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Mission  

Quaestus is a student-led journal     

presenting ideas about Liberty, Faith 

and Economics, from a Christian     

perspective, to promote human     

flourishing.  

 

Vision  

Our vision is to inspire the next         

generation of Christian thought    

leaders by addressing global issues 

with sound economic and moral   

principles.  

 

“And God blessed them, saying, ‘be fruitful and 

multiply, fill the earth and subdue it; have dominion 

over the fish of the sea, over the birds of the air, 

and over every living thing that moves on earth’.”  

Genesis 1:22 
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Civil Discourse and Rights of Conscience                                                                                                       

Transcribed from a lecture  given at Concordia University Wisconsin by Dr. Robert George, professor at Princeton Uni-

versity, with questions fielded by Dr. Sam Greg, research director at the Acton Institute.  

Robert George: The theme we’
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ing considered the strength of the argument put for-

wards by your interlocutor with a willingness to be 

persuade if the truth is on the other side. Civility be-

gins with a genuine recognition of our own fallibility. 

In practice we tend to treat ourselves as infallible. 

When it comes to our deepest, most cherished identity 

forming beliefs, it’s emotionally difficult to allow 

yourself to be challenged in a way that you are open to 

the possibility of being wrong. But it seems to me 

that’s what we have to do if we’re to have genuine ci-

vility. The underlying problem here is that we human 

beings tend to wrap our emotions tightly around our 

convictions. That’s in itself not bad. If we were not 

emotionally committed to our beliefs, we wouldn’t 

effectively act on them. The problem comes when we 

wrap our emotions so tightly around our convictions 

that we become dogmatists. When we wrap our emo-

tions that tightly around our convictions and become 

dogmatic, we’re not open to learning.  

So civil conversation requires virtues like in-

tellectual humility. I’ll conclude in answering this 

question by saying that even if critical theorists are 

committed to their ideology which is incompatible 

with free speech, those of us that are not must never-

theless recognize their free speech and their right to 

make their case even as we resolutely oppose it.  

 
Sam Greg: You mentioned in your  opening 

remarks that you think religious leaders need to do 

more in terms of prospering civility. Could you elabo-

rate on what you mean by that? 

 

Robert George: I’ll give you a very good ex-

ample: Rabbi Jonathan Sacks is a religious leader of a 

very small community in England. But he has set such 

a good example of civility, of learning and teaching by 

getting together and laying aside points of difference 

to see how we can cooperate together. He doesn’t pre-

tend that the things that make us different don’t mat-

ter. He’s a committed Jew. He draws on the resources 

of his tradition to go outward and engage with others 

and I think set a very good example. I’d like to see 

more of that amongst our religious leaders. 

 
Sam Greg: Why do you think there are reli-

gious leaders who don’t seem to be stepping into the 

role of modeling this type of behavior as much as you 

or I would like? 

 
Robert George: One problem that I find in 

religious leaders generally is fear. Often if they are to 

be authentic witnesses for their faith, they will have to 

speak on issues where their faith differs from the es-

tablished religions of the culture. The prospect of 

speaking out especially when it comes to those issues, 

is scary. It’s hard to stand up and take the heat, espe-

cially from those who have cultural power. Religious 

leaders have very little cultural power. But Holly-

wood’s got plenty of it. Journalism’s got plenty of it. 

Corporate America has a ton of it. Academia’s got it’s 

share of it. For my own tradition of faith, for Catho-

lics, the scandals in the priesthood have damaged the 

moral capital of the church. Those scandals weaken 

the witness. The saddest thing to me is that just at this 

moment of cultural crisis when the moral witness of 

the catholic church is needed the most, the Catholic 

church is off the battlefield due to self inflicted 

wounds. 

 
Sam Greg: Where do you see signs of hope 

for a recovery of genuine civility in the United States? 
 

Robert George: I am hugely impressed with 

young conservative intellectuals. These are extraordi-

nary young men and women who have genuinely open 

minds. They’ve got commitments, they’ve got convic-

tions, but they’re genuine independent thinkers who 

are profoundly learned, committed to civility, truth 

seeking, maintenance of republican order. But they’ve 

also got one thing above all that gives me hope: cour-

age. They stand up and speak out and they don’t fear 

the slings and arrows that will come. 

 

Sam Greg: Where are the limits to civility? 
When do we say, “OK now a person have moved be-
yond the pale?” and a different type of response is re-

quired? 
 
Robert George: I don’t have any limits. I 

think that the proper currency of intellectual discourse 
consists of reasons, evidence, and arguments. I am 





 9 

 

The Catastrophic Care Approach to Healthcare Delivery                                                                                          

Transcribed from a lecture given at Concordia University by David Goldhill, Author of Catastrophic Care  

 The problems I’ve been looking at in 

healthcare are in great part, frankly, intellectual. 

Which is, we have this view of healthcare that it is 

fundamentally different than everything else, and in 

some ways that’s right. Healthcare is one of the small 

handful of services for which we have a direct safety 

net. It’s something where intervention in markets has 

been assumed to be the correct policy for a very, very 

long time. It is something with [certain] unique char-

acteristics obviously. There’s not much you can do 

being a customer when you’re unconscious and you 

have something that’s a genuine emergency. Many 

people are born with things that will assure that their 

entire lives are unhealthy lives. Societies have tried to 

address that in a variety of ways. But one of the things 

that’s most interesting to me is that the debates about 

healthcare fundamentally have not changed since the 

mid twentieth century. That’s fascinating if you think 

about it, because everything else has.  

 We had a debate about how healthcare should 

be properly financed and governed and managed at a 

time when most care was episodic, when most of the 

expensive care was major and unanticipated. And one 

could argue that the systems we set up all around the 

developed world, fundamentally insurance-based, re-

active, and with central authorities acting not just as 

financiers of care, but essentially as the customer of 
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healthcare, and I think it says more about the field of 

health economics than [it does] about healthcare itself, 

do people still refer to something that people wrote pre

-internet, as if it is the final word on the relationship 

between sellers and buyers. And again if you live in 

the world of health economists, nobody says what I 

just said, which is “things change.” But things really 

change. Let’s look at the conventional wisdom in 

healthcare. One is, without insurance very few people 

can afford care. It’s almost impossible to afford.  

 Who do we think is paying for that insurance? 

When Ezekiel Emmanuel wrote his book about the 

Affordable Care Act, he started as every single 

healthcare writer does, with a story. And his story was 

about a single mom in her early forties, who develops 

breast cancer, and thank God she has insurance be-

cause the cost of her treatment was seventy-five thou-

sand dollars. Well, Zeke’s a responsible academic so 

of course he’s got footnotes, and if you go to the foot-

notes what you find is that this woman was paying fif-

teen thousand dollars a year for health insurance, with 

a five-thousand-dollar deductible. Which basically 

means every five years she pays for the cost of breast 

cancer treatment. Now try to imagine if you own a 

home, if your homeowner’s insurance policy was 

priced in such a way so that every five years you paid 

for the price of the house, that’s not insurance. And 

again, this is somebody who desperately needed insur-

ance at the time. And the mistake in that, and it’s a 

very common mistake, was that all that matters is what 

happens at the point of purchase. The fact that this 

woman is going to shell out a hundred fifty thousand 

dollars out of pocket over ten years so that she gets 

reimbursed seventy-five thousand dollars once, in any 

other industry would obviously be bad math and bad 

consumer math. It’s not in healthcare. I’m going to 

come back to that. 

 Another part of the conventional wisdom is 

that technology pushes up the cost for care, and I like 

to joke that that line is written on an eight-hundred-

dollar laptop. You know if you look at healthcare in 

1965 when Medicare was passed, the average cost of 

healthcare... per American was somewhere around two

-hundred and fifty bucks….  

 In 1965 the very first commercial mini-

computer was sold by a company called Digital Equip-

ment Corp., DEC, and the price of the very first mini-

computer… was eighteen thousand dollars. So in 1965 

the lowest level information technology was roughly 

eighty times the annual cost of healthcare.  

 So fast-forward fifty-five years later, and I 

think we all know where we are, which is that phone 

that you’re all on is somewhere between three hundred 

dollars and a thousand dollars. And the average spend-

ing on healthcare is something closer to twelve thou-

sand dollars. And to argue that it is technology that has 

pushed up the cost of care, sometimes I think is in-

tended to be irony, but it’s not. One of the key argu-

ments that Arrow made and a key part of the conven-

tional wisdom, is that patients can’t possibly have 

enough knowledge to be medical consumers. What’s 

interesting about that is again that pre-internet under-

standing. Any doctor will tell you that the average pa-

tient shows up with the diagnosis that they’ve come up 

with online, and a variety of treatments. And for most 

doctors that’s annoying because the patient’s often 

wrong, but it doesn’t matter. It’s completely changed. 

And what’s more important, even if you get away 

from patients [trying to be] their own doctors and try-

ing to tell doctors how to be doctors, [is] the nature of 

care has changed. We went from a sort of auto-

mechanic idea of change—you had a heart attack we 

need to fix you—to chronic care. Even for cancer now, 

almost invariably a patient has to make a choice as to 

the type of treatment, and a doctor is an advisor as to 

alternatives. That is not in the traditional model of 

care. If patients are required to make these kinds of 

decisions—and they are—then how is it we don’t have 

a healthcare economy which is designed to assure 

greater patient understanding? How do we have [at] 

the foundation of the economy [the idea] that patients 

don’t have enough knowledge, …[when] the reality of 

care in the 21st century… [is] patients needing to 

make decisions? 

 The conventional wisdom argues that only big 

intermediaries have enough expertise, enough market 

power, to drive prices, quality, and appropriateness. 

And I understand having that point of view when Ar-

row wrote in the early sixties. I don’t understand re-

taining it today. We have sixty years of experience in 

which we’ve seen the very different ways in which 
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The conventional wisdom argues that only big inter-

mediaries have enough expertise, enough market pow-

er, to drive prices, quality, and appropriateness. And I 

understand having that point of view when Arrow 

wrote in the early sixties. I don’t understand retaining 

it today. We have sixty years of experience in which 

we’ve seen the very different ways in which CMS, 

state Medicaid organizations, and private insurers do 

the opposite, do a very poor job of driving prices and 

value, do a horrific job of driving appropriateness, and 

of course, as far as quality and safety goes… we still 

have somewhere between 175,000 and 250,000 deaths 

a year from medical errors. And by errors we don’t 

mean incorrect diagnoses or incorrect treatments, we 

mean literally mistakes. I don’t think one can fairly 

argue that quality has been well-driven in this system.  

 And then there are the classic things that peo-

ple say against consumer healthcare, which is that 

when you have a heart attack, you can’t shop around. 

That’s true but so what. When you have a tire blow 

out on a highway you can’t shop around, but it doesn’t 

mean that when the tow truck comes you can ask for 

your net worth statement. We have markets not be-

cause they work in every circumstance, but because 

they work in many circumstances. And what I talk 

about the intellectual trap that we’re in in healthcare, 

it’s this either-or assumption. It’s that because markets 

can’t work in every situation, they can’t work in many. 

The reality is that the way healthcare has changed, be-

coming much, much more integrated in the day-to-day 

life of many people, mostly about chronic conditions 

requiring patient decision-making. We must have mar-

ket mechanisms in order to have the type of... care that 

is going to work in the 21st century. What we’re really 

arguing about is a state of healthcare that existed in the 

mid 20th century, not where we’re likely to go in the 

21st century. And so as a result I do argue that most of 

the systems are designed to fail, because as care needs 

and technology become ever more targeted, ever more 

individual, ever more long-term, systems that are 

based on financing as if it’s a car wreck are designed 

to fail not just here.  

 Why should you care? Well, we talk a lot 

about cost in healthcare, but I think we talk about it in 

very abstract terms. When I first started looking at 

healthcare—the first thing I did—[I] was running a 

500-person entertainment business in the U.S. And I 

looked at what somebody starting with us would con-

tribute to the healthcare system over her lifetime. Now 

I should warn you, these numbers I first calculated in 

2009, so they’re out of date. But at the time if you 

looked at a young woman starting work at say $30,000 

a year, and having the sort of normal three-percent 

growth in her income every year, and having a normal 

life, getting married at 30, having a couple kids, retir-

ing at 65, going on Medicare. I actually [had] her di-

vorcing at 65 because it made the math easier. But 

what was interesting is when you added up everything 

we took out of this woman’s paycheck and everything 

she spent on healthcare, just how large that number is.  

 So what I did is I said, let’s look at insurance 

premiums, our share [and] her share, because our 

share of costs is just our cost of employing her, it just 

affects the wages we pay her. But everything, what 

percent of her federal taxes funds healthcare, her Part 

A tax, her deductibles and out-of-pocket, the Medicare 

premiums she’ll pay, the very large percent of her 

state income taxes that fund Medicaid. What I discov-

ered is, assuming a zero-percent increase in the cost of 

healthcare over her lifetime, this working woman 

would put 1.2 million dollars into the healthcare sys-

tem over her life. And I want to pause on that for a 

second because these are big abstract numbers, but of 

course this makes sense. If we’re spending ten thou-

sand dollars a person per year on healthcare, who do 

we think is ultimately paying for it? Where do we 

think it’s coming from? And if only two-thirds of the 

population at any one time contributes, they’re going 

to put in way more than their share. What’s interesting 

is when you ask people how much they worry about 

spending on healthcare over their life, they worry that 

they’re going to run up the bills to a hundred thousand, 

a hundred fifty thousand, two hundred thousand. If 

you [then] said to them “do you understand that you’ll 

put into the system five or six times that over your 

life?” I suspect we would no longer have this system.  

Why is it so expensive? Well… I think a major part of 

this, which we don’t really appreciate is that interme-

diaries massively increase the cost of care. The theo-

ry—and this is another one of those theories [that] I 

think is way out of date—is that they have market 

power, so they should be able to drive down that gap. 
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citizens don’
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other than the exact same structure we have today.  
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skip the gym for the night, the one hotel with a great 

gym is too expensive.” And that’s what was really in-

teresting about price transparency in other industries. 

If you were in a competitive marketplace, you were 

likely to see real price competition persist but without 

competition you just created floors. And my fear in 

healthcare is that without creating genuine competition 

for the consumer dollar, all price transparency will do 

is create floors. When I had my second child, I was 

uninsured. I walked into a hospital; I negotiated a deal. 

In a price transparent noncompetitive world, I’m not 

sure that deal is available. A lot of what we do on Ses-

ame is those deals. It’s a hospital chain that is losing 

out to the big merge chain that dominates its market, 

that’s willing to try something innovative. It’s a doctor 

who just so happened to have a cancellation the next 

hour that she wants to fill. But it’s also innovation. 

When we launch Sesame one of the very first things 

that happened is a pediatrician in our beta market of 

Kansas City started listing late night hours at a two-

times premium to her daytime hours. Now you might 

think to yourself, I just said that this would drive pric-

es down, here’s someone charging a premium, but for 

those of us who have been parents, we know that with 

a newborn something happens at ten o’clock at night, 

your choice is the emergency room. And at two times, 

that pediatrician is about an 80% discount from the 

emergency room. More importantly, there is no way 

for that pediatrician to sell a premium [service] in the 

reimbursement market. Why? Because from an insur-

ance perspective from CMS perspective, 10 at night 

and 10 in the morning is the same use of resources; 

they should be reimbursed the same. There’s no one 

selling the pre-diabetes package, etc.... except in the 
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David Goldhill 

healthcare economy we can do that in, the more confi-

dence we as a society will have carving insurance 

back to where it is genuinely pulling risk and provid-

ing value, and not just adding massive costs to every 

single episode of healthcare we need. And when we 

can do that, when we can see that that
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ning elections today is not accomplished by persuad-
ing voters from the other side, but rather by feeding 
the flames of outrage to energize the existing base. 
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or more rationing of care—two equally unde-
sirable results (Teisberg et. al. 1994) 

Unfortunately, this competition has been enormously 
successful at producing quality-enhancing innovation 
but has failed to reduce the needed cost (Teisberg et. 
al. 1994). Prices still remain high and the technology 
has remained just as expensive if not more so.  

 Another essential condition of a properly func-
tioning free market competition is that there is ade-
quate competition among businesses (Brill 2015). This 
rarely exists in today’s consolidated hospital and in-
surance markets. 
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rising premiums and the increasing burden of out-of-
pocket costs because there are many other promising 
approaches available. Consumers should not have to 
bear the brunt of poorly functioning healthcare mar-
kets that don’t deliver value. 
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COVID-19 Interviews, Research, and 
Analysis – Life and Liberty   

    
By. Senior Editor Dr. Anthony Binford Glavey   

April 27, 2021 
 

Acknowledgements: Dr. Ramarao Yeleti & Dr. Angus 
Menuge interviews 

 Interview with Dr. Menuge by Dr. Daniel Sem 
 

“The political liberty of the subject is a tranquility of mind arising 

from the opinion each person has of his safety. In order to have 

this liberty, it is requisite the government be so constituted as 

one man need not be afraid of another. When the legislative and 

executive powers are united in the same person, or in the same 

body of magistrates, there can be no liberty; because apprehen-

sions may arise, lest the same monarch or senate should enact 
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Another alarming figure is the case mortality analyses 
(2021) of COVID-19 in the US is 1.8%. That is 
552,072 dead from the 30,460,342 cases. Certainly not 
one of the highest ratios like Mexico that is over 9% 
but the numbers are still very scary as you can see 
from the two below Tables (1 & 2) : Observed Case-
fatality ratio & Deaths per 100,000 Population 
(Mortality Analysis 2021).  

 

 

Tables 1&2: Mortality: Observed case-fatality ratio 4/1/2021 – 
(Mortality analyses 2021) & Table 2: Mortality: Deaths per 
100,000 population 4/1/2021 – (Mortality analyses 2021) 

But what about the common flu? That seems to be the 
question we keep hearing over and over from politi-
cians and even Chuck above. The Second (2020) arti-
cle title, The US Death Rate From The Coronavirus Is 
52 Times Higher Than The Flu, provides the fact-
based conclusion. To answer the question for Chuck 
even more clearly, the below Table 3: Flu vs. COVID-
19 death rate by age (Secon, 2020) provides a break-
down by age. The common flu still kills, but the per-
centages are dramatically different from COVID-19, 
with much higher mortality for older populations that 
get COVID-19 relative to the common flu.  

 

Table 3: Flu vs. COVID-19 death rate by age (Secon, 2020) 

Dr. Yeleti (2021) commented that another way to look 
at it is by understanding how we prevent the common 
flu; social distancing, hand washing, and staying 
home. These are the same preventions that are used 
for preventing the spread of COVID-19. A great ex-
ample Dr. Yeleti discussed was on another hospital-
acquired infection called Clostridium difficile (C. 
Diff). Dr. Yeleti noted that this infection has seen a 
dramatic dip simply because staff are washing their 
hands and using personal protection equipment be-
tween patients. In other words, the precautions that we 
are taking for COVID-19 are making dramatic impacts 
in other areas.  

Dr. Menuge (2021) stated that it is reasonable to be-
lieve there were likely false positives for COVID-
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Less than two-thirds of that surge has been at-
tributed directly to Covid-19. Public-health 
experts believe that many…of the additional 
deaths were directly linked to the disease, par-
ticularly early in the pandemic when testing 
was sparse. Some of those excess deaths came 
from indirect fallout, from health-care disrup-
tions, people avoiding the hospital and other 
issues (Overberg et al.) 

The COVID-19 virus caused approximately 375,000 
deaths and was the third leading cause of death in 
2020, after heart disease and cancer. COVID-19 
deaths in the U.S. now top 550,000 since the start of 
the pandemic (Johnson 2021).  

Dr. Yeleti (2021) gave an example of a patient that 
had lung cancer that is in a hospital yet dies from a 
heart attack. Is the cause of death cancer or heart at-
tack? The attending physician is required to list how 
the patient dies as the most "immediate" or "recent" 
event that leads to death is listed. The other conditions 
are then listed sequentially. The last and most remote 
condition leading to death is listed as the “underlying” 
cause of death as seen in (Table 4) below instructions 
for the cause of death from the National Vital Statis-
tics Reports (2021). 

 

Table 4: National Vital Statistics Reports (2021) – utilized from 
the CDC 
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states already open and lifting mask mandates, 
to health experts warning the virus will always 
linger (Flaherty & Haslett 2021). 

The answer falls somewhere in the middle. Many in-
fectious disease experts agree at least 70-85% of the 
country needs to become immune to starve the virus 
(Flaherty & Haslett 2021).  

 Dr. Yeleti (2021) explained that the question 
really is about short-term gain over long-term pain. 
Dr. Yeleti also stressed that somewhere between 10-
35% of COVID-19 patients are having severe long-
term complications. These are 20 to 40-year old’s. The 
question to Loretta and others is this: do you mind 
having short-term restrictions versus having long-term 
complications that are very serious and potentially life 
long? Dr. Yeleti further commented that in his opinion 
once you get both vaccines you should have no major 
issues getting back to a more normal life, and that is 
just around the corner.   

 Dr. M̾  ;
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development psychologists and the clear recommenda-
tion of the American Academy of Pediatrics, which 
“strongly advocates that all policy considerations for 
school COVID-19 plans should start with a goal of 
having students physically present in school”  [https://
services.aap.org/en/pages/2019-novel-coronavirus-
covid-19-infections/clinical-guidance/covid-19-
planning-considerations-return-to-in-person-education
-in-schools/].     

INTERVIEW 5: Jennifer (38) “Masks don’t work.”  

Many articles, including peer-reviewed science, has 
shown that masks work, but, the issue of requiring 
masks remains contentious. McKelvey (2020) in her 
article Coronavirus: Why are Americans so angry 
about masks? really said it best.  

In the midst of the pandemic, a small piece of 
cloth has incited a nationwide feud about pub-
lic health, civil liberties, and personal freedom. 
Some Americans refuse to wear a facial cover-
ing out of principle. Others in this country are 
enraged by the way that people flout the mask 
mandates (McKelvey 2020).  

Many Americans act like their civil liberties are being 
violated. As stated by McKelvey (2020), the wearing 
of a mask has been more about political conflict than 
science.  

The dispute over masks embodies the political 
dynamics of the campaign. It also reflects a 
classic American struggle between those who 
defend public safety and those who believe just 
as deeply in personal liberty (McKelvey 2020). 

As Fox (2020) described the limitations on movement, 
commerce, and fashion (referring to mask mandates) 
have been utilized to fight Covid-19, 

…have been decried in some quarters as un-
precedented and unconstitutional affronts to 
liberty…there’s nothing unprecedented about 
restricting freedom in the name of fighting in-
fectious disease. There’s nothing unconstitu-
tional either (Fox 2020).  

Dr. Yeleti (2021) remarked that one of the big issues 
that he saw about masks was that in the beginning he 
and his staff simply did not have enough. They were 
recycling and doing what they could but many of the 
front line were getting sick. Once that issue was re-
solveas re-

so ̾ as re-



https://www.worldometers.info/coronavirus/
https://www.worldometers.info/coronavirus/
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A Society’s Freedom  

By: Ambrose Shaltanis 

Throughout all of history empires have risen 
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A society’s freedom is one of the most important 
things it can have. Civil discourse and rights of con-
science in particular, contribute a tremendous amount 
to the culture of humanity. They benefit both society 
as a whole and the individuals who live under it. For 
all these reasons, civil discourse and the right of con-
science are extremely important to a free and virtuous 
society. 
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Cancel Culture: A Blight on Our Rights of 
Conscience 

By: Harrison Hulse  

 When I thank God for all that He’s given to me 
lately, I can’t help but let out a bit of a sigh when I 
arrive at my unfettered access to the Internet. Please 
do not be mistaken; I think it is a wonderful tool for 
gathering knowledge, staying in touch with people 
around the globe, and talking intelligently about how 
to better the world around us. Yet in spite of this 
amazing potential for good, I see far too often how 
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ask why, the desire to search and be human, and the 
ability to flourish with one another. After all, even if 
the state found a way to dictate conversation by silenc-
ing some voices and glorifying others, this manufac-
tured conversation cannot be virtuous, and the free, 
flourishing society will have been hopelessly lost. 

Though these consequences are dire, the power 
of civil discourse is still greater, for its regular use 
calls attention to that which is the key to preventing 
this world of imprisoned thought:  a greater apprecia-
tion for the intrinsic value of individual ideas. We are 
all unique from the inside out, down to the genetic 
coding in our smallest cells and up to the ideas in our 
minds; this fact cannot be disputed. Why then, are 
many of us so quick to assume we are so learned, jus-
tified, or otherwise charged to think that we have 
nothing to learn from those outside of our own head? 
Instead of allowing this pride  to seep into our minds 
and conversations, we should hold our distinct, God-
given gifts of reason and empathy to the highest de-
gree. Thus, extensive care and respect for unique and 
unrestricted thinking must fuel the heart of the free 
and virtuous society. In this environment, great think-
ers wring out each idea for its juiciest, most valuable 
qualities and distill them down into their most concen-
trated forms of usable knowledge. With these in-
formed discoveries, we must move beyond the tribal 
divides of cancel culture and preserve the pursuit of 
virtue. After all, “The key to reconstructing civility, I 
shall argue, is for all of us to learn anew the virtue of 
acting with love towards our neighbors” (p. 18) as Ste-
phen Carter (1999) has remarked. At the end of the 
day, the back-and-forth banter between people whose 
respect runs much deeper than labels or appearances 
will bear delicious fruit. We just need to give it the 
chance and time to work wonders in our lives. 
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The Case for Free Markets in Healthcare: 
An Austrian Approach 

By: Senior Editor Catherine Bodnar 

Operating under the guise of the “free market,” 
current United States medical practice proves replete 
with convoluted insurance, governmental regulations, 
and administrative restrictions. Gone are the Norman 
Rockwell days of small private healthcare practices, in 
which doctors knew their patients’ cases intimately 
and made frequent patient-home visits. Massive 
healthcare conglomerates, hurried along by benevolent 
yet error-prone interventionism, comprise the vast 
backdrop of current medical practice. Yet in the mid-
dle of this brave new world of modern medicine, the 
Dickensian voice questions, “could free markets pro-
duce a tangibly “better” outcome? Could rivalrous 
competition result in the delivery of more affordable 
healthcare?” Politicians and health policy specialists 
alike attest that a system as staggeringly complex as 
modern healthcare demands an equally complex, ex-
pert-driven solution; however, only the free market—
with certain fundamental assumptions about human 
nature—
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rather a discovery process with a non-linear 
trajectory; it speeds along by individuals’ unhindered, 
un-coerced pursuit of what Adam Smith would call 
“self-interest.” 
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Silence of the Students: 
How Free Speech Relates to Contrary Ideologies in 

a Lutheran University 
By Senior Editor: Isaiah Mudge 

Introduction  

 Although it is the position of both this periodi-

cal and our nation’s constitution that uninhibited 

speech be held sacrosanct, the issue of free discourse 

becomes more complex within a private institution. 

Recently, for instance, at Concordia University Wis-

consin some students have begun expressing caution 

that the University may be becoming too willing to 

support non-Lutheran ideas. Thus, the specific ques-

tion is this: How ought non-Lutheran ideas, ideas that 

may even be antithetical to the Lutheran ideology, be 

treated in a university system which proclaims itself to 

be distinctly Lutheran? Furthermore, how does free-

dom of speech and discourse apply to students who 

may hold these antithetical beliefs while attending said 

university? Finally, how ought a Lutheran university 

relate to its Lutheran students? The purpose of this 

editorial is to allow a more concise and beneficial con-

versation regarding these questions, for the furthering 

of civil discourse in our universities. 

 

Concordia’s Identity as Lutheran 

 To begin, it is necessary to outline the central 

affiliation of the Concordia System, and most specifi-

cally, Concordia University Wisconsin, where these 

issues seem to have become a focal point. CUW is a 

Lutheran institution. It is a part of a system which is 

governed by the Lutheran Church—Missouri Synod. 

Its move to its current campus was approved by the 

LCMS, funded by the LCMS, and its transition to a 

four-year college was allowed by the LCMS. The 

President and all senior administration must be LCMS 

members in good standing, and the same is required 

for members of the board of regents. All of this is re-

flected in CUW’s mission statement to be a “Lutheran 

higher education community committed to helping 

students develop in mind, body, and spirit for service 

to Christ in the Church and in the world.” And on its 

website CUW advertises its “very reason for exist-

ence” to be as “a place of Lutheran Christian higher 

education. All of the Schools, programs and initiatives 

of the University are guided by shared fidelity to this 

central purpose.”  

 Thus, CUW has a strong, evident, and self-

advertised Lutheran identity which it is obligated to 

uphold, acting as a primary facility for training future 

LCMS pastors, church workers, and theologians. This 

is for the dual purpose that it exists due to LCMS in-

fluence and because this Lutheran identity is a primary 

reason why many students attend the university to 

begin with. To refrain from promoting the Lutheran 

values which it proclaims to hold dear would be both 

dishonesty as an institution and a betrayal of the stu-

dents who attend for those values, which are specifi-

cally the teachings of the LCMS.  

Concordia’s Identity as a University 

 A second unequivocal fact of CUW is that it is 

a university. Although coupled with the idea of Lu-

theran identity, CUW does promise “rigorous and di-

verse” academic programs, with the goal of 

“campuses, facilities, human and financial resources, 

and infrastructure” which “support a robust student 

experience in a welcoming environment that results in 

the professional, social, academic and spiritual for-

mation of all.” While faith is a central focus of CUW, 

academic prowess is as well. Thus, CUW as an institu-

tion, its teachers and its administration, all have a re-

sponsibility to ensure the proper academic education 

of those students attending. To fail in this duty would 

also be to betray a promise which CUW makes to all 

students who attend. 

When Identities Collide  

 Concordia has two identities, one as a Luther-

an institution and one as a university, and each of 

these identities denote obligations that must simulta-

neously be maintained, although they may sometimes 

be in conflict. For instance, the LCMS takes a strong 

stance upon supernatural creation as the origin of the 

universe, but modern biological theory orients towards 

a purely naturalistic evolutionary origin. With respect 

to its Lutheran identity, CUW has an obligation to 

support the biblical account of creation. However, re-

garding its identity as a university, CUW also has an 

obligation to ensure that its students are mָᵐȾ `rse
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