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T he latest Commonwealth Fund Report ranked Canada’s 
health care system ninth out of 11 high-income coun-
tries.1 Its findings have been widely reported in the 

media. However, two other international comparisons, a com-
parison by the World Health Organization (WHO) on health-
adjusted life expectancy (HALE) and the Global Burden of Disease 
study reach quite different conclusions about the relative quality 
of Canadian health care.2,3 What is the truth? We may find the 
answer by examining the data behind the headlines.

The Commonwealth Fund Report uses a combination of 
national-level administrative data (12  items) and surveys of 
patients and providers (59 items) to rank countries in each of five 
domains: care process, access, administrative efficiency, equity 
and health care outcomes. The domain rankings are then aver-
aged to assign an overall ranking for each country. Careful 
perusal of the individual items used to create the scores shows 
some surprising insights.

For example, Canada’s poor rankings in the domains of 
“access” and “equity” are largely driven by the costs of dental 
care and drugs, with 30% of Canadian respondents reporting dif-
ficulties in paying for drugs and 28% skipping routine dental care 
(compared with 12% and 11%, respectively, in the United King-
dom, the country ranked highest in these domains). This high-
lights one of the key challenges in international comparisons: 
health system boundaries differ among countries, and although 
some (such as the UK) include dental care and drug coverage as 
universal benefits, Canada does not.4

Although Canada also ranked poorly in the “care process” 
domain, this appears to be driven by lack of electronic health 
records and clinical decision support in the primary care prac-
tices surveyed (28% in Canada v. 81% in the UK). However, 92% 
of the Canadian physicians who were surveyed reported having 
necessary test results or medical records when seeing a patient 
compared with 94% of UK physicians, and patients reported that 
their physician had their key medical information 83% of the 
time in Canada versus 84% of the time in the UK. These survey 
items do not support the idea that relative lack of electronic 
health records truly compromises care in Canada, in particular, 
since Canada ranked highest in vaccination rates and mammog-
raphy screening, and had the lowest rates of admissions to hos-
pital for ambulatory care–sensitive conditions. Taken together 

with accumulating evidence that electronic health record and 
decision support technology may not improve (and indeed may 
sometimes adversely affect) efficiency, communication or the 
satisfaction of patients or providers,5 we believe it reasonable to 
question whether access to such electronic resources should be 
a metric for measuring quality of health care.

Furthermore, we question whether the health care outcomes 
that the Commonwealth Fund focuses on are truly comparable 
across jurisdictions. For example, because the threshold for 
admission to hospital of patients with stroke varies widely 
among countries,6 the Commonwealth Fund’s choice to focus on 
30-day survival rates after hospital admission for ischemic stroke 
penalizes countries like Canada, where only the sickest patients 
are admitted to hospital. In fact, although Canada is ranked last 
in the Commonwealth Fund Report for stroke care while in hospi-
tal, Canada’s total stroke mortality (considering all cases, not 
just the hospitalized cases) and disability-adjusted life-years lost 
to stroke per 100 000 is among the lowest in the world, and lower 
than in the UK and United States.7,8

A similar problem arises with respect to infant mortality rates. 
Canada includes babies born before 24  weeks gestation and 
weighing less than 500 g as part of infant mortality data, whereas 
several European countries do not,9 resulting in high infant mor-
tality rates for Canada.10

The Commonwealth Fund Report also ranks Canada low 
because it has one of the highest rates of reporting of two or 
more chronic diseases by adults aged 18–64 years. However, we 
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KEY POINTS
• Health care in Canada is ranked poorly relative to other high-

income countries by the 2017 Commonwealth Fund Report.

• Both the health-adjusted life expectancy tables from the World 
Health Organization and the Healthcare Access and Quality 
Index from the Global Burden of Disease Study place Canada in 
the top 10% of countries, above several comparators that were 
included in the Commonwealth Fund Report.

• There are many potential reasons for discrepancies between 
different international rankings, including different definitions 
of health system boundaries, different sources of data, and 
different methodologies and limitations.
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believe that this item conflates “presence” of disease and “prev-
alence” of screening/reported diagnosis/patient awareness. 
Moreover, although Canadians with cardiovascular risk factors 
are more likely to be aware of their conditions compared with 
peers in the US or the UK, Canadians are also more likely to be 
receiving treatment and do exhibit higher control rates.7

In contrast to the Commonwealth Fund Report, the WHO 
ranks Canada among the top 10 of 191  countries and third 
among the 11 countries included in the Commonwealth Fund 
Report for HALE at 72.3 health-adjusted life-years (compared 
with 71.4  life-years in the UK and 69.1  life-years in the US).2 
Although HALE incorporates both mortality and morbidity (by 
weighting years of life by health status in those years estimated 
using the Health Utilities Index), the accuracy and comparability 
of survey data from different countries on disease prevalence, 
severity and quality of life are uncertain.11

A recent analysis from the Global Burden of Disease Study 
showed that Canada was in the top 10% of the 195 countries that 
were compared on the Healthcare Access and Quality Index, rank-
ing above several countries that scored higher in the Common-
wealth Fund Report.3 The index uses data from the Global Burden 
of Disease Study to rank countries by cause-specific death rates in 
each country that are adjusted for factors that health care cannot 
directly influence, such as demographics, social determinants of 
health and environmental risk exposures (but not individual risk 
factor levels or behaviours). Countries with lower rates of death 
from 32 conditions defined as amenable to health care interven-
tions are ranked higher in the Healthcare Access and Quality 
Index.12 However, it should be recognized that this index does not 
provide insight into conditions that cause substantial morbidity 
but not mortality, and for which health care can still improve 
quality of life (e.g., osteoarthritis, cataracts or mental health con-
ditions). Furthermore, the list of amenable mortality diagnoses 
needs updating to include infectious conditions such as HIV or 
hepatitis C that are now treatable. In addition, as with any study 
relying on data from death certificates, there is a substantial risk 
of misclassification bias for causes of death.

Oscar Wilde noted that “the truth is rarely pure and never sim-
ple,” and this is surely the case when one country’s health care 
system is benchmarked against others. It is disconcerting that 

three international comparisons reach very different conclusions 
about the quality of health care in Canada, particularly when the 
public and government may view these data without proper con-
text. It is important to recognize the potential data limitations 
with all comparisons across national boundaries, and we advise 
readers to look beyond the headlines when presented with such 
comparisons in the future.
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