THE CRESCENT GROUP

When we wrote this article just before the turn of the millennium, we
believed and argued that resistant American policymakers had much to
learn about health policy and management from the international
community. About that time, we founded the firm.

Our core beliefs were consistent with our article thesis. Claims of
professional expertise ought to be met with skepticism. Expertise is not
intellectual brilliance. Expertise is developed by an approach that is
open-minded, truth-seeking, and mindful of the power of collaboration.

Over a decade of experience working with our colleague-clients has
changed much of what we think, but not how we approach the effort.

Good reading.
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’I:IE SEARCH FOR NEW WAYS OF THINKING ABOUT
health care policy and management today arises in part from the struggle of
academic health centers to remain fiscally solvent while working continual-
ly to improve the quality of clinical care, research, and teaching. All these
efforts must be made despite these difficult times of managed care and the
Balanced Budget Amendment freeze. Indeed, much can be learned about
global health care policy experience from the experiences of other countries.
However, there also is great danger that nothing useful will be learned from
the effort. We also should realize that translating the lessons into action does
not necessarily require a change in national policy. An academic health cen-
ter, on the other hand, can adopt internal policies that ensure that interna-
tional cost control successes can be replicated.

However, using the proper approaches, we can apply the lessons
learned from other systems to our own. The discussions during the early
19905 about health care could have benefited from less indulgence in the

myth that the United States is unique. We would have been better served by
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opening ousselves to the idea that the United States has a great deal to le

arn
from other countries. We should have been draw

ing on successful -‘J.w]'vl'gn
and historical experiences, and setting about the serious wotk of revising and
adapting suitable financing arrangements for today.

Nothing in the United States makes universal health insurance impos-
sible to implement. However, propaganda, funneled through a largely unin-
formed media, has managed to spook the politicians. This occurred despite
the polls indicating public support for the idea of universal health insurance,
So it was that the great debate over national health insurance, which was
revived by the Clinton Administration in 1993, died a quict and disap-
pointing death by the summer of 1994,

The fate of U.S. health reform under the Clinton Administration is not
the subject of this paper, but the debate over universal insurance is an illus-
trative case in which cross-border learning, although needed and available,

was both wildly unreliable and unhelpful in the distorted presentations tray-
eling across borders,

LEARNING FROM OTHERS

Comparative policy studies such as these are subject to two fallacies, either
of which may distort the subject. One, which may be labeled the World
Cup fallacy, is the notion that cross-national learning is like picking the best
soccer team: The task is to find the best model (technique, system, payment
policy) from around the world, and then transplant it elsewhere. This
approach is basically foolish. No institution, policy, or program is directly
transferable in such a simplistic way. Nonetheless, we continue to see a mar-

ket for one-size-fits-all reforms. They continue to be the topic of articles,
speeches, and, most of all, conferences about the state of health care.

The other danger when conducting comparative policy studies is the
opposite fallacy: The notion that, since nations always differ in some respects,
we can never learn policy lessons from one another. This might be called the
fallacy of comparative difference. It is a familiar weapon in the policy wars of
any nation. Fortunately, between these two extremes lie other, more reason-
able approaches. These methods for policy analysis, explained below, enable us
to develop realistic uses for reasonable comparative analyses.
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LEARNING FROM OTHERS: 'I'RAP\JSPIAN TABLE
GENERALIZATIONS

Thete are two possible bases from which we may draw m-j-f;g i“’il_qj IZ‘:}E:
he experiences of other countries. U.nr: is to consider what ¢ |

fmmc:i from similar nations. If conditions in another country are broadly

lciarr:parable economically, poliiticallly., ar?dh;z iu{l}r;gzlfl}ylvc:z dt.d;le I:;; ;T:ft;;{_
¥ at a particular policy in tha .

ﬁii‘ﬂ rf;l:: Eivzh;locicl:y. That is.pCountry A’ ptljlic_y could be gPlemznrc:[

in Country B with roughly the same results. .Pohcy trat1sp:1.11.ta l.ltﬂ Slsa 0:“

ly linked to structural similarity. (To an outsider, the Nordic nations appe:

to provide many examples of this process.) R
"This method of learning from others, however, has lo?rtam .

The primary problem is that sometim.es the most prm*f:)ls:?gllsgielzlei:fcrc:

compelling answers to a particular policy question czmd e; 13 o dhevhers

in a very different sort of society. What', then, are we to 01. 0h o 135 -

essarily, other than to be aware that th‘ls may be the case. In othe ie:—lccs

must strive to keep in mind that learning about another nation’s exper

i ame as learning from them. .

) nof['il:r: remains one o%her form of lcsson-drawting thatlls rare, but p(I)“.!;

erful. Some describe it as generalizing from the widest variety of cases. It i

the very opposite of a “similar system” design. That is, if a policy generaliza-

i wer-
tion holds true over many divergent cases, we may conclude that a po

ful factor is at work—-a factor that policy makers anfi admllmstra.toi 1gnorles
at their own (and their constituents) peril. .The loglc? behind thlsh e}c:r):ﬂ 1d
straightforward: If Q follows from policy X.m cc':untrles A o1, wu g's d;:}* :
another nation (e.g., the United States) believe its experience Wlb l e o
ent? This is the point of view behind the theory of tr::tnspla.{:i'ttzzl le gcsr; i
izations. Just as the most similar design narrows the range of ne mgsi, ool
does the most different design narrow the scop‘c. }.{owevcr, in the «
instance, we are narrowing not countries butaltlhc !-IkCIIhOOd of encountering
r of such transplantable generalizations. N
) larglfor;[;z:ple, let us consEﬁer the cost of i.mplementing nev; ?olﬁze;ctii;
almost always turns out to be significantly higher than the‘ po u'.y_a vof e
predict. Another example is the proposed wholesale transformation

¢ Ik flences
i sa i ! thers' Experienc
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ways in which doctors are paid (a goal cherished by most health policy ana-
lysts) that, in fact, is almost never a practical option. Realizing and accept
ing this lesson regarding transplantable generalizations has important and
very pragmatic implications for the debates about payment policy and its
proposed reforms.

We begin by examining the most serious barriers to cross-national
learning that, once they are removed, would substantially simplify the task
of learning about and then from other cultures. After considering these bar-
riers, we will learn about others by examining the set of existing data on
health system performance in selected Organization for Economic
Cooperation and Development (OECD) nations. We will study the data so
we can understand the range of experiences among these nations. Third,
while continuing to learn about different country experiences, we will ana-
lyze health system constructions and the cost-control mechanisms so we can
understand the rich and varied character of their experiences. With this in
mind, we will suggest what might be learned from international experience,
and we will suggest one way in which this knowledge might be applied to
an academic health center in the United States. Finally, we shall consider
health reform as a global trend and examine the value of international con-
ferences.

BARRIERS TO CROSS-NATIONAL LEARNING

A variety of myths can prevent one from learning important lessons from
other countries’ experiences in the financing and delivery of health care, The
most important is a misconception that can be termed the myth of infan-
tile yearning. All too often we search for a perfect world in the field of health
policy. However, no system of health care financing is either free of prob-
lems or easily administered. We cannot avoid the gap between wishes and
facts. The relevant inquiry is whether the problems associated with a partic-
ular health system are more serious than those linked to another.

For example, as the last industrial democracy without universal health
insurance, the United States at least has the advantage of being potentially
able to learn from nearly a century of experience with national health insur-
ance elsewhere in the industrialized world. Canada’s path to, and experience
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with, universal health insurance is a useful object of inquiry.
The United States shares with Canada a common language and polit-
ical roots, a comparably diverse population with a similar distribution of liv-
ing standards, and increasingly integrated cunu:nni.cs. We also share a tradi-
tion of fractious but constitutionally based Federalism, a phenomenon that
makes most North American political disputes similar (although not iden-
tical). Moreover, until Canada consolidated its national health insurance in
1971, North American patterns and styles of health care were nearly iden_ti—
cal. (This similarity of care had been the case for so long that, until well after
World War I, Canadian regulators used the U.S. Joint Commission on
Hospital Accreditation to judge the credibility of their hospitals and med-
ical schools.) .
If public financing of health care has worked reasonably well in
Canada, one might think it should work in the United States as well. This,
at least, was the plausible premise of most of the favorable U.S. commen-
tary about Canada’s national health insurance program during the past
health reform debate. Let us reiterate, however, that learning from the expe-
rience of others does not mean that one simply can import another coun-
try’s institutional form of universal health insurance. The most en'light.cning
comparisons seldom indicate that a foreign program, whatever its virtues,
can simply be transplanted from one country to another with identical
results. Nonetheless, the U.S. debate has been characterized not by cross-
national learning but by myth-making, largely inferred from anecdotes told
by critics of national health insurance about the Canadian experience. |
The average person in the United States may not believe that dying
Canadians are wading across the Niagara River to obtain access to life-sav-
ing health care; however, our public discourse is rife with overblown anec-
dotes about Canadas shortages, waiting periods, and long queues. What
often is not reported in such accounts is the possibility that these drawbacks
may serve as effective rationing mechanisms for elective and often unneces-
sary procedures, such as high-resolution imaging. Indeed, they may prove to
serve as a more effective rationing mechanism than the U.S. micromanage-
ment of doctor-patient relations.
Another myth may be called the left-pocket myth that misleads people
into thinking that public health expenditures are more economically dam-
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aging than private health expenditures. Consider the significance of Mmanag-
ing health care under public auspices and through public budgets: A E‘e‘\-\:
Canadians believe that all would be well if only there were private arrange-
ments to augment the overburdened public system. However, the produc-
tivity and growth of the Canadian economy does not depend on how much
health care financing flows through the public sector (the “left-hand pock-
et”). Nor does the growth of the American economy depend upon how
much finance flows through the private sector (our “right-hand pocket”).
The fact is that health care services represent current consumption. As such,

they drain resources from investment, research, and productivity; they do so |
no matter whose budget they flow through or from which pocket they are |

drawn.

It is worth remembering that the OECD nations share a number of
economic troubles. These nations have been rightly concerned about lag-
ging productivity and, from a worldwide standpoint, modest levels of eco-
nomic growth. Future economic competitiveness will depend upon invest-
ment in human as well as physical capital. Therefore, current consumption
must be restrained if noninflationary investment is to have a future.

The current U.S. savings rate is anemic by any standard. The Canadian
rate is not impressive either, except in comparison to that of the United

States. The future economic health of any country will rely heavily upon its

ability to cope with the pressure of increasing health care costs. To cope with |

the costs by painting mythical pictures of foreign experience is downright -
dangerous. To avoid that danger, we must take care to interpret the selective |

and sometimes seductive glances that are cast across national borders.

INTERNATIONAL HEALTH SYSTEM DESIGN AND
PERFORMANCE

Any effort at comparative analysis must begin with the selection of the com- |
parison set. To do this in health care, it is helpful to note the enormous dis- |

parity in health spending between developed and developing nations:

Eighty-nine percent of worldwide health spending occurs in countries with
16 percent of the world’s population (Scheiber and Maeda, 1999). To learn

from comparative health policy analysis, U.S. observers first need to select |

Percent of Population

those countries about which we hope to learn. The choice should be made
from the variety of high-income nations in both the West and Far East.

By doing this, we in no way mean to trivialize the wide disparity of cul-
tures and health care policies around the world. Ignoring the health prob-
lems of the developing world is arguably immoral and certainly foolish in a
world in which a morning case of West Nile Fever can be transported to
New York City on the afternoon flight. However, for the purpose of help-
ing academic health centers learn relevant policy lessons from international
experience, we must choose a comparator set of countries whose economic
and social conditions are broadly similar to those in the United States. Based
upon these criteria, we believe that Canada, the United Kingdom, Japan,
and Germany are the ones most similar to the United States. The question
then is: What do we know about their health systems in relation to the
health system in the United States?

The United States stands alone among developed nations in its reluc-
tance to guarantee health insurance for necessary health care services to all
of its citizens (figure 1). (Germany makes its program optional.) This is not
to say that uninsured Americans cannot gain access to the system. However,
financial considerations do weigh heavily upon the 44 million uninsured
U.S. residents, as well as upon their caregivers.

100
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Sourcer: OECD Health Data 1968,
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The use of terms such as “socialized medicine” in political debates only
clouds the real issues by creating more fear than understanding. Among the
cited countries providing universal health insurance coverage, each has
developed its own, distinctive system based upon a variety of factors, includ-
ing sources of financing and sector of health care delivery, that is, public, pri-
vate, or a blend of the two (figure 2). Many other dimensions also are
involved, such as the type of private financing (personal premiums or
employer mandates), type of public financing (national, state, or mixed),
method of payment (fee for service, capitation, or salary), cost control
method (global budget, capital expenditure controls, or provider competi-
tion), and degree of provider autonomy. By considering all of these ele-
ments, we can see that Japan, Germany, Canada, and the United Kingdom
have developed coverage policies that meet their own, unique needs. There
are many ways in which the United States could insure all citizens for nec-
essary health care.

Spending in developed nations has been growing over the last four
decades, consuming ever-larger shares of real income. In this regard, the
United States stands out, spending 30 to 50 percent more than other
nations (figure 3). If we were buying improved health with our augmented
spending, this would make good sense. But do we?

Health outcomes can be difficult to measure, and even more difficult
to interpret. Because outcomes are difficult to determine, we are left with

Total Public Finance
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Figure 3. Heaith Spending in Five Industrialized Nations, 1960-1998
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the bluntest of measures, and because they are difficult to interpret, we risk

' confusing correlation with causality.

Many variables affect health in addition to the provision of health care:
air and water quality, diet, smoking, exercise, speed limits, availability of
firearms, etc. Nonetheless, with such large sums being invested in health

| care, we must examine the rough measures that do exist and infer cautious-

ly about health system effectiveness.
Basic to any examination of health outcomes is a consideration of life

 expectancy. Over the past three decades, life expectancy has been increasing

at similar rates in Japan, Canada, Germany, the United Kingdom, and the
United States. This increase has been seen in both men and women,

* although women live approximately 5 years longer than men in each nation.

It should be noted, however, that the United States lags slightly behind the
other nations in terms of life expectancy.
Over the same period, infant mortality has declined, steeply at first and

 then more gradually. Again, the United States fares somewhat worse than

the comparator nations. General population mortality performance is

| mixed, but falls within a fairly tight range (figure 4). Approximately two-

thirds of all deaths in each nation arise from the top two major causes: heart
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Figuire 4. infant Mortality in Eive industriaiized Nations, 1980-1688 ™
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disease and cancer (figure 5).

On balance, what is striking about the health outcomes of the systems
in these five countries is their similarity. Health, as it can be measured, has
been improving. Spending, too, has been increasing. Also, although people
are living longer, they are dying of similar causes and at similar rates.

Why are health care costs so much higher in the United States than in
other developed nations? There are many possible reasons. Perhaps it is
because, per capita, the United States provides more care (as measured by
the number or duration of doctor visits, hospital stays, or prescriptions). In
addition, the United States may be providing higher-cost care at similar rates
per capita. We also may be delivering health care less efficiently (i.e., with
high administrative or overhead costs). Another explanation may be that the
costs of other health systems are being “externalized,” that is, expenses are
taking the form of long patient-waiting times and unnecessary suffering.

Analysis of existing data suggests that higher U.S. health care expendi-
tures are driven by higher per-unit cost of care. Hospital expenses are the
largest component of health care spending, about 40 percent of the total.
U.S. hospitals have fewer beds and shorter lengths of stay, but employ more
staft and technology to accomplish the job.

Eigure 5. Mortality in Five industrialized Nations, 1960-1998
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Physician services make up the second biggest health system expense,
comprising approximately 20 percent of the total. The United States has a
high number of physicians, and they are among the highest paid.

- Nevertheless, they see their patients no more frequently than do their inter-

' national colleagues (figure 6).

How do other nations control the cost per unit of service? The details

. vary by country, but the broad answer is that powerful associations of pay-

ers (national or state government, insurance companies, or sickness funds)

- bargain with providers over fee schedules or institutional budgets. With

most care covered within this framework, little opportunity exists for the

' cost to shift backward to payers, forward to patients, or sideways to other

~ payers. In such budgetary systems, controls are often mandated (or adopted

- by administrators) to prevent the proliferation of expensive technology or

growth in physician supply.

ACADEMIC HEALTH CENTER LESSONS:
A CASE STUDY IN WASTED RESOURCES

One might argue that, short of a major national reform of health care, aca-
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demic health centers in the United States can do little to learn from the
international experience. This view, however, is mistaken. Indeed, the
authors’ experience within a large academic health center also proves other-li
WISE.

As previously noted, many nations (other than Japan) keep costs down||
in part by maintaining tight controls on capital equipment cxpendLmres
(i.e., outlays for long-term assets that are expensed over many years). At
times and in certain countries, difficult choices made to constrain such/
spending have produced waiting lists for nonemergency procedures or a|
preference for lower-cost, lower-resolution imaging, [

The United States, on the other hand, may have the opposite problem:
an oversupply of sophisticated technology. Some might argue that this is the|
unavoidable result of hospital competition, or what is often called the|
“medical arms race.” Although true during the Cold War years, the basis for|
competition in health care (and, coincidentally, between the United States’
and Russia) has changed drastically in the last decade.

Technological competition is still a factor for academic health centers,
but it is only one of many explanations for the oversupply of sophisticated
medical technology. Consider the following typical anecdote that any exter-
nal health care consultant (such as the coauthors) can relate. '

Learning Abour and Learning From Others’ Experiences

An analysis of Radiology Department data at a large institution recent-
ly indicated that, of 150 different imaging machines, 60 were being used
once per day or less. When queried, organizational managers and radiolo-
gists reacted defensively, suggesting that these results could be explained by
inappropriate data entry (a poor use of expensive information technology),
special research and teaching needs, and the failure to retire old and fully
depreciated resources. These justifications indeed were true to some extent.
Nonetheless, it was also true that the department capital was not being man-
aged efficiendy. Many seldom-used resources took up rooms full of expen-
sive (and highly needed) space, and all the machinery required maintenance
or service contracts as well as a spare-parts inventory. Erroneously assuming
that all resources were being used at full capacity, administrators were con-
tinuing to replace equipment.

We discovered, as might be expected, that the process by which hospi-
tal capital expenditures were approved was political. The powerful won the
day. This statement is less pejorative than realistic. The world is political.
Once we face this fact, we can seriously consider the character of political
processes. Does the political process weed out the truly bad ideas despite the
power of their advocates? Does it allow the good ideas to bubble up, even
from weak advocates?

At this particular academic health center, department managers and
clinical chiefs, armed with cost-benefit reports, argued with the hospitals
top officers in favor of their department’s priorities. Anyone familiar with
such constructions knows that, in such situations, people tend to project
great future benefits (often with help from the vendors) while understating
the costs. Surprisingly, the Finance Department’s role at this institution was
to support these analyses, not question them.

What this institution was missing was an organizational force that
questions the assumptions of such reports and holds the managers account-
able for the benefits promised once the money is spent. In this case, by the
time the funds were spent, the original analyses had found the dustbin.
Promised benefits, which often had necessitated painful labor cuts or pro-
cedural changes, typically failed to materialize. This pattern is by no means
unique to the particular academic health center used as an example. Every
institution should develop such an organizational force to control costs.

Learning About and Learning From Others' Experiences
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Those charged with the responsibility of controlling costs must have
access to the data used to make cost-and-benefit projections. The members
of this force also need the analytical skills to make sense of the data, as well
as an appreciation for the clinical processes to be funded. In addition, it
would be wise to give the force members tenure or some other form of job
security, so that frustrated project advocates cannot undermine their careers.

Tighter management of capital expenditures will become increasingly
important as the health care industry invests more heavily in information
technology (IT). Other industries, better known for their management
expertise, have been frustrated with their returns on such investments.
Other nations have strong IT cost controls in place. The wise academic
health center executive will learn from these other countries and carefully
examine the organization’s capacity to choose and manage these large invest-
ments. This is a case of the aforementioned form of lesson-drawing that is
rare but powerful: a policy generalization that holds true in many divergent
cases, across all countries.

HEALTH POLICY, NATIONAL SCHEMES,
AND GLOBAL FORCES

Why is health reform a global trend today? Health care policy came to the
forefront of public agendas during the late 1980s and early 1990s for one or
more of the following reasons.

First, all around the world, the financing of personal health care had
become a major financial component of the budgets for mature welfare
states. When fiscal strain arises, as it did during the prolonged recession of
recent years, the predictable result is policy scrutiny, not simply incremental
budgeting.

Second, under almost all circumstances, mature welfare states have less
capacity for bold fiscal expansion in new areas (O’Higgins and Klein, 1988).
This means that the management of existing programs (in new ways per-
haps, but under changing economic circumstances) necessarily occupies a
larger share of the public agenda. We also are now seeing what might be
termed the “wearing out” (or perhaps the “wearing down”) of the postwar
consensus about the welfare state—namely, we are at last outgrowing the
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effects of more than two decades of fretfulness about the affordability, desir-
ability, and governability of the welfare state (Murray, 1995; Herrnstein,
Murray, 1996).

The critics of welfare became outspoken during the 1973-74 oil crisis
when they were sustained by stagflation and bolstered by the advance of par-
ties opposed to welfare state expansion. For the first time, the mass public
witnessed programs being challenged that for decades had seemed sacro-
sanct (Marmor et al., 1990). From Mulroney to Thatcher, and from New
Zealand to the Netherlands, reformers were calling for a “necessary change.”

At such times, when economic strain reappears, the inner rim of pro-
grammatic protection weakens, that is, not because the commitment of par-
ticular interest groups grows more faint but because their social faith dwin-
dles. The incentives for exploring transformative, but fiscally practical
options, grow stronger. Such developments help to explain the clear inter-
national pattern of welfare state review, including health policy; over the past
decade. It is a process of review that intensified in 1990 as recession moved
across national borders.

CONCLUSION

Even if we accepr this contention, however, the question still remains: Why
have these reviews focused so much attention on other national experiences?
Times of policy change sharply increase the demand for new ideas, or at least
for new means to old ends. Just as many U.S. analysts have turned to
Canada’s example, so too have Canadian, German, Dutch, and other ana-
lysts turned their attention internationally. This is readily seen at interna-
tional meetings where conference participants eagerly cite accounts from
other countries’ experiences.

As illustration, let us consider the topics in which attendees expressed
interest at one recent international conference. Participants sought to obtain
better policy answers to the problems conferees face at home, such as how
to find a balance between solidarity and subsidiarity; how to maintain a
high-quality health system in times of economic stress; and (an optimistic
query) what are the optimum relations between patients, insurers, providers,
and the government.
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If viewed as simple expressions of curiosity, these topics are compara-
tively unremarkable. However, if the topics are understood to be an our-
growth of a diligent pursuit of the best health care model (albeit excluding
further exploration of the political, social, and economic context required
for implementation), they reveal an overall intent to initiate change, even if
the intention constitutes little more than wishful thinking. This is a crucial
distinction because all too often conferees see international meetings as an
opportunity to exchange information merely so they can stretch themselves
intellectually. In such a case, people may embark upon quests to exchange
policy information of various sorts without intending to make a commit-
ment to policy importation. In other words, there is a substantial difference
between simply exchanging views with kindred spirits and explicitly seeking
to stimulate new ideas about specific initiatives.

What may be said about drawing policy lessons from such interna-
tional conferences? What are the rules of defensible conduct at these meet-
ings, and are they followed? The truth is that, whatever the appearances,
most policy debates in most countries are, and will remain, parochial affairs.
They address national problems and emphasize historical and contemporary
national developments within a particular domain (pensions, medical
finance, transportation, etc.). In general, they embody conflicting visions of
which policies each particular country should adopt. Only rarely do partic-
ipants seriously consider the experiences of other nations and the lessons
they can teach.

Unfortunately, when cross-national comparisons are employed in such
parochial struggles, their use is typically limited to policy warfare and not to
policy understanding and careful lesson-drawing. Furthermore, at home
there are typically few knowledgeable critics of ideas about solutions abroad.
In the world of the U.S. health care debate, the misuse of the British and
Canadian experience surely illustrates this point. From the late 1940s to the
late 1970s, the U.K. National Health Service was viewed by many U.S.
observers as the specter of what government medicine and rationing could
mean. In recent years, mythmaking about Canada has dominated the dis-
tortion league tables in North America (Marmor, 1994). It is clear that the
parochialism of national debates remains dominant.

The reasons are almost too obvious to cite. Policy makers and managers
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are busy with day-to-day pressures. If they take the time for comparative
inquiry at all, practical concerns incline them to pay more attention to what
appears to work. They cannot take the time to examine academic reasons
for what is and is not transferable, and why.

Policy debaters, whether they are politicians, policy analysts, or repre-
sentatives of particular interest groups, are more engaged in struggles than
in seminars. Like trial lawyers, they seek victory, not illumination. For this
purpose, compelling stories, whether well-substantiated or not, seem to be
more useful than careful conclusions. Interest groups, as their label suggests,
have material and symbolic stakes in policy outcomes and neither have nor
feel the need to protect a reputation for intellectual precision.

These considerations are not new, nor are they surprising. However,
there has been an increased flow of cross-national claims in health policy in
recent years. This trend, if nothing else, will generate new reasons to recon-
sider the meaning of cross-national policy learning,

REFERENCES

Herrnstein R], Murray C. 1996. The Bell Curve: Intelligence and Class Structure in American
Lifé. New York, NY: The Free Press.

Marmor, TR. 1994. Patterns of Fact and Fiction in United States of the Canadian
Experience. In Understanding Health Care Reform. New Haven, CT: Yale University Press,
p-185.

Marmor TR, Mashaw ], and Harvey B 1990. Americas Misunderstood Welfare State:
Persistent Myths, Enduring Realities. New York, NY: Basic Book Publishers.

Murray C. 1995. Losing Ground. New York, NY: Basic Books.

O'Higgins M, and Klein R. 1988. Audit in medical practice, Journal of Medical Science,
157(4):99.

OECD (Organization for Economic Co-Operation and Development). 1998. OECD
Health Data 1998: A Comparative Analysis of 29 Countries. Washington, DC: Brookings
Institution Press.

Schieber G, Maeda A. 1999. Health Care Financing and Delivery in Developing
Countries. Health Affers, 18(3) 193-205.

Lenrnlng Aboue and Learning From Orhers' Experiences

S3NSSI HOWEH JILSINOGC 40 SNOISNIWIC TWEO1D

@



