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Governor Brad Little, State of Idaho
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Subject: Submission for Consideration: The Unchained Child — Al-Augmented Education for a Free
People

Dear Public Officials,

| respectfully submit the attached white paper, The Unchained Child: Al-Augmented Education for a Free
People, for your consideration.

This submission is offered to place into the public record an educational transformation already
underway—one that cannot be paused, prohibited, or administratively contained. Artificial intelligence
has fundamentally altered the conditions under which education occurs, particularly for children.
Families are already adapting faster than institutions.

The purpose of this submission is not to request permission or endorsement, but to clarify the
immediacy of this shift and the importance of responding to it lawfully, ethically, and constructively, with
the well-being of children foremost.

For a concise overview of this paper, the op-ed version of this work appears below.

I would welcome any questions or constructive dialogue this submission may prompt.
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Respectfully,

James Hungelmann
Ketchum, Idaho

The Unchained Child
(an Op-Ed)

For more than a century, American education has been organized like a factory. Children are grouped by age,
moved at the same pace, taught the same material, tested the same way, and judged by standardized outcomes.
The system was built for an industrial world that required obedience, uniformity, and predictable workers.
That world no longer exists.

Artificial intelligence has quietly broken the assumptions that once justified the factory school. Knowledge is no
longer scarce. Learning no longer needs to occur in a single building. Children no longer need to move in
lockstep. And teachers no longer need to spend their time delivering identical lessons, grading worksheets, or
managing artificial schedules.

Al changes education not by replacing humans, but by removing the mechanical tasks that never belonged at the
center of learning in the first place.

An Al tutor can already do what no classroom ever could. It can teach at a child’s exact pace, repeat a concept
without frustration, detect where understanding breaks down, and adjust explanations in real time. It can move
faster when a child is ready and slow down when they are not. It never humiliates, never compares, never rushes
for the sake of a bell.

This is not futuristic speculation. It is already happening.

When instruction becomes personalized and on demand, the role of the adult changes in the most important way
possible. Teachers are freed to become what they were always meant to be: mentors, guides, listeners, and
protectors of a child’s development. Instead of managing thirty children at once, they can work deeply with
small groups. Instead of enforcing compliance, they can cultivate judgment, curiosity, courage, and character.
This is where children are liberated.

Liberation does not mean chaos. It means learning that fits the child instead of forcing the child to fit the
system. It means fewer hours trapped indoors and more learning connected to movement, nature, and real life. It
means children asking real questions, following interests, building skills, and gaining confidence through
mastery rather than grades.

It also means restoring dignity.

Many children experience school as constant evaluation—being watched, measured, compared, labeled, and
corrected. Al-assisted learning, used properly, removes much of that pressure. It allows children to practice
privately, make mistakes safely, and grow without shame. It replaces fear with curiosity and competition with
confidence.

This shift does not dismantle public education. It gives families another path.
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In this new model, the role of school administrators must also change. Their task is no longer to enforce
uniform pacing, standardized schedules, or one-size-fits-all compliance. Instead, administrators become
architects of learning environments—enabling flexible pathways, supporting teachers as mentors, approving Al-
assisted tools, and ensuring public resources follow the child rather than the building. Leadership is measured
not by control, but by whether families and educators are given room to succeed.

A parallel, home-based or community-based learning option—supported by Al, mentors, and public funding
that follows the child—allows education to evolve naturally. Traditional schools need not vanish overnight;
they can adapt, consolidate, or repurpose as families choose what works best.

The deeper change is cultural.
Children raised in flexible, mentor-guided, Al-supported environments grow up knowing how to think, not just
what to repeat. They learn to evaluate information, question authority respectfully, solve real problems, and

adapt to change. These are not optional skills in an Al-driven world. They are survival skills for a free society.

Education was never meant to press children into shape. Its original meaning was to draw out what already
exists within them.

Al finally makes that possible at scale.
The liberation of the child will not come from more rules, more testing, or more buildings. It will come from
returning education to its human purpose—now strengthened by tools powerful enough to serve every child as

an individual.

That future is not decades away.
It has already begun.
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From: James Hungelmann <jim.hungelmann@gmail.com>

Sent: Tuesday, December 16, 2025 2:11 PM

To: Neil Bradshaw; Amanda Breen; Courtney Hamilton

Cc: Spencer Cordovano; Participate; Tripp Hutchinson

Subject: Statement for the Record: Acknowledgment of Departing Mayor and Councilmembers

Dear Mayor Bradshaw and Council Members Breen and Hamilton:

| would like to place on the record my appreciation for the service of the departing Mayor and the two
City Council members whose terms are ending.

Although we have had sharp and substantive disagreements—some of them fundamental—I
recognize that public service is demanding, often thankless, and undertaken with intentions of serving
the community.

As this chapter closes, my hope is that we can all reflect honestly on what worked, what did not, and
what lessons should be carried forward. Communities grow not by denying past errors, but by
acknowledging them and choosing to move forward with greater humility, transparency, and care.

| wish each of you well in your next endeavors and hope that, in whatever roles you continue to play,
you will remain engaged in helping this community heal, learn, and move constructively forward for
the benefit of all.

Respectfully,

Jim
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From: Janet Nathanail <jnathanail@hotmail.com>
Sent: Wednesday, December 17, 2025 9:31 AM
To: Participate

Subject: FLUM

Follow Up Flag: Follow up

Flag Status: Flagged

Please stop work on the comprehensive plan and the FLUM!!!

Please make only changes which are absolutely necessary.... any further action should be taken by the new city council
which will be responsible going forward.

Too much is at stake and too many things need to be considered.

Thank you

Janet nathanail

Ketchum
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From: HP Boyle <boylehp@yahoo.com>
Sent: Sunday, December 21, 2025 2:23 PM
To: letters@mtexpress.com

Cc: Participate

Subject: Services to residents

I's Sunday afternoon. How many people drove on unplowed streets in Ketchum today? Over the
past eight years under our outgoing administration, there has been a massive shift in priorities away
from core services for residents, such as snowplowing, toward programs that benefit developers and
people who do not live here.

In 2017, the City spent about $1.9 million on street maintenance. Adjusted for inflation, that should be
$2.4 million in today’s dollars to at least stay even. Instead, in 2025, the City spent only $2.1 million
on road maintenance. In real terms, road maintenance spending has declined by roughly 13

percent. On a per capita basis, it's even worse. Anyone who drives our streets can feel the
difference.

This is not an indictment of our road department—those dedicated people are overworked and
underpaid. They deserve better, like enough budget and personnel to get the job done.

At the same time, the overall City budget is up 20% in real terms. Less money for basic services,
more money for things that benefit developers and people who don’t live here. This is not a marginal
rebalancing. It is a wholesale deprioritization of residents.

Ketchum’s residents pay property taxes and a significant portion of the “tourist tax” (LOT). We expect
safe streets, reliable maintenance, and basic municipal competence. Instead, we are asked to accept
deteriorating services while millions are redirected toward initiatives that worsen our quality of life.

Budget choices reflect values. The current budget makes clear that the City has chosen to prioritize
services for people who don'’t live here over the people who do. Our unplowed streets are evidence
of this.

| hope our incoming Mayor and Council will reprioritize spending Ketchum residents' tax money to
benefit Ketchum residents.

Perry Boyle, Ketchum



12/29/25, 12:04 PM for police follow up & attention for city council to increasing hostile car behavior - Dawn Hofheimer - Outlook

? Outlook

for police follow up & attention for city council to increasing hostile car behavior
From Lolo D <larissaddehaas@gmail.com>

Date Tue 12/23/2025 12:13 PM
To  Participate <participate@ketchumidaho.org>

about:blank?windowld=SecondaryReadingPane2 1/3



12/29/25, 12:04 PM for police follow up & attention for city council to increasing hostile car behavior - Dawn Hofheimer - Outlook

At around 12:00 today,
and the Y on Saddle road. It was within 2.5 feet, felt very intentional as way to “buzz me". They
proceeded to go 30 mph clocked via the road speed counter next to the Y.
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12/29/25, 12:04 PM for police follow up & attention for city council to increasing hostile car behavior - Dawn Hofheimer - Outlook

| would like the police to follow up with such reckless road behavior, especially in close proximity to
children’s winter camp'’s & schools.

To City council:

| am writing to express my deep concern about the ongoing safety risks | face as a cyclist in our
city. Forcing bikers like myself onto the road—where vehicles routinely break traffic laws and
endanger our safety—is simply not acceptable. | want to know: how does the council plan to
address this problem?

The current approach of requiring cyclists to “share the road” with drivers who often do not
reciprocate, and in fact become more aggressive when we are present, is not working. Throughout
my daily rides, | am repeatedly forced onto the road in short, fragmented stretches, which only
increases the hostility from drivers. For decades, the city has prioritized cars, relegating everyone else
to a narrow 8-foot path that becomes inaccessible to bikers in winter when it's reserved for cross-

country skiers. This has allowed an aggressive car culture to dominate our streets.

By not taking biking concerns seriously and failing to implement the new pedestrian and bike
infrastructure—despite hiring paid consultants to design it—the city has created a dangerous

situation for non-drivers.

It is incredibly disheartening that | now feel compelled to document every instance | have raised these
issues with the City. | am keeping a record in case, as | fear, | am eventually struck by a vehicle and
need to show my lawyer the efforts | have made over the years to have the city address these threats

to my safety.

| urge you to take immediate and meaningful action to protect cyclists and pedestrians in our

community.
- Larissa DeHaas

A tax paying resident of Ketchum.
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Dawn Hofheimer

From: James Hungelmann <jim.hungelmann@gmail.com>

Sent: Tuesday, December 30, 2025 1:52 AM

To: Participate

Subject: Fwd: Busting the Monopoly of the Mind: The Unwinding of Monopolized Medicine and
the Return to Embodied Health (December 2025)

Attachments: BUSTING THE MONOPOLY OF THE MIND.pdf

For Ketchum CC meeting Jan 5 please.
Happy new year.

Jim

—————————— Forwarded message ---------

De: James Hungelmann <jim.hungelmann@gmail.com>

Date: mar, 30 dic 2025 a las 1:50

Subject: Fwd: Busting the Monopoly of the Mind: The Unwinding of Monopolized Medicine and the Return
to Embodied Health (December 2025)

To: James Hungelmann <jimhungelmann@gmail.com>

FYl and public distribution.

---------- Forwarded message ---------

De: James Hungelmann <jim.hungelmann@gmail.com>

Date: mar, 30 dic 2025 alas 1:37

Subject: Busting the Monopoly of the Mind: The Unwinding of Monopolized Medicine and the Return to
Embodied Health (December 2025)

To: James Hungelmann <jimhungelmann@gmail.com>

Re: “Busting the Monopoly of the Mind: The Unwinding of Monopolized Medicine and the Return to
Embodied Health”

This submission for the public record is being transmitted simultaneously to the Governor’s Office, the
Attorney General’s Office, the Idaho Department of Health and Welfare, the Idaho Department of
Education, all members of the Ildaho Legislature, and local public officials.

Dear Governor, Attorney General, Members of the Idaho Legislature, Mayors and City Councils, County
Commissioners, School Boards, and Public Officials:



I respectfully submit the enclosed white paper, Busting the Monopoly of the Mind, for your review and
consideration.

The paper examines the growth and influence of a large nonprofit hospital system in Idaho—particularly the
consolidation of healthcare power, the use of public subsidies and partnerships, and the resulting effects on
competition, civic governance, and community health. While St. Luke’s Health serves as the central case study
due to its dominant regional role, the analysis is structural in nature and applies to nonprofit institutional
medicine nationwide.

The purpose of this paper is not hostility toward medicine, but the restoration of proportion, accountability, and
lawful governance. It is offered in good faith, with respect for the responsibilities borne by public officials, and
with the conviction that restoring balance does not require dismantling medicine—but rather renewed fidelity to
law, transparency, competition, and Idaho’s grounded conception of human well-being rooted in movement,
outdoor life, land, community, self-reliance, and personal responsibility.

Within their respective authorities, the paper invites public officials to pursue the following actions:
e Scrutinize monopolistic conditions, including potential antitrust implications.
e Review nonprofit status and compliance with fiduciary and legal obligations.

o Evaluate the scope and monetary scale of public subsidies, partnerships, and preferential supports
provided to institutional medicine in Idaho.

e Discontinue governmental participation that reinforces monopoly conditions or disadvantages
alternative health practitioners.

o Explore opportunities to restore a broader, pluralistic healthcare ecosystem operating under fair and
open market conditions, including right-sizing institutional medicine to its traditional roles in emergency
care, trauma services, complex diagnostics, maternity care, and specialized intervention.

e Support the rebuilding of youth health and civic literacies, including the responsible use of emerging Al
and related technologies, to strengthen embodied health, informed decision-making, and reduced
dependency on institutional care.

Thank you for your time and consideration.

Respectfully,

James Hungelmann

Ketchum, Idaho
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Busting The Monopoly of the Mind

PREFACE

This white paper is offered to the people of the Wood River Valley—and to all Idahoans—as an
invitation to clarity. It asks the community to examine how a single institution came to dominate
not only the delivery of medical services, but also the deeper structures of civic life, public
meaning, and the community’s understanding of health itself. The analysis focuses on
mechanisms rather than motives, examining systems of influence rather than personal intent.

St. Luke’s position in the region did not arise from superior performance alone. Its dominance
reflects a long-standing national architecture—legal, financial, and cultural—that privileges one
model of medicine over others, enabling large nonprofit institutions to consolidate markets,
absorb alternatives, and shape public perception through the authority of scale. What Blaine
County experiences today is not a local anomaly, but the mature expression of that structure, felt
with particular force in a mountain community historically rooted in sunlight, movement,
independence, and nature-based living.

COVID revealed this dynamic with painful clarity. The issue was not only public health. It
involved the erosion of due process, the abandonment of evidentiary standards, the loss of
pluralistic reference points, and the emergence of a worldview monopoly so pervasive that
institutional claims were widely internalized and rarely subjected to ordinary standards of
scrutiny. This was not a failure of intelligence or goodwill, but the foreseeable outcome of a
system that replaced diversity with deference and inquiry with fear.

This paper is not about blame. It is about understanding how structural incentives, institutional
consolidation, financial advantages, municipal partnerships, and cultural narratives combined to
form a dependency ecosystem—one that crowded out independent practitioners, marginalized
natural health traditions, and reshaped the intellectual environment of the Valley.

It is also about renewal. The Wood River Valley stands at a threshold. Artificial intelligence is
placing powerful analytical tools directly in the hands of individuals, transforming how people
can understand, build, and maintain health from within. In the near term, these tools may
reinforce institutional scale; over time, they decentralize knowledge and reopen space for plural
disciplines and local competence. The next generation—raised amid centralized authority and
diminished pluralism—is uniquely positioned to carry this transition forward, grounded in
sovereignty, discipline, pluralism, and truth.

The goal of this paper is clarity: to show how autonomy was lost, to outline a path toward
regaining it, and to remind the community of what it already knows—that health begins with
people, not institutions; with nature, not bureaucracy; with sovereignty, not fear.
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EXECUTIVE SUMMARY

This paper examines how a single nonprofit healthcare institution came to exercise dominant
influence over medical services, municipal alignment, and the cultural understanding of health in
Idaho’s Wood River Valley. The analysis focuses on systems, incentives, and structural effects—
how authority consolidated, how alternatives disappeared, and how dependency replaced
pluralism over time. It focuses on mechanisms rather than motives.

What appears locally as a healthcare monopoly is not a local anomaly. It is the mature expression
of a national framework that privileges hospital-centered, insurance-driven medicine; rewards
institutional scale; and grants large nonprofit systems enduring financial, legal, and cultural
advantages. In Blaine County, these dynamics converged in especially visible form, reshaping
care delivery, professional autonomy, municipal posture, and public meaning.

The paper identifies core structural findings, traces their cumulative consequences for autonomy
and civic coherence, and outlines a path for renewal that does not reject medicine, but re-
proportions it—restoring pluralism, counterweights, and health sovereignty over time.

Executive Findings

1. Nonprofit hospital dominance is structurally produced and sustained through public
subsidy and consolidation dynamics that eliminate functional choice.

Tax exemption, access to tax-advantaged bond financing, preferential reimbursement, and
philanthropic alignment operate together as permanent public subsidies. These advantages lower
institutional risk, reward expansion, and insulate pricing from competitive discipline. As
consolidation proceeds, control over physician employment, hospital privileges, diagnostics,
insurance networks, and referral pathways eliminates meaningful alternatives even where
nominal options remain. Independent practitioners may exist on paper while becoming
unsustainable in practice. As pluralism erodes, prices rise and dependency replaces market
discipline.

2. Antitrust law identified the competitive danger but failed at sustained enforcement.

The landmark St. Luke’s—Saltzer decision correctly showed that controlling physicians is a
primary way hospitals gain market power. But it also revealed that one-time enforcement
actions, by themselves, do not stop consolidation. Subsequent consolidation did not reverse; it
shifted form. Direct acquisitions gave way to functional consolidation through platform growth,
partnerships, and referral control-—mechanisms less visible to regulators and the public, while
preserving the same practical effects.

3. Municipal entanglement converted public authority into leverage for consolidation.

As cities aligned with a dominant healthcare institution for redevelopment, crisis response, and
public communications, municipal authority ceased to function as a counterweight. Over time,
public structures increasingly operated as conduits—amplifying institutional reach and
normalizing deference.
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4. The loss of pluralism preceded—and enabled—the collapse of due process during
COVID.

Long before emergency orders, institutional medicine had become the primary interpreter of
health, risk, and responsibility. When fear rose, assertions displaced proof, guidance functioned
as mandate, and evidentiary standards collapsed—as the foreseeable outcome of concentrated
institutional authority operating in a weakened culture of constitutional restraint.

5. Behavioral health is emerging as an active consolidation vector.

Embedded within schools, municipalities, nonprofits, and crisis-intervention infrastructure,
behavioral health systems extend institutional authority into the interpretive domain of the
human mind. Distress generated by policy failure and social disruption was absorbed as clinical
demand, reinforcing feedback loops that expanded institutional necessity rather than addressing
underlying causes.

6. Children bore the deepest consequences, particularly during COVID.

School closures, prolonged isolation, coercive restrictions and mandates, and the suppression of
inquiry disrupted developmental formation and undermined agency. Much of what is now treated
as youth mental health pathology reflects adaptive responses to sustained incoherence and
constraint rather than intrinsic disorder—conditions that remain largely unacknowledged or
unrepaired.

7. Artificial intelligence fundamentally alters the future equation.

In the near term, Al strengthens large systems by enhancing surveillance, triage, risk scoring, and
administrative efficiency. Over time, however, it dissolves informational asymmetries by placing
sophisticated health knowledge, pattern recognition, and self-regulatory tools directly in the
hands of individuals. As prevention becomes cheaper than intervention and chronic demand
contracts, institutional necessity erodes organically.

Consequences

The cumulative result of these dynamics is a community without counterweights. Healthcare
costs rise, autonomy contracts, and civic culture shifts from agency to dependency. Health is
increasingly defined, interpreted, and authorized by a single institutional framework, while
embodied, nature-rooted, and community-based practices lose visibility and viability. What is
lost is not merely choice, but coherence.

Path Forward

Restoration does not require rejecting medicine. It requires re-proportioning it. The paper
identifies a sequence for renewal: transparency regarding public subsidies; scrutiny of nonprofit
obligations; right-sizing institutional medicine to its legitimate domain; renewed antitrust
oversight attentive to structural evasion; withdrawal of municipal participation in consolidation
processes; restoration of pluralistic health ecosystems; and renewed emphasis on youth education
in health literacy and civic literacy.

As institutional dominance loses its necessity, it recedes not by decree, but by irrelevance.
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DISCUSSION
PART | — HOW MONOPOLY MEDICINE IS BUILT

The rise of St. Luke’s as Idaho’s dominant healthcare institution did not occur by superior
performance alone. It emerged from a century-old national framework that centralized medical
authority, narrowed the definition of legitimate care, and aligned financial, legal, and cultural
incentives around hospital-centered, insurance-driven medicine. What Blaine County
experiences today as a “local” monopoly is the mature expression of that national architecture—
one that predictably rewards scale, absorbs alternatives, and insulates dominant institutions from
meaningful restraint.

The analysis here is not a critique of medicine itself, nor of individuals within institutions, but of
the systems that allow concentration of authority to compound without counterweights.

§81. The Nonprofit Monopoly Engine

St. Luke’s Health System presents itself as a community nonprofit, but in practice it operates as a
vertically integrated medical conglomerate. The system controls primary care, specialty care,
emergency services, diagnostics, laboratory infrastructure, and—most critically—the referral
pathways that determine where patients may realistically seek treatment. What distinguishes this
structure is not size alone, but a configuration of financial and legal advantages that allow
dominance to compound without meaningful restraint.

Nothing in this analysis denies the essential role of acute institutional medicine. A hospital is
indispensable for trauma care, emergency stabilization, complex surgery, intensive care, and
time-sensitive intervention. Modern medicine saves lives, and no functioning community can do
without it. The critique advanced here is not of institutional medicine’s existence, but of its
unchecked expansion beyond its proper domain—into daily health, governance, behavioral
interpretation, and civic authority. The problem is not hospitals, but dominance; not care, but
dependency.

As a nonprofit, St. Luke’s is exempt from federal income tax on core operations and typically
exempt from property taxes on hospital land and facilities. These exemptions function as
permanent public subsidies, lowering operating costs while shifting the tax burden onto
households and small businesses operating in the same local economy without comparable relief.
The community finances the system indirectly through taxes, insurance premiums, and federal
reimbursements, yet retains no meaningful mechanism of governance or democratic control.

Expansion is further fueled by access to tax-exempt bond markets that reward scale,
diversification, and predictable revenue streams. Credit ratings, debt covenants, and capital
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market expectations favor continual growth and penalize contraction. While bondholders do not
dictate clinical decisions, these financial pressures shape institutional behavior decisively.
Growth stabilizes borrowing capacity and cash flow; restraint undermines both. Once a system
reaches sufficient scale, institutional survival becomes tied to continued expansion regardless of
whether community health outcomes improve.

Expansion thus becomes not merely a strategic choice but a financial necessity: without growth,
borrowing capacity contracts; without borrowing capacity, the expansion model collapses.

These advantages allow dominant nonprofit systems like St. Luke’s in Idaho to cross-subsidize
expansion while insulating pricing decisions from competitive pressure. Costs can be shifted
across service lines, inefficiencies absorbed, and billing practices kept opaque in ways that
would be unsustainable in a genuinely competitive market. Prices rise not primarily because care
has become more effective, but because alternatives have been structurally eliminated and price
discipline has disappeared.

The COVID period exposed the underlying financial logic of this model. Federal relief formulas
and reporting structures often advantaged large hospital systems with sophisticated finance and
coding capacity, strengthening reserves and widening the gap between institutional providers and
independent clinics. Public accounting of how these subsidies were deployed was limited, but the
result was unmistakable: dominant systems emerged larger, more solvent, and more deeply
embedded than before, while community-based practitioners contracted or disappeared.

82. The National Architecture Behind Local Dominance

The framework enabling this concentration of power emerged in the early twentieth century—
most commonly associated with the Flexner-era reforms—when American medicine was
reorganized into a hospital-centered, pharmaceutical-intervention-oriented, and licensing-driven
system. During this period, a previously pluralistic medical landscape was narrowed. Many non-
allopathic schools and traditions lost institutional footing through changes in accreditation,
licensing, and financing that favored models capable of scaling within emerging hospital and
insurance structures—often without being evaluated on equal footing with other models
operating under the same constraints.

What emerged was a medical ecosystem in which only one model—the hospital-centered
allopathic model—could reliably obtain licensure, accreditation, public funding, and legal
authority to scale.

Over the next century, this structure integrated hospitals with insurers, pharmaceutical
manufacturers, federal agencies, and credentialing bodies. Each reinforced the others, creating a
vertically aligned system in which authority, financing, and legitimacy converged. Alternative
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approaches faded not because they failed to serve patients, but because the architecture permitted
only one model to expand institutionally.

St. Luke’s is the regional embodiment of that architecture: the apex institution in a system
calibrated to expand, absorb, and dominate.

83. How Market Consolidation Eliminated Independent Medicine

In Blaine County, independent physicians do not compete on level ground. As the region’s
dominant healthcare system, St. Luke’s exercises substantial control over facilities, technology
infrastructure, hospital privileges, and referral pathways that materially affect whether a practice
can survive. In practice, many independent clinics depend on access to their primary competitor
for imaging, laboratory services, and hospital-based care. Friction in scheduling, credentialing, or
information flow can weaken independent providers while reinforcing institutional advantage.

Insurance dynamics accelerate this imbalance. Because of its scale, St. Luke’s can negotiate
reimbursement rates and network positioning unavailable to smaller clinics. Insurers often cannot
construct a viable local network without including the system, which can cause independent
practitioners to appear more expensive or less accessible—even when underlying costs and
quality are comparable.

As independent practices close, the community loses genuine choice. Prices rise not primarily
because care has become more costly to deliver, but because meaningful alternatives have been
structurally eliminated. What emerges is not a competitive healthcare market, but a dependency
structure.

84. Antitrust Law, the Saltzer Precedent, and Structural Evasion

In 2014, in a landmark decision, the Ninth Circuit Court of Appeals held that St. Luke’s
acquisition of the Saltzer Medical Group in Nampa was unlawful because it substantially
lessened competition in the market for physician services. The Court made clear that nonprofit
status confers no immunity from antitrust law and that claimed improvements in quality,
efficiency, or mission cannot offset the structural harm caused by market dominance.

The St. Luke’s—Saltzer decision is notable because it forced unwinding of a completed hospital—
physician merger after trial and was affirmed on appeal. It identified control of primary-care
physicians and referral pathways as the critical structural lever through which hospital systems
translate scale into downstream market power—even without overt exclusionary conduct.

Saltzer did not end consolidation; it redirected it. In place of direct physician acquisitions likely
to attract antitrust scrutiny, St. Luke’s expanded its scale over the past decade through geographic
growth, workforce expansion, and major capital investment. At the same time, it further
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embedded itself within civic and administrative structures—schools, municipalities, emergency-
response systems, public-health initiatives, and behavioral health governance. These
arrangements produce effects functionally equivalent to consolidation, while operating through
channels less visible to regulators and less legible to the public.

Seen in this light, St. Luke’s continued expansion after Saltzer does not diminish the decision’s
relevance; it underscores it. The absence of sustained antitrust enforcement does not signal
approval; it reflects a regulatory framework designed to respond to prominent, discrete
transactions, rather than to monitor the accumulation of institutional dominance over time.

The result is a monopolized market, now more entrenched in practical effect than the one the
Ninth Circuit condemned—reached through pathways that evade traditional enforcement
triggers.

85. Philanthropy, Reputation, and the Neutralization of Oversight

Financial advantage alone does not explain the durability of nonprofit monopoly. Philanthropy
plays a central role in insulating institutional power from scrutiny. Donor networks, charitable
campaigns, naming rights, and public-facing generosity construct a narrative of benevolence that
discourages adversarial oversight. Institutions framed as charitable stewards are culturally
shielded from the forms of questioning ordinarily applied to powerful actors exercising market
power.

This reputational insulation is not incidental; it is structurally disarming to oversight. When an
institution is widely perceived as altruistic, challenges to its conduct are reframed as attacks on
the community itself. Oversight becomes socially uncomfortable. Skepticism is treated as
ingratitude. Authority is stabilized not through formal coercion, but through moral pressure and
social obligation.

Charitable giving in this context does not merely supplement operating revenue. In the case of St.
Luke’s, philanthropic contributions total substantial sums annually, contributing to cash flow,
underwriting expansion initiatives, and reinforcing a public image of benevolent stewardship.
Financial support and reputational protection operate together, reducing both economic and
cultural resistance to institutional growth.

During the COVID period, this dynamic intensified. Philanthropic alignment with institutional
messaging amplified narratives of care, sacrifice, and collective responsibility, further
suppressing dissent. Opposition was not silenced by mandate alone, but by reputational force
operating alongside it.

Benevolence, in this context, does not negate power; it renders power less visible. Philanthropy
stabilizes dominance by normalizing deference and neutralizing scrutiny, allowing market power
and civic influence to persist with reduced resistance.
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86. The Structural Result: A Community Without Counterweights

What remains today is a healthcare environment dominated by a single institution that exercises
decisive influence over clinical space, physician labor, diagnostic access, insurance leverage, and
the narrative authority through which “health” itself is defined. Independent practitioners
struggle to survive. Alternative models lose viability. Practical choice becomes theoretical.

In this environment, prices rise not because care has become more effective or more necessary,
but because meaningful alternatives have been structurally eliminated. Market discipline gives
way to dependency. Decisions once shaped by pluralism are routed through a single institutional
framework.

The problem is not the presence of a large hospital. It is the absence of any counterbalancing
force—economic, civic, or cultural—capable of restraining its influence. When consolidation
reaches this point, outcomes follow predictably: higher costs, diminished autonomy, and a
community increasingly dependent on one system to define risk, care, and normalcy.

§7. Comparative Systems: Germany as a Pricing Constraint Model

If rising costs, institutional expansion, and community dependency are the predictable outcomes
of unconstrained nonprofit consolidation, the relevant question is whether a modern,
technologically advanced society can organize medicine differently without sacrificing quality or
access. A useful contrast lies not in an idealized alternative, but in a system that employs
comparable medical technology and pharmaceuticals while denying institutions permission to
convert scale into unchecked pricing power.

Germany provides such a contrast—not because it offers a model to be imported wholesale, but
because it illustrates how outcomes change when institutional dominance is constrained by
design. Germans rely on advanced diagnostics, modern hospitals, and pharmaceutical therapies
comparable to those used in the United States. The difference lies not in the medicine practiced,
but in the limits placed on institutional leverage. Hospitals and pharmaceutical manufacturers are
prevented from translating size into unilateral price-setting authority, while reimbursement
frameworks constrain extraction through referral capture, opacity, and market dominance.

The critical distinction, therefore, is not between regulation and markets, but between constraint
and permission. German institutions may be large, but they are structurally constrained from
converting scale into coercive pricing power. Costs remain more closely tied to negotiated value
rather than institutional leverage.

By contrast, the American nonprofit hospital model permits a convergence of tax exemption, tax-
advantaged financing, consolidated referral pathways, insurance dependence, and opaque billing
practices. When these elements coalesce within a dominant system, pricing detaches from
competitive discipline and reflects market power rather than medical necessity.
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The same contrast appears in pharmaceuticals. In a genuinely competitive market, prices would
be disciplined by rivalry among manufacturers and purchasers. Instead, patents, regulatory
exclusivities, insurance structures, and guaranteed demand insulate producers from price
pressure, converting temporary innovation rewards into durable monopoly power. Germany
constrains prices openly because it recognizes these structural failures. The United States, by
contrast, invokes “markets” rhetorically while tolerating conditions that prevent real competition.

The resulting price divergence is not subtle. In the world’s largest pharmaceutical market, U.S.
prices for many brand-name drugs—widely documented across comparative pricing studies—
frequently exceed those paid in Germany by margins that would be implausible in a functioning
competitive system. This disparity reflects not superior innovation or quality, but a framework
that grants monopoly protections while withholding meaningful price constraint. Germany treats
this outcome as a structural failure to be corrected; the United States treats it as a market result to
be defended.

Germany thus illustrates a narrow but decisive point: advanced medicine does not require
permission for monopoly. Where pluralism is preserved and dominance constrained, costs remain
normalized. Where consolidation is permitted and counterweights erode, economic extraction
predictably follows.

88. Embodied and Environmental Foundations of Health

Throughout this paper, references to integrative somatic and environmental disciplines denote a
broad class of embodied and environmental capacities through which human beings historically
regulate health, development, and resilience prior to—and often independent of—institutional
mediation. These include disciplined movement systems, martial arts training, breath regulation,
manual therapies such as massage, somatic education, outdoor exposure and sunlight, terrain-
and sport-based activity, and foundational nutritional inputs that support metabolic and circadian
regulation.

These elements are referenced not as lifestyle preferences, cultural practices, or alternative
treatments, but as foundational regulatory inputs: direct interactions between the body and its
conditions of life that cultivate proprioception, internal coherence, recovery, and agency. They
are invoked to illustrate what was progressively displaced as health became increasingly
mediated, centralized, and institutionalized—and to clarify the forms of dependency and fragility
that emerged as a result. These capacities are returned to later in the paper as central to any
recovery of pluralism.

Monopoly medicine is not a story about medicine. It is a story about structure—and what
happens when structure loses all restraint.
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PART Il — HOW MONOPOLY MEDICINE CAPTURED
GOVERNANCE

Having established the structural foundations that allow nonprofit healthcare monopolies to form
and persist, the analysis now turns to the mechanisms that permit such dominance to embed itself
within civic institutions without meaningful resistance. Monopoly in this context is not sustained
by market forces alone, nor by isolated legal failures, but by the gradual alignment of municipal
authority, public finance, emergency governance, and reputational trust with a single dominant
institution.

When public bodies cease to function as counterweights and instead operate as conduits for
institutional expansion, consolidation shifts from an economic condition into a governance
failure. At this stage, monopoly becomes self-protecting—not merely through scale, but through
entanglement. Authority that should restrain power instead amplifies it. Oversight dissolves not
through corruption, but through normalization.

89. From Market Dominance to Civic Capture and Institutional Leverage

Market dominance alone does not explain the durability of institutional power in the Wood River
Valley. What converts economic consolidation into a civic condition is the progressive
embedding of a dominant healthcare system into the interpretive and decision-making structures
of local governance. As St. Luke’s expanded its clinical footprint, it simultaneously became
integrated into municipal planning, emergency coordination, public-health communication, and
emerging “behavioral health” infrastructure.

These relationships have typically been pragmatic and benevolent. Local government has
increasingly relied on presumed institutional expertise to define health priorities, crisis
thresholds, and public-safety norms. Over time, this reliance has hardened into deference. In
environments where alternative sources of technical expertise are limited, reliance on established
institutions becomes habitual. Recommendations are treated as reliable starting points for action,
while independent verification or competing perspectives become less accessible. This dynamic
does not require improper influence. It reflects how repeated reliance reshapes institutional
orientation over time.

Civic capture does not require formal delegation of power or explicit transfer of authority. It
arises when a single institution becomes the default interpreter of risk, necessity, and legitimacy
across multiple domains of public life.

Municipal affordable- and workforce-housing initiatives tailored to professional healthcare staff
provide one illustration of how municipal tools become calibrated to sustain the operational
ecosystem of a single dominant institution, even absent explicit favoritism. Such programs may
be defensible on their own terms, yet they translate into competitive advantage for a dominant
institutional actor.

10
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In small communities, this form of alignment is especially potent. Civic trust is high, institutional
familiarity is deep, and the boundary between public interest and institutional interest blurs.
When the same institution provides care, crisis response, public messaging, and community
programs, challenging its assumptions can begin to feel like challenging the community itself.

The result is not overt capture through accommodation, but gradual leverage through orientation.
Authority shifts from law to expertise, and from accountability to trust. Decisions that would
ordinarily require evidentiary justification or adversarial testing are routed through institutional
recommendation.

This is the essence of civic capture. Power is exercised without being named as such. Institutions
need not command; they need only be relied upon.

§10. Dependency Replacing Pluralism

Pluralism is not merely the presence of alternatives; it is the capacity to rely on them. When
monopoly consolidates and interpretive authority centralizes, pluralism collapses long before
formal choice disappears. Alternatives may continue to exist in theory, but they cease to function
as credible reference points in practice. What replaces pluralism is dependency.

This dependency operates at multiple levels. Families lose confidence in their own judgment.
Communities lose confidence in local resilience. Public officials lose confidence in independent
evaluation. In each case, decision-making is progressively outsourced to institutional authority—
not because individuals or communities are incapable, but because the conditions necessary for
independent judgment have been structurally eroded.

As institutional medicine expands beyond acute care into daily life, prevention, behavior, and
risk interpretation, individuals are conditioned to treat uncertainty as danger and deviation as
irresponsibility. Health becomes something to be managed externally rather than cultivated
internally. Judgment yields to protocol. Agency yields to compliance. Over time, this produces a
civic environment in which questioning feels reckless and deference feels prudent.

The loss of pluralism also reshapes psychology. When only one framework is treated as
legitimate, disagreement no longer appears as a difference of perspective; it appears as denial,
ignorance, or threat. Citizens internalize the belief that expertise resides elsewhere and that
dissent carries social and moral cost. Obedience follows not because force is applied, but because
alternatives have become unthinkable.

811. Transition — From Alignment to Activation

By the time a large-scale crisis or emergency posture arrived, the structural conditions for
enforcement were already in place. Authority had migrated from law to expertise; pluralism had

11
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been replaced by dependency; and municipal governance had aligned itself with institutional
interpretation.

What followed did not require novel justification—only activation: the predictable execution of a

system in which authority had already consolidated and institutional counterweights had already
failed.

PART Il — WHEN DUE PROCESS FAILED

§12. Preconditions for Failure: Monopoly and the Erosion of Due Process
Culture

The collapse of due process during COVID did not arise spontaneously. It emerged from
structural conditions long in the making—conditions that allowed a single medical worldview to
occupy the entire civic landscape. Idaho entered the pandemic with institutional medicine,
dominated by St. Luke’s, functioning not merely as a provider of care but as the primary
interpreter of health, risk, danger, and responsibility.

Due process is not sustained by legal text alone; it depends on a civic culture founded in
Constitution that expects justification before coercion. That culture had already eroded. As
institutional medicine consolidated authority, citizens lost the habit of demanding evidence,
officials forgot the limits of their power, courts grew deferential—and fear became the operating
system of public life. What followed was not an emergency-driven anomaly, but the predictable
result of monopoly medicine operating within a weakened culture of constitutional restraint.

813. The Inversion of Proof: From Due Process to Deference

American constitutionalism rests on a nonnegotiable principle: before intruding on liberty, the
government bears the burden of proving the existence of a genuine threat and the necessity of
any infringement. The Due Process Clause requires notice, convincing evidentiary
justification, a real opportunity to be heard, clear constitutional and statutory authority,
and an impartial decision maker. Those safeguards are most essential when fear is highest and
the severity of deprivation is greatest; a claimed emergency does not convert assertions into
lawful authority.

This inversion was not compelled by necessity. It was enabled by institutional dominance. Once
medical authority—channeled through dominant healthcare institutions functioning as the local
instruments of governmental public-health guidance—was treated as inherently self-justifying,
the constitutional requirement that power earn its authority through proof collapsed.

12
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§14. Epistemic Failure and Psychological Compliance

A defining feature of the pandemic was the elevation of in silico inference—predictive
epidemiology, PCR signal detection, genomic inference, and assumption-heavy modeling—
beyond its proper evidentiary role. In any other domain, such tools would be treated as
preliminary signals requiring verification. Instead, they were widely treated as sufficient proof
for sweeping coercive policy.

What failed was not science, but the public’s ability to distinguish hypothesis from
demonstration. When a monopolized medical system converges with a fearful population, model
outputs are mistaken for empirical truth. Narrative replaces law. Restrictions that would
ordinarily demand courtroom-level scrutiny were imposed without hearings, without evidence,
and without adversarial testing.

The deeper failure was psychological. A free people should immediately recognize when
government attempts to control breathing, bodily integrity, movement, association, worship,
education, or vocation without due process or individualized justification. Yet most Idahoans did
not realize their rights had been violated. They were conditioned—gradually and powerfully—to
believe that external medical institutions exercised inherent authority over their lives. This was
civic amnesia: the forgetting of one’s own rights.

Critical thinking requires pluralistic reference points—independent physicians, competing
institutions, dissenting experts, and civic bodies capable of challenging dominant narratives.
Idaho had none. Independent physicians had been absorbed into employment structures where
dissent threatened livelihood. Holistic practitioners were marginalized or displaced.
Longstanding natural health traditions were recast as fringe. With alternative viewpoints
structurally suppressed, deference replaced inquiry. Obedience followed not merely from fear,
but from the belief that no alternative existed.

§15. Enforcement as Structural Inevitability

Once conditions of generalized deference to institutional authority took hold across government
and the public, enforcement no longer depended on persuasion or proof. Decisions did not need
to be justified anew at each level of government; they flowed automatically through realigned
civic systems. What appeared as a series of independent policy choices was, in reality, the
administrative execution of determinations already made elsewhere.

In this environment, guidance functioned as law. Institutional recommendations were
implemented without independent evaluation, evidentiary testing, or meaningful local discretion.
The same system that controlled hospital capacity, emergency infrastructure, and referral
pathways also defined what counted as “safety,” “responsibility,” and “compliance.” In effect,
the system that managed care also defined the terms of civic obligation.

13
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This shift transformed the role of public officials. Rather than weighing evidence, balancing
interests, or demanding proof, municipal actors increasingly acted as transmission points—
carrying institutional determinations into schools, workplaces, courts, and daily life. Compliance
followed not primarily because force was applied, but because alternative interpretations were
structurally unavailable.

What emerged was not a temporary lapse in judgment or an extraordinary response to crisis. It
was the predictable consequence of consolidation. Where pluralism is removed and interpretive
authority is monopolized, enforcement does not need to be argued; it proceeds automatically.

§16. How Physicians Were Silenced and Ethical Autonomy Collapsed

The consolidation of Idaho’s medical system did more than concentrate economic power—it
transformed physicians from autonomous professionals into employees who could not dissent.
Once St. Luke’s controlled referrals, privileges, insurance alignment, malpractice coverage, and
professional reputation, dissent became professionally impossible.

During the mass-vaccination campaign, physicians faced direct and indirect pressure to follow
protocols they did not design and often did not support. Many feared retaliation. Many believed
that risk-blind vaccination—applied without individualized assessment of age, health status,
prior exposure, or comparative risk profile—contradicted the Precautionary Principle, which
holds that medical interventions should be tailored, proportionate, and justified by clear evidence
of net benefit. Yet structural dependence replaced judgment, and administrative compliance
displaced medical ethics. Silence was misinterpreted as agreement, but it was, in truth, the
silence of professional captivity.

This collapse of independent medical judgment was not an accident. It was the natural
consequence of monopoly medicine.

§17. The Judiciary’s Deference to Institutional Authority

Perhaps the most consequential institutional failure occurred in the courts. Judicial doctrines of
evidence intended for facts not subject to reasonable dispute were functionally extended to
contested scientific propositions.

This uncritical deference manifested most clearly through court-imposed masking requirements.
Masking functioned as the primary mechanism through which speech was restricted, courtroom
communication was impaired, and bodily autonomy was invaded. Universal masking rules were
imposed without hearings, without evidentiary findings, and without individualized
consideration, despite their direct effects on audibility, facial expression, credibility assessment,
attorney-client communication, and a party’s ability to participate meaningfully. By adopting
institutional public-health narratives without evidentiary scrutiny or adversarial testing, the
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judiciary weakened its constitutional role as gatekeeper precisely when proof mattered most. The
result was a systemic failure of the branch of government tasked with guarding the public from
precisely this form of overreach.

What occurred during COVID was not merely a temporary suspension of legal norms, nor an
isolated policy failure. When due process collapsed under institutional dominance, its effects did
not remain confined to emergency orders or enforcement actions. They diffused outward—into
courtroom practice, public expectation, and civic understanding. Once authority was exercised
without proof, and compliance normalized without process, the consequences became durable.
The question was no longer how mandates were enforced, but how reality itself came to be
authoritatively defined.

818. Why Oversight Failed (And Why It Was Predictable)

Taken together, these developments reveal a systemic failure of institutional restraint.

Antitrust law identified consolidation as unlawful; due process doctrine required proof before
coercion; and constitutional structure assigned courts and municipalities the role of enforcing
those limits. Yet in practice, enforcement proved reactive, deference displaced scrutiny, and
authority was exercised without evidentiary grounding.

What emerged was not a series of isolated errors, but a durable structural condition in which
institutional power outpaced the legal and civic mechanisms designed to contain it. Oversight
failed not because safeguards were absent, but because they were gradually neutralized through
alignment, dependency, and normalized deference.

Governance did not collapse dramatically. It receded quietly.

§19. The Road Not Taken: A Constitutional, Integrative Counter-Model of
Emergency Medicine

What emerged from the COVID era was not merely a public-health response, but a single,
centralized doctrine—administratively enforced, culturally insulated, and institutionally self-
validating. Alternatives were not openly examined and rejected; they were largely excluded from
consideration.

To understand what was lost, it is useful to consider a counterfactual: how a constitutionally
grounded, integrative medical system might have responded to the same uncertainty, emerging
data, and asserted risk, without denying illness, rejecting science, or converting medicine into
coercion.

The monopolized response proceeded from a narrow premise: that a novel pathogen constituted
the dominant explanatory cause of illness, and that centralized authorities were therefore justified
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in imposing uniform behavioral and medical rules across entire populations. Clinical judgment,
local context, and individual variation were subordinated to population-level directives.

An integrative counter-model would have begun elsewhere. Acute respiratory illness would be
understood not as a single-cause event, but as a stress response shaped by immune strength,
metabolic health, breathing mechanics, nervous-system balance, fear, environment, and social
conditions. The central question would not be whether a single threat exists, but how multiple
stressors interact—and whether the body retains adaptive capacity.

Both approaches claimed to be “following the science.” Yet science is not a fixed hierarchy of
authority or a set of settled conclusions. It is a method: proposing explanations, testing them
against observation, and revising them as evidence evolves. Provisionality is not a flaw in
science; it is its defining feature—especially in novel circumstances.

The monopolized response moved in the opposite direction. Scientific claims aligned with the
dominant pandemic narrative were rapidly converted into administrative rules. Uncertainty
became a justification for control rather than caution. Once conclusions were fused to authority,
the space for correction narrowed sharply. The language of science remained, but its method
receded.

By contrast, an integrative counter-model would have treated guidance from institutions such as
the Centers for Disease Control and Prevention as informative rather than binding. Data would
guide care without displacing clinical judgment, constitutional limits, or informed consent.
Recommendation would remain distinct from mandate. Claims of emergency conditions would
not be presumed to nullify basic medical ethics.

Fear would not be treated as a governing tool. Panic disrupts breathing, elevates stress hormones,
weakens immune response, and drives unnecessary emergency utilization. An integrative
approach would recognize fear itself as a health risk—one to be mitigated rather than amplified.

The most visible difference would appear in what was largely absent during the pandemic: a
robust pre-hospital, non-pharmaceutical layer of care.

In this counter-model, community-based stabilization would precede hospital default. These
would not be ideological spaces, but practical ones—focused on calming breathing, supporting
oxygenation, encouraging gentle movement, improving circulation, ensuring hydration and rest,
and identifying genuine warning signs early. Hospitals would remain essential for true
respiratory failure and serious complications, but they would not function as the first resort for
every case.

Symptoms would be interpreted before being suppressed. Fever would be understood as immune
activation, cough as airway clearance, fatigue as enforced rest, and shortness of breath often as
disrupted breathing patterns intensified by anxiety. This approach does not deny danger; it
distinguishes physiological strain from organ failure—a distinction frequently lost when
protocols replace judgment.
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Constitutional limits, in this framework, are not obstacles to medicine but structural supports for
it. Voluntary participation, informed consent, and the right to refuse treatment preserve trust,
cooperation, and clinical honesty. Once care is enforced through threat—loss of work,
movement, or social standing—outcomes degrade. Compliance replaces observation. Silence
replaces feedback. Error persists unchecked.

The most assertive feature of this counter-model is not resistance, but redundancy. Instead of
concentrating authority in a single institutional channel, it sustains parallel paths: integrative
clinics, community triage, home monitoring, and early intervention operating alongside
hospitals. Such pluralism reduces strain on acute care, preserves choice, and allows mistaken
assumptions to surface before they harden into dogma.

This model does not promise the elimination of illness or death. No serious system can. Its claim
is narrower and stronger: that monopoly medicine narrowed interpretation, foreclosed
alternatives, and converted uncertainty into enforced certainty. The counter-model demonstrates
that another path was available—one that preserved scientific inquiry, constitutional order, and
human dignity simultaneously.

That path was not rejected after open debate. It was rendered effectively invisible through
structural exclusion. And that exclusion—more than any single mandate or policy—is the
monopoly this paper seeks to expose.

PART IV— THE MONOPOLY OF THE MIND: COGNITIVE
CAPTURE UNDER INSTITUTIONAL MEDICINE

Part IV examines the most durable consequence of monopoly medicine—not institutional failure,
but internalization. What law failed to restrain, culture absorbed. What governance normalized,
cognition incorporated. Monopoly medicine did not merely reshape markets or institutions; it
reshaped how health, risk, authority, and even reality itself are perceived.

This section examines how the consolidation of institutional medicine has transformed the
interpretive environment of the Wood River Valley: how symptoms are understood, how distress
is categorized, how benevolence is perceived, and how autonomy quietly gives way to
dependency. The most durable effects of monopoly are not economic. They are psychological,
cultural, and epistemic.

820. Behavioral Health as a Technology of Consolidation

“Behavioral health” has emerged as the most strategically expansive frontier for institutional
consolidation. Unlike surgery or acute care, it lacks clear natural boundaries. Diagnostic
categories can expand indefinitely, treatment horizons may extend for years, and entire
populations—particularly children—can be drawn into ongoing evaluation. When a vertically
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integrated, tax-advantaged medical system embeds behavioral health functions into schools,
nonprofits, municipal programs, and crisis-response infrastructure, its authority extends beyond
the physical body into the interpretive domain of the human mind.

This expansion is not a neutral evolution of care. It reflects a structural extension of institutional
power into the most elastic and contested sector of medicine. Long-standing psychological
traditions—including developmental, existential, and family-systems approaches—have warned
against the medicalization of social distress, particularly where diagnosis substitutes for
meaning, context, or agency. Yet contemporary behavioral health initiatives increasingly rely on
centralized analytics, risk scoring, grant-driven incentives, and referral capture. Individuals are
enrolled into long-term interpretive pathways governed by a single institutional framework.
Under these conditions, behavioral health functions not merely as a service line, but as a channel
through which institutional interpretive authority is normalized and sustained.

The post-COVID “mental health” surge intensified this dynamic. Large systems positioned
themselves as indispensable crisis managers at the precise moment when civic disruption and
constitutional violations were most widespread. Harms arising from prolonged isolation, fear-
based messaging, developmental disruption, and the suppression of inquiry were frequently
reclassified as clinical disorders and routed into institutional behavioral health systems for
management. Injuries increasingly recognized as rooted in governance failure were thus
absorbed into medicine as diagnostic demand.

This process completes the consolidation loop. Institutions that participated in administering
emergency responses subsequently became the primary interpreters of recovery, enrolling
distress into long-term clinical pathways defined by institutional norms. Under these conditions,
behavioral health functions not merely as care, but as a consolidation channel—expanding
interpretive authority, durable demand, and dependency.

Because distress can always be reframed, monitored, and extended, behavioral health acquires a
growth pathway without a natural endpoint. An institution that controls the definition of disorder,
the pathway of referral, and the criteria of recovery acquires not only market power, but
cognitive authority. This is not merely medical expansion. It is governance by diagnosis: the
substitution of clinical categorization for law as the organizing framework of social response.

§21. The Psychological Core of the Youth Mental-Health Crisis

The accelerating mental-health crisis among children and adolescents is commonly framed as a
surge in illness requiring expanded intervention, crisis response, and institutional management.
That framing mistakes symptom for cause. Much of the distress now labeled pathology arises not
from internal disorder, but from prolonged exposure to contradiction and coercion. It reflects the
suspension of inalienable rights without acknowledgment, proportional evidence-based
justification, or repair. The resulting harm is not incidental. It is developmental.

18



Busting The Monopoly of the Mind

Inalienable rights do not operate first at the level of legal comprehension; they operate at the
level of lived integrity. A child does not require constitutional language to experience the loss of
movement, expression, association, conscience, or ordinary social life. These freedoms are
embodied conditions. When they are constrained arbitrarily—without clear reasons, visible
evidence, due process, or defined limits—the harm registers instinctively as disorientation and
loss of trust. The child learns, without instruction, that authority is unaccountable and that reality
itself is unstable.

Children recognize incoherence even when adults refuse to name it. They perceive when official
narratives conflict with lived experience, when fear is amplified without proportional truth, and
when questioning is discouraged rather than answered. During the COVID era, many children
were subjected to prolonged restriction and behavioral control without a coherent account of why
basic liberties had been suspended, what standards governed authority, or when normal
conditions would return. Unable to resolve these contradictions externally, children adapted
internally. Confusion was buried rather than integrated; perception was doubted rather than
trusted.

Over time, unresolved contradiction does not dissipate—it fragments. What begins as silent
conflict may later surface as anxiety, despair, dissociation, aggression, or suicidal ideation. These
responses are then classified as individual disorders rather than recognized as predictable
developmental consequences of prolonged loss of agency and unrepaired contradiction. In many
cases, the child’s distress reflects not dysfunction, but a healthy nervous system responding to an
incoherent environment.

This damage was compounded by the abandonment of foundational health practices during the
crisis period. Children were deprived of movement, play, peer interaction, sunlight, routine,
physical training, and unobstructed breath—the primary inputs through which developing
nervous systems learn regulation, resilience, and boundary. Instead of restoring these first-line
supports, systems expanded surveillance, risk scoring, and crisis infrastructure. Institutional
management was substituted for the cultivation of health.

A child who does not learn to understand and interpret their own bodily signals cannot develop
durable self-trust. Bodily illiteracy becomes the precondition for authority dependence.
Nutrition, movement, breath, rest, and sensory regulation are not “lifestyle factors” for children;
they are the primary language through which the nervous system learns safety, coherence, and
limit. When that language is suppressed or outsourced, psychological distress is inevitable.

The deeper injury lies not only in these deprivations, but in the refusal to acknowledge error.
Absent honest reckoning—no meaningful review, public accounting, or admission of error
regarding the suspension of basic liberties during COVID, particularly as applied to children—
harm cannot be integrated and is instead repeated.

A crisis-oriented culture magnifies this damage. When emergency posture becomes ambient—
through crisis language, drills, responder frameworks, and perpetual readiness—children
internalize the expectation of danger. The nervous system learns hypervigilance rather than
resilience, and emergency infrastructure becomes evidence of threat rather than care.
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The result is a generation asked to adapt endlessly to incoherence. Families are disempowered as
parental judgment is subordinated to protocol. Communities lose self-organizing capacity as
resilience is outsourced. When autonomy, refusal, and independent judgment are treated as risk
factors—and dissent is reframed as pathology—behavioral health ceases to function primarily as
care and begins to resemble population management.

The remedy is not the abolition of crisis intervention; genuine emergencies will always exist.
The remedy is the restoration of order: truth before treatment, prevention before infrastructure,
consent before compliance, and due process before coercion. Children require a world that
makes sense—where limits have reasons, authority has boundaries, bodies are strengthened,
questions are permitted, and reality is spoken plainly. Where coherence returns, much of what is
now medicalized diminishes or resolves without institutional intervention.

What appears in children as psychological breakdown is often the natural developmental
response to prolonged incoherence, loss of agency, and the absence of truthful adult repair.

§22. Monopoly of the Mind — When Even the Guardians Fall

The judiciary’s collapse under institutional deference, examined earlier, was not an isolated
failure but a visible expression of broader psychological capture across professional and civic
life.

In practice, this capture took the form of treating institutional medical assertions about risk,
danger, and necessity as settled fact—no longer subject to evidentiary challenge, adversarial
testing, or independent judgment.

As institutional dominance deepened, it increasingly captured not only the general population,
but the professional and civic classes tasked with resisting power: judges, lawyers, journalists,
policymakers, educators, civil libertarians, and clinicians themselves. Those trained to demand
evidence and insist on process internalized the institutional worldview. The adversarial reflex
collapsed. Assertions of danger were no longer tested; they were accepted as fact. Extraordinary
claims were treated as self-validating; evidence was assumed rather than demanded; and dissent
was reframed as threat rather than constitutional necessity.

This was not a failure of intelligence or goodwill. It was the predictable effect of worldview
monopolization by a single dominant medical authority. When that authority dominates both care
delivery and the definition of science, truth, and risk, even well-trained professionals lose
independent perspective. Institutional assertion comes to feel indistinguishable from objective
reality.

Under these conditions, due process is not merely ignored—it becomes conceptually
unthinkable. A population unable to distinguish institutional authority from demonstrated fact
cannot meaningfully defend its liberties. In that environment, independent judgment narrows,
and adversarial reasoning becomes culturally disfavored.
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§23. From Market Monopoly to Governance Monopoly to Cognitive
Monopoly

Economic monopoly was only the first phase of consolidation. Once institutional medicine
gained control over providers, facilities, diagnostics, and referral pathways, consolidation
extended beyond markets and into governance.

A governance monopoly emerged as institutional perspectives became embedded within civic
systems—shaping municipal decision-making, public programs, emergency coordination, and
youth and behavioral health initiatives. Deference became habitual. Agencies relied on
institutional expertise as default authority, while independent practitioners and alternative
frameworks were progressively excluded from civic influence.

From there, consolidation advanced into cognition itself. Control over data, diagnostic
categories, risk definitions, behavioral frameworks, and the boundaries of medical legitimacy
allowed the institution to shape not only policy, but perception. It became the unexamined
interpreter of reality—defining danger, normalcy, deviance, and even “the science.” When a
single system governs both the structures of care and the structures of meaning, dissent is not
suppressed; it becomes unintelligible.

This marks the final stage of institutional dominance: monopoly not only over markets and
governance but over thought itself.

824. The Illusion of Benevolence and the Hidden Cost of Institutional
Dominance

Earlier sections describe the nonprofit and philanthropic framework within which institutional
medicine operates. This section examines how the appearance of benevolence itself functions as
power—reshaping public behavior, dampening civic oversight, and insulating dominant
institutions from scrutiny.

In the Wood River Valley, St. Luke’s is widely perceived as a vulnerable community charity: a
benevolent public good requiring protection rather than governance. That perception is
profoundly misleading. St. Luke’s is among the most politically insulated, financially
advantaged, and structurally protected institutions in the region, exercising outsized influence
over healthcare architecture across the Valley and much of Idaho.

The illusion of benevolence becomes a source of monopoly strength. When an institution is
presumed to act solely in the public’s interest, questioning is reframed as hostility, transparency

as ingratitude, and alternatives as threats. Care is conflated with control; service with authority.

The resulting imbalance is severe. The public funds the system, depends upon it, and defers to
it—yet exercises little meaningful governance over it. This gap between perception and reality
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erodes scrutiny and reshapes public understanding itself. A community that mistakes structural
dominance for charitable humility gradually loses the discernment required for self-government.

§25. The Collapse of Pluralism and the Erosion of Community Health

Once a single paradigm becomes structurally dominant—defining not only who may deliver
care, but how illness itself is understood—pluralism does not merely decline; it becomes
structurally incompatible with the system.

Prior to consolidation, the Wood River Valley exhibited genuine health pluralism. Independent
physicians and a wide range of natural, movement-based, and hands-on practitioners operated
alongside institutional medicine, reflecting a culture rooted in outdoor life, physical resilience,
and personal agency. These practices were not fringe alternatives; they were integral to the
Valley’s identity and to how health was lived and maintained.

This paper does not argue for the adoption of a new health ideology, but for the recovery and
reinforcement of foundations that long predate institutional medicine. Human health has always
been built primarily through embodied practices. Institutional medicine plays an essential role in
trauma, infection, and acute intervention, but it cannot serve as the foundation of daily health
without displacing the capacities that sustain it. What was lost during institutional

consolidation was not innovation, but balance—the cultural memory that most health is
cultivated, not administered.

That cultural memory was historically maintained through practices requiring little or no
institutional mediation. Across cultures, such practices have functioned as primary means of
cultivating regulation, coordination, resilience, and self-trust.

As St. Luke’s expanded, this pluralism became economically unsustainable and culturally
invisible. Consolidation absorbed primary care, specialty care, hospital services, diagnostic
infrastructure, and referral pathways. Alternatives did not disappear through rejection or
prohibition, but through structural marginalization. Public understanding of “health” shifted
quietly but profoundly—away from lived wellness and toward institutional dependency. This
was not merely a market transformation; it was a redefinition of reality.

This is the essence of cognitive monopolization: when a single institutional paradigm becomes
so dominant that alternative ways of maintaining or restoring health can no longer be imagined.
Diversity disappears not through force, but through structural suffocation.

§26. Symptoms, Balance, and Medical Overreach

At the core of modern institutional medicine lies an unexamined assumption about the nature of
symptoms themselves. Within the prevailing allopathic model, symptoms are treated as
manifestations of disease—problems to be eliminated, suppressed, or normalized. Pain,
inflammation, fever, anxiety, abnormal laboratory values, and behavioral distress are framed as
malfunctions to be corrected through targeted intervention. Clinical success is measured by
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whether these markers return to predefined ranges, often without sustained attention to the
conditions that produced them.

This framework has delivered undeniable success in acute and life-threatening contexts. In
trauma, infection, surgical emergencies, and organ failure, rapid intervention and symptom
suppression can be lifesaving. No serious critique disputes this role. The problem arises when an
acute-intervention paradigm becomes the default framework for all forms of illness, including
chronic, metabolic, developmental, and psychological conditions that are not primarily
mechanical failures.

In chronic contexts, symptoms are rarely the disease itself. They are signals—adaptive responses
indicating that regulatory systems are under sustained strain. Inflammation reflects immune
activation or tissue repair. Pain reflects overload, injury, or misalignment. Fatigue reflects
metabolic or neurological depletion. Anxiety reflects prolonged threat signaling within the
nervous system. When these signals are treated exclusively as enemies to be silenced, the body’s
warning system is overridden without addressing underlying imbalance. Relief may be achieved,
but restoration is deferred. Over time, symptom suppression becomes ongoing management, and
management becomes dependency.

Non-allopathic and integrative traditions begin from a different premise: that the human body is
a self-regulating, adaptive system whose default orientation is toward balance and repair when
proper conditions are present. From this perspective, disease reflects breakdowns in regulation
across interconnected systems—metabolic, neurological, structural, immunological,
psychological, and environmental. The clinical question shifts from “What suppresses this
symptom?”’ to “What conditions are preventing regulation and recovery?”

Historically, these regulatory foundations were maintained through practices requiring little or no
institutional mediation. Nutrition, movement, breath, sleep, structural alignment, nervous system
regulation, environmental exposure, and social context functioned as primary means of
cultivating resilience and self-trust. In the Wood River Valley, such practices were not fringe
alternatives but integral to daily life, reflecting a culture rooted in outdoor living, physical
competence, and personal agency. Institutional medicine served a complementary role rather
than a defining one.

Under conditions of institutional consolidation, this balance eroded. Systems optimized for scale,
reimbursement predictability, administrative standardization, and pharmaceutical throughput
became structurally aligned with symptom suppression rather than resolution. Approaches that
restore independence, reduce utilization, or decentralize care lost referral pathways,
infrastructure access, and cultural legitimacy—not because they failed clinically, but because
they conflicted with institutional incentives. What was once foundational became peripheral.
Health shifted from something cultivated through lived practice to something administered,
interpreted, and authorized elsewhere.

The consequences extended beyond medicine into culture itself. As pluralism narrowed,
confidence in embodied self-regulation declined. Agency gave way to dependency. COVID
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sharply accelerated this shift by amplifying fear and sidelining non-institutional approaches
precisely when physical resilience, discernment, and self-trust were most needed.

A pluralistic medical ecology—one that places acute allopathic care in its proper role while
recognizing the legitimacy of integrative and non-institutional approaches for chronic regulation
and resilience—is not a rejection of science or modern medicine. It is a correction of overreach.
Surgery remains indispensable for trauma. Pharmaceuticals remain essential for emergencies.
But the conditions that dominate modern morbidity require balance, terrain restoration, and
regulatory coherence—not perpetual intervention.

Health sovereignty, in this sense, is not ideological. It is biological. Symptoms are not the
enemy; they are communication. Whether medicine listens or silences determines whether the
outcome is healing—or merely containment.

Where alternatives are excluded rather than debated, they do not merely lose. They cease to exist
as possibilities within the public mind.

PART V — RECLAIMING HEALTH, JUDGMENT, AND
SOVEREIGNTY

§27. The Community Crossroads

Having established the path forward, the Wood River Valley now faces the harder question:
whether it is willing to act on it. The last decade exposed a reality long masked by institutional
prestige—monopoly can manage emergencies, but it cannot sustain a community’s health. It can
deliver services, but it cannot cultivate freedom, resilience, or civic coherence. The valley must
decide whether to remain organized around a single institutional worldview or to restore the
pluralism that once supported its social, civic, and physical life.

This choice is not ideological. It is practical. A community shaped by outdoor life, physical
vitality, independence, and local judgment cannot remain stable under structures that centralize
authority, narrow acceptable interpretation, and convert dissent into risk. Correcting this
imbalance requires more than adjusting institutional behavior. It requires restoring the conditions
under which communities govern themselves.

The steps outlined below describe a sequence of restoration necessary not only to address
structural imbalance, but to reestablish civic function itself. What follows is not an abstract
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vision, but a description of how a community reorients once monopoly recedes, pluralism
returns, and responsibility is redistributed back to families, practitioners, and civic institutions.

§28. The Limits of Legal Remedies and the Reclaiming of Health

It is notable that nonprofit consolidation in Idaho continued largely unchecked even after a
landmark antitrust ruling explicitly identified competitive harm. Following the St. Luke’s—
Saltzer decision, heightened scrutiny of further expansion might reasonably have been expected.
Instead, consolidation continued through platform growth, institutional embedding, and
ownership and financing structures designed to preserve scale and predictability.

Saltzer correctly identified the danger. What failed was not recognition, but enforcement capable
of altering institutional necessity. By every practical measure—market share, service-line
dominance, referral control, and civic entanglement—the monopoly expanded. No durable
federal or state intervention followed. Antitrust doctrine articulated limits; it did not reverse
momentum.

The lesson is unavoidable: communities cannot rely on regulatory correction alone. Whatever the
merits of antitrust law in theory, consolidation that becomes structurally necessary is rarely
undone from above. Durable response therefore begins below—>by reclaiming health itself.

The imbalance is stark. Across the nation, trillions of dollars flow annually into downstream
diagnosis and remediation, while comparatively little is invested in the upstream foundations that
reduce chronic demand. Institutional dominance is sustained not only by policy, but by need.

When health is actively built—through embodied capacity, early regulation, resilience, and
community-based care—the demand profile sustaining institutional dominance begins to change.
A population that is healthier in fact requires less institutional management.

In such a landscape, monopoly does not fall by decree. It recedes as necessity disappears.
§29. Al and the Obviation of Institutional Healthcare

Artificial intelligence will not merely modify healthcare; it will redraw what must be centrally
delivered and what can be understood, assessed, and practiced locally. In the near term, Al can
reinforce institutional monopoly. Over time, it dissolves the informational asymmetries on which
that monopoly depends.

In its current form, institutional medicine operates as a centralized, allopathic, pharmaceutical-
dependent enterprise whose power derives from nonprofit tax privilege, preferential
reimbursement, capital-market access, and control of regional clinical infrastructure. Artificial
intelligence integrates seamlessly into this architecture. Algorithmic diagnostics, automated
triage, predictive modeling, and administrative automation initially widen the competitive moat,
accelerate patient capture, and reinforce alignment among insurers, government, and
philanthropy. In the short run, Al does not weaken monopoly medicine; it can intensify it.
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As artificial intelligence migrates beyond institutions and into the hands of individuals and
families, however, that architecture begins to lose its necessity. Understanding once confined to
professional gatekeepers—particularly in areas of regulation, recovery, metabolic function, stress
physiology, and nervous-system calibration—becomes directly accessible. This shift does not
eliminate the need for physicians or hospitals; it narrows the range of conditions requiring
ongoing institutional management.

For large segments of the population, many conditions currently treated as chronic disease
increasingly appear as modifiable states rather than fixed pathologies. As drivers become visible
and actionable, uncertainty no longer defaults to fear or automatic escalation. Risk can be
assessed proportionally rather than reflexively outsourced to authority. Prevention becomes
cheaper than treatment, maintenance replaces intervention, and the center of gravity of health
shifts back toward daily practice.

This transition carries downstream implications for surgical demand as well. A substantial
portion of modern surgical volume arises not from sudden catastrophe, but from progressive
conditions that develop over years. As Al-assisted insight and earlier, non-invasive restorative
interventions reduce progression, fewer patients reach the threshold at which invasive
intervention becomes necessary. Surgery does not disappear; it becomes more clearly confined to
trauma, malignancy, congenital anomaly, and cases where conservative restoration has failed.

The economic consequences follow. Insurance models designed to buffer continuous
intervention lose coherence. Revenue tied to chronic management erodes. Hospital systems
narrow toward their appropriate role: trauma care, emergency stabilization, complex diagnostics,
and time-sensitive intervention. This contraction is not imposed by policy or mandate; it emerges
from declining necessity.

As informational asymmetry dissolves, monopoly medicine does not collapse—it recedes.
Systems designed for exception return to exception. The daily work of health migrates back to
households and communities, supported by a plural ecosystem of professionals rather than
mediated through a single institutional authority. This transition is not anti-medicine. It is
restorative, returning professional care to its proper domain while re-establishing personal
competence as the foundation of health.

The decisive question, therefore, is not whether institutional healthcare will change, but how the
change will be lived. Those least invested in the old architecture and most fluent in emerging
tools—particularly the young—will carry the transition forward. As access expands, much of
what has grown centralized, expensive, and administratively dense loses its necessity. The future
of health is not more technology, but the reintegration of human foundations long displaced by
institutional medicine.

830. Youth as the Authors of the New Paradigm

Nowhere have the harms of monopolized medicine and institutional overreach been more visible
than in their effects on children. During the COVID period, youth were subjected to fear,
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isolation, developmental interruption, and the suppression of inquiry. Their formation was
treated as an administrative variable rather than a human responsibility.

Yet within this generation lies the greatest potential for correction.

Children and adolescents possess two capacities uniquely suited to this moment. First, they
exhibit an intuitive sensitivity to incoherence. They recognize when explanations do not align
with experience, when authority substitutes assertion for evidence, and when rules persist
without justification. Second, they are natively fluent in emerging tools that decentralize
knowledge. When given access, they integrate systems rapidly and adapt without institutional
mediation.

For this reason, the reconstruction of community health does not begin with institutional reform
alone. It begins with restoring foundational capacities to the young. Children must learn to read
their own bodies—through hunger, fatigue, breath, tension, recovery, and emotional tone—so
that self-regulation precedes external instruction. This bodily literacy is not supplemental; it is
the prerequisite for autonomy. A child who can interpret their own physiology is less vulnerable
to fear, misclassification, and coercive authority.

Alongside bodily literacy must come civic literacy. Youth must be taught the foundations of due
process, evidentiary reasoning, and lawful authority—not as abstractions, but as lived
safeguards. They must understand that rights are not permissions granted by institutions, that
emergency does not suspend proof, and that questioning authority is not deviance but civic
responsibility. These capacities reinforce one another. Grounded physiology supports
discernment; disciplined reasoning resists fear-based compliance.

As these literacies converge, a generational shift becomes unavoidable. Young people raised
with embodied self-regulation and cognitive clarity will require far less institutional
interpretation of risk, health, and normalcy. They will rely less on centralized authority not
because they reject expertise, but because they possess competence. Dependency dissolves when
capability returns.

Youth are therefore not merely beneficiaries of renewal; they are its carriers. They are already
fluent in emerging technologies and are the generation most deprived of authentic health
knowledge by institutional systems. Once restored, these capacities will not be adopted
hesitantly—they will be integrated naturally into daily life. For this generation, embodied self-
care will not appear alternative or ideological; it will be obvious.

The shift underway is not primarily programmatic but developmental. As embodied competence

and disciplined discernment return at the level of the person, dependency recedes. As capability
spreads, monopoly loses the very conditions that sustained it.
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831. Health Literacy, Civic Literacy, and the Coming Re-Proportioning of
Health

As these capacities take root at the level of the person—particularly among the young—the
economic and institutional assumptions that once justified centralized, industrial healthcare begin
to weaken. What follows is not the rejection of medicine, but its re-proportioning.

Institutional healthcare remains indispensable for what it does best: acute intervention, trauma
response, complex diagnostics, and time-sensitive care. But much of what has grown expensive,
centralized, and administratively dense in modern healthcare exists primarily because individuals
were historically excluded from meaningful understanding of their own bodies. That exclusion is
ending.

As individuals and families gain access to tools that illuminate physiology, stress regulation,
movement, recovery, and metabolic balance, large portions of chronic management migrate out
of institutional settings and back into daily life. Prevention becomes cheaper than treatment.
Maintenance replaces intervention. The center of gravity shifts from systems to people.

As this occurs, the economic logic of perpetual expansion weakens. Demand for constant
institutional oversight declines. The necessity of continuous scale erodes. Hospital systems
narrow naturally toward their core competencies—not by mandate, but because much of what
once justified centralized delivery no longer requires it.

This transition favors diversity rather than uniformity. Health is no longer mediated through a
single framework or authority but supported by a plural ecosystem of professionals—physicians,
movement specialists, nutritionists, bodyworkers, outdoor guides, and others—working in
complementary rather than hierarchical roles.

In regions defined by open space, fresh air, recreation, and close relationship with the natural
world, this shift feels less like disruption than return. Health resumes its older character:
something built through lived practice, supported by many hands—not administered
continuously from above.
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832. The Path Forward: Health Sovereignty, Proportion, and Renewal in
the Wood River Valley

Restoring health in the Wood River Valley and throughout Idaho requires recognizing how
institutional consolidation displaced autonomy, how civic safeguards failed to constrain that
expansion, and how dependency replaced pluralism. Renewal begins when communities
acknowledge these dynamics and recommit to rebuilding from first principles rather than
institutional inertia.

First, transparency must be restored. Public disclosure of the subsidies supporting
institutional dominance—including tax exemptions, tax-exempt bond financing, enhanced
federal reimbursement, pandemic-era relief, and other public or quasi-public advantages—is a
prerequisite for informed self-governance. Without such disclosure, communities cannot
accurately assess how severely the competitive and civic playing field has been tilted.
Transparency is not punitive; it allows the public to understand the scale, structure, and
persistence of institutional imbalance.

Second, nonprofit compatibility must be examined. Tax exemption carries fiduciary
obligations. When a tax-privileged entity functions as a regional consolidator—suppressing
alternatives and distorting markets—the legal basis for those privileges warrants scrutiny.
Existing state authority already provides mechanisms for review and remedy where those
obligations are not met.

Third, institutional medicine must be right-sized to informed, free-market

conditions. Hospitals remain essential for trauma care, emergency stabilization, complex
diagnostics, maternity services, and specialized intervention. They are not required to embed
across civic institutions, arbitrate community norms, or define and manage behavioral health as a
comprehensive social domain. As subsidies and preferential alignments recede, institutional
medicine contracts naturally toward core functions, while community-based, preventive, and
plural approaches regain space to operate.

Fourth, the breakdown of due process during the COVID period must be formally
acknowledged and addressed. Extraordinary measures imposed without lawful process—
including bodily mandates and coercive restrictions—damaged civic trust and coherence and
inflicted lasting physical and psychological harm across the community. Much of this harm
remains unacknowledged and unaccounted for. Accountability here is not punitive; it restores the
principle that emergency does not suspend rights, and expertise does not replace law.

Fifth, antitrust and regulatory oversight must be meaningfully enforced. Post-Saltzer
expansion reflects a shift from direct acquisition to functional consolidation through institutional
embedding and control of referral pathways, partnerships, and integrated service platforms.
These strategies can foreclose competition without triggering traditional merger review and
warrant renewed scrutiny under established competition law.
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Sixth, municipal participation in reinforcing healthcare consolidation must cease. Public
institutions should not embed dominant healthcare systems within civic programs, youth
initiatives, emergency structures, or public messaging. Public resources should instead support
the restoration of the Valley’s natural-health ecosystem, creating conditions in which pluralistic,
community-based approaches can operate on a level playing field without institutional
disadvantage.

Finally, youth education must be rebuilt around two foundational literacies: health literacy,
rooted in bodily self-regulation through movement, breath, rest, environment, and emotional
stability; and civic literacy, grounded in due process, evidentiary reasoning, and disciplined
judgment. These capacities reinforce one another. Without them, dependency deepens. With
them, autonomy returns—along with the conditions for hope, resilience, and the full
development of human potential.
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CONCLUSION

What this record reveals is not a failure of medicine, law, or technology, but a failure of
proportion. Institutions designed for exception expanded into daily life. Authority displaced
evidence. Intervention replaced cultivation. Autonomy gave way to dependency, pluralism
yielded to consolidation, and civic safeguards proved unable—or unwilling—to restrain
institutional reach once that reach became normal.

The consequences were not abstract. During COVID, extraordinary measures were imposed
without hearings, evidentiary standards, or constitutional justification. Due process was treated
as optional, dissent was recast as pathology, and expertise was allowed to substitute for law. This
expansion was enforced not only by mandates, but by fear—fear of risk, fear of deviation, and
fear of standing alone once questioning was stigmatized. The result was a rupture in civic trust
and coherence that cannot be repaired by policy adjustments alone.

Yet the conditions that sustained monopolized medicine are no longer fixed. Health knowledge is
decentralizing. Embodied foundations—movement, breath, nourishment, environment, rest, and
emotional equilibrium—are re-emerging as first principles rather than “lifestyle.” Artificial
intelligence, as it becomes broadly accessible, dissolves the informational asymmetries that once
justified scale, gatekeeping, and continuous institutional supervision. As upstream coherence
improves, the demand profile that feeds downstream dependency contracts. Institutional
medicine does not disappear; it narrows toward what it does best: trauma care, emergency
stabilization, complex diagnostics, and time-sensitive intervention.

This shift is not driven primarily by confrontation, but by irrelevance. Monopoly loses its
necessity when people regain competence, literacy, and confidence. Pluralism returns when
alternatives are no longer suffocated by subsidy, privilege, and civic embedding. Health becomes
something communities build again, rather than something administered continuously from
above.

The final restoration, therefore, is not primarily legal, medical, or technological. It is moral. A
free community must recover the inner posture monopoly eroded: evidence before authority,
rights not suspended by emergency, and institutions accountable to the people they claim to
serve. Sovereignty does not require permission. It returns when citizens relearn how truth is
tested, how power is constrained, and how health is built.

The future of the Wood River Valley—and of any free community—will not be determined by
institutional scale, administrative reach, or technical sophistication. It will be determined by
whether its people reclaim the disciplines that make freedom livable, restore proportion where it
was lost, and realign systems to human life—not the other way around.
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Dawn Hofheimer

From: James Hungelmann <jim.hungelmann@gmail.com>

Sent: Tuesday, December 30, 2025 12:53 AM

To: Peter Prekeges; Participate; Tripp Hutchinson; Spencer Cordovano; Neil Bradshaw;
Courtney Hamilton; Amanda Breen

Subject: public comment: Restoring a City-Controlled Police Department for Ketchum

Follow Up Flag: Follow up

Flag Status: Completed

Subject: Restoring a City-Controlled Police Department for Ketchum

Dear Mayor and CC Members (current and incoming):

I write to urge you early in this term to take up the question of restoring a city-controlled police department for
Ketchum.

This request is not a criticism of the Blaine County Sheriff’s Office or its personnel. Ketchum has benefited
from professional service and cooperative relationships, and those relationships should continue. Rather, this is
a question of governance, accountability, and local control over essential public safety services.

For most of its history, Ketchum maintained its own police department. That model worked. There was no
demonstrated failure of local policing that necessitated surrendering city control. The subsequent shift to
contract policing reflected a broader trend toward regionalization that, in many jurisdictions, has since proven to
deliver fewer of the promised efficiencies and far less sensitivity to Ketchum culture than desired—including
diluted accountability, reduced civic intimacy, and diminished responsiveness to local priorities.

Assertions that the County Sheriff’s Office can provide everything Ketchum needs—at the same level of
attentiveness, accountability, and community integration—as a city police department should be treated with
healthy skepticism. The sheriff’s office necessarily serves multiple communities with competing demands. A
city police department serves one community alone, answers directly to that community’s elected
representatives, and is shaped by the values, rhythms, and expectations of the people it protects.

Ketchum is a sophisticated, well-resourced, and civically engaged community. We invest heavily—and
proudly—in open space, infrastructure, and quality of life. It is neither unreasonable nor inefficient for such a
community to expect direct control over its own essential services, particularly policing. Public safety is not a
peripheral function; it is foundational. With that foundation should come direct accountability, local priority-
setting, and transparent oversight.

Equally important, restoring a city police department does not require hostility toward the county or
abandonment of cooperation. Interagency collaboration for specialized services, emergencies, or investigations
can and should continue. Local control and regional cooperation are not mutually exclusive. What must be
separated is day-to-day accountability and governance, which properly belongs with the city and its residents.

As you consider this issue, [ urge you not to accept, at face value, the claim that “the county can do everything
the city needs.” That assertion collapses important distinctions between service provision and democratic
accountability, between coverage and stewardship, and between efficiency on paper and effectiveness in lived
experience.



Ketchum deserves a policing model that reflects its identity, its values, and its capacity for self-governance.
Restoring a city-controlled police department would reaffirm those principles while preserving constructive
relationships with county partners.

I appreciate your consideration and encourage you to place this matter on the Council’s agenda for open
discussion and action.

Respectfully,

Jim Hungelmann
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From: James Hungelmann <jim.hungelmann@gmail.com>

Sent: Tuesday, December 30, 2025 12:33 AM

To: Neil Bradshaw; Amanda Breen; Courtney Hamilton; Spencer Cordovano; Tripp
Hutchinson; Participate

Cc: Matthew A. Johnson; Peter Prekeges

Subject: Public Comment — Call for Immediate Termination of General Counsel

Follow Up Flag: Follow up

Flag Status: Completed

Public Comment (Jan 5 2026 KCC meeting) —

Call for Immediate Termination of General Counsel

Dear Mayor and Council Members:

I respectfully call for the immediate termination of Mr. Matt Johnson and the firm of White, Peterson,
P.A. as general counsel to the City of Ketchum, and for the immediate initiation of a transition to
independent legal representation, on the grounds of grave ethical violations and breach of contractual
and fiduciary duties.

The concern is structural and fiduciary. The issues raised with the firm’s concurrent representation of the City
and the Ketchum Fire District in connection with proposed long-term disposition of municipal fire assets
present grave ethical concerns that are incompatible with the fundamental obligations of municipal counsel.
Those obligations include the duty to provide independent, zealous representation, free of conflicts, and to
exercise undivided loyalty to the city and its taxpayers.

Mr. Johnson has continued to act as general counsel to the City of Ketchum while, through his colleagues at the
same firm, simultaneously representing the Ketchum Fire District in a transaction involving the long-term
alienation of municipal assets — a transaction that remains opposed by many members of the public on
constitutional and statutory grounds as repeatedly stated on the record of this Council over many months.

This has most recently included the presentation and approval of a proposed ninety-nine-year lease that
functions in substance as a conveyance of public property. This posture creates a direct conflict between the
City’s fiduciary duty to protect essential public assets and the Fire District’s interest in acquiring long-term
control under favorable terms.

This conflict is non-waivable under Rule 1.7 of the Idaho Rules of Professional Conduct. No reasonable lawyer
could conclude that competent and diligent representation of both clients is possible under these circumstances.
The representation also implicates legal and fiduciary constraints governing public entities that prohibit consent
as a cure. The interests of the two public entities are structurally adverse, and the transaction binds future
councils and taxpayers.

Despite these issues having been raised on the public record, Mr. Johnson has continued to advise both clients
and to draft transaction documents, including reliance on a contractual “conflict disclosure and waiver” clause
in the lease purporting to authorize continued dual representation. That clause acknowledges the existence of
the conflict but attempts to proceed by consent. In the context of public asset disposition, such consent is legally
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insufficient and cannot cure the ethical violation. Continued reliance on this clause after notice materially
aggravates the misconduct.

I understand that the lease in question has been executed by the City. As referenced in that email to the city
council and mayor objecting to the lease, by email of December 15:

[Lease] clause Section 12.14 expressly acknowledges that attorneys from the same firm represent both the
City and the Fire District in connection with this transaction and concedes that such concurrent
representation constitutes a conflict under Rule 1.7 of the Idaho Rules of Professional Conduct. That
acknowledgment does not cure the conflict. It merely confirms actual notice of a structural conflict and
memorializes a decision to proceed despite it. Disclosure alone is not a remedy where the conflict is non-
waivable.

Of additional concern is that Mr. Johnson continues to serve as general counsel to the City while advising on
matters directly implicating its own conflicted conduct. This places the firm in a position of self-review,
compromises independent professional judgment, and creates both the appearance and reality of impropriety
inconsistent with fundamental ethical obligations. Calls for independent legal review have been ignored.

These ongoing actions expose the City to unnecessary legal risk, impair the City’s ability to rely in good faith
on legal advice, and erode public confidence in municipal governance. From an ethics standpoint, continuation
of the representation after notice constitutes a significant aggravating factor.

For these reasons, and to protect the City, the Council, and the public interest, I urge the Council to terminate
the firm’s engagement as general counsel, suspend further reliance on conflicted advice, and retain independent,
unconflicted legal counsel going forward.

This step is a necessary safeguard to restore ethical clarity, protect public assets, and ensure that future actions
including all matters involving the fire station assets are taken based on advice that is unquestionably
independent and loyal to the City alone.

Respectfully,

Jim Hungelmann



