
 

 

Peace Notes is distributed three times a year by the Peacemaking Committee. Its articles are 

intended to be thought-provoking and consciousness-raising, as well as informative about 
peacemaking efforts of the Presbyterian Church (U.S.A.) and First Presbyterian Church. Viewpoints 

expressed do not necessarily reflect positions of the Presbyterian Church (U.S.A.) or our local 
congregation. Thanks to all who contributed to this issue.  

SPRING 2014 

OBAMACARE—BOOM OR BOONDOGGLE? 
 It’s the law of the land, and it’s almost in full implementation, but the controversies 

around it keep swirling. It’s the Patient Protection and Affordable Care Act, otherwise known 

as ACA or more commonly Obamacare. Will it be the crowning achievement of the Obama 

administration or the train wreck predicted by Obama’s political foes? 

The landscape is starting to clear, and in this issue we present some facts about 

healthcare reform. Phyllis McPherron reviews the original goals of Obamacare, while Pixie 

Fennessey analyzes common myths about ACA. Brett Eisenhauer assesses progress toward 

enrolling young adults. Fred Spannaus contributes articles on overall ACA enrollment, the 

Canadian system, and the origins of employer-based health coverage. Craig Mandernach 

looks at a niche practice called concierge medicine. Connie Requarth reports on medical 

bankruptcies.  
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Millions Gain Coverage 
 

By Fred Spannaus 

With a strong push from a last-minute shop-

pers, 11 million uninsured Americans have 

enrolled in health plans created by the Afford-

able Care Act (ACA), according to figures 

released April 17. And the total number of 

newly insured persons could be approach in 

19 million persons/ 

 

More than eight 

million people 

signed up for indi-

vidual coverage 

through the new 

insurance exchang-

es. Another three 

million gained cov-

erage through the 

expansion of Medi-

caid. This total far 

exceeded expecta-

tions set by the 

Congressional Budget Office, and it bettered 

the most optimistic projections by the Admin-

istration. 

 

These totals do not include others who pur-

chased unsubsidized individual plans on the 

private market. According to NPR, “A new 

survey from RAND Corp. estimates that 7.8 

million people nationwide bought health in-

surance between September and mid-March 

directly from a carrier.” 

 

 

The Affordable Care Act, otherwise known as 

Obamacare, got off to a disastrous start 

plagued by numerous website delays and 

crashes.  

 

However, after a series of embarrassing prob-

lems, the Administration called in a new team 

including veterans of Obama’s successful 

campaign web pres-

ence. They worked 

round the clock dur-

ing the month of No-

vember, 2013 and 

had the site up and 

running fairly 

smoothly by Decem-

ber 1. 

 

The repaired website 

handled more than 3 

million visits on its 

final day of full enrollment, at the end of 

March, with only a few delays.  

 

The next open enrollment period will be No-

vember 15, 2014 through February 15, 2015. 

Eligible persons may enroll in expanded Med-

icaid throughout the year. Only about half the 

states have implemented Medicaid expansion, 

which reaches persons of very low incomes. 
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The 5 Goals  

By Phyllis McPherron  

With the Affordable Care Act (ACA) sign-up end-

ed, how do we evaluate its effectiveness in the 

months and years to come? One way is to deter-

mine if the ACA is achieving its five fundamental 

goals, which are: 

 

1. Expanding health insurance coverage; 

2. Lowering cost and promoting financial re-

sponsibility; 

3. Increasing quality through innovation; 

4. Protecting seniors; and 

5. Delivering peace of mind to American fami-

lies by guaranteeing essential rights in dealing 

with insurance companies. 

 

By reaching the desired enrollment numbers by 

March 31st, the new health care program has ac-

complished at least in part the first goal. As a 

nurse, I can also speak to the first goal. As some of 

you may know, I conduct a clinic at Oasis on Fri-

day mornings for CHIC. I see men and women, 

who have not had access to health care for years, if 

ever. They only sought medical treatment when 

they were extremely ill. Now, they have signed up 

for the ACA and are able to not only be seen by a 

provider, but to get their medications, lab work, 

and x-rays. Often, their acute illnesses can be treat-

ed before they become serious, and their chronic 

conditions can be controlled. 

 

This has not only helped meet goal #1, but it also 

impacts Goal #2, by decreasing emergency room 

visits and hospitalizations. Goal #3 includes mak-

ing the health care system more efficient – such as 

by using electronic charting and improving the 

ability to share information.   

 

Goal #4 addresses the importance of keeping Med-

icare strong for seniors. Goal #5 will be harder to 

evaluate, however. One way may be to track the 

number of families filing for bankruptcy.  

 

Only time will tell how effective the ACA will be, 

but it has already had a very positive outcome for 

many Americans. The good that is coming from 

the ACA needs to be recognized, shared, and cele-

brated. It also needs to be evaluated objectively, 

and these five goals provide a basis for doing so. 

The 6 Myths  
By Pixie Fennessey  

Many people are very confused about the Af-

fordable Care Act. There are many myths 

that a lot of people believe to be true. The 

web site http://obamacare has listed many 

myths and collected information to dispel 

these myths. The following myths are a par-

tial list from the web site with a brief expla-

nation. 

 

1. Obamacare and the Patient Protection and 

Affordable Care Act (ACA) are different.  They 

are one and the same. Obamacare is the unoffi-

cial name. 
 

2. The ACA created government health insur-

ance. The ACA regulates health insurance, in-

creases quality of care, and makes available 

affordable health insurance. It does not create 

a government run health care system. 
 

3. If you already have health insurance, you 

have to change it. No one has to change their 

health insurance or purchase new insurance 

unless their insurance provider does not com-

ply with the provisions of the ACA.   
 

4. People without insurance by April 1st will 

have to pay a monthly fee. The fee is charged 

per month but payment is not made until feder-

al income tax is due. The maximum fee for a 

family is $285 dollars for an individual it is 

$95 or 1% of a family or individuals income. 

Whatever is highest will be paid. 
 

5. Affordable care means higher taxes for all. 

Higher earners and large employers will have 

a tax increase. The middle class should have a 

tax cut. 
 

 6. Every American has to buy health insur-

ance. There are 20 million people who will be 

exempt. A few of these groups include people 

who have had their insurance canceled due to 

the ACA( they have till 2015 to purchase health 

insurance), Native Americans, prisoners, un-

documented immigrants, and people who do 

not make enough income to have to file taxes. 

About Obamacare... 

“When this country belatedly recognized the 

wrongs of slavery, there were those who dug 

in their heels and said, 'Slow down. It's too 

early. Let's wait. Things aren't bad 

enough.’” — Senate Majority Leader Harry 

Reid, December 2009 

http://obamacare
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Healthy Young Adults—the Key to ACA Success? 
By Brett Eisenhauer 

According to a “State by State” facts page from the Health and Human Services Department web site, 

592,751 uninsured young adults, those aged 19 to 34 years, are now eligible for health insurance cov-

erage through Marketplace.  The Health Insurance Marketplace is “designed to make buying health 

coverage easier and more affordable … allowing individuals to compare health plans, find answers to 

questions, and enroll in a health plan that meets their needs.” 

 

The Affordable Care Act (ACA) has improved access to affordable health care for many young adults. 

Today, young people can stay on their parents’ plan until the age of 26. They may also stay on their 

parents’ plan until 26 years of age even if their employer offers them health care. Before ACA, many 

young people had to obtain a separate health care plan while in college, since health care providers 

removed them from their parent’s plans.  With the implementation of ACA, more than three million 

young adults are staying on their parents’ plan until the age of 26 or shopping for health care on their 

own. 

 

Half of uninsured young adults reported that they had problems paying for medical bills and the cost 

of health insurance. Many affordable plans are now being offered from various health care providers 

through Marketplace. Students can qualify for lower cost health insurance based on income. Now 

young people will be able to search out the right coverage for themselves. The cheapest plan is not 

always the best plan, though; it often means paying more out of pocket. 

 

(Information from www.dol.gov, www.hhs.gov, and www.healthcare.gov) 

It All Started in Waco 
By Fred Spannaus  

In 1929 a group of public school teachers in Waco, Texas approached the Baylor University Hos-

pital with a proposal. They would pool their health care money and give it to the hospital. In re-

turn, the hospital would give medical care to the teachers and set aside a block of rooms for 

school employees. 

 

The hospital said yes, and thus was born our employment-based health financing system. Three 

years later, a nonprofit organization, Blue Cross Blue Shield, marketed the first group plans. 

 

The concept of employer-based health coverage made good economic sense at the time. Health 

care was not a big-ticket item in those days. Two factors combined to firmly connect health care 

to employers in the mid-20th Century. One was the ascension of labor unions, which bargained 

for increasingly generous health plans as the American economy grew rapidly to meet postwar 

demands. 

 

The second factor was the employers themselves, who expanded health plans during the 1960s 

– 1980s to recruit and retain their employees. Rarely have management and labor agreed so 

strongly on an issue. Truth be told, it was not a major expense. Companies could afford to offer 

such extras as free dependent coverage, because it was not all that costly at that time. 

 

One wonders how those educators in Waco would react if they knew what became of their little 

successful concept. 

“It will be his Waterloo. It 

will break him.” — For-

mer Sen. Jim DeMint (R-

S.C.), July 2009 

http://www.dol.gov
http://www.hhs.gov
http://www.healthcare.gov
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Going for Broke: The Magnitude of Medical Bankruptcy in the US 
By Connie Requarth 

In 2013 more that 20% of American adults had 

difficulty paying their medical bills. A serious 

illness or accident can happen to anyone and can 

overwhelm the budget of most families or indi-

viduals – even with insurance. Without insur-

ance, the consequences are devastating. Three 

out of five personal bankruptcies can be attribut-

ed to medical bills in this country. 

 

In 2013, NerdWallet Health* estimated that 56 

million Americans under age 65 would have 

trouble paying medical bills. 

 
For those Americans between the ages of 19 and 64: 

 More than 35 million would be contacted by collection 

agencies for unpaid medical bills; 

 Nearly 17 million would receive a lower credit rating 

due to high medical bills; 

 Greater than 15 million would use all of their savings 

to pay medical bills; 

 More than 11 million would take on credit card debt to 

pay off hospital bills; 

 Nearly 10 million will be unable to pay for basic ne-

cessities like rent, food, and heat due to medical bills; 

 To save money, over 25 million would not take pre-

scriptions drugs as directed and needed. 

Additionally: 

 Even with insurance coverage, 10 million insured 

Americans would have bills that they were unable to 

pay; 

 Over 16 million children will live in households strug-

gling with medical bills; and 

 1.7 million Americans would live in households that 

would declare bankruptcy due to inability to pay medi-

cal bills. 

 

These numbers reflect only the costs related to 

direct medical expenses. In addition, there may 

be other costs, such as lost wages, travel expens-

es to and from medical facilities, and providing 

for day care. While the financial toll can be se-

vere, inadequate and delayed health treatment 

may exact a far greater personal price. 

 
*For more, see www.nerdwallet.com.  NerdWallet 

Health is a financial advisor website, of sorts, that is 

run by experienced people offering insight into mat-

ters of personal finance, tools to assist with credit 

card comparisons and other services. NerdWallet 

Health has been featured in the New York Times and 

the Wall Street Journal. 

“We have to pass the bill so 

that you can find out what is 

in it.” — then-Speaker Nancy 

Pelosi, March 2010 

http://www.nerdwallet.com
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Concierge Medicine 
By Craig Mandernach 

Concierge medicine (also known as direct care) is a relationship between a patient and a pri-
mary care physician to whom the patient pays an annual fee or retainer in exchange for en-
hanced care. It is also known as boutique medicine, retainer-based medicine, and innovative 
medical practice design. Concierge doctors 
seek to provide four common benefits to 
their patients:  personalized care, direct care, 
quality care and affordable care. 
 
Concierge physicians care for fewer patients 
than in a conventional practice; the number 
of patients might range from 100 to 1,000 pa-

tients per doctor instead of 3,000 to 4,000 
that another physician might see every year. 
Concierge physicians generally claim to be 
accessible by phone or email at any time or 
offer some other service beyond the custom-
ary care. Annual fees vary widely, from $195 

to $5,000 per year for an individual, with the 
lower fees being in addition to the usual 
costs for each service and the higher fees in-
cluding most services. 
 
Some concierge practices are cash-only and 
do not accept insurance of any kind. By re-
fusing to deal with insurance companies, 
they can keep overhead and administrative 
costs low, thereby providing affordable 
healthcare to patients. Other concierge practices do take insurance, even Medicare, but ask for 
an annual fee for services beyond those covered by insurance plans. This annual fee is not a 
substitute for medical insurance and it generally does not cover such things as: consultations 
outside the practice; laboratory procedures; medications; hospitalizations; or emergency care 
from other providers. 
 
Concierge medicine has been accused of promoting a two-tiered health system that favors the 
wealthy and limits the number of physicians to care for those who cannot afford it; it may also 
drive up the cost of health insurance for the middle class and the working poor. Detractors con-
tend that while this approach is more lucrative for some physicians and makes care more con-
venient for their patients, it makes care less accessible for other patients who cannot afford (or 
choose not) to pay the required membership fees. 
 
At the end of 2009 over 66% of U.S. concierge physicians were internal medicine specialists. The 
second most popular specialty was family practice. The number of concierge dental and pedi-
atric practices increased markedly since February 2009. However, many believe concierge 
medicine will not be the solution to managed care and will most likely remain a small part of 
the health care system in the United States. 

"The America I know and love is not one in which my par-

ents or my baby with Down syndrome will have to stand in 

front of [President Barack] Obama’s 'death panel' so his bu-

reaucrats can decide, based on a 

subjective judgment of their 

'level of productivity in society,' 

whether they are worthy of 

health care. Such a system is 

downright evil." — Sarah Palin, 

August 2009 
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Ow Canada!  
Health Care in the North Country 

By Fred Spannaus 

Canada’s health care system is not socialized, 

nor is it free-market; it’s a hybrid. Most pro-

viders are privately employed. On the financ-

ing side, the government acts as a broker for 

health care financing. Each provincial govern-

ment negotiates rates with providers and 

pays for care in a single-payer system. 

 

The cost of care is less than that in the Unit-

ed States; sometimes much less. In British 

Columbia, for example, an ambulance trip – 

by road or by air – costs 

about $60. In the same 

province, consumers pay 

25% of their drug costs, 

but with an annual cap of 

$400. Premiums for mar-

ried couples are around 

$70 per month. And of 

course, the difference 

between the fees and the 

actual cost is subsidized 

with taxes. 

 

According to consistent 

sources of information, 

the total cost of care is 

about 40% less in Cana-

da than in the U.S. Despite these lower costs, 

Canada’s health outcomes are generally more 

favorable than ours. Extensive research re-

veals that our northern neighbors consistent-

ly have better health and live longer than 

Americans. 

 

However, the U.S. has higher poverty rates, 

which can partially explain our poorer health 

outcomes. So the real question is not “Who 

gets better care?” It’s “Who gets more value 

for the money?” And by that measure, Cana-

da wins hands-down. 

How do they do it? First, they hold down 

costs with their single-payer system. Second, 

the Canadian system focuses on providing 

quality care for everyone, with a strong focus 

on prevention, education, and routine care. 

By contrast, the American system does better 

with rare diseases and high-tech care, but it 

works with an obscure rate structure. 

 

In a sense, both countries ration care. People 

have access to care throughout Canada, but 

the wait times for high-

ly specialized care are 

often longer than in the 

United States. However, 

the underlying principle 

in that nation is for 

quality care for all. The 

tendency in this country 

is toward high-profit 

services, medications 

and diagnostics proce-

dures; and insurance 

companies make deci-

sions on what is cov-

ered. 

 

Canadians are quite 

happy with their system. Politicians dare not 

attack the system due to its huge popularity; 

it’s not even an issue. It’s been years since 

any official suggested moving to an American

-style model.  

 

Need further evidence? In Canada, physicians 

are completely free to opt out of the system, 

to set up private practices and charge what-

ever they want; almost none do so. 

Washington Post, July 28, 2009 

"He's the baby daddy of 

Obamacare.” — Sen. Dick Dur-

bin (D-Ill.) referring to Mitt 

Romney, September 2012 


