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Think of this as a primer—a non-partisan overview of how healthcare has evolved and continues to 
evolve in America.

I’m only a presenter of these overviews. I’ve been learning right alongside you during my research into
these topics. I see myself as both a student and a presenter;  I don’t consider myself the teacher in any 
way.

My hope is to spark your curiosity and encourage you to dive deeper into the topics that interest you. 
Please don’t take what I present as the final truth. Many times I go back and re-examine issues that 
come to mind long after I’ve “moved on”—for example, the closing of Dammasch State Hospital, a 
460-bed mental health institution in Wilsonville, Oregon, that operated from 1961 to 1995. Research it, 
and you’ll quickly find several very conflicting stories.

But back to the point: this primer isn’t designed to help you vote for a candidate or select a health plan. 
Its goal is to help you better understand how healthcare has developed in the United States. The more 
informed you are, the better your decisions will be.

One last qualifier, this entire document was compiled from published data mined by AI and as such 
discrepancies will exist.

Elephant In The Ink Room

Bill Jones

elephantinkroom@gmail.com
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After a year of sharp satire aimed at one particularly loud clown who's now less funny than frightening,
I've shifted gears. For the past month, I've worked hard not to let the current atrocities wag me or incite 
me — because the chaos, as dangerous as it has become, is still a self-serving diversion. The parody 
landed its points. But I've shifted gears. 

The noise is deafening — endless sky-is-falling takes, reaction bait, and soundbite wars. Parody can't 
out-absurd reality forever, and outrage isn't insight. So I'm moving on to something more useful: 
helping people understand the actual systems we live inside, not just the circus around them. 

I've just wrapped up a month of breaking down dark money mechanics (how it flows, manipulates, and 
warps decisions on both sides). Not conspiracy theories, just a better understanding of the how and 
why. My goal wasn't to be partisan — it was to help readers better grasp the mechanics behind the 
curtain and make better, self-informed decisions. 

Next up: a ~15-part series on institutional healthcare. Not the latest premium hikes, Trump tweets, or 
partisan talking points. Instead:

• How the U.S. healthcare machine evolved historically 
• Who really makes the decisions (incentives, gatekeepers, power structures) 
• What access actually looks like on the ground 
• A clear comparison of free-market vs. socialized models — trade-offs, not team cheers

The goal isn't to push an agenda; it's to equip you with context so you can think, decide, and act from 
knowledge instead of reflexes. For the majority of my life, my knowledge of healthcare was condensed 
into these three or four questions, asked under stress:

• Am I insured? 
• Will my spouse’s job still cover us? 
• What happens if we get pregnant / sick / laid off? 
• Can we afford this surprise?

Knowing the answers to those 4 questions is not enough. Occasional memes will still sneak in (old 
habits die hard), but the main lane now is education over entertainment. Thanks for reading along so 
far. If this resonates, stick around.
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Opening Statement What This Series Is About

This series is about health policy, not ideology.

Decisions about healthcare in the United States are often discussed as political abstractions—talking 
points, slogans, and personalities. But their consequences are not abstract. They show up in emergency 
rooms, schools, workplaces, and kitchens. They show up in who gets care, when they get it, and at what
cost.

Most people do not distrust medicine because they reject science. They distrust it because they have 
been confused, over-billed, and talked past. Medicine is complicated, insurance is opaque, and 
explanations are often delivered in jargon that obscures rather than clarifies.

A simple example: when a Medicare plan is canceled and replaced with “alternative” options that 
appear nearly identical—except for a substantially higher premium—the consumer is left with 
paperwork, terminology, and reassurances, but little concrete understanding of what actually changed 
or why. Experiences like this are not rare, and they are not ideological. They are structural.

3



Over time, this kind of complexity erodes trust. That erosion did not begin with any single 
administration or crisis. It developed gradually, through cost opacity, administrative layers, and systems
that demand compliance while struggling to communicate clearly.

When trust weakens, something predictable happens. Expertise begins to compete with confidence. 
Repetition replaces evidence. Policy debates shift away from institutions and toward individuals. In 
that environment, it becomes easier to confuse rhetoric with action—and harder for citizens to 
recognize when real decisions are being made.

This series is not an argument for or against any party, personality, or program. It is an examination of 
how health policy is framed, funded, and implemented—and how those choices shape outcomes 
regardless of intent.

Each piece will also include practical guidance on what signals matter, what patterns to watch for, and 
where individual citizens still have meaningful influence. Not as activism, and not as instruction—but 
as civic literacy.

Health policy is not theoretical. Understanding how it works, how it breaks, and how it is 
communicated is one of the few forms of leverage people still have when the stakes are this personal.
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America's Health Policy, Why This Series Exists - Healthcare in America

Health policy is often discussed either at a level so abstract that it feels irrelevant, or so emotional that 
it becomes exhausting. In both cases, people disengage—not because they don’t care, but because they 
can’t see where their understanding actually makes a difference.

The purpose of this series is to examine how health policy decisions in the United States are framed, 
funded, and communicated—and how those processes shape outcomes regardless of political intent.

Rather than advocating for specific programs, candidates, or ideologies, this series focuses on 
identifying patterns. How trust is built or lost. How complexity can clarify—or conceal. How rhetoric 
diverges from operational reality.

These patterns matter because health policy is not a single decision or law. It is an ecosystem of 
incentives, funding mechanisms, administrative choices, and public narratives. Once those systems are 
in motion, outcomes follow whether or not anyone agrees with them.

Why This Matters Now

Many people sense that something about healthcare feels increasingly unstable, but struggle to 
articulate why. Costs rise without explanation. Coverage changes without clarity. Experts speak, but 
confidence spreads faster than evidence.

This series does not assume bad faith. It assumes systems under strain.

Understanding how those systems work—and how they fail—is more useful than reacting to any single
headline. It allows readers to recognize warning signs earlier and to distinguish noise from signal when 
stakes are high.

What This Series Will and Will Not Do

This series will:

• Examine policy outcomes without assigning personal motive

• Use real examples to illustrate structural dynamics

• Move deliberately, one concept at a time

• Include guidance on what signals matter and where influence exists

This series will not:

• Offer voting advice or endorsements

• React to breaking news

• Reduce complex systems to villains or heroes

• Use parody or satire to make its case
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The goal is understanding, not alignment.

How This Will Unfold

Posts will be short enough to digest in one sitting and structured to build on one another. You do not 
need to read them all at once, and disagreement is expected.

The series begins with a simple question:

How did health policy become a trust problem?

Before examining any administration, crisis, or reform effort, it is important to understand why trust 
weakened in the first place—and what happens when it does.

That is where the series begins.

Next: Trust Became the Weak Point
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Part 1: Trust Became the Weak Point

Public health systems depend on trust in ways that are easy to underestimate. Not blind trust, and not 
perfect trust—but enough confidence that people believe guidance is given in good faith, decisions are 
explainable, and errors are acknowledged rather than obscured.

In the United States, that foundation weakened long before any recent crisis or political figure. It 
weakened quietly, through everyday interactions that felt small at the time but cumulative in effect.

Most people did not stop trusting healthcare because they rejected science. They stopped trusting it 
because the system became harder to understand, harder to navigate, and harder to believe was working
in their interest.

Complexity Without Clarity

Healthcare in the U.S. is genuinely complex. That complexity is not itself the problem. The problem is 
that complexity is often presented without translation.

Insurance documents describe coverage in terms of tiers, codes, networks, and contingencies that are 
difficult for even attentive readers to interpret. Changes are communicated through dense notices that 
explain what is happening without clearly explaining why or what it means in practice.

When plans are canceled and replaced with alternatives that appear nearly identical—except for higher 
premiums or different cost-sharing—people are left with terminology rather than understanding. Over 
time, repeated experiences like this create a sense that explanations are designed to satisfy 
requirements, not to inform.

That gap matters.
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Cost as a Trust Erosion Mechanism

Trust is also shaped by predictability. Few things undermine confidence faster than discovering the true
cost of care only after it has been received.

Surprise billing, opaque pricing, and inconsistent coverage rules train people to expect uncertainty. 
Even when care is technically available, the fear of unknown cost changes behavior—delaying 
treatment, avoiding follow-ups, or disengaging entirely.

This is not an ideological response. It is a rational one.

When people cannot anticipate consequences, they stop believing assurances.

Institutions That Speak Poorly Under Pressure

As systems grew more complex, institutional communication often became more defensive. Language 
shifted toward legal precision and risk avoidance, rather than clarity.

Explanations became longer but less informative. Mistakes were corrected quietly, if at all. 
Accountability was diffused across agencies, insurers, providers, and administrators—each technically 
accurate, but collectively unhelpful.
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Over time, this creates a vacuum.

When institutions struggle to explain themselves, others step in to explain for them.

What Happens When Trust Weakens

When trust erodes, several predictable shifts occur:

• Expertise must compete with confidence

• Repetition begins to substitute for evidence

• Personal narratives feel more credible than institutional ones

• Individuals become symbols for entire systems

None of this requires malice or conspiracy. It is how people adapt when clarity is missing and stakes 
are high.

By the time a crisis arrives, the groundwork has already been laid. The public is primed not to evaluate 
guidance on its merits, but on whether it feels consistent, confident, and aligned with prior experience.

Signals to Watch

As this series continues, it helps to notice a few early indicators of trust strain:

• Explanations that grow longer but clearer on none of the practical details

• Language that emphasizes compliance without understanding

• Corrections that appear quietly, without acknowledgment

• Complexity that increases without improving outcomes

These signals often appear well before policy consequences become visible.

Why This Matters Going Forward

Health policy does not fail all at once. It frays.

Trust is usually the first strand to weaken, not the last. Once it does, every subsequent decision—no 
matter how well-intentioned—faces skepticism, resistance, or distortion.

Understanding how that erosion occurs is essential, because it explains why later debates become less 
about evidence and more about narrative.

That is where the series goes next.

Next: When Expertise Became Personal
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Part 2: When Expertise Became Personal

Public health expertise was not always controversial. For decades, it functioned largely in the 
background—technical, imperfect, and mostly invisible. When it worked, few noticed. When it failed, 
corrections were usually quiet and procedural.

That changed when expertise became personal.

As trust in institutions weakened, authority began to migrate away from systems and toward 
individuals. Complex guidance was no longer evaluated primarily on evidence or process, but on who 
was delivering it—and how consistently.

This shift did not require a coordinated effort. It was a natural response to confusion. When institutions 
struggle to communicate clearly, people look for human proxies they can assess intuitively. 

From Institutions to Individuals

Institutions speak in committees, caveats, and revisions. Individuals speak in faces, voices, and 
confidence. In an environment already strained by complexity, the latter often feels more accessible—
even when the underlying information is less complete.

10



As a result, public health authority increasingly became embodied in specific figures. Scientific 
disagreement, which is normal and necessary, was reframed as personal inconsistency. Updated 
guidance, which reflects learning, was recast as unreliability.

This personalization made expertise easier to attack, defend, or dismiss. A system can absorb critique; a
person cannot without becoming the story.

Why Personalization Works

Personalization simplifies judgment. Instead of evaluating methods, data, and uncertainty, people are 
encouraged—often unintentionally—to evaluate tone, confidence, and perceived alignment.

Once expertise is tied to individuals:

• Disagreement feels like betrayal

• Revision feels like deception

• Nuance feels like weakness

This dynamic is especially potent in public health, where uncertainty is unavoidable and 
recommendations evolve as evidence accumulates.

The Cost of Making Experts the Message

When individuals become symbols for entire systems, consequences follow.

Debate shifts away from institutional capacity, funding, and preparedness, and toward loyalty or 
opposition to particular figures. Questions about infrastructure and decision-making are replaced by 
arguments over credibility and character.

This does not improve understanding. It narrows it.

Over time, public health guidance becomes harder to evaluate on its merits because it is no longer 
received as guidance—it is received as advocacy.

What to Watch For

As this series continues, notice when:

• Policy disagreements are framed around personalities rather than 
processes

• Critiques focus on tone or consistency rather than outcomes

• Individuals are treated as proxies for complex systems

• Institutional failures are personalized instead of examined structurally

These are signs that expertise has been detached from the institutions that support—or undermine—it.

Why This Matters Going Forward
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Once expertise becomes personal, it becomes fragile. Removing or discrediting an individual can feel 
like resolving a systemic problem, even when the underlying structures remain unchanged.

This creates an opening for rhetoric to replace capacity, and confidence to replace preparation.

Understanding this shift helps explain why later public health debates become less about evidence and 
more about allegiance—and why restoring trust is far more difficult than losing it.

That dynamic becomes clearer in the next phase of the series.

Next: Repetition as Policy Signal
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Part 3A: When This Happened Before

Before this series goes any further, it’s worth pausing to show that what we are describing is not new 
— and not partisan.

Long before COVID, long before Trump, and long before modern media ecosystems, the same policy 
pattern played out around tobacco.

This matters because it reveals how policy can be shaped without ever being formally decided.

The Tobacco Pattern

For decades, the health risks of smoking were not unknown. Doctors observed higher rates of lung 
disease. Epidemiologists saw correlations strengthen year after year. Internal industry research — later 
revealed — often confirmed the danger.

Yet public policy stalled.

Why?

Because the dominant message repeated to the public was not that smoking was safe, but that it was 
uncertain.

“More research is needed.”

“The science isn’t settled.”

“Correlation isn’t causation.”

None of those statements were outright lies. That’s what made them effective.

They created just enough doubt to justify inaction.

Repetition as Delay

This is the critical mechanism.

The message didn’t need to persuade people that cigarettes were healthy. It only needed to persuade 
policymakers and the public that acting now would be premature.

Each repetition reinforced a sense of responsible restraint:

• Waiting was framed as prudence
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• Delay was framed as neutrality

• Action was framed as overreaction

Over time, delay itself became the policy.

No single announcement said, “We choose not to regulate.” But the repeated framing ensured 
regulation would always be postponed.
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The Cost of Waiting

The human cost accumulated quietly.

Smoking-related illnesses rose predictably. Generations adopted a habit already known to be 
dangerous. The burden fell disproportionately on working-class families, veterans, and rural 
communities — long before those terms became political shorthand.

By the time policy finally caught up, millions of lives had already been affected.

No one could point to a single decision that caused the harm. That, too, was part of the design.

Why This Example Matters Now

Tobacco shows how repetition substitutes for policy.

When uncertainty is repeated often enough, it becomes permission. When delay is normalized, it feels 
responsible. When action is framed as reckless, inaction feels safe.

This is not about cigarettes.

It is about a pattern.

Setting Up the Next Step

Once you recognize this structure, you start to see it elsewhere — especially in health policy.

Not through detailed plans. Not through legislation. But through repeated language that signals what 
will not happen.

In the next section, we’ll examine how repetition itself functions as a policy signal — and why hearing 
the same claim again and again is rarely accidental.

Next: Part 3B — Repetition as Policy Signal
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Part 3B: Repetition as Policy Signal

One of the easiest ways to miss what is happening in health policy is to listen only to what is being 
said, not how often it is being said.

Repetition is not accidental. In politics, it often functions as a substitute for action.

When leaders repeat the same reassurance, promise, or dismissal over and over—without new details, 
timelines, or mechanisms—it usually means one of three things:

1. The policy does not exist yet.

2. The policy exists only as a concept, not a plan.

3. The policy is unpopular or impractical, and repetition is being used to 
delay confrontation with that reality.

This is not unique to any party or moment. It is a structural behavior. Repetition fills the space where 
legislation, funding models, or regulatory language should be.

You can hear it in phrases like:

• “We’re working on it.”

• “It will be addressed very soon.”

• “Trust me.”

• “You’ll see.”

When these phrases appear once, they may reflect genuine uncertainty. When they appear repeatedly, 
over weeks or months, they become signals.

The tobacco era showed this clearly. For years, the same reassurances were offered while evidence 
mounted. No new information was added—only the same language, restated. The repetition was not 
meant to inform; it was meant to delay.

This is where readers can begin to exercise real agency.

Instead of asking, “Do I agree with this?” ask:

• Has anything new been said since the last time this was promised?

• Has the explanation become more detailed, or stayed vague?

• Has responsibility shifted—from institutions to individuals?

• Has repetition replaced accountability?

These questions require no ideology. They require only attention.
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In health policy especially, repetition matters because delay has consequences. Costs rise. Coverage 
gaps widen. People make decisions based on what they believe is coming next.

Recognizing repetition as a signal—not reassurance—is one of the first practical tools citizens have to 
protect themselves in complex systems.

Tomorrow, we’ll look at how responsibility quietly moves from public systems to private individuals—
and why that shift often goes unnoticed until it’s too late.
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A Real-Time Example (Why Markets React Faster Than Voters)

In a surprise move, the Trump administration's Centers for Medicare & Medicaid Services (CMS) 
proposed a near-flat 0.09% increase in payment rates to private Medicare Advantage (MA) plans for 
2027—far below Wall Street expectations of 4–6% and following a more generous 5.06% boost for 
2026.

The announcement triggered an immediate sector sell-off the following day, with major insurers losing 
double-digit percentages in market value, led by sharp declines across the Medicare Advantage space.

Analysts cite tight insurer margins, rising medical costs, and efforts to curb overbilling (including 
changes to risk adjustment excluding certain chart reviews) as reasons the minimal increase could force
benefit cuts, higher enrollee costs, or plan reductions for the more than 35 million seniors enrolled in 
MA plans.

Industry groups warn of potential disruptions when 2027 coverage renews in late 2026, though final 
rates will not be set until April. This adds pressure to an already challenging Medicare Advantage 
landscape, where many plans have recently faced premium increases, benefit adjustments, or network 
changes.

What matters here is not the stock reaction itself, but how quickly payment signals translate into market
behavior — a dynamic we’ve been examining throughout this series.

For beneficiaries, this is a reminder to pay close attention to Annual Notice of Changes documents and 
enrollment windows, particularly if plan costs, benefits, or provider access begin to shift.
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Part 4: When Responsibility Moves Quietly

When health policy stalls, something important happens that is easy to miss.

Responsibility doesn’t disappear.

It moves.

And almost always, it moves away from systems and toward individuals.

This shift rarely arrives with an announcement. There is no press conference declaring that people are 
now on their own. Instead, the change shows up gradually, wrapped in reasonable language.

Words like:

• “Choice”

• “Flexibility”

• “Consumer-driven”

• “Personal responsibility”

On their own, these words sound empowering. In practice, they often signal something else.

What Happens When Policy Pauses

When governments delay, defer, or avoid clear health policy decisions, the system still has to function.

Care still costs money. Providers still need to be paid. Insurers still need to price risk. Employers still 
need to decide what they will offer.

In the absence of coordinated policy, the burden of navigating those decisions shifts downward.

From institutions → to employers.
From employers → to families.
From families → to individuals.

No one votes on this transfer. It happens quietly, through defaults.

How “Choice” Becomes a Signal

Choice is not inherently bad.

But when choice expands while guidance, coverage, or protection does not, it becomes a signal that 
responsibility has shifted.

Instead of asking:

• “Is this covered?”
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People are asked to consider:

• Which plan?

• Which network?

• Which deductible?

• Which out-of-pocket maximum?

• Which exclusions?

These are not choices most people can make with confidence, especially under time pressure or 
medical stress.

Yet the presence of choice creates the impression that outcomes are the result of personal decisions, not
structural design.

The Human Experience of the Shift

Most people never engage with health policy directly.

They encounter it at moments of vulnerability:

• A job change

• A pregnancy

• A diagnosis

• A cancellation notice

• A premium increase

At that point, the question isn’t ideological. It’s practical:

Am I covered?
Is my family covered?
What happens if something goes wrong?

When responsibility has already shifted, the answers are often unclear — not because people weren’t 
paying attention, but because the system expects them to manage complexity that used to be handled 
upstream.

Why This Shift Often Goes Unnoticed

The transfer of responsibility feels normal because it happens gradually.

Each step can be justified:

• Employers reassess costs

• Insurers adjust plans
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• Governments emphasize flexibility

No single change looks unreasonable.

But taken together, they redefine who bears the risk.

By the time people realize what has happened, the system presents the outcome as a matter of personal 
choice rather than public design.

Setting Up What Comes Next

Once responsibility moves to individuals, complexity becomes the gatekeeper.

Understanding plans, coverage limits, and tradeoffs becomes essential — and increasingly difficult.

In the next part, we’ll look at the difference between having choices and having meaningful coverage, 
and why those two things are often confused.

Next: Part 5 — Choice vs. Coverage
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Part 5: Choice vs. Coverage
After responsibility shifts to individuals, the system offers something in return.

It offers choice.

At first glance, this feels like a fair trade. More options suggest more control. More plans suggest better
fit. More flexibility suggests empowerment.

But choice and coverage are not the same thing.

Confusing the two is one of the most common — and costly — misunderstandings in modern 
healthcare.

What Coverage Actually Means

Coverage answers a simple question:

When something goes wrong, will care be there — and at what cost?

It is about:

• Predictability

• Risk pooling

• Protection from catastrophic expense

Good coverage reduces uncertainty.

Choice, by contrast, often increases it.

How Choice Expands as Coverage Thins

As responsibility moves away from systems, people are asked to select from:

• Multiple plans

• Multiple networks

• Multiple deductible levels

• Multiple cost-sharing structures

Each option appears reasonable in isolation.

Taken together, they create a decision environment where:

• Tradeoffs are hard to evaluate

• Consequences are delayed

• Mistakes are discovered only after care is needed

22



The presence of choice creates the impression that outcomes are the result of informed decisions, even 
when the information required to decide well is unavailable or unintelligible.

Why This Isn’t a Normal Market

In most consumer markets:

• You can compare prices

• You can test quality

• You can change providers easily

• Mistakes are reversible

Healthcare works differently.

Decisions are often made:

• Under time pressure

• Without full information
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• During stress or illness

• With limited ability to switch later

Choice without usable information is not empowerment. It is exposure.

The Emotional Cost of Choice

When outcomes are framed as the result of personal choice, people internalize failure.

Confusion becomes guilt.
Unexpected bills become regret.
Coverage gaps feel like personal mistakes.

This emotional burden discourages people from seeking care, asking questions, or challenging 
outcomes — reinforcing the system that created the confusion in the first place.

What to Listen for Going Forward

When you hear health policy framed around expanding choice, it’s worth asking:

• Is coverage actually improving?

• Are risks being shared more broadly — or pushed downward?

• Is guidance increasing along with options?

Choice can coexist with strong coverage.

But when choice replaces coverage, the difference matters.

Setting Up the Next Step

Once choice becomes the primary mechanism, the system begins to rely on an assumption that 
individuals can act as informed consumers.

In the next part, we’ll examine that assumption — and why the idea of the fully informed healthcare 
consumer breaks down in practice.

Next: Part 6 — The Myth of the Informed Consumer
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Part 6: When the System Stops Pretending

For years, America’s healthcare debates have circled the same familiar arguments: cost, access, 
innovation, choice. Each side insists the problem is just one adjustment away from being solved — a 
different payer mix, a different incentive, a different set of rules.

What rarely gets said out loud is simpler and more uncomfortable:

The system no longer matches the reality it is supposed to serve.

This isn’t a failure of compassion, and it isn’t a failure of effort. It is a failure of structure — a system 
built on assumptions that no longer hold.

A system optimized for avoidance

Modern healthcare is not primarily organized around outcomes. It is organized around risk avoidance.

Risk is shifted:

• From insurers to providers

• From providers to patients
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• From institutions to families

• From policy to paperwork

Each step is rational in isolation. Each makes sense on a spreadsheet. Together, they create a system 
where no one is fully responsible for the whole.

The result is not efficiency. It is fragmentation.

The language that shields the problem

We rely heavily on comforting language:

• “Consumer choice”

• “Market efficiency”

• “Personal responsibility”

• “Innovation”

These phrases are not lies, but they are incomplete. They work well for elective care, predictable 
conditions, and people with time, money, and literacy to navigate complexity.

They break down when care becomes urgent, unavoidable, or human.

When health stops being optional, the language stops working.

Who carries the weight now

As responsibility diffuses upward, the burden concentrates downward.

Patients manage billing disputes while recovering.
Families coordinate care without training.
Providers burn out navigating systems designed to protect revenue, not judgment.
Rural hospitals absorb losses with no margin for error.

None of this shows up cleanly in political talking points. It shows up in closures, staffing shortages, 
delayed care, and quiet financial collapse.

The place the system can’t avoid

There is one place where all of these distortions converge — where care cannot be deferred, denied, or 
negotiated in advance.

The system depends on it.
The system resents it.
And the system refuses to fully account for it.

This is not because it is inefficient, but because it is honest.

It is where every upstream decision eventually lands.
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The political stalemate

Healthcare dysfunction has become politically useful.

One side uses it to fundraise.
The other uses it to posture.
Both promise fixes that stop short of structural change.

Real reform would force tradeoffs.
Tradeoffs create accountability.
Accountability threatens narratives.

So the system limps forward, managed rather than repaired.

The fork in the road

We are now past the point where incremental adjustments can hide the mismatch.

We can continue to:

• Shift costs

• Narrow networks

• Add complexity

• Manage decline

Or we can acknowledge the truth that has been visible for years:

A healthcare system that pretends everything is a market, everything is optional, and responsibility can 
always be deferred will eventually fail at the moments that matter most.

This series is not about choosing sides.
It is about deciding whether we are willing to stop pretending.
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CODA: What We Know Now

This series was not an argument for a particular healthcare system, nor an indictment of any single 
group. It was an attempt to slow the conversation down long enough to observe something that usually 
gets buried under urgency and outrage.

Healthcare in the United States does not fail because people don’t care.
It strains because the structure no longer matches the reality it serves.

Across these six parts, a pattern emerged. Risk is endlessly redistributed, but rarely resolved. 
Responsibility is divided into pieces small enough that no one holds the whole. Language meant to 
clarify instead cushions the impact of hard truths.

Individually, each decision makes sense. Collectively, they produce a system that functions—until it 
doesn’t.

What this series set out to do was name the illusions that keep the system moving without being 
examined.
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The first illusion is that healthcare behaves like a normal market. In many places, it doesn’t. Urgency 
removes choice. Complexity obscures price. Delay compounds harm. These are not moral failures; they
are structural realities.

The second illusion is that responsibility can be shifted indefinitely. Costs move, risk moves, 
paperwork moves. Eventually, the weight settles somewhere. Increasingly, it settles on patients, 
families, frontline providers, and communities least able to absorb it.

The third illusion is that political disagreement is the primary obstacle to reform. In truth, dysfunction 
has become comfortable. It fuels narratives, fundraising, and positioning on all sides. Real reform 
would require tradeoffs, and tradeoffs require accountability. Accountability disrupts stories people rely
on.

What holds all of this together—often invisibly—is effort. Care still happens. Professionals still show 
up. Systems still stretch to cover gaps they were never designed to hold. That endurance deserves 
respect, not exploitation.

Nothing in this series argues that healthcare must be simple. It argues that pretending it already is has 
consequences.

The purpose here was not to provide answers, but to establish a starting point grounded in reality rather
than ideology. Any serious conversation going forward has to begin with what healthcare actually is: 
partially market, partially public, and fundamentally human. It cannot be reduced to slogans without 
losing something essential.

This is a pause, not a conclusion.

The questions raised here do not disappear because they are uncomfortable. They wait. They 
accumulate. And they resurface wherever care becomes unavoidable and responsibility can no longer 
be deferred.

Before solutions are proposed, before sides are taken, clarity matters. That clarity is the work of this 
series.

What comes next will deal with the parts we tend to avoid—not because they are controversial, but 
because they force choices. Those choices will deserve their own space, their own discipline, and their 
own honesty.

For now, this much is enough to know.

BUT, we are far from done. This was just series 1
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Heathcare - Closure of State Run Mental Facilities and Increase in Homeless
Population

Historical Context: The National Deinstitutionalization Trend State-run psychiatric hospitals were once
the primary providers of long-term mental health care in the U.S., peaking in the 1950s with around 
559,000 inpatient beds nationwide.

By the 1990s, this number had plummeted to about 40,000, a roughly 92% reduction, as facilities 
closed or downsized dramatically.

This wasn't isolated to Oregon; it happened across nearly every state, driven by a combination of 
factors: Policy Reforms and Federal Incentives: The Community Mental Health Act of 1963, signed by 
President Kennedy, aimed to shift care from large institutions to community-based centers, supported 
by new antipsychotic medications and civil rights advocacy against abusive asylum conditions.

Federal funding encouraged states to deinstitutionalize, but promised community resources were 
chronically underfunded — only about half of the planned 1,500 community mental health centers 
were ever built.
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Budget Pressures and Cost-Shifting: States faced rising costs for institutional care amid economic shifts
in the 1970s–1980s. Many closed facilities to cut expenses, relying on Medicaid and other federal 
programs to fund outpatient alternatives. However, this often meant discharging patients without 
sufficient follow-up, housing, or treatment options.

Examples Across States: Closures mirrored Oregon's timeline (e.g., Dammasch in 1995). Nationally, 
facilities like Topeka State Hospital (Kansas, 1997), Metropolitan State Hospital (Massachusetts, 
1992), and Allentown State Hospital (Pennsylvania, 2010) shut down in similar waves.

By 2023, many states had fewer than 10 state-operated psychiatric hospitals left, with total public beds 
dropping to historic lows.

In Oregon, the closure of Dammasch — opened in 1961 and shuttered amid reports of inhumane 
conditions — exemplified this, releasing patients into communities ill-equipped to support them.

The state's Eastern Oregon Psychiatric Center in Pendleton closed in 2014, further reducing capacity.

Today, Oregon has only about 743 state hospital beds for adults, with even fewer staffed.

How This Contributed to the National Homeless Crisis While deinstitutionalization wasn't the sole 
cause of homelessness — factors like affordable housing shortages, poverty, and substance use 
disorders play major roles — it undeniably exacerbated the issue by leaving many with severe mental 
illnesses without stable support. Here's how the evidence connects the dots: Discharge Without 
Adequate Safety Nets: Many patients were released from institutions with minimal planning. 
Nationally, the lack of community mental health funding meant former inpatients often ended up 
cycling through emergency rooms, jails, or streets.

Studies show a direct correlation: as hospital beds vanished, homelessness among the mentally ill rose, 
with estimates that 25–30% of homeless individuals have severe mental illnesses like schizophrenia or 
bipolar disorder.

In Oregon, around 40% of the homeless population has a serious mental illness, higher than the 
national average, and closures like Dammasch directly led to increased street homelessness in Portland 
in the 1990s.

Rising Homelessness Statistics: U.S. homelessness hit a record 771,480 people on a single night in 
January 2024, up 18% from 2023 and 40% from 2018.

Chronic homelessness (long-term, often with disabilities including mental illness) surged 73% over the 
same period, from 97,000 to 168,000.

About 22% (140,000) of homeless adults in 2024 met criteria for serious mental illness.

Researchers attribute part of this to deinstitutionalization's "trans institutionalization," where people 
shifted from hospitals to prisons or homelessness.

Broader Systemic Failures: The affordable housing crisis amplified the impact — median rents 
outpaced wages, making stable housing unattainable for those with mental health challenges.
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In states like California and Oregon, this led to visible increases in unsheltered homelessness (36% of 
the total in 2024).

Oregon's experience echoes this: without enough community treatment or housing post-closures, many 
cycle between the Oregon State Hospital, jails, and streets.

Nationally, experts note that while deinstitutionalization aimed for better outcomes, underfunding 
turned it into a "system designed to fail."

Key Nuances and Ongoing Implications Not every closure was detrimental — some states maintained 
or repurposed facilities, and advances in outpatient care have helped many. However, the national bed 
shortage (now about 50 per 100,000 people, far below the recommended 50–60) leaves gaps, especially
for acute crises.

In Oregon, this manifests in long waits for care and over-reliance on emergency departments.

Recent federal efforts, like executive orders promoting institutionalization for homelessness reduction, 
highlight the debate: some advocate for more beds, others for better community funding to prevent 
crises.

Overall, Oregon's closures are a microcosm of a national policy that prioritized deinstitutionalization 
without the necessary infrastructure, directly fueling homelessness by stranding vulnerable people. If 
you want to dive deeper into this topic, sources like HUD's Annual Homelessness Assessment Reports 
or AMA ethics journals provide robust data for further exploration.
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Series II: When Care Can’t Wait - Podcast Prelude

“Welcome back to Healthcare in America. Over the next three episodes, we’re going to look at urgent 
care — not the kind you schedule, not the kind you shop for — the kind that doesn’t wait.

In the first episode, we’ll explore what urgent care actually is, and what it isn’t. We’ll see how 
immediacy changes the rules, compresses choices, and forces decisions that no one wants to make 
lightly.

In the second episode, we’ll look at what happens when systems designed for efficiency are suddenly 
forced into urgent, unpredictable situations. We’ll see where bottlenecks appear, where workarounds 
become routine, and how pressure spreads across the system in ways that aren’t always visible.

In the third episode, we’ll ask a simple but important question: Who carries the consequences when 
care can’t wait? Patients, families, frontline providers, and communities all bear the load — often 
quietly, without recognition.

At the end of the three episodes, we’ll pause to reflect on why this reality is so difficult to talk about 
honestly. No solutions, no slogans — just a clear look at what happens when care is unavoidable.
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This series isn’t about pointing fingers or making policy. It’s about understanding what exists, so we 
can see the system clearly before we decide what to do next. Let’s begin.”
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Series II, Part 1 — What Urgent Care Actually Is (and Is Not)

“Welcome to the first episode of Healthcare in America: When Care Can’t Wait. Today, we’re going to 
look at what urgent care really means — and what it doesn’t.

Most of the time, when we talk about healthcare, we think about appointments, schedules, and choices. 
But urgent care isn’t optional. It doesn’t wait for comfort or convenience. It arrives whether the system 
is ready or not, and it changes everything.

Urgency collapses options. Decisions that would normally take days, weeks, or months are compressed
into minutes or hours. There’s no time to compare prices, shop for the best facility, or negotiate who 
sees you first. Consent still exists, but it’s constrained. Choice becomes secondary to need.

Triage replaces preference. Clinical judgment determines who gets attention first, and who waits. 
Resources are allocated, not selected. What begins as exception — a single patient needing immediate 
attention — can quickly become the new normal, because urgent care is cumulative. Emergencies don’t
happen in isolation. Chronic neglect, unmanaged conditions, and mental health crises feed into the 
system until every gap becomes a pressure point.

At its core, urgent care is about responsibility. Someone must act. Delay itself is harm. And yet, the 
system doesn’t pause to announce this. The ethical load is quiet, invisible, and heavy.

In this episode, we’re not going to talk about costs, insurance, or policy solutions. That comes later. 
Today is about observation — about noticing how care behaves when it becomes unavoidable.

If this episode feels incomplete, that’s intentional — because urgent care itself is incomplete by nature. 
It demands action before understanding.
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By the end, I hope you’ll see urgent care not as an anomaly, but as a lens: a way to understand the 
pressures, constraints, and human work that sustain healthcare when waiting isn’t an option.”

Part 1: What Urgent Care Actually Is (and Is Not) outline

Purpose of Part 1

To reset assumptions about urgency in healthcare — before ERs, costs, or policy enter the room.

This part answers:

What changes when care becomes immediate?

I. Urgency changes the rules

• Urgent care is not just “faster care”

• Time becomes the dominant variable

• Delay itself becomes harm

• Decision-making compresses

Key idea: Urgency collapses options.
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II. Choice behaves differently under urgency

• No shopping

• No meaningful comparison

• No negotiating scope or price

• Consent exists, but it’s constrained

This is not a failure — it’s a condition.

III. Triage replaces preference

• Clinical judgment overrides consumer preference

• Severity determines sequence

• Resources are allocated, not selected

This is where healthcare quietly stops behaving like a market.

IV. Urgent care is not rare — it’s cumulative

• Emergencies aren’t anomalies; they accumulate

• Chronic neglect turns into acute crisis

• Mental health and physical health intersect here

Urgency is often the end point, not the beginning.

V. The moral baseline

• Care cannot be deferred without consequence

• Refusal is not always an option

• Someone must act, even without clarity

This is where ethics quietly step in — without fanfare.

VI. What this part does not address (explicit restraint)

• Costs and reimbursement

• Insurance mechanics

• Institutional blame

• Policy fixes

We name these absences intentionally.
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Series II, Part 2 — When Systems Built for Efficiency Meet Urgency

“Welcome back to Healthcare in America: When Care Can’t Wait. In the last episode, we explored 
what urgent care actually is — and what it isn’t. Today, we’re going to look at how systems, designed 
for efficiency and predictability, respond when urgency shows up uninvited.

Most healthcare systems are built around averages. Schedules, staffing, and workflow all assume a 
level of predictability. Efficiency depends on forecasting, and forecasting depends on stability. But 
urgent care doesn’t follow a curve or a plan. It arrives in spikes, in crises, in moments that no one could
schedule. And when that happens, even the best-designed system starts to strain.

Bottlenecks appear immediately. Staff are limited, physical space is fixed, and specialized resources 
can’t be conjured out of thin air. What begins as a minor delay can cascade into something much 
bigger. Temporary workarounds — hallway beds, boarding patients, delayed transfers — start to look 
permanent. What was supposed to be exceptional quietly becomes routine.

The hidden costs of making the system work under stress are not just financial. They are human. 
Providers carry moral and emotional weight. Burnout rises. Errors increase. Decisions once carefully 
considered now have to be made in compressed time, with imperfect information.

Urgency also exposes upstream failures. Preventive care that didn’t happen shows up as crisis. Mental 
health needs that were deferred now land in emergency rooms. Chronic conditions unmanaged become 
acute. The system absorbs what the rest of the infrastructure failed to address — but it does so 
imperfectly, at a human cost.

And yet, on paper, it looks like control. Metrics suggest management. Dashboards track throughput. 
Administrators and observers can say the system is functioning. But what they are really seeing is 
workarounds, improvisation, and quiet suffering. Throughput becomes the proxy for success, and the 
deeper pressures remain invisible.

We’re not here to point fingers or propose solutions. Today is about noticing behavior under pressure 
— seeing where the system flexes, and where it strains. Because only by understanding this can we 
begin to grasp the consequences when care can’t wait.
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In our next episode, we’ll explore exactly that: who absorbs the consequences when the system can’t 
flex enough, and what that looks like for patients, families, providers, and communities. Stay with us.”

Part 2: When Systems Built for Efficiency Meet Urgency - outline

Purpose of Part 2

To show how systems optimized for efficiency, predictability, and throughput behave when forced 
into urgent, unpredictable conditions.

This part answers:

What breaks first when urgency enters a system not designed for it?

I. Efficiency assumes predictability

• Scheduling, throughput, and optimization rely on forecasts

• Most healthcare infrastructure is designed around averages

• Urgency introduces spikes, not curves

Key idea: Efficient systems are brittle under stress.
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II. Bottlenecks appear immediately

• Staffing is fixed in the short term

• Physical space cannot expand on demand

• Specialized resources are finite

Under urgency, small constraints cascade.

III. Workarounds become the system

• Hallway beds

• Boarding patients

• Delayed transfers

• Informal prioritization

What starts as exception quietly becomes routine.

IV. The hidden costs of “making it work”

• Burnout replaces sustainability

• Errors rise under compression

• Moral injury accumulates

The system functions — but at a human price.

V. Urgency exposes upstream failures

• Preventive care that didn’t happen

• Conditions unmanaged until crisis

• Mental health needs with nowhere else to go

Urgent care absorbs what the rest of the system defers.

VI. The illusion of control

• Metrics suggest management

• Dashboards replace understanding

• Throughput becomes the proxy for success

Urgency is managed, not resolved.

VII. What this part deliberately avoids

• Funding formulas

40



• Payment models

• Assigning blame

• Proposing fixes

The focus stays on behavior under pressure.
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Series II, Part 3 - Who Absorbs the Consequences When Waiting Isn’t an Option

“Welcome back to Healthcare in America: When Care Can’t Wait. So far, we’ve looked at what urgent 
care actually is, and how systems designed for efficiency respond under pressure. In this episode, we 
turn to the people — the ones who carry the weight when care can’t wait.

Urgency does not distribute impact evenly. Some patients are more vulnerable than others. Some 
families are better equipped to navigate complexity. And some communities have far fewer resources. 
The system doesn’t decide this intentionally. It just happens, quietly, invisibly, and sometimes 
tragically.

Patients absorb uncertainty. Decisions are made with incomplete information. Recovery doesn’t end at 
discharge — it continues at home, often with guidance that is partial, confusing, or hard to follow. 
Financial exposure, where it exists, is deferred but rarely avoided. Patients bear responsibility for a 
system that cannot fully hold them.

Families become care coordinators by default. They manage transitions between facilities, interpret 
medical instructions under stress, and fill gaps the system cannot or will not cover. This work is 
essential, unpaid, and largely invisible — yet it is critical to outcomes.

Frontline providers absorb moral and emotional load. Triage decisions, long hours, and high-stakes 
judgment fall on individuals with limited authority to change the system itself. Burnout, moral injury, 
and fatigue are structural consequences, not personal failings.

Communities absorb strain too. Rural hospitals operate with thin staffing and limited capacity. Urban 
safety-net hospitals serve the most complex populations with the fewest resources. When one facility 
closes or reaches capacity, pressure is simply shifted elsewhere, often without public recognition.

And yet, over time, this strain becomes normalized. Hallways fill, delays become routine, and 
improvisation becomes standard operating procedure. What begins as crisis quietly becomes baseline.

We’re not here to assign blame, propose fixes, or debate policy. Our goal is to observe and understand. 
By recognizing who carries the consequences, we can begin to see the human cost of urgency — the 
weight borne by those least able to absorb it, and often, the weight that goes unnoticed entirely.

In the next and final piece of this mini-series, we’ll step back in the kicker, to reflect on why these 
realities are so difficult to talk about honestly. Stay with us.”

Part 3: Who Absorbs the Consequences When Waiting Isn’t an Option - outline

Purpose of Part 3

To identify where the strain goes when urgent care collides with limited capacity — without assigning
villains or prescribing solutions.
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This part answers:

When the system can’t flex enough, who bends instead?

I. Urgency does not distribute impact evenly

• Time pressure forces prioritization

• Not all delays carry the same risk

• Vulnerability compounds urgency

Key idea: Urgency magnifies existing inequities without intent.

II. Patients absorb uncertainty

• Decisions made with incomplete information

• Financial exposure deferred, not avoided

• Recovery includes administrative burden

Care continues after discharge — often alone.
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III. Families become care coordinators by default

• Managing transitions without training

• Interpreting instructions under stress

• Filling gaps between institutions

This labor is invisible, unpaid, and assumed.

IV. Frontline providers absorb moral and emotional load

• Triage decisions under constraint

• Working beyond sustainable limits

• Bearing responsibility without authority

Burnout here is not personal failure — it is structural.

V. Communities absorb institutional strain

• Rural facilities stretched thin

• Urban safety-net hospitals overburdened

• Closures shift pressure elsewhere, not away

Capacity lost in one place reappears as urgency in another.

VI. The quiet normalization of strain

• “This is just how it is”

• Temporary measures become permanent

• Crisis becomes baseline

Normalization masks risk until it doesn’t.

VII. What this part intentionally leaves open

• No policy answers

• No budget math

• No ideological framing

Only the question of who is carrying what.
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Series II, Part 4 - How the System Is Actually Structured

Before we talk about costs, delays, frustration, or reform, we need to pause and do something that 
rarely happens in public conversations about healthcare:

Define the system.

Most of the anger and confusion people feel about healthcare doesn’t come from bad intentions or 
unreasonable expectations. It comes from assuming that healthcare is a single thing — a place, a 
person, or a service — when in reality it’s a collection of distinct parts, each designed for a specific 
role.

When those roles blur, frustration follows.

This week is not about blame. It’s about understanding how the pieces fit together — and just as 
importantly, where they don’t.

Primary Care: Continuity and Coordination

Primary care is designed to be the foundation of the system.

Its role is not urgency. It is continuity:

• Preventive care

• Managing chronic conditions

• Tracking changes over time

• Coordinating referrals and follow-ups

Primary care works best when it knows you — your history, patterns, risks, and medications. It is the 
long view of healthcare.

When primary care access is limited or delayed, pressure builds elsewhere in the system.

Urgent Care: Episodic and Limited by Design

Urgent care exists to handle non-life-threatening issues that can’t wait, but don’t require hospital-level 
resources.

Examples include:

• Minor fractures

• Infections

• Wounds requiring stitches

• Sudden but stable symptoms
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Urgent care is intentionally narrow. It is not meant to replace primary care, and it is not designed to 
manage complex or escalating conditions. Its value is speed and accessibility — not depth.

Because its boundaries aren’t intuitive, urgent care is often misunderstood.

Emergency Departments: Stabilization, Not Ongoing Care

Emergency departments are built for one purpose: stabilization.

They exist to address:

• Life-threatening conditions

• Severe trauma

• Rapidly deteriorating symptoms

• Situations where delay could cause permanent harm

Emergency medicine is about minutes and hours, not weeks or months. It is not designed for continuity,
follow-up, or long-term management — even though it is often asked to fill those gaps.

This distinction matters more than most people realize.

Specialists: Depth Without Context

Specialists focus deeply on specific systems or conditions.

They provide expertise, not oversight.

• Narrow scope

• Referral-driven access

• High value in defined situations

Specialists are essential — but they rely on other parts of the system to provide coordination and 
context.

Hospitals, Systems, and Networks (Not the Same Thing)

One final distinction that often gets overlooked:

• Hospitals are places where care is delivered

• Health systems manage multiple facilities and services

• Networks manage contracts and access

These are operational and organizational layers — not clinical ones — but they shape how care is 
delivered and accessed.

We’ll come back to why that matters later.
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Why This Structure Matters

When one part of the system is missing, overloaded, or inaccessible, pressure shifts to another part — 
often one that was never designed to handle it.

That’s not chaos.
That’s predictable behavior in a complex system.

In the next post, we’ll look at one of the most visible consequences of this mismatch: why emergency 
rooms are overwhelmed — and why it’s not as simple as blaming patients.
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Series II, Part 5 - Why Emergency Rooms Are Overwhelmed (And It’s Not
“Abuse”)

Emergency rooms are often described as being “overused” or “abused.”
It’s a familiar claim — and an easy one.

But it’s also an incomplete explanation that misses how people actually experience healthcare when 
something feels wrong.

To understand why emergency departments are overwhelmed, we need to look at how decisions are 
made in real time, not how they look in hindsight.

The Decision Most People Are Asked to Make

Imagine a sudden health issue:

• Pain is increasing

• Swelling is obvious

• The cause isn’t clear

• It’s happening now, not next week

Is this urgent care?
Is it the emergency room?
Is it safe to wait?

Most people were never taught how to answer those questions.

Take something as simple — and as ambiguous — as a spider bite. It’s swelling. It looks alarming. It 
hurts more than expected. Infection is a possibility, but not a certainty. Is that urgent care? Or the ER?

For most people, the safest choice feels obvious: go where help is guaranteed.

That instinct isn’t misuse. It’s risk avoidance.

What Emergency Rooms Are Required to Do

Under federal law (EMTALA), emergency departments cannot turn people away based on ability to 
pay or perceived severity. If someone shows up, they must be evaluated and stabilized if necessary.

That obligation is essential — but it also means ERs become the default safety net when other options 
are unclear, unavailable, or delayed.

Why the ER Becomes the Catch-All

Several structural factors push people toward emergency care:

• Limited primary care access, especially after hours or in rural areas
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• Urgent care boundaries that aren’t well explained or intuitive

• Insurance rules that complicate same-day care elsewhere

• Fear of “missing something serious” when symptoms escalate quickly

In those moments, people aren’t choosing the ER because it’s convenient. They’re choosing it because 
it feels responsible.

The Mismatch No One Talks About

Emergency medicine is designed for stabilization, not continuity.

That means:

• The problem is addressed, not managed long-term

• Follow-up happens elsewhere — if it happens at all

• The ER absorbs pressure created upstream in the system

When primary care access shrinks or urgent care becomes ambiguous, emergency departments feel the 
strain.

This isn’t random. It’s predictable.
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Reframing the Conversation

Blaming patients for showing up doesn’t fix overcrowding.
It just ignores why they came in the first place.

Most ER visits that later get labeled “non-emergent” only look that way after a clinician has evaluated 
them. Before that evaluation, uncertainty is real — and fear is rational.

Understanding this doesn’t excuse system inefficiencies.
It explains them.

In the next post, we’ll untangle another common source of confusion: the assumption that insurance is 
the same thing as healthcare — and why that belief quietly shapes access, delays, and frustration 
throughout the system.
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Series II, Part 6 - Insurance Is Not Healthcare

One of the most persistent misunderstandings in healthcare is the idea that insurance and care are the 
same thing.

They’re related — but they are not interchangeable.

This confusion shapes expectations, frustration, and even how people judge their own experiences 
inside the system.

What Healthcare Actually Is

Healthcare is delivered by:

• Clinicians

• Facilities

• Equipment

• Time

• Coordination

It exists where people practice medicine, provide treatment, and manage illness.

None of that is created by an insurance card.

What Insurance Actually Does

Insurance is a financial tool.

Its purpose is to:

• Spread risk

• Manage costs

• Decide how and when payments occur

Insurance does not diagnose, treat, or heal. It determines coverage, not care.

That distinction matters more than most people realize.

Why Coverage Doesn’t Equal Access

Having insurance does not guarantee:

• Timely appointments

• Available specialists
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• Nearby providers

• Approval for recommended care

This is why someone can be “insured” and still struggle to receive treatment — or wait weeks or 
months for services that feel urgent to them.

The system is working as designed, even when it feels broken.

Prior Authorization and Delays

Prior authorization is often described as interference in medical decisions. In reality, it is a cost-control 
mechanism built into insurance design.

It exists to answer one question:

“Will we pay for this?”
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That question may align with clinical judgment — or it may not. But it is fundamentally financial, not 
medical.

Understanding that difference doesn’t make delays less frustrating.
It does make them less confusing.

Why This Confusion Persists

Insurance became tightly coupled to healthcare access over decades, especially through employers. 
Over time, the two concepts blurred in the public mind.

As a result:

• Denials feel personal

• Delays feel arbitrary

• Frustration is aimed at clinicians who don’t control the process

This misdirection erodes trust on all sides.

A Clearer Way to Think About It

Healthcare delivers care.
Insurance controls when and under what conditions that care is paid for.

They interact constantly — but they are not the same system.

Recognizing that difference is essential before we talk about costs, efficiency, or reform.

In the next post, we’ll look at a layer of healthcare most patients never see — but pay for every day: the
administrative machinery that operates between care and payment.
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Series II, Part 7 - The Invisible Layer — Administration

Most people experience healthcare through exam rooms, waiting areas, and conversations with 
clinicians. What they don’t see is the layer that sits between care and payment — the administrative 
machinery that keeps the system running.

This layer is largely invisible to patients, but it shapes cost, access, and workload in ways that are hard 
to overstate.

What “Administration” Actually Means

Healthcare administration isn’t a single office or department. It’s a web of functions required to make 
modern healthcare operable:

• Billing and coding

• Insurance verification

• Compliance with federal and state regulations

• Documentation requirements

• Quality reporting

• Audit preparation

• Contract management

None of these activities deliver care directly — but nearly all are mandatory.

Why So Much Paperwork Exists

Healthcare is one of the most regulated industries in the country, and for understandable reasons: 
safety, fraud prevention, privacy, and accountability all matter.

Over time, however, layers of rules, reporting requirements, and payer-specific processes have 
accumulated — often without coordination.

The result is a system where:

• The same information is entered multiple times

• Different insurers require different formats

• Documentation is written for billing as much as for care

This complexity doesn’t disappear just because patients don’t see it.
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The Staffing Reality Most People Don’t Know

It’s common for a single physician to require multiple non-clinical staff members to support their work.

These roles may include:

• Billing specialists

• Coding experts

• Authorization coordinators

• Compliance staff

• Administrative support

This isn’t inefficiency in the casual sense. It’s the operational cost of navigating a fragmented system.

How This Affects the Exam Room

Administrative demands shape clinical care indirectly:

• Less time per patient
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• More time spent on documentation

• Delays caused by approvals and verifications

• Burnout among clinicians who trained to practice medicine, not paperwork

Patients feel the effects even if they never see the cause.

A Quiet but Important Point

When healthcare costs rise, it’s tempting to assume the increase comes from tests, treatments, or 
clinician salaries.

Often, it doesn’t.

A significant share of growth occurs outside the exam room, in the systems required to document, 
justify, process, and pay for care.

That reality doesn’t assign blame — but it does challenge assumptions.

In the final post of this week, we’ll step back and look at the system from the patient’s perspective: what
people are implicitly expected to know — but are almost never taught — when navigating healthcare.

56



Series II, Part 8 - What Patients Are Expected to Know (But Aren’t)

By the time someone interacts with the healthcare system, they’re often expected to make decisions 
that would be difficult even with training.

Which setting is appropriate?
How urgent is urgent?
Who coordinates what happens next?

These expectations exist — but the instruction rarely does.

Decisions Patients Are Quietly Asked to Make

Without formal guidance, patients are expected to know:

• When primary care is appropriate

• When urgent care makes sense

• When the emergency room is necessary

• How referrals work

• Why timelines feel slow

• Why follow-up can be fragmented

Most people learn these rules only by experiencing them — often during stressful or painful moments.

Why the Boundaries Aren’t Intuitive

Symptoms don’t arrive labeled.

Pain, swelling, fever, shortness of breath, or sudden changes can feel alarming even when they aren’t 
life-threatening — and sometimes they are serious.

From the patient’s perspective:

• The cause is unclear

• The risk feels personal

• Waiting feels irresponsible

In that context, choosing the most comprehensive option available often feels like the safest decision.
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The Hidden Expectation

Healthcare systems often assume patients will:

• Navigate access points correctly

• Understand which services are limited

• Know when to escalate care

• Interpret delays accurately

But those expectations are rarely communicated clearly, consistently, or at all.

That gap isn’t a personal failure.
It’s a design problem.

When “I’m Not Sure” Is the Honest Answer

There are times when the right response truly is uncertainty.

Symptoms evolve. Conditions change. Risk isn’t always obvious in the moment.

Acknowledging that reality doesn’t weaken the system — it humanizes it.
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A system that relies on perfect decision-making from untrained users will always struggle.

Why This Matters

When patients are expected to navigate complexity without guidance:

• Emergency rooms absorb uncertainty

• Frustration grows

• Trust erodes

• Blame replaces understanding

Clarifying roles and expectations doesn’t solve every problem — but it reduces unnecessary friction 
throughout the system.

Closing the Week

This week wasn’t about solutions.
It was about structure.

Understanding how healthcare is organized — and where expectations break down — is the foundation
for any meaningful discussion about cost, access, or reform.

Next, we’ll move forward carefully.
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Healthcare in America Series III - Part 1 Risk Doesn’t Disappear. It Moves

“Welcome back to Healthcare in America.

In our last series, we looked at urgency — what happens when care can’t wait, when decisions 
compress, and when someone must act before clarity arrives.

Now we’re going to step back from the moment of crisis and look at something quieter, but just as 
powerful: risk.

Before we talk about money, before we talk about policy, before we debate systems — we need to 
understand something fundamental.

Healthcare risk does not disappear.
It moves.

Risk is not the same thing as cost. Cost is what shows up after something happens. Risk is the exposure
that exists before it happens. It is uncertainty — about illness, about timing, about outcome, about 
complication.

No healthcare system eliminates uncertainty. At best, it redistributes it.

Illness is inherently unpredictable. Some conditions are manageable. Others escalate. Some recoveries 
are smooth. Others are not. Systems exist to absorb and manage that unpredictability — but they do not
erase it.

So the question becomes: who holds the uncertainty?

Historically, risk has sat in different places. Hospitals once absorbed more uncompensated variability. 
Employers buffered insurance volatility. Communities bore collective responsibility for certain types of
care. That arrangement was never perfect, and we don’t romanticize it. But distribution has always 
shifted over time.

Today, risk often moves quietly.

It can move through higher deductibles — increasing the financial exposure before insurance begins to 
absorb cost.
It can move through narrower provider networks — limiting flexibility when care is needed.
It can move through administrative complexity — preauthorizations, coverage rules, and paperwork 
that shift informational burden outward.
It can move through time — waiting, navigating, coordinating.

None of these mechanisms are inherently malicious. They are structural adjustments designed to 
stabilize institutions. But when systems stabilize themselves, exposure does not vanish. It relocates.

And risk is not singular. It takes multiple forms.
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There is financial risk — the possibility of unexpected bills or gaps in coverage.
There is informational risk — not knowing what is covered, what is approved, or what is required.
There is time risk — delays that affect work, income, or progression of illness.
There is clinical risk — the uncertainty of outcome itself.
And there is moral risk — borne by providers who must practice within constraints that limit what they 
can offer.

When risk moves to individuals, it is often described in the language of responsibility. We hear phrases 
like “consumer engagement” or “skin in the game.” But exposure and empowerment are not the same 
thing. Responsibility can feel like choice — but sometimes it is simply proximity to uncertainty.

This is not a debate about political models. It is not an argument for or against any specific reform. It is
an observation.

Risk in healthcare is structural.
And structure determines stability.

In the next episode, we’ll look more closely at who absorbs that risk most quietly — and what happens 
when exposure accumulates beneath the surface.

For now, the key idea is simple:

Risk does not disappear.
It moves.”
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Healthcare in America Series III - Part 2 Invisible Risk Carriers

In the last episode, we said something simple but important: risk in healthcare does not disappear. It 
moves.

Today, we’re going to look at where it lands.

Risk is rarely distributed evenly. Exposure tends to accumulate where buffers are weakest. Some 
individuals and institutions are better positioned to absorb volatility. Others are not. And the 
distribution is often quiet — not announced, not debated — just experienced.

Patients are often the first visible absorbers of risk.

Financial exposure can begin long before insurance activates. Deductibles, copayments, and uncovered 
services create uncertainty before treatment even starts. But financial risk is only part of it.

There is navigational risk — referrals, approvals, coverage rules, and paperwork that must be managed 
correctly. A missed form or misunderstood instruction can delay care. Informational risk compounds 
this: patients frequently operate without full clarity about what is covered, what is authorized, or what 
will happen next.

There is also time risk. Waiting for appointments, coordinating schedules, losing wages during illness 
— these pressures rarely appear in formal accounting, but they are real exposures.

Families absorb risk as well.

When care transitions from hospital to home, coordination becomes informal. Someone manages 
medications. Someone schedules follow-ups. Someone interprets discharge instructions under stress. 
This labor is unpaid, often unrecognized, and structurally necessary. Without it, outcomes decline.

Families also absorb emotional uncertainty. They stabilize environments while waiting for results, 
while watching for symptoms, while navigating systems that were not designed for clarity.

Providers carry a different kind of exposure.

Clinical risk is inherent in medicine. But modern practice also carries moral and structural risk. 
Practicing under constraint — limited time, limited staffing, insurance limitations, documentation 
demands — forces tradeoffs. Liability exposure exists alongside ethical strain. Burnout, in this context, 
is not simply fatigue. It is accumulated tension between professional obligation and structural 
limitation.

Institutions absorb risk too.

Hospitals manage volume volatility — unpredictable surges and declines. Rural facilities operate with 
thin margins and limited redundancy. Workforce shortages increase fragility. Service lines close not 
necessarily because care is unneeded, but because stability requires contraction somewhere.
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On paper, systems can appear stable. Metrics may show balance. But stability at one layer can conceal 
fragility at another.

This episode does not rank these exposures. It does not assign blame or prescribe reform. It simply 
observes distribution.

Risk pools where protection is thin.

In the next episode, we’ll look at what happens when that pooled exposure accumulates over time — 
and how quiet redistribution can eventually reshape entire communities.

For now, the important recognition is this:

When risk moves, it does not vanish.
It settles somewhere.
Often quietly.”
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Healthcare in America Series III - Part 3 When Risk Accumulates

In this series, we’ve said that risk does not disappear — it moves. We’ve looked at where it settles: 
patients, families, providers, institutions.

Now we need to ask a harder question.

What happens when transferred risk accumulates?

Risk is manageable in small amounts. Systems are designed to tolerate variability. Individuals can 
absorb limited uncertainty. Institutions can adjust to periodic strain.

But accumulation changes behavior.

When financial exposure increases year after year, patients delay care. Preventive visits are postponed. 
Prescriptions are stretched. Small conditions become larger ones — not because people are 
irresponsible, but because uncertainty has weight.

When navigational complexity increases, administrative errors multiply. Missed authorizations, delayed
referrals, incomplete follow-ups — these are not moral failures. They are predictable outcomes when 
informational risk exceeds capacity.

When families carry prolonged coordination burdens, fatigue sets in. Care becomes harder to sustain. 
Emotional strain compounds physical illness.

Providers absorb accumulated exposure differently. Staffing shortages stretch shifts longer. 
Documentation expands. Professional judgment operates within narrowing margins. Burnout becomes 
structural rather than episodic.

Institutions respond to accumulated volatility with contraction. Service lines close. Mergers increase. 
Rural facilities shut down. Stability is preserved by reducing scope — but reduction has geographic and
community consequences.

At the community level, accumulation can reshape access entirely. When a hospital closes, travel times 
increase. Emergency response lengthens. Recruitment of clinicians becomes more difficult. Economic 
stability shifts. Healthcare infrastructure is not separate from community infrastructure — it is 
intertwined with it.

None of this happens overnight.

Accumulation is gradual. It often appears manageable until a threshold is crossed. And thresholds are 
rarely visible in advance.

This is the nature of structural risk. It does not announce itself dramatically. It builds quietly until 
fragility becomes apparent.
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Again, this is not an argument for a particular reform or political direction. It is an observation about 
stability.

Systems that continuously relocate exposure outward may maintain surface balance — but relocation 
has limits. Eventually, someone or something cannot absorb more.

In our final reflection for this series, we’ll step back and consider the difference between feeling secure 
and being structurally stable.

For now, the recognition is simple:

Risk can be transferred.
It can be managed.
It can be delayed.

But when it accumulates, it changes the shape of the system itself.”
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Healthcare in America Series III - Kicker: Security Is a Feeling. Risk Is a Structure

“Over the past three episodes, we’ve looked at something that rarely headlines discussions about 
healthcare.

Risk.

We’ve said that risk does not disappear — it moves.
We’ve looked at where it settles: patients, families, providers, institutions.
And we’ve considered what happens when that transferred exposure accumulates over time.

Now we step back.

Healthcare debates often center on security. People want to feel protected — protected from 
catastrophic illness, from unexpected bills, from system failure. That desire is reasonable. It is human.

But security is a feeling.

Risk is a structure.

A system can create a sense of security while quietly relocating exposure. It can maintain surface 
stability while shifting volatility outward. It can operate smoothly at one layer while fragility builds at 
another.

Understanding this difference does not require choosing a political position. It requires recognizing that
distribution determines durability.

If urgency reveals pressure in the moment, and if accumulation reveals fragility over time, then risk 
reveals something deeper: where uncertainty ultimately resides.

This series has not offered solutions. It has not ranked models. It has not declared winners or losers. 
Instead, it has tried to make one structural reality visible.

Exposure exists.
Uncertainty exists.
The question is not whether risk is present — but who carries it, and for how long.

In the next chapter of this conversation, we will begin to look more directly at one of the mechanisms 
through which risk moves — money.

But for now, we pause with this:

Security can be promised.
Risk must be structured.

And structure determines what endures.”
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Healthcare in America, Follow the Money, Post 1, The $4.5 Trillion Machine

The United States spends more than $4.5 trillion a year on healthcare.

That’s nearly one out of every five dollars produced in the American economy. It’s more than the GDP 
of most nations. It is, by scale alone, one of the largest financial systems in the world.

And yet Americans routinely report confusion, frustration, and distrust when they try to use it.

We pay more than any developed country.
We fill out more paperwork than anyone.
We argue about it constantly.
And still, almost no one can explain — in plain terms — how the money actually moves.

Ask a simple question:

When you pay your premium, where does that dollar go?

How much reaches a nurse?
How much goes to administration?
How much is negotiated away before a bill ever reaches you?
How many entities touch a single claim before it’s paid?

The debate we usually hear is political.
The structure underneath it is financial.

American healthcare is not a single program. It is a layered payment network built over decades — 
employers, insurers, federal programs, state programs, hospital systems, physician groups, pharmacy 
benefit managers, pharmaceutical manufacturers, compliance divisions, coding departments, billing 
contractors, and regulators — all interacting at once.

Each layer was added for a reason.
Each layer solved a problem.
Each layer also introduced cost.

Over time, the layers became the system.

If we are going to talk about reform — or even fairness — we need to start here. Not with ideology. 
Not with outrage. But with mechanics.

Because until we understand how the machine works, we will keep diagnosing the wrong disease.
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Healthcare in America, Follow the Money, Post 2, Who Actually Funds the
Machine?

Before we trace how money moves, we need to answer a simpler question:

Who is paying for the $4.5 trillion?

The answer is not “the government.”
It is not “insurance companies.”
And it is not “other people.”

It is a layered mix of employers, taxpayers, and individuals — often the same people wearing different 
hats.

1. Employer-Sponsored Insurance

Roughly half of Americans receive health coverage through an employer.

That coverage is not free.

Employers contribute a significant portion of the premium, but economists generally agree those costs 
are built into total compensation. In practical terms, health insurance premiums come out of wages — 
whether workers see the deduction directly or not.

When premiums rise, wage growth slows.

So when we talk about employer-based insurance, we’re really talking about compensation being 
routed through a benefits system instead of directly into paychecks.

2. Federal Government Programs

The federal government funds several major programs:

• Medicare (primarily for seniors and certain disabled individuals)

• Medicaid (jointly funded with states)

• ACA exchange subsidies

• Veterans’ health programs

• Federal employee plans

These are financed through payroll taxes, general tax revenue, borrowing, and state contributions.

Again, the payer is not abstract. It is the tax base.

3. State Governments

States share Medicaid costs and fund public health systems, university hospitals, and safety-net 
services.

That money comes from state taxes — income, sales, property — depending on the state.
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4. Individuals

Even with insurance, individuals pay:

• Premium contributions

• Deductibles

• Co-pays

• Coinsurance

• Out-of-network charges

Out-of-pocket spending remains a substantial portion of total health expenditures.

The First Structural Insight

Almost every American is paying into the system in more than one way:

As an employee.
As a taxpayer.
As a patient.

The same dollar may leave your paycheck as a premium contribution, leave your income as a tax 
payment, and leave your wallet again at the pharmacy counter.

The system feels expensive because it is funded through overlapping streams.

And we haven’t even discussed where the money goes yet.

That’s next.
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Healthcare in America, Follow the Money, Post 3, Where the Money Goes

Knowing who pays is only the start. To understand the system, we need to see where those dollars 
actually land.

The $4.5 trillion flowing into healthcare doesn’t go to one place. It is split across several major buckets,
each with its own dynamics and incentives.

1. Hospitals — Roughly 30–35% of Spending

Hospitals are the single largest cost center.

• Inpatient care: surgeries, ICU, long stays

• Outpatient care: ER visits, imaging, labs, procedures

• Facility costs: building, equipment, administration

Hospitals are complex organizations:

• Clinical staff

• Administrative staff

• Compliance, IT, revenue cycle management

Every additional layer adds cost, even if it doesn’t touch patient care directly.

2. Physicians & Clinicians — About 20%

Doctors, nurses, and other clinicians account for roughly one-fifth of total spending.

• Compensation varies widely by specialty

• Fee-for-service models often reward procedures over preventive care

Here, incentives shape behavior: more complex, billable procedures generate revenue, while counseling
or preventive care may not.

3. Prescription Drugs — 10–15%

Prescription spending includes:

• Branded drugs

• Generics

• Specialty medications

Price negotiation occurs through insurers and pharmacy benefit managers, but patients often experience
unpredictability in costs, especially for high-cost or specialty medications.

4. Administrative & Billing Costs — 8–12%
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One of the largest invisible drivers of cost:

• Claims processing

• Coding

• Prior authorizations

• Billing disputes

Studies show U.S. administrative costs are twice those of comparable countries, yet they do not 
directly improve patient care.

5. Long-Term & Post-Acute Care — 5–10%

Includes:

• Nursing homes

• Rehab facilities

• Home health care

Population aging and chronic disease prevalence drive spending in this area.

6. Other Services & Public Health

The remainder covers:

• Preventive care

• Public health initiatives

• Mental health services

• Emergency preparedness

Small individually, but collectively essential.

Structural Insight

Looking at the buckets, one pattern emerges: complexity drives cost.

• Hospitals and physician care dominate, but are themselves entangled with administrative and 
billing layers.

• Drugs and specialized services add unpredictability.

• Individuals and payers have little visibility into total flow.

The next step is tracing the flow of a single dollar — from paycheck to provider — to make the system 
tangible. That’s where things get almost counterintuitive, and where the first real tension appears 
between intention and outcome.
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Healthcare in America, Follow the Money, Post 4 Following the Dollar

Step 1 — The Employer Layer

The $100 is collected as part of payroll. The employer passes it along to an insurer.

Even here, the dollar is split: part covers the premium contribution from the employee, part comes from
the employer’s share. Often, employees never see this money — it’s folded into total compensation.

Step 2 — The Insurer Layer

The insurer receives the full $100. What happens next?

• Provider network contracts: A portion is reserved to pay hospitals, clinics, and doctors who 
treat the plan’s members.

• Pharmacy Benefit Managers (PBMs): Another slice goes to manage prescriptions, negotiate 
drug prices, and administer formularies.

• Administrative costs: Claims processing, billing support, compliance, and IT systems take 
their share.

• Reserves & profit: Insurers keep a portion in reserve or as profit.

At this stage, the dollar has already been carved up multiple times before it reaches clinical care.

Step 3 — The Provider Layer

When a patient visits a clinic or hospital, the dollar arrives in pieces.

• The clinic receives its payment based on negotiated rates, not the sticker price.

• Some funds are deducted for administrative overhead, billing, or staffing costs.

• Denied claims or rejected charges may reduce the effective payment even further.

By the time the provider gets the money, a substantial portion has been diverted to administrative 
friction rather than patient care.

Step 4 — The Patient Layer

Even after this, the patient often pays out-of-pocket:

• Deductibles

• Co-pays

• Coinsurance

• Out-of-network charges
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This means the same dollar has been contributed multiple times: first through the paycheck, then 
through taxes (if federal programs subsidize care), and again at the point of service.

Structural Insight

Following the dollar exposes a simple truth: complexity drives cost.

• Each layer exists for a reason — regulation, risk management, negotiation, or compliance.

• But layering creates inefficiency.

• Patients, employers, and taxpayers see only fragments of the total flow.

And yet, the system appears opaque, expensive, and unpredictable — not because someone is “hiding” 
money, but because the machine is built to operate through multiple intermediaries.

Next Step:

Now that we’ve traced the dollar, we can examine administrative bloat and its effect on clinical care.
This is where the incentives of the system meet reality, and where we start to see why costs escalate 
without necessarily improving outcomes.

78



Healthcare in America, Follow the Money Post 5 Administrative Complexity: The
Invisible Cost

American healthcare is enormous. We’ve seen who pays and where the money goes, and even traced a
single dollar through the system. Now let’s examine one of the largest, least visible drivers of cost: 
administration.

Why Administration Exists

No single entity is “to blame.” Administrative layers exist because:

• Compliance requirements: Hospitals and insurers must follow federal, state, and local 
regulations.

• Revenue protection: Providers need billing, coding, and collections departments.

• Risk management: Insurers need claims review, denials, and appeals processing.

• Coordination: Multiple payers, network contracts, and patient eligibility require staff to 
manage flow.

Each of these layers solves a problem — but each also adds cost.

How It Breaks Down

Consider a typical hospital:

• Clinical staff: Doctors, nurses, therapists — directly delivering care

• Administrative staff: Billing, coding, claims review, human resources, IT, compliance, legal

• Revenue cycle management: Collecting, processing, and reconciling payments from insurers 
and patients

In the United States, administrative costs account for roughly 8–12% of total healthcare spending. 
That’s hundreds of billions of dollars annually — roughly double what similar countries spend.

Doctors spend more time on paperwork than in almost any other system. Nurses and support staff 
spend hours on documentation and prior authorizations.

This is why physicians burn out and hospitals struggle with margins, even when they are busy 
providing care.

Administrative Complexity vs. Clinical Care

The problem isn’t just cost. It’s friction.

• Prior authorizations delay treatment.
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• Coding errors trigger denials.

• Complex claims systems confuse patients.

Every layer of administration increases time, effort, and uncertainty for everyone: providers, payers, 
and patients.

In other words, money spent on administration doesn’t directly improve outcomes, yet it is essential 
to keep the machine functioning.

Why You Should Care

Administrative complexity is invisible to most patients. You see your bills, your deductible, your co-
pay — but rarely the thousands of small interactions behind them.

Following the dollar in the previous post, you now understand: a significant portion of each premium 
and tax dollar never touches clinical care. It’s diverted to manage, track, and control the system.

This is the first clear point where incentives collide with outcomes: the machine works, but it also 
imposes invisible costs that no one directly sees.

Transition
Next, we’ll examine insurance design, where financial engineering meets patient experience. This is 
where the system’s complexity begins to influence behavior, choices, and ultimately, cost.
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Healthcare in America, Follow the Money Post 6 Insurance Design: Why It Feels Complicated

 

We’ve traced who pays, seen where the money goes, and explored administrative complexity. Now 
let’s look at the layer everyone touches directly: insurance design.

Even the simplest plan can feel confusing. Deductibles, co-pays, coinsurance, in-network vs. out-of-
network — it’s easy to feel like the system is rigged. But most of this complexity is built into the way 
insurance is designed.

1. Deductibles and Co-Pays

• Deductible: The amount you pay before insurance begins to cover care.

• Co-pay: A fixed fee for specific services, like a doctor visit.

• Coinsurance: A percentage of costs you pay after the deductible.

These mechanisms aren’t arbitrary. They’re designed to share cost between the patient and the insurer 
and to limit unnecessary use of services.

Yet, they also create confusion. Patients may not know what counts toward the deductible or which 
services trigger co-pays.

2. Networks

Insurance plans contract with providers to create a network.

• In-network providers: The insurer has negotiated rates.

• Out-of-network providers: No negotiated rate; patients often pay more.

Network design can be narrow, meaning that not every local provider is covered. This protects insurers 
from excessive risk but can frustrate patients who assume all doctors are treated equally under their 
plan.

3. Prior Authorizations

Before certain services or procedures, insurers may require approval.

• Designed to prevent unnecessary or unsafe procedures.

• Adds friction to care delivery.

• Can delay treatment even when clinically justified.

This is another invisible layer that increases both time and cost — often unseen by the patient until the 
delay occurs.

4. Surprise Costs

Even insured patients can face unexpected expenses:
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• Out-of-network bills

• Balance billing

• Specialty drug costs

These aren’t “gotcha” moments. They’re consequences of multiple layers of negotiation and 
reimbursement flowing through complex contracts.

Structural Insight

Insurance is financial engineering in action. It shapes behavior, distributes risk, and manages cost — 
but it also produces friction, confusion, and unpredictability for the patient.

• The patient experiences only the tip of the iceberg.

• Premiums, deductibles, and bills are the visible outcomes of a multi-layered system.

• Understanding this prepares readers for why chronic disease and cost escalation become the 
next major challenge.

Transition

Next, we move into chronic disease as a cost driver. This is where personal behavior, population 
health, and system incentives intersect — and where the machine’s structure starts producing real-
world consequences for everyone.
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Healthcare in America, Follow the Money Post 7 Chronic Disease: The Real Cost
Driver

We’ve traced who pays, where the money goes, how a dollar moves, and insurance mechanics. 
Now we turn to the factor that drives most healthcare spending: chronic disease.

1. The Scale of the Problem

Chronic diseases — including diabetes, heart disease, obesity, and autoimmune conditions — account 
for roughly 70–80% of healthcare costs in the United States.

• Millions of Americans live with multiple chronic conditions.

• Treatment is ongoing: doctor visits, tests, medications, hospitalizations.

• Costs compound over time, often creating financial stress for patients and strain on insurers and 
providers alike.

The system is designed to manage acute events well, but chronic conditions create persistent demand, 
exposing structural inefficiencies.

2. Incentives and Misalignment

• Fee-for-service care: Providers are reimbursed for procedures, tests, and visits rather than long-
term outcomes.

• Preventive care under-incentivized: Counseling, lifestyle support, and early intervention are 
often undervalued financially.

• Patient behavior vs system support: Access, food systems, socioeconomic factors, and 
education all influence health outcomes, but the system primarily reacts to illness rather than 
preventing it.

The result: the machine is built to treat disease efficiently — not necessarily to prevent it.

3. Chronic Disease and Costs

• Hospitalizations: recurring admissions for complications

• Medication: often lifelong, especially for diabetes, hypertension, and heart disease

• Long-term care: as patients age, care needs increase

• Lost productivity: societal costs from absenteeism and disability

Even when the system works “as intended,” costs escalate because chronic disease requires ongoing 
resources.

4. Why This Matters
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Understanding chronic disease as a cost driver changes the conversation:

• It is not about villainizing providers, insurers, or patients.

• It is about structural incentives and the mismatch between treatment and prevention.

• It shows that high spending is not random — it reflects the persistent demand created by 
population health trends and system design.

Do you begin to see a pattern:?

“The machine isn’t broken because of greed. It’s stressed because of chronic demand and misaligned 
incentives.”

Transition

Next, we will examine rural healthcare and consolidation, showing how the same structural 
pressures hit small communities even harder. Hospitals close, services disappear, and the machine’s 
complexity has real, tangible consequences for everyday Americans.
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Healthcare in America, Follow the Money Post 8 Rural Healthcare &
Consolidation: When the Machine Strains

So far, we’ve mapped who pays, where money flows, how a dollar moves, and explored 
administrative complexity and chronic disease. Now we see how these forces converge in rural 
America — where hospitals are small, margins are thin, and system complexity hits hardest.

1. Hospital Closures

• Over the past two decades, hundreds of rural hospitals have closed.

• Causes include low patient volumes, high uncompensated care, and increasing administrative 
burdens.

• When a local hospital closes, patients must travel farther for care — sometimes hundreds of 
miles for emergencies or maternity services.

This is where the structural cost of complexity becomes tangible: every layer of administration, 
insurance negotiation, and provider reimbursement adds to the financial pressure, threatening the 
survival of small facilities.

2. Consolidation and Private Equity

• Many rural hospitals are acquired by larger health systems or private equity firms.

• Consolidation can bring resources and standardized care, but also centralized decision-making
that prioritizes financial performance over local needs.

• Private equity ownership often emphasizes cost-cutting and profit margins, which can reduce 
staffing or eliminate underused services.

The result: communities lose local services, and residents experience less access — all while the total 
dollars flowing through the system continue to grow.

3. Limited Access & Telehealth

• Telehealth promises expanded access, but it cannot replace all in-person care.

• Broadband limitations, staffing shortages, and technology adoption challenges reduce 
effectiveness in many rural areas.

Even when care is “available” virtually, the real-world friction remains: long travel times, delayed 
treatment, and fragmented services.

4. Structural Insight

Rural healthcare exposes the tension at the heart of the system:

• Complexity and consolidation allow the machine to operate efficiently at scale.
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• But small, low-volume communities lack the buffer to absorb costs and friction.

• High spending doesn’t guarantee access — in fact, it can coincide with service loss.

The system is not uniformly broken — it is stressed where scale, demand, and resources collide.

Transition

With rural pressures laid bare, the next step is to examine incentives across the system: who benefits 
from complexity, chronic disease, and consolidation? This sets up the final discussion on reform 
principles, where we start talking about solutions grounded in structure rather than ideology.
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Healthcare in America, Follow the Money Post 9 Incentive Audit: Who Really
Benefits?

We’ve traced the system from dollars to delivery, explored chronic disease, and examined rural 
pressures. Now we ask a crucial question: who actually benefits from the way the system is 
structured?

Understanding incentives is key to seeing why healthcare costs continue to rise, even when outcomes 
lag.

1. Providers

• Hospitals and physician groups benefit when patients utilize services — more procedures, more 
visits, more tests.

• Fee-for-service payment models reward volume rather than long-term outcomes.

• Administrative complexity can create higher revenue for larger organizations that can manage it
efficiently, leaving smaller providers struggling.

Insight: scale and complexity often favor larger, well-resourced providers.

2. Insurers

• Insurance companies benefit from predictable revenue through premiums and from managing 
risk pools.

• Complexity (deductibles, prior authorizations, network rules) allows insurers to control costs 
and reduce risk exposure.

• Administrative layers are part of this management — they protect financial stability but also 
add friction for patients.

Insight: the system is designed to manage risk, not maximize simplicity.

3. Pharmacy Benefit Managers & Drug Manufacturers

• PBMs negotiate prices and rebates, influencing which medications are accessible or costly.

• Drug manufacturers benefit from high-cost specialty medications and brand exclusivity periods.

Insight: financial structures shape access and cost, sometimes more than clinical need does.

4. Patients

• Patients benefit from insurance coverage, access to advanced care, and risk protection.

• Yet they also bear the cost of complexity: premiums, deductibles, co-pays, travel for care, and 
confusing bills.
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Insight: patients participate financially at multiple points but rarely see the full flow of funds, 
which reduces visibility and understanding.

5. Communities

• Urban centers with high volumes and consolidated hospitals often maintain stable services.

• Rural communities with low volumes and fewer resources are vulnerable to closures and service
reductions.

Insight: structural scale advantages create unequal outcomes across geographies.

Structural Takeaways

• Complexity, consolidation, and financial engineering create winners and losers.

• The system works for efficiency and risk management, but not always for access, 
affordability, or simplicity.

• Understanding incentives is essential before discussing reform: any solution must realign 
motivations, not just cut costs.

Transition

With incentives mapped, we can now move to the final post — Reform Principles. Here, we shift 
from analysis to constructive thinking, outlining structural ideas that could reduce friction, improve 
access, and align incentives with health outcomes. 
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Healthcare in America, Follow the Money Post 10 Reform Principles: Aligning the
System

We’ve traced the U.S. healthcare system from dollars to delivery, explored administrative complexity, 
chronic disease, and rural pressures, and analyzed incentives. Now the question becomes: what would 
a system look like if it aligned with outcomes rather than complexity?

This is not about ideology or politics. It’s about structure and function.

1. Simplification

• Reduce unnecessary administrative layers.

• Streamline claims, billing, and prior authorization processes.

• Standardize coding and reporting where possible.

Goal: Money and effort should flow toward care, not paperwork.

2. Transparent Pricing

• Make costs clear for patients, employers, and payers.

• Standardize pricing across hospitals and providers where feasible.

• Ensure out-of-network and surprise bills are minimized.

Goal: Reduce confusion, improve decision-making, and empower patients.

3. Incentive Alignment

• Reward preventive care and long-term health outcomes rather than volume of procedures.

• Align provider reimbursement with patient health metrics and chronic disease management.

• Encourage insurers to focus on outcomes and accessibility rather than purely risk mitigation.

Goal: Make the system work for health, not just billing.

4. Rural Stabilization

• Support small hospitals and critical access facilities with scalable administrative support.

• Consider alternative models for staffing, telehealth, and regional collaboration.

• Protect essential services even in low-volume communities.

Goal: Ensure equitable access regardless of geography.

5. Data-Driven Oversight

• Use data to identify inefficiencies, high-cost drivers, and gaps in access.
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• Encourage transparency in spending and outcomes across all layers.

• Support continuous improvement rather than static regulation.

Goal: Make evidence the foundation for policy and operational decisions.

6. Patient-Centered Design

• Simplify insurance interactions.

• Educate patients on coverage, preventive care, and cost implications.

• Make navigation of care intuitive and friction-free.

Goal: Ensure patients experience the system as a service, not a puzzle.

Closing Insight

The U.S. healthcare system is enormous, expensive, and complex. But it is not irredeemable. By 
focusing on structure, transparency, and incentives, it is possible to reduce waste, improve access, 
and align resources with actual care.

The principles outlined here are nonpartisan and structural: they do not depend on ideology, politics,
or personalities. They depend on understanding the machine and reshaping it to serve the people it was 
meant to help.

This completes the Follow the Money series:

• Post 1: $4.5 Trillion Machine

• Post 2: Who Actually Funds the Machine?

• Post 3: Where the Money Goes

• Post 4: Following the Dollar

• Post 5: Administrative Complexity

• Post 6: Insurance Design

• Post 7: Chronic Disease

• Post 8: Rural Healthcare & Consolidation

• Post 9: Incentive Audit

• Post 10: Reform Principles
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Healthcare in America Structural Reform Playbook Post 1 Administrative Oversight & 
Waste Reduction

Structural Reform Playbook — Visual Map

Post Type
Focus / Reform

Lever
Key Takeaway

1 — Administrative Oversight &
Waste Reduction

Tight
Reduce friction and 
unnecessary costs

Streamline billing, claims, coding 
— more dollars toward care

2 — Price Transparency & 
Negotiation

Tight
Clear costs for 
patients and payers

Publish prices, simplify insurance 
explanations, negotiate bundled 
payments

3 — Integrated Care & 
Coordination

Deep 
Dive

Connect services for 
efficiency

Shared EHRs, care teams, 
centralized flows — reduce 
duplication

4 — Incentive Alignment for 
Prevention & Chronic Disease

Tight
Align payments with 
health outcomes

Reward preventive care and long-
term management, not volume

5 — Rural & Underserved 
Access

Deep 
Dive

Preserve essential 
care

Support small hospitals, telehealth, 
regional networks

6 — Technology & Telehealth 
Optimization

Tight
Amplify reforms 
with tech

Streamlined telehealth, remote 
monitoring, integrated data
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Healthcare in America Structural Reform Playbook Post 1 Administrative
Oversight & Waste Reduction

The U.S. healthcare system is enormous. It works, but it also carries layers of administrative 
complexity that drive cost, slow care, and frustrate patients. The good news: some of this friction can 
be addressed without overhauling the entire system.

Why Oversight Matters

Administrative tasks — billing, claims processing, coding, approvals — are necessary, but studies 
show U.S. administrative costs are roughly double those of comparable countries. That’s hundreds 
of billions of dollars each year that could be redirected toward actual care.

Even small improvements in oversight and efficiency can have immediate, measurable impact.

Key Levers

1. Streamline Claims and Billing

• Standardize forms and electronic submissions

• Reduce redundant approvals and prior authorization bottlenecks

• Encourage faster reconciliation of payments

2. Audit Administrative Waste

• Identify duplicated services, double billing, or unnecessary bureaucracy

• Focus on high-cost providers and high-volume claims

• Track savings and reinvest them in patient care

3. Simplify Coding & Reporting

• Standardized medical codes reduce errors and denials

• Training and technology investments can cut hours of administrative work

• Clearer documentation improves patient experience and staff efficiency

Why This Matters for Patients

• Faster claims and billing reduce confusion

• Less paperwork for providers frees up time for patient care

• Savings can improve access, staffing, and resources
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Administrative reform is not flashy. It won’t make headlines. But it works quietly, and it works fast. 
It’s a foundational step toward reducing cost and improving care, without needing politics to change 
overnight.

Transition

Next in the playbook: Price Transparency & Negotiation, where we tackle one of the most visible 
frustrations for patients — confusing costs and unpredictable bills.
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Healthcare in America Structural Reform Playbook Post 2 Price Transparency &
Negotiation

Even with insurance, many Americans are surprised by healthcare bills. One visit, one test, one 
procedure — and the costs can feel like a mystery. Price transparency and negotiation are levers that 
can fix that without upending the system.

Why Transparency Matters

• Patients rarely know the true cost of care until after the service.

• Insurers, providers, and pharmacy benefit managers negotiate complex contracts that are 
invisible to patients.

• Confusing bills reduce trust and make it harder to choose cost-effective care.

Making costs visible empowers decision-making — for patients, employers, and even smaller 
providers.

Key Levers

1. Publish Standardized Prices

• Hospitals and providers should clearly list costs for common procedures and services.

• Patients can compare in-network and out-of-network pricing before care.

2. Simplify Insurance Coverage Explanations

• Standard summaries of deductibles, co-pays, coinsurance, and coverage rules.

• Easy-to-read formats reduce mistakes and surprise bills.

3. Encourage Negotiation & Bundled Payments

• Regional or employer-level negotiations can lower costs for common procedures.

• Bundled payments align provider incentives with outcomes, not volume.

Why This Matters for Patients

• Fewer surprise bills and unexpected out-of-pocket costs

• Clearer choices when selecting providers or treatments

• Stronger leverage to choose value over volume

Price transparency is not about “free market” ideology; it’s about clarity, fairness, and predictability. 
When patients see costs clearly, the system becomes easier to navigate — and wasteful practices are 
exposed.
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Transition

Next in the playbook is Integrated Care & Coordination, a deep dive showing how putting services 
under one roof (or at least in a coordinated network) can improve outcomes and reduce duplication.
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Healthcare in America Structural Reform Playbook Post 3 Integrated Care &
Coordination

The U.S. healthcare system works, but often in fragments. Patients move between hospitals, clinics, 
specialists, and pharmacies — and each transition creates duplication, delays, and cost. Integrated 
care offers a structural solution: connecting services under one system or coordinated network.

Why Integration Matters

• Fragmented care drives redundant tests, inconsistent records, and delays.

• Chronic disease management suffers when providers don’t share information.

• Rural or smaller hospitals struggle to provide comprehensive care without support.

Integrated models — like Kaiser Permanente or other vertically coordinated systems — reduce these 
frictions by aligning care delivery, records, and financial flows.

Key Features of Integrated Care

1. Shared Electronic Health Records (EHRs)

• All providers within the network can access patient history

• Reduces repeated tests and improves treatment consistency

2. Coordinated Care Teams

• Physicians, nurses, pharmacists, and specialists collaborate

• Focus on patient outcomes rather than billable procedures

3. Streamlined Financial Flows

• Centralized billing and contracting reduces administrative burden

• Clearer incentives for prevention and long-term management

4. Monitoring & Accountability

• Data-driven tracking of outcomes and efficiency

• Encourages continuous improvement without adding complexity

Why This Matters for Patients

• Fewer redundant tests and appointments

• Smoother navigation through the system

• Better management of chronic conditions and preventive care
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• Potentially lower overall costs, even within existing insurance structures

Structural Insight

Integration is not a cure-all, and scale can create new challenges (like monopolistic pricing). But when 
paired with oversight, transparency, and incentive alignment, integrated care provides a measurable
path to efficiency and better outcomes.

Transition

Next, we’ll examine Incentive Alignment for Prevention & Chronic Disease, a tight post showing 
how small shifts in payment models can improve health outcomes while controlling costs.
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Healthcare in America Structural Reform Playbook Post 4 Incentive Alignment for
Prevention & Chronic Disease

Chronic disease drives the majority of U.S. healthcare costs. Managing it is not just a clinical challenge
— it’s also a matter of incentives. Even small changes in how care is reimbursed or structured can 
produce better outcomes and lower costs.

Why Incentives Matter

• Fee-for-service models reward volume, not long-term health.

• Preventive care, counseling, and lifestyle support are often undervalued financially.

• Patients may delay care or skip follow-ups because short-term costs are unclear.

The result: high spending, fragmented management, and preventable complications.

Key Levers

1. Reward Preventive Care

• Screenings, vaccinations, counseling, and early intervention

• Payments tied to outcomes, not just visits or procedures

2. Support Chronic Disease Management

• Encourage care teams to coordinate long-term plans

• Incentivize adherence to treatment and monitoring programs

3. Align Patient Behavior with Health Goals

• Use tools like health coaching, reminders, and education

• Reduce barriers to preventive visits and healthy lifestyle adoption

Why This Matters for Patients

• More attention on prevention and long-term management

• Reduced complications and hospitalizations

• Lower out-of-pocket costs over time

• Greater clarity and consistency in care

Structural Insight

• Incentive alignment does not require a system overhaul.

• Shifting focus from procedure volume to health outcomes produces measurable improvements.
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• When paired with integration and transparency, it closes the loop between dollars spent and 
health achieved.

Transition

Next in the playbook: Rural & Underserved Access, a deep dive showing how structural levers can 
protect vulnerable communities and preserve essential services.
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Healthcare in America Structural Reform Playbook Post 5 Rural & Underserved
Access

The healthcare system functions differently depending on geography. Rural and underserved 
communities often face the highest friction and the least margin for error. Structural reforms here can 
make a real, tangible difference.

Why Rural Access Matters

• Rural hospitals are smaller and see fewer patients, making them financially vulnerable.

• Administrative complexity, rising costs, and low volumes can force closures.

• Residents face long travel times for basic care, emergencies, or specialty services.

Even small structural adjustments can preserve access and prevent critical gaps.

Key Levers

1. Support Small Hospitals & Clinics

• Scalable administrative support reduces overhead

• Shared billing, coding, and claims systems lighten the burden

• Focus resources on essential services like emergency care and maternity

2. Expand Telehealth Thoughtfully

• Remote visits, monitoring, and virtual coaching extend care

• Requires investment in broadband, training, and user-friendly platforms

• Not a replacement for in-person care but a critical supplement

3. Regional Collaboration Networks

• Hospitals and providers pool resources for staffing, equipment, and specialty coverage

• Shared protocols and coordination reduce redundancy and improve efficiency

Why This Matters for Patients

• Local access is preserved, reducing travel and treatment delays

• Care is more coordinated and consistent

• Chronic disease management and preventive care remain accessible

• Rural communities gain stability without requiring massive system changes

Structural Insight
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Rural and underserved populations are canaries in the coal mine for healthcare stress. Structural 
interventions — not political promises — determine whether access is preserved.

• Centralized support, telehealth, and collaboration provide practical, achievable levers.

• Protecting care in these areas also reduces systemic costs: fewer preventable hospitalizations, 
emergencies, and complications.

Transition

Next, we’ll close the playbook with Post 6 — Technology & Telehealth Optimization, showing how 
thoughtful tech can further enhance care without adding unnecessary complexity or cost.
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Healthcare in America Structural Reform Playbook Post 6 Technology &
Telehealth Optimization

Technology in healthcare is often talked about as the next big fix. But without careful design, it can 
add complexity instead of reducing it. When implemented thoughtfully, tech and telehealth can 
improve access, coordination, and outcomes, completing the reforms outlined in this playbook.

Why Technology Matters

• Electronic Health Records (EHRs) and data integration reduce duplication and improve 
continuity

• Telehealth expands access for rural and underserved communities

• Remote monitoring supports chronic disease management and preventive care

Technology is a tool, not a solution in itself. Used strategically, it amplifies other structural reforms: 
integration, transparency, and incentive alignment.

Key Levers

1. Streamlined Telehealth Platforms

• Simple, user-friendly interfaces for patients and providers

• Integration with EHRs to ensure continuity and data flow

• Focused use for follow-ups, consultations, and chronic disease monitoring

2. Remote Patient Monitoring

• Devices track blood pressure, glucose, heart rate, and more

• Data feeds into provider dashboards for timely interventions

• Reduces preventable hospitalizations and complications

3. Data Integration & Analytics

• Unified patient records improve care coordination

• Analytics identify high-risk patients and resource gaps

• Supports evidence-based decision making and oversight

Why This Matters for Patients

• More convenient access to care, especially in rural or underserved areas

• Reduced travel and wait times
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• Better tracking of chronic conditions and preventive measures

• Fewer surprises in billing or treatment, thanks to integrated systems

Structural Insight

Technology alone won’t fix systemic inefficiencies, but it enhances the levers already discussed:

• Integration becomes more effective

• Administrative burden is reduced

• Incentive alignment and preventive care are easier to track

When combined with oversight, transparency, and coordinated care, technology turns abstract reforms 
into real-world improvements that patients can see and feel.

Closing the Playbook

This concludes the Structural Reform Playbook:

1. Administrative Oversight & Waste Reduction

2. Price Transparency & Negotiation

3. Integrated Care & Coordination

4. Incentive Alignment for Prevention & Chronic Disease

5. Rural & Underserved Access

6. Technology & Telehealth Optimization

The series shows that practical, achievable reforms exist, even without overhauling the entire system.
Small, structural changes — applied thoughtfully — can reduce friction, preserve access, and improve 
outcomes.
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Healthcare in America vs Socialized Medicine Today

1. What We Have Now (U.S. Model)

The U.S. system is a hybrid, multi-payer system:

• Private insurance (employer-based and individual market)

• Public insurance:

• Medicare

• Medicaid

• TRICARE

• Veterans Health Administration

• Private hospitals (mostly nonprofit, some for-profit)

• Private physician practices (increasingly consolidated)

Important reality:

Roughly half or more of U.S. healthcare spending already flows through government programs. We are
not a pure market system. We are a complex blend.

2. What “Socialized Medicine” Actually Means

People often use “socialized” loosely. There are actually three different models internationally:

A. Fully Socialized (Government Owns & Employs)

Example: National Health Service in the UK

• Government owns hospitals

• Doctors are government employees

• Government sets budgets directly

• Care funded through taxes

That’s true “socialized medicine.”

B. Single-Payer (Government Pays, Private Providers Deliver)

Example: Medicare (Canada’s system)

• Private hospitals & doctors

• Government is the main insurer
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• One public payment system

• Funded via taxes

This is not government-run hospitals — it’s government-run insurance.

C. Multi-Payer Regulated System

Example: Statutory Health Insurance

• Private and nonprofit insurers

• Strict national rules

• Price controls

• Universal coverage mandate

3. So How Different Are We?

Structurally:

• We already have heavy government financing.

• We already regulate pricing in public programs.

• We already operate large government-run care systems (VA hospitals).

• We already subsidize private insurance through tax exclusions.

What we don’t have:

• A unified payment structure

• National price controls across the board

• Universal automatic coverage

• Simplified billing

The biggest structural difference isn’t just “who pays.”

It’s:

• Fragmentation

• Administrative layering

• Pricing freedom in private markets

• Employment-tied insurance

4. Where the Real Divide Is

The debate isn’t simply:
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Private vs Socialized.

It’s about:

• Who controls pricing?

• How risk is pooled?

• How incentives are aligned?

• How much administrative complexity is tolerated?

Even a “socialized” system still rations care — just differently (wait times vs cost-sharing).

Even our current system has price controls — just unevenly applied.

5. If the U.S. “Moved Toward Socialized” — What Would Actually Change?

Not necessarily hospital ownership.

More likely changes would include:

• Centralized bargaining power

• Uniform reimbursement rates

• Elimination of employer-based insurance

• Tax-based funding instead of premium-based funding

• Dramatically reduced administrative overhead

• Reduced insurer role

The money flow changes.
The power centers shift.
Administrative structure simplifies.

But doctors would still practice medicine.
Hospitals would still exist.
Care would still be rationed — just through different mechanisms.

6. The Quiet Truth

We are already halfway between models.

The U.S. system is not a free market.
It is not socialized.
It is a layered hybrid with competing incentives.

The question isn’t:

“Would we become socialized?”
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The real question is:

“How centralized do we want payment and pricing authority to be?”

That’s a structural debate — not just a funding debate.

To go deeper, we have to explore:

• What would actually happen to costs?

• What happens to innovation?

• What happens to wait times?

• Or what a realistic transition would look like?

 
The real questions aren’t ideological. They’re mechanical:

• How do you unwind employer-based insurance?

• What happens to 150+ million people currently covered through work?

• How do you transition provider payment rates?

• What happens to hospital revenue if Medicare rates become universal?

• How do you fund it — payroll tax? VAT? income tax?

• What happens to innovation incentives?

• What happens to wait-time management?

• What happens to administrative jobs?

• How long would the transition take? 5 years? 10?
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