
state approval before offering new or expanded services or making major capita

expendi tures.” “The program prevents unnecessary duplication of services by



sel ecting the best proposal anong conpeting applicants who wi sh to provide a
particul ar health service.” The claimis that multiple different businesses
of fering the sane service in the sane area, also known as conpetition, drives
up costs (Certificate 2005) (Fitzgerald 2004).

The Pharmaceutical industry uses tactics simlar to the American Medica
Association to limt conpetition and keep profits high. For exanple, they
| obby to prevent the inportation of |ess costly drugs from Europe and Canada
under the claimthat “Canadi an drugs are unsafe” (Dolinski 2004). Many of the
“unsaf e” Canadi an drugs are the exact same drugs that are produced in the U S.
and in both Canada and all of the western European countries human life

expectancy is longer than in the United States.

Physi ci ans’ Sal ari es

The results of regression analysis on physicians’ salaries can be seen on
tables 6 and 7. Table 6 is the result of an international cross-sectiona
analysis. It strangely shows that physicians’ salaries increase with the per
capita nunber of physicians in a given country, but the correlation is not
statistically significant. Table 7 will be discussed in the section on tine
series anal ysis.

VWiile the United States has nore | awers per capita then any ot her
country in the world, America has fewer doctors than many other countries. As
of 2001 the United States had about 2.4 physicians per 1000 popul ation
According to the CECD Health Data, as of 2001 France and Gernmany had 3.3 and
Switzerland had 3.5 physicians per 1000 popul ati on (OECD 2004b). Most of the
maj or western European countries had nore doctors than the United States, but
the U S. had nore doctors than Canada which only has 2.1 doctors per 1000

popul ati on. Physicians’ salaries in Europe are generally significantly | ower



than those in the United States, but it cannot be said that countries with nore
doctors al ways have | ower physicians’ salaries (Leigh 1992: 217-9). Medica

services are heavily regul ated and normal |aws of supply and demand do not seem

to conpletely apply.

Tinme Series Analysis

Li fe Expectancy and Infant Mrtality

Tabl es 8 shows the results of single regression analyses of life
expectancy verses a variety of independent variables using the CECD data. While
these results are shown for conpl eteness, they are of linmted value due to
limted data. Only two to five data points are available for each variable
maki ng nultiple regression analysis useless. Mst of the results are as
expected. Life expectancy increases with total health care spending (corrected
for inflation), and with the availability of physicians and nurses. Life
expect ancy decreases with tobacco consunption, but strangely increases with an
i ncreasing obesity rate. Since only three data points are avail able for
obesity, results like this are not surprising. Life expectancy increases with
t he percent of spending that comes fromthe public sector and decreases with
the percent of health care funding that is dedicated to pharmaceuticals.

Tabl es 9 shows the results of single regression anal yses of infant
nortality verses a variety of independent variables using the OECD data. I|nfant
nortality decreases with total health care spending (corrected for inflation),
and with the availability of physicians and nurses. Infant nortality increases
wi th tobacco consunption. Again the results for obesity are anomal ous. |nfant
nortality decreases with the percent of spending that comes fromthe public
sector and increases with the percent of health care funding that is dedicated

to pharmaceutical s



Physi ci ans’ Sal ari es

Table 7 shows the result of a tine series analysis of physicians’
salaries using U S. data. It shows a negative correlation with the per capita
nunber of physicians and a positive correlative with the percent of health care
spendi ng that cones fromthird party paynents. As the per capita nunber of
physi ci ans i ncreases conpetition increases which drives down salaries and as a
| arger fraction of health care spending comes fromthird party paynents
conpetition anong physicians decreases which increases physicians’ salaries.
The per capita nunber of physicians conmes fromthe OECD Health Data. Mean
physi ci ans’ income and the percent of health care spending that comes from
third party payments is taken fromthe Statistical Abstracts of the United
St at es.

The rel ati onshi p between physicians’ salaries and the supply of
physi ci ans can be seen nore clearly in figure 5. In 1940, in inflation adjusted
2004 dol lars, the nean incone for Anerican physicians was about $50,000 or a
little over 6.0 tines the U S. per capita G\P. By 1950 nean physicians’ incone
had increased to about $100,000 or 6.5 tines the U S. per capita GNP. By 1960
physi ci ans’ nmean net incone had increased to $150,000 or 8.0 times the U S. per
capita GNP, and by 1970 to $200,000 or somewhat over 8.5 times the U S. per
capita G\P (U.S. Bureau of the Census 1940-2004a, 19402004b). In the 1960s
there was much nore demand for physicians’ services due to Medicare and
Medicaid with little change in the per capita nunber of physicians, and the
doctors no |l onger needed to worry as much about charity cases — the governnent

woul d pick up the tab.
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Wth this massive increase in physicians’ salaries many nore Americans
choose to attend nedical school. The per capita nunber of physicians in the
United States increased fromabout 1.5 per 1000 in both 1950 and 1960 to 1.7
per 1000 in 1970 to about 2.5 per 1000 in 1995. Physicians’ salaries continued
to increase in the 70s, 80s, and 90s, but not nearly at the same rate as in the
1960s. Today physicians’ salaries are around $210,000 which is only about 6.0
times the U S. per capita GNP (U. S. Bureau of the Census 1940-2004a).

A common justification for high physicians’ salaries is the financia
i nvestment and the nunmber of years of education involved in attendi ng nedica
school, but doctoral degrees in the liberal arts take as much | abor as nedica
degrees and many Ph.D.s in the liberal arts cannot even find enploynent. What
determ nes salaries is supply and demand, not the |abor that goes into

devel oping a skill or product.

Heal th Care Spending and Third Party Paynents

The conversion, in the United States, froma direct paynment systemto a
third party paynment systemis directly related to the changes in the tax code
and entitlement systemthrough out the later part of the twentieth century.
The structure for financing the nodern Anerican health care systemhas its
roots in Wrld War Il. As part of the war effort, the United States governnent
i nposed wage and price controls on its citizens. It was illegal for US.
enpl oyers to conpete for scarce enpl oyees by offering thembetter salaries, so
enpl oyers cane up with a new concept — we now call it the benefit. During this
time, enployers started providing their enployees with health insurance. When
the IRS realized what was bei ng done they issued regul ations that this benefit
shoul d be taxed. These regul ati ons were count ermanded after a backl ash fromthe
voters resulted in Congressional legislation. This was the origin of the pre-

tax benefit (Friedman 2001: 3-30).
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The nodern American insurance systemis structured so that if enployers
pay for their enployee’ s insurance, they nake the paynents with pre-tax
dollars. If enployees pay for their own health insurance, they nmust pay for it
with post tax dollars — an extra 30 percent expense for soneone in the typica
American tax bracket. As a result nost enployers buy insurance for their
enpl oyees that covers not only catastrophic illness, but all medical expenses.
This is the equival ent of people buying auto insurance that covers oil changes.
Since enpl oyers are paying for nmost of their enployee s nedical expenses, there
islittle incentive for enployees to shop around to control health care costs
and demand for health care is not very price sensitive. Sonetines enpl oyees pay
into a pool that is then used to cover the conmpany’s mnmedical bills, but the
result is the same. Athird party is responsible for nost patients’ nedica
bills. This is one of the reasons health care costs have increased so
drastically in the United States since Wrld War 11

Anot her reason for increases in health care costs is the creation of
Medi care and Medicaid in the 1960s. Again because of third party paynents,
eligible Arericans could demand health care at sone one el se’s expense. There
is very little incentive for patients to be cost sensitive for their health
care demands. The percentage of health care expenditures covered out of pocket
has decreased from about 65 percent in 1950 to 55 percent in 1960 to 40 percent
in 1970 to only 15 percent in 2002 (U. S. Bureau of the Census 1950-2004).
During the sane tine period health care has gone from absorbing only about 4.5
percent of GNP in 1950 to 5 percent of GNP in 1960 to 7 percent of GNP in 1970
to about 15 percent of GNP in 2002 (figure 6)(OECD 2004c) (U.S. Bureau of the

Census 1983).
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Mal practice | nsurance

It may be a problemin sone states and sonme specialties, but the primary
cause of high health care costs in the United States is not medi cal mal practice
i nsurance. As of 2000, the nmean liability premumfor all physicians was
$18, 400 per year. This is a large anount, but only about 9 percent of the nmean
physi ci an net income of $205, 700 per year. This is significantly higher than
the liability premumin the early 1970s, which was only about 2 percent of
mean physicians’ net inconme (U S. Bureau of the Census 1976). The hi ghest
l[iability insurance premumis in the specialty of obstetrics/gynecol ogy at
$39, 200, but this is still only 17 percent of the nean net income of $227, 000.
The growt h rate in nmal practice insurance premuns for the last 10 years has
been about the same as the growth rate in physicians’ salaries. Mlpractice
l[iability insurance prem uns have increased by only about one percent per year
for OBGYN and at about a two percent annual rate for all physicians. The annua
i ncrease in physicians’ salaries has been about two percent per year during the
same time period (U S. Bureau of the Census 2004). Since someone maki ng
$200, 000 a year generally pays over $60,000 a year in taxes, it would be far
nore appropriate to say that taxation is responsible for high health care

costs.

Soci al i zed Medi ci ne

A common solution that is proposed to solve Anrerica’ s health care
problenms is socialized nedicine, but when national health insurance has been
tried, rationing and long |lines have comonly foll owed (Goodman 2005). Single
payer systens are now bei ng abandoned by many of the countries that have tried

them Recently Germany and Spain began selling state-owned hospitals to for-
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profit conpanies to raise noney and increase efficiency (Goldsmth 2005), and
in June of 2005 the Canadi an Suprene Court struck down two provincial laws in
Quebec banning private health care and private insurance. According to Chief
Justice Beverley MLachlin and Justice John Major, "The evidence in this case
shows that delays in the public health care system are w despread, and that, in
some serious cases, patients die as a result of waiting lists for public health
care” (G atzer 2005).

Even with all of their problenms, it does appear that European health care
systens deliver nore health care resources to their citizens at a | ower price
than the U S. system does. As shown on table 5, the percent of spending that
comes fromthe public sector is strongly correlated with the per capita nunber
of physicians, nurses, and acute care beds. Also, the United States government
spends about as nuch as the European governnments do on health care, plus the
United States private sector spends significantly nore than other CECD

countries (figure 7).

Concl usi ons

In this paper | studied the United States’ health care systemrelative to
t he ot her menmber countries in the Organization for Econom c Cooperation and
Devel opnent (OECD). | found that the United States perforns very poorly
relative to its peers. Wile the United States spends nore per capita by far
than any other menber country, it has a |lower |ife expectancy, a higher infant
nortality rate, and fewer nedical resources than nost other nenber countries.
The I ow |life expectancy cannot be bl aned on the usual culprits of tobacco and
al cohol. The United consumes | ess tobacco than any ot her nmenber country except
Canada and | ess al cohol than nost other nmenber countries. Al so, alcoho

consunption is positively correlated with |ongevity. The poor health of
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Americans is nost |likely caused Anerica’s huge obesity rate and its |ack of
heal th care resources relative to other countries.

The drastic increase in health care costs in the United States is
directly related to government interference in the econony during the later
part of the twentieth century. This interference was in the form of tax code
changes, regulatory restrictions, and government subsidies for health care. It
is likely that the easiest way to | ower health care costs while increasing the
quality of medical care available to Anerican citizens would be to conpletely
deregul ate the health care system Wiile this is unlikely, noving as many
drugs as possible to over-the-counter status, and noving the insurance system
towards the use of Health Savings Accounts (HSAs) to increase conpetition would
hel p sonewhat .

VWile the free-market seens to be the best solution, it is also apparent
that many of the European systens, while having significant governnent control
deliver nore health care resources to their citizens at a |lower price than the
U S. systemdoes. It does appear that single payer systens have |ess
bureaucratic overhead than the very conplicated system of overl appi ng Medi care,
Medi caid, and multiple enployer provided i nsurance schenes that exist in the
United States today (H nmelstein 2002). It is, however, likely that a direct
payment system without barriers to conpetition, wuld be the nost efficient
system of delivering health care. Such a systemlargely existed in the United
States before the tax code changes of the 1940s, the creation of Medicare and
Medi caid in the 1960s, and the expansion of the authority of the Food and Drug

Adm nistration in 1962.
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Cross Sectiona

STATI STI CAL RESULTS FROM REGRESSI ON ANAYSI S

(t-statistics are in parenthesis)

Anal ysi s

Si ngl e Regression Anal ysis

Li fe Expectancy (in years) vs

Table 1 Y - Intercept Sl ope Qoservat i ons R
(t-stat) (t-stat)

Total Health 74.37 0. 001664 29 0. 3423

Care Spendi ng (71.78) (3.75)

Physi ci ans per | 75.29 0.9109 29 0. 0727

Capita (40. 15) (1. 46)

Nur ses per 74.57 0.4173 29 0. 2612

Capita (63. 65) (3.09)

Acute Care 77.18 0.1395 28 0.0074

Beds (53.50) (0. 44)

MRl Units 76. 33 0.2177 28 0. 2622
(114. 86) (3.04)

CT Scanners 76. 56 0.0724 29 0.1832
(111.75) (2.43)

% Publ i c 75. 65 0. 02982 29 0.0176
(24.05) (0.70)

% 82. 20 -0. 2471 30 0. 3278

Phar maceut i cal (65. 24) (-3.70)

Tobacco 80. 72 -0. 1037 29 0. 0366

Consunpti on (28.74) (-1.01)

Al cohol 76. 15 0. 1846 29 0. 0426
(44.87) (1.10)

Obesity 79. 68 -0.1266 29 0. 0906
(67.48) (-1.64)

Mul ti pl e Regression Anal ysis

Li fe Expectancy (in years) vs.

Table 2 Coef fi ci ent Observati ons R
(t-stat)

Y - Intercept 77.63 28 0.4771
(16. 08)

Total Health 0. 001516

Care Spendi ng (3.18)

% Publ i c 0. 006536
(0.18)

Tobacco -0.0851

Consunpti on (-0.89)

Al cohol 0. 1037
(0.07)

ohesity - 0. 1506
(-2.10)
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Si ngl e Regressi on Anal ysis

Infant Mortality vs.

Table 3 Y - Intercept Sl ope ohservati ons R
(t-stat) (t-stat)

Total Health 14. 15 - 0. 003457 29 0. 2059

Care Spendi ng (4.64) (-2.65)

Physi ci ans per | 20.19 -4.645 29 0. 2634

Capita (4.51) (-3.11)

Nur ses per 15. 67 -1.109 29 0. 2570

Capita (4.98) (-3.06)

Acute Care 13.41 -1.540 28 0. 1487

Beds (3.79) (-1.98)

MRl Units 8.861 -0. 2910 28 0.0678
(4.52) (-1.38)

CT Scanners 8. 66 -0. 1066 29 0. 0562
(4.49) (-1.27)

% Publ i c 19.74 -0.1778 29 0. 0858
(2.50) (-1.65)

% 1.24 0.3134 30 0. 0750

Phar maceut i cal (0.32) (1.53)

Tobacco -0.26 0. 2611 29 0.0323

Consunpti on (-0.03) (0.95)

Al cohol 19.45 -1.317 29 0.3024
(5.01) (-3.42)

Obesity 4.29 0.1790 29 0. 0252
(1.31) (0. 84)

Mul ti pl e Regression Anal ysis

Infant Mortality vs.

Table 4 Coef fi ci ent Observati ons R
(t-stat)

Y - Intercept 19. 89 28 0. 5147
(1.56)

Total Health -0. 00248

Care Spendi ng (-2.02)

% Publ i c -0. 09194
(-0.96)

Tobacco 0. 2569

Consunpti on (1.04)

Al cohol -1.1341
(-2.98)

ohesity 0. 2030
(1.10)
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Cross t-statistics for “independent” vari abl es

Tabl e Physicians | Nurses | Acute MRS CTs YPublic YPhar m Tobacco Al cohol (hesity
5 Care Beds
Spendi ng 1.10 3.46 -0.13 1.54 0.82 -0.20 -6.09 -1.67 1.59 0.35
Physi ci ans 0.99 0.65 -0.07 -0.44 2.09 -0.72 0.16 2.18 -0.42
Nur ses 0.64 L1 0.36 2.03 -4.95 -0.80 141 -0.13
Acute 2.69 4.00 2.21 1.16 175 170 -1.33
Care
Beds
WRI's 9.81 0.64 -1 0.86 -0.70 -2.69
CTs 0.73 -0.48 1.26 -0.16 -2.40
%Public 0.18 -0.21 1.32 -0.87
%har m 0.67 -0.66 0.13
Tohacco 0.72 -1.9%4
Al cohol -0.12
Physi ci ans Sal ari es vs.
Table 6 Coeffi ci ent Qoservat i ons R
(t-stat)
Y - Intercept 1. 32423 14 0. 0575
(0. 86)
Per Capita Nunber 0. 689685
(0. 86)
Tinme Series Analysis
Physi ci ans Sal ari es vs.
Table 7 Coef fi ci ent Observati ons R
(t-stat)
Y- I ntercept 8. 2309 6 0. 6368
(4.54)
Per Capita -3.994
Physi ci ans (-1.43)
Third Party 0. 1078
Payment s (1.35)
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Li f e Expectancy vs

Table 8 Y - Intercept Sl ope observat i ons R

Tinme Series (t-stat) (t-stat)

Total Health 68. 54 0. 0019 5 . 9570

Care Spendi ng (103. 39) (8.17)

Physi ci ans per | 63. 47 6. 31 5 . 9586

Capita (52.08) (8.34)

Nur ses per 66. 06 1.32 5 . 9952

Capita (213. 86) (24.94)

Acute Care 81. 17 -2.11 5 . 1753

Beds (8.18) (-0.80)

MRl Units 74.04 0.34 2 . 0000
(65535) (65535)

CT Scanners 71. 68 0.31 3 . 5842
(22.88) (1.19)

% Publ i c 62. 20 0. 30 5 . 7149
(15. 05) (2.74)

% 80. 81 -0.63 5 . 4444

Phar maceut i cal (16. 28) (-1.55)

Tobacco 82.75 -0.30 4 . 9236

Consunpti on (46.07) (-4.92)

Al cohol 70. 04 0. 36 5 . 0174
(4.89) (0.23)

Qoesity 70. 68 0. 20 3 . 9995
(0. 20) (44.78)

Infant Mortality vs

Table 9 Y - Intercept Sl ope oservat i ons R

Time Series (t-stat) (t-stat)

Total Health 27.55 - 0. 00495 5 . 8937

Care Spendi ng (9.69) (-5.02)

Physi ci ans per | 40.48 -16. 37 5 . 8669

Capita (6.78) (-4.42)

Nur ses per 34. 39 -3.55 5 . 0961

Capita (14. 30) (-8.58)

Acute Care 2.04 3. 47 5 . 0636

Beds (0.07) (0. 45)

MRl Units 11.13 -0.52 2 . 0000
(65535) (65535)

CT Scanners 16. 69 -0.61 3 . 6733
(3.25) (-1.44)

% Publ i c 47.92 -0.89 5 . 8449
(5.76) (-4.04)

% -9.26 2.04 5 . 6236

Phar maceut i cal (-0.83) (2.23)

Tobacco -6. 57 0. 65 4 . 8597

Consunpti on (-1.19) (3.50)

Al cohol 35. 87 -2.31 5 . 0950
(0.96) (-0.56)

Qoesity 18. 02 -0. 37 3 . 9951
(29. 29) (-14. 26)

21




Ranking of the US Relative to the 30 Member Countries of the OECD

(figure 1) and (figure 2)

Life Expectancy at Birth (Total Population) vs. Per Capita Spending on Health Care in 2003
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(figure 3)
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Life Expectancy

Life Expectancy vs. Doctors per Capita in OECD Countries

80

78

76

-
Ny

—
N

~
oS

68

66

64

o
o
o

15 2 25 3 35 4 45 5
Doctors per Capita

and (figure 4)

Life Expectancy vs. Obesity in OECD Countries
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Per Capita Spending in OECD Countries
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