An insider’s view of the American and
UK medical systems
The similarities between UK and
American medicine are greater than the
differences but not quite as interesting.
This article will describe the US medical
education system, some of the
differences between UK general practice
and US family medicine, US health
insurance and doctors’ compensation,
and discuss some of the shortcomings
and advantages when compared to the
UK system.
American children finish high school at
17 or 18 years old. They get a diploma
rather than A and O levels. Only those
planning on further education take
national exams and most of these are
general rather than subject specific.
Those who become doctors complete a
4-year general programme to get a
Bachelor of Arts or Sciences (BA or BS)
prior to attending medical school, which
is a further 4 years including 2 years of
classroom sciences and 2 years of wardbased training in most of the specialties.
They graduate with the Doctor of
Medicine (MD) degree at 25 or more years
old.
During and after medical school, US
doctors (and doctors emigrating to the
US) take the US Medical Licensure Exam
(USMLE) in three parts. During the 4th
year of medical school they apply to their
desired residency training programmes
and learn their assignment for the next
1–6 years at ‘Match Day’. Any candidates
not selected participate in a mad
scramble for unfilled posts. Few doctors
start or end a programme at any time
other than 1 July of each year and in most
residency programmes a doctor remains
in the same programme until completion,
performing most training at the same
hospital or complex of hospitals in one
town.
However, there are some pyramid
systems. Some specialties such as
anaesthesia otolaryngology (ENT) or
urology do not provide an integral post60

graduate year 1 (PGY-1) or internship so
applicants are expected to do a
‘categorical’ or surgical internship prior to
PGY-2 and onward in the final specialty.
There are also those who change their
minds or are put out of a programme for
educational or other reasons. These
doctors — once any suitability to practice
issues are resolved — can apply to other
specialty residencies and hope to have
some of their prior training accepted in
the new programme.
Prior to any ‘registration’ — called
licensure and offered by the individual
states so requirements vary — doctors
must complete a minimum of 2 years of
postgraduate (residency) training (except
those already licensed under older laws).
Residency length varies from 3 years —
PGY-1, 2, and 3 — for family medicine,
internal
(general)
medicine,
or
paediatrics, up to 5–6 years for general
surgery.
Sub-specialties
such
as
transplantation surgery may involve
6 years general surgery, a 2- to 3-year
chest surgery fellowship followed by 3 or
more years of transplant surgery
fellowship. Medical subspecialty training
such as nephrology or gastroenterology
is obtained through fellowships following
internal
medicine
or
paediatric
residencies.
Doctors take exams after finishing their
residency to become accredited by the
board of their specialty. Some of these
exams are multiple choice questions,
while others include oral examinations or
evaluation of patient charts or operative
notes. In some specialties the final board
exams cannot be taken until the doctor
has completed a certain number and
variety of surgical procedures. In most
specialties doctors repeat the exams
every few years — every 6–7 years for
family medicine.
Family medicine is the closest thing to
general practice in the US. The 3-year
residency is usually performed with no

moving, the same classmates, patients,
hospital (except for away rotations), and
consultants. The trainers are the
hospital’s consultants and dedicated
family medicine doctors with a practice
attached to the training hospital who are
also family medicine hospital consultants
(qualified to care for inpatients and
deliver babies). Training includes
10 months with adult inpatients, including
3 months in an intensive care unit (ICU) or
coronary care unit, 7 months with
paediatrics inpatients including neonatal
ICU, and 4 months in obstetrics and
gynaecology. These courses are not in
consecutive 6 month blocks but in 1- or
2-month rotations spread throughout the
3 years so the resident has training with
increasing responsibility. They also
complete between 0.5 to 2 months each
of surgery, outpatient cardiology,
dermatology, orthopaedics, psychiatry
and other specialties.
During the 3 years the trainee conducts
family medicine surgeries at the training
programme’s group practice close to (or
in) the hospital with a panel of families
(number increasing each year) assigned
to them (but seeing the other doctors in
practice when the trainee is not
available). For the 1st year, this is one
(half-day) surgery per week; the 2nd year
three surgeries per week; and in the final
year one half-day surgery every weekday.
The trainee is precepted during these
surgeries by rotating members of the
family medicine teaching staff.
There are 7 hours a week of protected
teaching time; attendance is mandatory
and patient care is never allowed to
prevent attendance. Some residency
programmes are at hospitals or medical
centres with other residency programmes,
and in this case some residents complete
group training, whereas other residents
are on their own at a smaller hospital with
(usually) a lower intensity ICU experience.
The residents perform at least 50 normal
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vaginal deliveries and are qualified to
deliver babies when they finish, but must
maintain this skill to obtain permission to
deliver babies at any given hospital where
they eventually work.
While many family medicine doctors
give up delivering babies, most of them
(although this number is dropping)
provide hospital care to their patients
when needed. There is a move to
concentrate this work in hired hospitalists
(sometimes not family medicine doctors)
or by having one doctor in turn from a
group practice do all the hospital care for
a week or 2 weeks.
A typical family doctor has surgeries
9–12 am and 1–5 pm and visits patients
in hospital (if any) once or twice daily,
usually before/after the day of surgeries.
Appointments are 15 minutes long (plus
urgent overbookings) and a nurse
assistant prepares patients by assessing
blood pressure, weight, or other vitals
and preparation before hand. The surgery
has two to three exam rooms per doctor
and patients wait inside, undressed if
appropriate, while the doctor rotates
through the rooms. More serious
discussions may occur in the doctor’s
office.
There are almost no home visits.
Insurance companies will not pay for a
home visit unless the patient is
chronically unable to leave the home.
Those who are severely ill — in UK
practice ‘too ill to come into the surgery’
— are thought to need evaluation at the
emergency room (ER) since they may
need admission or acute tests. They can
be seen by an emergency medicine
doctor or, by arrangement, their family
doctor (after office hours) or the doctor
on call for their doctor.
Family doctors cover out-of-hours in
many ways. They are deemed to have a
responsibility to their patients but the
availability of ER care keeps this from
being a medicolegal responsibility. Some
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doctors even delegate out-of-hours care
to freestanding urgent care centres.
Doctors with admitting privileges at a
hospital have a duty to the hospital to
cover their patients’ hospital care. This
frequently means they have to admit
those deemed needing care by ER staff,
and rotate coverage of admissions for
patients with no doctor (or no doctor with
hospital admitting privileges). In ERs with
doctors on duty the ER doctor may admit
initially, but the family doctor assumes
care in the morning. ‘On call’ also means
fielding patient telephone calls. Coverage
is usually shared with other doctors either
in the same group or across groups and
only rarely are singlehanded doctors
personally available to their patients
24 hours a day, 7 days a week.
Doctors earn money for the specific
work they do and there is a great deal of
documentation for each consultation or
hospital care encounter and some
thinking involved in deciding the level of
care provided and the diagnosis treated
(to ensure it is covered by the insurer).
Errors are penalised by underpayment or
fines if overcharging is detected. This
data, either paper or electronic, is used
by the (multiple) insurance companies to
pay the doctors. While this is private
practice, unless the insurer is the
government (Medicare or Medicaid), the
insurance companies pressure doctors to
accept lower fees if they wish to be
permitted to have the insurer’s covered
patients attend at their surgery and the
fees are lower than the doctors would
prefer to charge, and, relatively, it is not
as lucrative as UK private practice.
US medical economics is in flux in
comparison to the NHS. It still has
economic features of a purely capitalist
driven system — some specialties get
much better pay — but the only truly
private practice (paid for by the patient) is
infertility and cosmetic surgery care.
Waiting times are much less than in the
NHS
for
most
procedures
and
consultants if the patient has insurance
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accepted by the consultant or will pay
cash ahead of time, but there is still a
slight wait (a few weeks for non-urgent
appointments in most areas) to see
consultants — presumably because
medicine in the US is no longer so
lucrative that there is a relative surplus of
specialists (due to insurance companies’
downward pressure on fees). For patients
without insurance, or whose lower paying
insurance coverage is not accepted by
the consultant, the wait may be years
until a consultant, if any, providing charity
procedures or appointments has an
opening in that schedule.
Forty-five million (or about 20%) of
Americans are uninsured. This means
that if they attend a doctor’s surgery they
will be charged $40–200 (or more) for the
visit, will have to pay full price for any
prescriptions, and if hospitalised will have
large hospital bills. They are often billed
at a higher rate than the insurance
company will pay for the same type of
care. This group overlaps with the very
poor — some of this group would qualify
for low income health insurance
administered by each state (Medicaid) if
they were aware and knew how to apply
— and with those who are able to afford
health insurance but opt not to purchase
it. Affordability is relative: health
insurance for a healthy family of four
would cost about $4000–6000 a year with
no coverage of pregnancies, and those
paying this much in rent or earning only
$20 000 a year, might feel that is too
much to pay.
Personally, at my income level, I would
ensure that my children and I had health
coverage to avoid losing my entire
retirement savings with one illness or
injury. Medical bills are the leading cause
of personal bankruptcy in the US and it is
a common sight at petrol stations to see
a donation box marked ‘Help Jimmy get
his liver transplant’ and for churches to
hold fundraisers to pay for surgery for
one of their parishioners.
There are some stark and shocking

differences between the UK and
American healthcare systems. In the US,
45 million uninsured people play an ugly
lottery where a sudden illness or injury
may cost them a small or large fortune
that they will have to pay off through
bankruptcy or discharge over the rest of
their lives. In the UK, the time from a
patient determining with their GP that a
treatment or procedure is the right one for
the patient’s problem may be followed by
months
of
waiting
for
the
consultant’s/specialist’s appointment and
agreement and then more months until
actually
undergoing
the
needed
procedure. Bed shortages, cancelled
appointments or shifts, and any inability
on the patient’s part to attend a
consultation or surgery date can further
lengthen this delay. If a scarce
radiological procedure is required prior to
the surgery this can double the wait.
There are many other less concerning
differences that it may be helpful or
interesting to the UK and American
medical community to compare and
consider, but my ultimate conclusion is
that the capitalist effect on American
medical care of less government control
and much more money, directed as
patients and/or their insurers choose, in
order to improve the care provided,
leaves those Americans able to afford
American medical care better off than the
NHS patient. The NHS providing care for
all may have a line for certain treatments
but everyone in Britain is able to get into
that line and no one is excluded from
needed medical care. Therefore, the care
provided by the NHS is much better than
that received by the many Americans
outside the health insurance system.
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