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Discussions about the problems with our current healthcare “system” abound; especially with 
the growing cost and the extent of access. No one would disagree about the progressive, un-

bridled cost. Problems associated with access however, are more problematic since access can 
refer to (1) convenient availability (proximity); and (2) patient choice of (a) provider, (b) how much 
service is needed or wanted, and (c) how to pay for these services. 

A controversial approach promoted by some in political and policy debates is a “single-payer 
system” (“SPS”) as a better method of paying for services and increasing access. SPS has become a 
euphemism for “Medicare for all” as the only strategy; and the federal government as the only entity 
capable of reducing cost and ensuring access.

ARGUMENT FOR SPS
The “simple” argument  (pitch) for SPS is that everyone is en-

titled to healthcare including the amount of healthcare provided 
as determined by government (not you), and that the government 
subsidizing a significant portion of the cost is the best vehicle. A 
SPS further guarantees that everyone has equal access (proximity, 
choice, how much they are willing to pay, and how they are willing 
to pay) and without regard to pre-existing, current, or future health 
conditions. 
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THE SPS PITCH
SPS proposals generally 

provide that individuals en-
rolled for benefits are entitled 
to have payment made to an 
eligible provider for a list of 
covered services. This sounds 
appealing, but what do these 
provisions really mean? No 
one seems to know, or is not 
saying. And regardless of 
how one characterizes SPS, 
the meaning is the same. 
SPS in any form is a “pig in a 
poke”.

WHAT IS A PIG IN A 
POKE?

“A pig in a poke” is a 
Southern colloquialism that 
refers to something that 
is sold or bought without 
the buyer understanding 
what he is buying, without 
knowing its true nature or 
value, and especially when 
buying without inspecting 
the item beforehand. A more 
contemporary expression 
would be “dumbing down” 
the buyer. The expression 
may sound benign, and 
the image may appear 
amusing, but the expression 
describes the paradox of 
what would likely be even 
more exorbitant future costs, 
and the likelihood of less 
access and service under the 
disguise of reducing costs.

HOW DO WE MAKE 
SENSE OF SPS?

The pitch sounds good. 
So, what is wrong with a SPS? 
Let’s look closer to what kind 
of pig we are “buying” since 
we are going to pay for it, 
own it, and live with it. Here 
are a few. The starting place is 
with the origin of healthcare 

insurance. The first health-
care “insurance” came about 
in the 1920s when Baylor 
University Hospital (Texas) 
created what it called an 

“insurance” plan as a clever 
idea to generate steady, pre-
dictable cash flow to fund its 
costly, capital-intensive hos-
pital services. This plan was 
not insurance, and included 
no component of insurance 
(risk). It was actually “pre-
paid” healthcare. Naturally, 
the idea caught on, and 
when the federal government 
launched Medicare, health-
care “insurance” became an 
“entitlement”. And all political 
entitlements are unpredict-
able with little accountability. 
Healthcare represents a lot of 
money (1/5 of our total GDP) 
with huge motivation and 
opportunity for waste and 
abuse; and with no “safety 
net” for effective correction or 
reversal. 

Actually, concurrently re-
ducing cost and increasing 
access doesn’t make sense. 
Furthermore, this cost and 
access problem is not even 
defined accurately. In a mar-
ket-based economy there 
is a direct relationship be-
tween the cost of services, 
the method of providing 
services, and how much ser-
vice is provided. Reducing 
cost and increasing access 
are contradictions. If access 
(utilization) increases, aggre-
gate cost will increase unless 
in an extraordinary way the 
unit price declines to offset 
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aggregate cost (not likely and 
unrealistic).

SPS is actually “similar” to, 
and extension of, our current 
Medicare payment system. 
So let’s use Medicare as a 
“proxy” for what the future of 
SPS might look like. How has 
Medicare performed?

■■ Price growth outpaced 
utilization growth in 
the 1980s and 1990s. 
Since 2000, utilization 
grew faster than price, 
and utilization has 
been further energized 
in recent years under 
the Accountable Care 
Act (ACA).

■■ Out-of-pocket expen-
ditures (in addition to 
premium cost) have 
grown steadily (almost 
doubled) from an aver-
age of $601 in 1970 to 
$1,124 in 2017.

■■ In 1987, the pub-
lic sector healthcare 
spending accounted 
for 32%; and 45% in 
2017.

■■ In 2017, administrative 
expenses as a % of to-
tal expenditures grew 
from 2.8% to 7.4%.

■■ In 1970, total health-
care spending was 
6.9% of GDP. It was 
17.9% in 2017.

Do we need more evi-
dence? No. We know enough 
about the economics of 
Medicare today to know that 
the only way to reduce the 
cost of future Medicare is “ra-
tioning”. We can look north 
of our border to Canada and 
across the pond to Great 
Britain to observe SPS in ac-
tion. In a 2005, four Canadian 
justices noted that “access to 
waiting is not access to care”, 
and overturned Quebec’s 
ban on private health insur-
ance finding that the ban 
interfered with life and secu-
rity because the government 
was failing to deliver health 
care in a reasonable time. A 
couple of years ago, an out-
break of winter flu created 
a national crisis resulting in 
Britain’s health service can-
celling tens of thousands of 
surgeries. The media reported 
that Emergency Departments 
resembled “Third World” 
conditions, and ambulances 
waited for hours to unload pa-
tients in emergent conditions 
because capacity had been 
reduced.

WHAT CAN WE 
CONCLUDE, AND 
WHAT CAN WE DO 
TODAY TO PREPARE?

There is no way to pre-
dict the magnitude or impact 
of SPS. It will arguably have 

a greater adverse out-
come than Medicare. But 
I believe it is premature to 
worry and become distract-
ed by SPS. The immediate 
need is to learn how to com-
pete in today’s world of 
Medicare (see the April 2019 
issue of HospitalMD in-
sight™ Executive Edition:  
What Happens if Medicare 
Becomes the Only Payer?). It 
points out the many reasons 
the community hospital can 
compete today, and actually 
be profitable and financially 
viable long-term. I welcome 
talking with you about how I 
see this happen. My thoughts 
are not academic nor specu-
lative. They are based on 
assisting community hos-
pitals to become profitable 
over the years. And if you can 
be profitable under Medicare 
today, you can be profitable 
under SPS.
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National Eye Injury 
Prevention Month!

E ye exams are frequently necessary for us to perform in the 

ED. Many of our sites do not have tonopens or slit lamps 

so understanding how to do a basic, thorough eye exam is im-

portant. In addition, we need to know when to send patients for 

additional follow up with ophthalmology.
THIS VIDEO demonstrates how to 

perform a basic eye exam and the 

written version of essential eye exam 

tips can be found HERE. The American 

Academy of Ophthalmology also has 

the 8-point eye exam detailed HERE.

The basic eye exam consists of the following components:
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Welcome to this installment of Clinical in•sight™! This publication is aimed to help YOU, 

our community of clinicians, keep up with and learn information relevant to your po-

sition at HospitalMD. I would love to hear your feedback, comments, suggestions and 

accolades. Please email me with any thoughts at:  BNewberry@HospitalMD.com. 

BRITTANY NEWBERRY, PhD, MSN, MPH, APRN, FNP-BC, ENP-BC 

Board Certified Family and Emergency Nurse Practitioner, 

Vice President Education and Provider Development, HospitalMD 
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• Visual acuity• Pupil exam • Extraocular motility and alignment • Confrontational visual fields

• External examination (including eversion of 

eyelids)

Small Community Hospitals (SCHs) leave a significant amount of revenue on the table that is equivalent to 

an average annual net loss per hospital in the range of $1.5 million to $3.0 million. As you would expect, 

there are many reasons. This issue tackles one of the most subtle and misunderstood sources of lost reve-

nue—the distinction between observation and acute patient status. The good news is that you can capture 

this lost revenue with more knowledge, not trying harder. How can these losses occur when so many SCHs 

are in financial distress? In thinking about the answer to this question, I am reminded of the following story.

 

A small fly is burning out the last of its short life’s energies in 

a futile, life-or-death struggle attempting to fly through the 

glass of the windowpane. Regardless of how hard it tries, it 

will die shortly on the windowsill. Ten steps away, the door is 

open. With ten seconds of flying time it could reach the out-

side world with only a fraction of the effort. The fly doesn’t 

know this. We do. Regrettably, it’s a plan that will kill. 

Source: Abridged. You2 by Price Pritchett, Founder and CEO of Price Pritchett, LP, Dallas, TX, 1990.
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Along with influenza season comes RSV. Are you 

testing pediatric patients for RSV in addition to 

influenza if you test? Both adults and children can 

have RSV. Illness tends to be more severe in pediatric, 

pregnant or immunocompromised patients. A 

definitive diagnosis may be useful in pediatric 

patients who are very young (less than 24 months), 

have co-morbidities or are very sick, potentially 

requiring admission or transfer. Let’s look at the latest 

evidence for evaluating and treating RSV.What signs and symptoms indicate that a pediatric 

patient requires potential admission or transfer to a 

pediatric facility?

• Respiratory distress• Nasal flaring• Retractions• Significant tachypnea• Significant tachycardia• Apnea
• Pulse ox < 90% on room air• Oxygen requirement to maintain saturation

• Poor feeding• Lethargy• Inappropriate responses (such as not crying during 

exam when that would be normal for the patient)

• Unstable social situation• Your gestalt
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RSV?
C L I N I C A L  I N S I G H T S  A N D  I N N O V AT I O N  F O R  P R O V I D E R SARE YOU SEEING PATIENTS WITH 

Respiratory syncytial virus (RSV)

You may have heard the expression “If we had perfect information, we could make perfect 

decisions.” Well, we don’t have perfect information. In some cases, we have too little 

information, sometimes too much, and sometimes the wrong information. I call these conditions 

“blind spots”.  Regardless of these conditions, we have enough adequate information to make 

substantive decisions.  We just need to know where to look and how to use it.  It's like finding 

acres of diamonds in your back yard! I propose we change our 

perspective and shine light on these information “blind” spots so 

we can see clearly and begin harvesting this resource for success.

THE TRENDS

Industry Trends

Reuters (news agency) reported recently that Moody’s (a financial 

services firm) expects the 2017 trend of median operating margin 

and cash flow margin declines of 1.6% and 8.1% respectively to con-

tinue well beyond 2018. Separately, Morgan Stanley (an investment 
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