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    To my former employees and patients.
The elephant in the exam room got in the way.
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Chapter 1 | Why I Sold My Million-Dollar Practice
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I sat at my desk reviewing patient charts and eating cold pizza when my wife told me we had a problem. 

“I’m not sure we can make payroll unless we tap our line of credit,” she said. 

At some ill-defined moment long ago, I realized that most of my patients returned year after year to see my wife, Mindy, not me. She wore multiple hats at Eye Doctor Associates, a small-town eye clinic on the southern rim of Oklahoma City. Some days she spent hours at her desk sorting and paying bills. Other days she’d hang around the front desk and greet patients. Whatever her role, she remained genuine. Never throwing a lasso of truth, people gravitated to her and bared their souls. It’s her superpower. To this day she can’t go to the grocery store and buy a loaf of bread in under an hour. On that cold October day in 2014 she wore her least favorite hat of all. The bearer of bad news. 

“I’ve been practicing in this town for sixteen years,” I said. “We just celebrated our first million-dollar year and our appointment schedule is constantly booked. How is it possible that we don’t have enough cash to cover payroll?”

“The money,” she said. “It’s just not there.”

“Do you think an employee is stealing from us?” My face warmed; embarrassed I’d thought such a thing.  

“Of course not!”

“Are we behind billing insurance? I bet we’re behind billing insurance and that’s killing our cashflow. And the patients. Too many patients owe us money!” 

We’d established the credit line for IN CASE OF EMERGENCY BREAK GLASS situations following the advice of our accountant, thinking such a thing downright silly, never imagining a scenario that would force us to use it.

Two days later Mindy paid our employees without calling the bank. She must have put her hair in a high ponytail, crossed her arms, then blinked and nodded like Barbara Eden working genie magic. We were good for another two weeks. Mentally, however, I was a wreck.

Where was the money?

For the next two months I went cross-eyed blind obsessing over our financials and practice statistics. The key number that stuck out was two hundred seventy-eight. Not two hundred seventy-eight thousand dollars or two hundred seventy-eight creditors breathing down our necks. Somehow, in sixteen years of practice, I’d become a provider for two hundred seventy-eight insurance plans and I had no idea why so many. Handfuls were Medicare secondary insurances that didn’t require an extensive application process. But I would’ve never guessed that in a community of seven thousand people that my name was listed on the provider panels for two hundred seventy-eight insurance plans. I would have guessed closer to thirty.

I ranked the plans in descending order based upon reimbursement then linked the number of patients seen relative to their insurance. The answer to my cashflow problem was right there. The two lowest reimbursing plans accounted for 35 percent of my patient contacts. Each! No one was stealing from me. I was getting paid exactly according to the provider contracts.

I dug deeper and discovered that the volume of patients covered by these two plans had exploded over the previous five years. It was though I’d woken from a long nap to find my practice infested with a new brand of zombie patient roaming the halls and looting the breakroom fridge. Longtime friends and neighbors now sucking my practice dry. 

Being well paid ranks high on the list of reasons one becomes a healthcare provider. In fact, physicians have been the highest-paid profession in America for decades. While there were multiple reasons I chose optometry, making good money and generously providing for my family were definite factors. Discovering that I broke-even 70 percent of the time was a jagged pill to swallow. 

My father was the first in his family to own a home. A simple dream. My dream was to be the first in my family to attend college. Not graduate college, I just wanted to set foot on campus. So I worked hard and sacrificed, asking my young family to do the same. After a decade I tossed my cap, eager to build a practice from scratch in small-town America. All I’d brought to that town was a sunburned Ford Escort with a million miles and eighty thousand dollars in student debt attached to a doctorate degree. A degree that entitled me to nothing but lent me the professional collateral needed to walk into a bank and beg for more money. Then reality set in. I didn’t have a single patient. I was one hundred sixty thousand dollars in debt. And my first marriage was on the rocks, in part because of extended sacrifice and financial struggles. 

In 1998 I opened my clinic doors with my mom sitting behind the reception desk. She’d volunteered to commute a hundred miles; confident the practice would be up and running in no time. My only employee refused a paycheck—fortunate for me because I couldn’t have paid her. Over time the patients trickled in, but my marriage ended. 

Owning a small business is like owning a treadmill without a STOP button. Regardless of whether you own a hardware store or a medical practice, the advice is the same. You must spend money to make money. Buy equipment before January and you’ll pay less tax in April. Employees don’t cost you money; they make you money. 

I hopped on that treadmill and I ran. Over the next two years the practice grew. So did the debt. 

Before proposing to Mindy, I swallowed my pride and painted my financial picture. I owned a modest home though it possessed little equity. I owned the shoebox office where I practiced, but it had less equity than the house. And I still owed the majority of principal on my student loans and the small-business loan that I’d taken to launch the practice. And now, the clinic had better equipment with the debt to match and a growing staff that deserved a paycheck that wouldn’t bounce. My net worth was a negative seven hundred thousand dollars. 

Incredibly, she said yes.

After a quick weddingmoon, Mindy and I threw ourselves into the work. The business model for my optometry practice was three-pronged. Provide excellent clinical care. Provide excellent customer service. And do it for a fair price. My business model worked. 

By crawling out of bed and showing up, day in-day out, we paid off my student loans, the small business loan, and all unsecured debt while continuing to grow the practice. We bought an abandoned dairy store wasting away on a primo lot, remodeled, and moved into a bigger and better office. We bought the latest medical equipment and expanded our inventory of designer spectacle frames. We even hired an associate doctor fresh out of school. Meaning, for the first time in fourteen years, I could afford to take an occasional day off. 

To celebrate our ten-year wedding anniversary—and a decade of great practice growth—Mindy and I took long overdue vacation. Life was good.

We returned home and hopped back on that treadmill—Excellent Clinical Care, Excellent Customer Service, Fair Price—and our community responded. Business boomed, cashflow was high, and online patient reviews of the practice were stellar. I loved going to work every day and our finances turned around. Our net worth was now a positive seven hundred thousand dollars—a $1.4 million turnaround. With the help of a loving wife and dedicated employees, I’d built the practice of my dreams. Everything I’d hoped for was lined up like ten thousand dominoes. All I had to do was flick the first one.

We celebrated our first million-dollar year with dinner at Jo’s Famous Pizza, one of those local-legend places that’s overpriced but worth every penny. Then the next afternoon my wife told me we didn’t have enough cash in our bank account to cover payroll. 

Where was the money? How was this happening?

Insurance companies paid too little or didn’t pay at all. And my patients owed me a small fortune, but they weren’t interested in paying the bill. Allowing a patient to return next week to pay their copay, or agreeing to take payments on a denied claim, was pointless. They’d washed their hands of it. 

“That’s between you and the insurance company,” they told me.

With a sweeping hand, I turned them over to a collection agency. All of them. I had no room in my practice for patients unwilling to take responsibility for the healthcare that they had consumed. Playing Dr. Niceguy was killing my practice. It wasn’t right. None of it was right.

Tired of the treadmill, I questioned why I’d dedicated my life to a profession whose reality was nothing like I’d dreamed. And it wasn’t just different than my dreams. It was a reality far removed from what we’d lived just five years before. 

Was it my fault? Was I a terrible doctor with no business sense? Or worse, was I sowing the seeds of a mid-life crisis?

“It’s not you,” Mindy said. “Your patients love you. You work hard. We all work hard. But something’s wrong. It’s like someone has changed the carpet beneath our feet. It’s like we’re not even in the same office anymore.”

We all know what healthcare is. We have a sense of it. It’s palpable. We touch it, some of us daily. But intimacy with a subject does not guarantee understanding of that same subject. I was so submerged in healthcare that I had no idea what to look for. Then I asked the most basic question.

What was this thing called American healthcare? Who’d started it and when had it morphed into an indeterminate Ouroboros? A snake feasting upon itself yet unable to die, constantly growing and unchecked by the laws of nature and economics. Limitless. 

Attempts to answer the most basic question led to more questions. Questions that I’d never imagined with answers that I didn’t like. I’d lay awake in bed forming arguments in my mind, prepared to enlighten the world to all things malignant within American healthcare. When opportunity arose, I shared my discoveries with my colleagues, my state licensing board, and the leadership of my professional association. 

“We shouldn’t be doing it this way,” I said. “This isn’t sustainable.” 

Their collective attitude was indifferent. On rare occasions when a colleague wholeheartedly agreed with my analysis, helplessness replaced indifference. 

Meanwhile, Monday through Friday, I generated cash like crazy. I bounced from exam room to exam room catching glaucoma and multiple sclerosis when people had come for colored contact lenses and Dior sunglasses. Then I’d go home and chug coffee, scouring the internet into the night, dedicated to my masochistic pilgrimage. Then back to work the next morning, riding a million-dollar high. All of it interrupted by a mini payroll crisis every two weeks. The cash fleeing as fast as it came. 

“How is this happening?” I asked myself. “This isn’t sustainable. I shouldn’t be doing it this way!” 

I was manic.

Despite my inability to find justice or a sympathetic ear, sulking solved nothing. Something had to change.

I could stop taking those terrible insurance plans, but I would lose 70 percent of my patients, and it was unlikely that my practice could survive such a drastic cut in cashflow. Maybe I could slash my overhead, but outside factors that I had no control over dictated that overhead. Or I could do what most doctors do in a situation like mine. I could double the number of patients I saw each day in a knee-jerk attempt to make up for breakeven patients with volume. But that would sacrifice my quality of care to a level I wasn’t willing to stoop to. 

Instead, I chose another option. After a decade of higher education and two decades of pruning and watering, I jumped off the treadmill. I sold my million-dollar practice. It vanished with the stroke of my pen. 

Some close friends and colleagues thought I was crazy to sell my practice in its prime, after surviving the lean years. But considering how aggressively I’d chased the rabbit down the hole; it was the right thing to do. 

For the next month I spent twenty minutes each morning on my back patio drinking coffee and watching the sun rise. Then I got a call from a colleague saying she’d heard that I’d sold my practice, asking if I would see patients at her office over spring break so she could take her kids to Disney World. A trip she’d promised three years earlier but hadn’t been able to deliver. It turns out she had one of those treadmills too. 

Then I got another call. And then another.

Six months later I needed surgery, a delicate thoracic surgery that only two doctors in America performed. Mindy and I jumped on a plane and flew to Atlanta. The surgeon, a Fellow at Emory University, scheduled my surgery for the next morning and sent us to his billing office.

“Do you offer a cash discount?” I asked the billing coordinator.

“We do. But why not let us try to get approval from your insurance company?”

“I’ll just take the discount and pay cash. I’d rather not even involve the insurance company.”

“It can’t hurt to try.” 

Against every instinct I relented. “Okay. Fine. See what the insurance company says.” 

She returned within five minutes. “Done! Your insurance company says no outpatient surgery requires prior authorization. We are good to go.”

At some ungodly hour the next morning I lay shivering in one of those pathetic paper gowns when a nice lady rolled a computer into the surgical prep room.

“Your portion is fifty-two hundred dollars?” she said. “How would you like to pay?”

A good chunk of money, but far less than the cash-discounted price we’d passed on. I pointed to Mindy who pulled out a credit card. 

Surgery went well and we flew home. But a few days later I developed chest pain and a cough. It was a Saturday, so I went to a walk-in clinic and told the doctor that I feared I was developing pneumonia. 

“Have you been on a plane or had surgery lately?” 

“Yes,” I said.

“Which one? Have you been on a plane? Or have you had surgery?”

“Both.”

His eyes widened. “What kind of surgery?”

When I told him it was thoracic surgery requiring the partial collapse of my lungs, he freaked out.

“You need an EKG. STAT. You could have a pulmonary embolism. Go across the street, walk into the hospital emergency room, and tell them you have chest pain. You need an EKG!”

I did just that. An electrocardiogram, a chest x-ray, a CT scan, and eight thousand dollars later, I was diagnosed with pneumonia and given a prescription for a thirty-dollar antibiotic. 

My insurance didn’t pay the bill. Not for the antibiotic, not for the doc-in-the-box, and not for the emergency room visit. I hadn’t met my enormous deductible.  

Two months later I received a different bill. I owed the hospital in Atlanta what felt like a second mortgage on my home. Despite the promise, my insurance company refused to pay for my surgery. The reason for my surgery—my diagnosis—was on their list of exclusions. 

I called the billing coordinator at the surgeon’s office. “I thought you said there was no prior-authorization requirement for outpatient surgery?”

“That’s what they said. But they denied it anyway.”

“Well, bill it again,” I said. “This is between you and my insurance company. I paid what you asked me to pay when I was there. I wanted to get the cash discount and pay the whole thing. Don’t you remember? You’re the one who insisted on billing my insurance.”

She turned me over to collections. I took phone calls for three months and with every call I told the collection agent that I’d sent a formal letter asking my insurance company to review the claim.

The agent’s response—“Your credit will be ruined if you don’t set up a payment plan. You need to take responsibility for the healthcare that you consume.”

She called again and again. She wouldn’t stop calling.

Fortunately, the insurance company had recorded the phone conversation with the surgeon’s billing coordinator and the insurance company eventually paid, stipulating that they wouldn’t spend another dime for my care if the excluded diagnosis was used. Not ever again. Not for the rest of my life. 

Two years later we decided to change our health insurance. Our premiums had a habit of increasing each year, so we’d found a more affordable plan with comparable coverage. Coincidentally, this happened about the time we were making the last payment to the local hospital for my eight-thousand-dollar pneumonia diagnosis.

The new insurance company denied me coverage.

I picked up the phone and calmed my breath. “Why?” I asked. 

“Because of your prior diagnosis of cardiovascular disease. You are too great of a risk for our company to insure.”

“I’ve never had cardiovascular disease in my life,” I said. “When did this happen?”

They gave me the dates.

“That wasn’t cardiovascular disease. That’s when I had pneumonia.”

“A preliminary review of billing records show that the hospital billed for an EKG using the diagnosis of pulmonary embolism.”

“I apologize. We must be speaking different languages. I’ll speak slower. I did not have a pulmonary embolism. I had pneumonia.”

“The diagnosis of pneumonia does not support an EKG. It would have been denied if the hospital had used pneumonia as a diagnosis. You must petition our underwriting department for a review of your application and provide all your health records for the past five years. Because, as of right now, and I’ll say this slowly so that you can understand, you had a pulmonary embolism.”

I closed my eyes, gritted my teeth, and buried my fingertips into my temples. 

Regardless of being a doctor or patient, regardless of providing or consuming, healthcare in America can gnaw at your ears like Mike Tyson. It had scarred me on both ends. 

I hear that time heals all wounds. A bit of an oversell, but time has provided the necessary distance for calm reflection. I now review my research without it being such a gut punch. And that research, combined with twenty-eight years of practice experience, provides insight into the ills of American healthcare. 

Over the next pages I’ll pull back the curtain and answer the questions that most don’t know we should be asking. 

When did health insurance start and why is it linked to employment? What’s the difference between health coverage and healthcare? And what is Obamacare anyway? 

Is government involvement in healthcare a positive or a negative thing? Can physicians unionize? Would that be good or bad? And why are drugs so expensive? 

Is healthcare a God-given right? Who decides what your doctor can charge? Is healthcare in America more expensive than everywhere else? And if so, why? 

And finally, is there any hope that we can subvert America’s impending healthcare collapse?
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Chapter 2 | The Beginning of the End
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Prior to 1929, healthcare in the United States was primarily a cottage industry. Physicians worked from their homes or small shops in villages, towns, and neighborhoods. When a sick person sought out a doctor, entered their office, and asked for help, an instant doctor-patient relationship formed. A relationship confined to two parties. The only exception being when a parent or guardian brought the patient—child or invalid—to the doctor’s office, making it a three-person relationship where two of those parties, patient and guardian, acted as one. 

Since 400 BC, the Grecian Hippocratic Oath dictated that a medical doctor (MD) make all decisions in the best interest of the patient. The doctor pledged to maintain a fiduciary relationship with the patient and protect the patient’s privacy. While science and discovery drastically changed the quality of healthcare over time, the two-party relationship between doctor and patient remained constant. 

Compensation was also a part of that two-party relationship. When the consumer of healthcare and the provider of healthcare formed the doctor-patient relationship, they formed a contract, verbal or otherwise, stipulating what services would be provided by the doctor and at what cost to the patient.

Throughout history, other healing-arts professions were birthed, developed, and evolved to complement the first physician. Dentistry, osteopathic physicians, podiatrists, chiropractors, and optometrists all lived by their respective versions of the MD’s Hippocratic Oath. And all physician groups participated in the two-party, doctor-patient relationship, which included compensation for service. 

Then came insurance.

The original intent of insurance was to protect a person from financial ruin at a time of crisis, thus the term indemnity, or protection from loss. Rare written marine policies protecting a person’s possessions (primarily slaves) from loss while at sea have been found dating to the fourteenth century. The first actual insurance company—the Insurance Office—operated from a small patch of square footage behind the London Exchange (British Stock Market) and offered fire policies in response to huge amounts of lost wealth after the Great London Fire of 1667. Soon, Edward Lloyd sold marine insurance from his coffeehouse in London and grew what many consider the most recognizable insurance company ever, Lloyd’s of London.

In America, accident insurance was offered by Franklin Health Assurance Company of Massachusetts as early as 1850. A modern-day version of this coverage would be Aflac—you’ve seen the duck commercials. While railroad and steamboat workers could file a claim to help cover expenses due to lost wages, it wasn’t actual health coverage as we think of it today. The number of companies selling accidental policies grew throughout the end of the nineteenth century and into the beginning of the twentieth century. Hospitals began offering prepaid policies for extended stays and medical expenses as early as the 1920s. Layaway hospital stay. 

A presumably well-intentioned group of schoolteachers in Dallas, Texas developed the first employer-sponsored hospitalization plan in 1929—the birth of modern American health insurance. This group likely had no idea what would evolve from their innocent desire to more effectively pay for healthcare. 

What was once a two-party relationship—where the physician vowed to make all decisions in the best interest of the patient, and the patient agreed to compensate the physician for service rendered—instantly became a three-party relationship where the new third-party payer had other interests. The third-party payer, who wasn’t directly involved in the transaction, existed to take money from one party and give a portion of that money to another party, while keeping a portion of that money for themselves, in exchange for more affordable healthcare. Problem was...it didn’t work. 

Despite the disruption of the doctor-patient relationship, this new concept of commercial health insurance expanded during the nineteen thirties, forties, and fifties. During World War II the federal government imposed wage and price controls on manufactured products which increased demand for those products and cut the labor force. Needing a creative way to attract new employees, employers developed “benefits packages” that were outside of the control of the War Labor Board. Popular benefits that came with a steady job were paid time off and commercial health insurance. This rapid expansion of employer-sponsored commercial health insurance promoted by World War II-era government policy created a society where Americans began to take a job, switch jobs, or stay chained to a job just to maintain their health insurance.

Utilization is how often a patient consumes healthcare.​[1] Prior to 1929, back when the patient was solely responsible for paying the bill, people were frugal when deciding how often and for what condition to seek care. After 1929, this new thing called commercial health insurance covered...everything. This comprehensive coverage prompted consumers to seek care from their doctor for...everything. Suddenly, every sniffle and cough resulted in a visit to the doctor’s office. After all, it was covered. 

This overutilization created demand for more healthcare services, leading to an undersupply of doctors. Natural economics resulted in increased fees at the doctor’s office and promoted increased enrollment in medical and other healing-arts professional schools. Attempting to meet this new demand for physicians of all specialties, the construction of more medical schools mushroomed throughout the country. The demand also grew for nurses and other allied health professionals.

This growth of comprehensive commercial health insurance caused a mental shift among consumers, a mental shift that remains to this day. Where insurance had been intended to provide indemnity—protection from loss secondary to a rare catastrophic event—insurance was now used for affordable routine office visits. This shift from health insurance providing affordable indemnity by spreading financial liability among a large group of covered people—risk pool—to instead providing prepaid routine office visits consumed by every member of the pool, created a negative, positive-feedback loop. Consumer fear of the inability to afford their currently affordable healthcare prompted their search for employer-sponsored comprehensive commercial health insurance, which promoted overutilization, which promoted increasing costs of that healthcare, which promoted uneasiness about living without health insurance, which prompted the search for employer-sponsored health insurance, which promoted overutilization, which promoted increasing costs of that healthcare, etc., etc., etc. Over time, this loop played, and continues to play, an important role in making affordable healthcare truly unaffordable. In essence, one reason healthcare is unaffordable without commercial health insurance is because of the availability of commercial health insurance.

In response to consumers’ overutilization of healthcare, and as the number of commercial health insurance companies grew throughout the middle and late twentieth century, the definition of “comprehensive” began to change. Instant claim denials, prior authorization requirements, swelling premiums, the birth of copays, ballooning copays, and shrinking post-operative recovery times became standard operating procedure. Executives of insurance companies routinely boost earnings and profit by executing the elementary but effective two-pronged insurance playbook: increase premiums, decrease reimbursement. 

The mantra deny, deny, deny is not reserved for politicians. 


The development of comprehensive commercial health insurance promoted the public’s overutilization of healthcare, leading to increased costs. 



Since commercial health insurance was linked to one’s job, healthcare became even more unaffordable, or completely unavailable, to those without a job—senior citizens, the unemployed, and the poor. 

Because of rising costs and large numbers of uninsured, politicians flirted with the concept of national healthcare throughout the middle twentieth century. In 1945 President Harry Truman proposed public health insurance. President Richard Nixon and Senator Ted Kennedy both proposed forms of socialized medicine. But it was President Lyndon B. Johnson who signed the Medicare and Medicaid programs into existence in 1965, creating America’s first public health insurance for the elderly and the poor.

By 1970, most healthcare consumers could be broken down into three groups based on how they paid. Those covered by private commercial health insurance (mostly job-linked), those receiving government insurance (Medicare and Medicaid), and those who paid as they consumed (private-pay). 

Prior to 1929, doctors discussed their patients in terms of disease. Patients were influenza patients or patients with tuberculosis. After 1970, doctors couldn’t help but classify and discuss their patients as Medicare or Blue Cross patients, a new subconscious categorization based on how patients paid rather than their ailments. 

Over time, the private commercial health group would change most with the advent of Health Maintenance Organizations (HMOs) and Preferred Provider Organizations (PPOs). Despite these changes, the hazy blueprint of American healthcare developed over a thirty-six-year period between 1929 and 1965. I say hazy because it wasn’t plotted. It wasn’t planned. It evolved from chaos and has fallen deeper into the chaos of healthcare governed by a third-party payer.

Like any invention, creation, or endeavor, the inventor, creator, or genius is usually well-intentioned. The internet, created for research and instant communication, can be used by bad people with evil intentions. Those teachers in Dallas likely had no idea what would evolve from their innocent desire to more effectively pay for healthcare. They just wanted to go to the hospital and deliver a child without it blowing their food budget for the month. However well intended, their creation killed a longstanding cottage industry and birthed the most destructive force in healthcare. Commercial health insurance would prove to be the beginning of the end.
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Chapter 3 | Perverse Pay Equals Perverse Care
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Over the years I’ve listened to many conversations about healthcare, usually at educational conferences and over lunch with colleagues. My standard glib contribution to the conversation was, “We don’t have a healthcare crisis in America. We have a healthcare financing crisis in America.”

My point was, America has some of the greatest hospitals in the world. We have access to the greatest medical technology on the planet. America has the most educated, innovative, and brightest people working as healthcare professionals. The way we pay for our healthcare may be in crisis, but I continued to believe that the quality of care that those professionals provide would remain constant. And while I cling to that hope, the perverse way that we pay for healthcare has begun to pervert the way that we provide healthcare. 

As a point of reference, I’ll give a real-life encounter I had with a patient. This example isn’t isolated. In fact, something similar happened weekly. For the sake of privacy, you can be the patient.

Imagine you experience midday eye irritation while working at your computer and by late afternoon, your eyes burn, sting, and water. Your boss is frustrated because your production has slipped and questions you with an accusatory stare as to why your eyes are constantly red. When you go home you struggle reading the scroll on the bottom of the television, the burning is worse in the evenings, and you have practically given up reading romance novels.

Finally, you
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