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September 1991

To Pastors of Churches and Clerks of Sessions of Vacand Pulpits, and
Stated Clerks and Executives of Presbyvteriés and Synods

Dear Friends:

The 20%d General Amn'nH].' {1991) exprossed s concern for universal
acoess W0 bealth care by pling resolution on ﬁmrmmiﬂmuy
and u Natjonal Hulua I".Im As directed by the assembl

with study guide sttached, i being distributed 1o ail derks of session and
1 all ministers of Word and Sacrament in each - presbytery.

The resclubion cutlines thirteen element= of an, aquitable medical plan
tused upon the church’s biblical and th mandate. These thirteen
elements becopre, for the derian Church [ULS ALY, the crileda for
cvaluating Iep.ilﬂl.wc and admimafrattee. acthons

I beliove thid document is o contribution to the national debate on acciess
to health care, and | beliwve it will guide our thinking on health care
throughout the ninetes.

Additional coples of this report and study goide may be ordered 4
indicated on the copyright page of this publication.

o £ O

Stated Clerk of the General Assambly

Sincerely,
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RESOLUTION ON CHRISTIAN
RESPONSIBILITY AND A
NATIONAL MEDICAL PLAN

The 203rd General Assembly (1991) decries our
nation’s failure to establish an equitable, efficient,
and universally accessible medical plan. It asks the
nation's legislative leadership, with help from
religious, health care, insurance, and other
organizations ot industries, to break the impasse
for the purpose of establishing a National Medical
flan, It returns to the roots of healing found in our
faith and speaks forthrightly for bealth care Ser-
vices guided by theological vision. It calls upon
the Presbyterian family to step into the fray,
advocating aocess to health care for all.

The 203rd General Assembly acknowledges that

* gver 31 million Americans do not have health
insurance;’

*muﬁﬁmﬁlmn:\m&mmnmmlyun-
derinsured and l::pnsed large  put-of-
pocket expenses;”

= over 50 percent of the work stoppages of 1989
were health care related;’

= over 14 million persons do not seek the care
they need because they are unable to pay for
it

= many Insurance programs do not cover prior
conditions and, thus, Hmit the eronamic
freedom {ﬂﬁﬁhﬂl‘_‘f} of the medically at-risk
population;

* health care spending is the leading couse of
personal bankruptcies in the United States;
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= almost 12 percent of our Gross - National
Product. the highest percentage among the
world’s  industrial market economies, is
expended on health care;”

= B9 percent of the American believes
that the time has arrived to reform the United
States health care system.”

A description of our current health care crisis
could fill many pages of text,” It need not. The
203rd General Assembly (1991) stimply recognizes
that most Americans desire an equitsble and
accessible health care system. The current system
s netther; it fails the American dream of compas-
siom and justice. Corporate: society is squeezed by
s high costs, Morally sensitive individuals are
scandalized by its inequity. A growing number of
individuals are suffering and dying because of
lack of access to health care. Increasing numbers
of people are becoming impoverished by health
care costs. Reformation is required,

SUMMARY

The resolution’s background
describing the impact

begins by
of the health care crisis on
one individual. She is ~unable to respond
to God's call to work in a new The record
of health care in the waning years of the twentieth
century ks the story of entrapment and abandon-
ment, Too many of us have no access o health
came, Many more of us are facing reduced benelits
and the threat of economic hardship and even
bankruptcy. Cur children and are al sk

The pattern is distinguished by diminished access
‘and dwindling benefits.

Resolution on Christian Responsibility and @ Nitiona! Health Plan

in such a grove situation, Presbyterians at all
livels are called to act in whatever way they
are best suited to bring about a comprehensive
Nattonal Medical Plan.

The Committee on  Social Witness Policy
(CSWP) submitted the following report on “Chiris-
tian Responsibility and-a National Medical Plan”™
to the 20G3rd General Assembly (1991) of the Pres-
byterian Church (U.5.A.) and urged the assembly:

* to adopt the report and s recormmendations;

* ta approve the report for churchwide ase; and

* to direct the Office of the General Assembly

to print  the entie report on “Christian

Responsibility and a National Health Plan”

and distribute it in a Hmely manner to

— all ministers and clerks of session of the
Presbyterian Church (U.S.AL)

— leaders of -other comimunians, including
ecumenical partners;

— mémbers of the United States Congress;

— appropriate persons in  the  execitive
branch of the federal government;

— governors of all states; and

— selected leaders of arganizations working
for universal access to health care in the
United. States.

It is the sincere wish of the committes that the
church heed this call and apply its influence, col-
lective and individual, upon both federal and state
governments to achieve these ends. The entine
report & recommended for reading by the leader-
ship and members of the church.
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RECOMMENDATIONS
The 203rd General Assembly (1991):

Calls upon the president of the United
States and his administration to provide
maral and political leadesship so that an
equitable, efficient, and universally acces-
sible health plan, which includes a
National Medical Plan defined by the ele-
ments and principles noted in the back-
ground, will be established.

. Calls upon Presbyterians who are active in

party politics to seek candidates for office,
especially for their party’s presidential
nomination, who will place high priority on
the establishment of an equitable, efficlent,
and universally accessible health plan,
which intlodes a National Medical Flan.

Calls on the nation’s legislative leadership
to establish such a National Medical Plan.
Until a plan is instituted, we call upon the
federal and state governmenis lo

{1} Protect uninsured persons, especially
those with low or fixed incomes, from
erosion of health care benefiis or an
increase in cost of health care benefils;

(21 expand medicare and medicaid benefits;
and

{3) engage in tort reform so thal malpractice
costs might be reduced.

Directs the Stated Clerk to distribute this
document to the president of the United
States, the Congress, and the governors of
each state.

e,

Risolution om Christien Responsibiltty ol o Natiomal Health Plon

Directs the Stated Clerk to distribute this
document o the ecumenical and interfaith

of the Presbyterian Church
{U.5.A.).

Directs the Stated Clerk to distribute this
document, with a study guide attached, to
all clerks of session and to all ministers of
Word and Sacrament in each presbytery.
Directs the Social Justice and Peacemaking
Ministry Unit to seek means of cooperative
advocacy with the church’s middle govern-
ing bodies and interfaith partners so thal a
campaign for universal access might be
initiated,

. Directs the Education and Congregational

Nurture Ministry Unil o work with the

Social Justice and Peacemaking Ministry
Unit in its Peacemaking Program and Pres-
byterian Health Network; the Stewardship
and Communication Development Ministry
Unil in its Stewardship of Life program;
and the Women's Ministry Unit in the
development of education and advocacy
materials on universal access to health care.

Authorizes the Hoard of Pensions o
develop appropriate health promotion and
education programs that include informa-
tion about universal access to health care
and this resolution.

Urges chorch members and committess and
the presbyteries o renew ministries of
advogacy so that an equitable, efficlent, and
universally accessible health plan, which
includes a National Medical Plan, might be
adopled by Congress and the state
legislatures.
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k. Supporis churches and middle governing
bodies that establish interim health ser-
vices, including medical clinics, for those
lacking access to health care.

I. Encourages all members of the Presbyterian
Church (U.5.A.) o engage in advocacy for
universal access to health as a normative
part of their devotional life and steward-
ship commitment,

m. Hequesis a report, with appropriate recom-
mendations, from the Commities on Social
Witness Policy to the 207th General
Assembly (1995) based on a review of
denominational program and policy, lhe
pro included in this resolution and
in Life Abundant, and the political context
existent when thal report was created.

BACKGROUND
The Mandate
The 202nd General Assembly (1990) received
from the Committee an Social Witness Policy an
emerging issue paper " Universal Access to Health
Care™ It approved the paper for study and com-
ment by the church. The Stated Clerk printed and

distributed the document in fall 1990, Responses
were feceived from acmss the church.

The 202nd General Assembly {1990) requested
the completion of an "informed” réport on univer-
sal access for the 205rd General Assembly (1991).
The above study process helped define CSWP's

understanding of congregational and presbytery

concerns. It -also drew upon a rich wadition of
policy, of which the latest example is Lifr Abunanr-
Malues, Choices and Health Care, a policy statement
adopted by the 200th General Assembly (1988).°

Reslution on Christign Responsibility and a Netional Health Plan

The following repart was written in response 1o
the request of the 202nd General Assembly (1550).
It is a prayer written and offered for those trapped
in a health system that does not provide universal
BCOESS,

Trapped by Inaction

Light drained from her room. The sun was set-
ting in early winter, She sal at her desk unable to
mHOve.

In her hand was a letter It confirmed her
appointment to a senior administrative post in a
national nonprofit corporation. It was a prayer
answered, a job prized. Or was it?

The new call would remove her from the rolls of
the Board of Pensions’ Health Benefits Plan. The
new plan contained an exclusion clause. No prior
conditions would be insured. Not her prior condi-
tion. Mot anyone else’s prior condithon.

lna!ﬁemthcdukmamﬁuitdus&ﬁmﬂm

They 58,000, If she changed
mmuﬁﬁmwmmmmh
tion could cost her greatly, maybe more than the
raise promised by the new job. And. if her back
deteriorated, the finandal gains for which she had
worked, all her savings and her house, could be
wiped out,

Should she take the new job? Would it risk her
fimancial health? At the peak of her professional
:Eﬂl_tl;m should she remain trapped in her current

The health care crisis is no longer something
happening to someone else. It affects you and me;
low, middle;, or high Income; majordty or
minority; young or old. It determines our person-
nel policies, dogs our career paths, fails our
familles, and drives our economic decisions. Our

The it |
R B o
domger
uontethiny
happwemng o
WORRCRE e



nation Is trapped by its- inability to provide
equitable, efficient, and universal access to health
CAre.

The Church’s Social Policy

The 2083sd General Assembly (1991) takes its
place as the latest in a long history of General
Assemblies concerned with health and healing. Its
snalysis and recommendations are not novel;
however, they are no less urgent.

The policies, reparts; and resolutions of thie past
fifty years were created in various contexts, Pat-
terns have emerged: traditional, transitional, and
contemporary, Each tells a story of the Pres-
byterian church’s concern for access o quality
health care.

As early as 1946, the 158th General Assembly
defined universal access to health care-and called
for reform of sources of funding.

hymhmumiﬁﬁthﬂemrﬂ Assembly of
the Presbyterian Church in the U 5.A. met in
Philadelphia and tumed its attention to the

mrity. It a special committes

labored to define the church’s contribution to

Resolution pn Christian Responsibilily and 8 Nationn! Health Plan

healing. It benefited from the clinical pastoral care
movement’s growing influence, At the 172nd
General Assembly (1960), the meport, “The
Relationship of Chnstian Faith to Health," was
receivied.

The special committee’s report observed that

« 1« Pastors and physicians did not always work in
ways apparently so different as they do today. At
one time in history, medicine was closely linked
with religion. This was followed by 4 period in
which maﬂidm became almost  compleely
secularized, )

The time had come, the committee thought, for
the church "to explore the relation of the Christian
faith to health in a way that takes account of both
modern science and historic Christian experi-

ence.”” A new day of cooperation was dawning.
The church was renewing its participation in the
healing professions and restating the values it
brought to the health care system.

Taken together the tradibonal
approved in 1946 and 1960, articulated a concern
for access and the values that sustained sccess.
They recall the church’s role as provider of health
care. Members of the biomedical community were
encouraged  to discover their vocation. The

relighous comm was asked to improve its
healing skills, those skills with explicit
religious content.

The societal context, however, changed. The

Presbyterian community. was challenged in new
ways. During the 1950s, m-'.txpundingpmpmﬁnn

ﬂiﬂwnmmappuhmbld

health care through private  health i.ll.'al.rrl.rlu

mvm,ge Mar_:y' unemployed, underemploved,

young, and retired individuals, however, o

9
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gain adequate protection, Coverage varied in pat-
terns that revealed race, gender, and class
distinctions, The church could not remain silent. It
entered o transitional period.

In 1961, the 173rd General Assembly of the
United Presbyterian Church (U.5.A.) called for

. extended prepayment insurance benefits
undér privite auspices, expanded Social Security
legistation, federal assistance to the states for more
adequate care for oblder persons in need,  and

tinproved privately sponsored  facilites and ser-
vices. . . "

Two yeirs later. the aging were again a concern)
This time the church was to "conduct studies and
consultations which will this unsolved
problem before the people. . . ™" A 1988 General
Assembly noted the needs of a healthy urban
environment." In. 1969, the 181st Geneéral
Assembly recognized that access o care ‘was
limited by the “organization and delivery of health
services” ™ In & new socal context, the church’s
voice gained prophetic clarity.

Buring the 1960s and 19708, public health
insurance coverage was expanded by legislative
action. The church, during this transitional
period, became concerned  with  entitlements.
Eardy 19605 policy calls for new groups to be
covered by public insurance. Later assembly
actions call for eéxpansion of entitlements that
assist groups not yel receiving adequate coverage.

As the 19705 gave way to the Reagan era, public
g:ilnymslnﬂu:mﬂtqrmﬂniun'sﬂimum

nefits: It became clear that existing patterns of
organization, Bnancing, and relmbursement were
Inadequate. The implcations, which were plnjlﬂt
out in higher costs, compramised guality, and

10
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limited access, were uteting. Thus, the con-
temporary era ¢an be described by

(1} An explosion of biomedical knowledge and
medical technology that has offered the
promise of care and cure—but often at sub-
stantally mmcreased costs:

(2) A lack of standards for necessary and
appropriate care, which has made it difficult
tor define limits of care in the face of growing

demand;
(3) A cost-based, retrospective reimbursement
system that has e the unlimited

use of health care resources;

4) A real and well-tounded fear by many
health care providers of malpractice suils,
whith has distorted the practice of medicine
by health professionals and hindered good
relationships between provider and patient;

(5) Rather than pooling and spreading rnisk
within the private health insurance system,
insurérs  have avolded  risk, decreased
coverage, and increased profits;

{6) The failure of political will (based on values
that emphasize provider autonomy and con-
sumer freedom of choice) and of economic
will (based on values that emphasize profit
and earned entitlement o health care) has
frustrated attempts by the public and
private sectors to control rising health care
0SS,

In response, General Assemblies have met,

prayed, and spoken. Recent assemblies have

(1) confessed the limits of medical technology
and the finitude of human experience;™"

11
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(2) ‘called for the creation of standarnds of care;®

(3} discussed (bul not set policy concerning)
development of a prospective reimburse-
ment system;”

(4) sought the reform of the tort system for the
purpose of limiting the inappropriate fear of
malpractice labiity;™

(5) encouraged the full coverage of all indi-
viduals for of access to apprupriate
health care, while calling upon the private
health insurance industry to either abandon
its work or participate in the reform of the
health care system;™ ™ and

(6} worked for the renewal of theological, politi-
cal, and ¢conomic values that will inform a
full public debate and usher in reform.”

Each assembly has spoken in the context of s
day. The 200rd General Assembly (1991) is no
different. It recognizes the pressing need to pro-
vide increaséd access to health care. It sees that
the crisis of the 1990s > a structural re-
sponse. It understands the hunger for theological
and ethical reflection that can define & Christian
response 1o the crisis of today, Thus, this docu-
ment, al this time, is & statement offered with
praver that it might inform the debate raging over
our nabion’s health care m. It is not our com-

s final staternent, New contexts will call
forth renewed reports and resolutions.

Toward a Theological View

A nation, gathered from peoples bearing mulbi-
ple faiths and varied hues of ethnicity, shapes its
public debate m:mduwnhumhﬂ&

debate over health care is no exception, II!.I-I

1
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crisis of both social organization and theological
mtegrity.

As a socety we have failed o decide on an
appropriate place in our common lives for health
and health care; therefore, we have not found the
moral courage to place appropriate limits on' our
heedless pursult of health and health resources
Owur society has failed to affirm both the' unique-
ness of individuals and their place in community.

, we continue to vacillite between
extremes of universal, unlimited entitiements and
inequitable lmits on costs.

The church s caught in society’s vacllation.
Often it is called upon to legitimize  cultural
values, supporting the ideal of unlimited indi-
vidual entitlements without commurnal respon-
sibility. Because the ideal ts unsustainable, we
become vulnerable to strategies that cut costs
inequitably. Swinging to the other extreme, the
church is called upon to legitimize the exclusion of
some individuals from access to necessary and
appropriate care. Neither of these can the church
countenance; every individual is precious in God's
sight and deserves sustainable access to health
care, From its iblical and theological nésources,
the church has the means to challenge the prevail-
ing values and to offer an alternative vision of its
OWT.

Health, Health Care, and Justice from a Christian
Perspective

The collected statements of prior General
Assemblies, Including Life Abundant, describe affir-
mations about health and medical care. The reader
is referred to these documents.™ However, the
nmr:spedﬁcquﬂﬂmlnfmumhmlthmm
light of cuwrent cost containment initiatives
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requires further attention. The convichions of our
biblical and Reformed tradition sharply differ from
those of standard secular positions just men-
tiomed,

Caring

Healtl care and medical services are, above all,
the way a communify ministers to ill persons in
their finiteness and vulnerability. Caning for the
vulnerable has been at the center of Western
medicine from the earliest times. If justified the
high calling of the practice of medicine even when
cures for most afflictions were unavailable,

For Christians, carmg bears witness o the fact
that God is with us and never abandons us. In all
our human fradlty and vulnerability—a frailty and
vulnerability made especially acute during times
of illness—God remains with us,

Caring is imperative even when curing is not
posstble, To care when hope of cure or recovery
has passed testifies to the value of the persom, not
only the persan, before God. 1t says that
life has value beyond health. Technology, in forms
of skill and equipment, does not in and of ltself
constitute care, but care may be and often is
expressed through technology.

When we exclude persons from access to health
care, we render bankrupt our witness to the God
who never abandons anyone in the margin, When
we cynically maintain that caring can still be
expressed outside of a medical service system, we
deny the vocation of those set aside to express are
and the appropriate mle of the vulnerable.
Whether Western biomedicine is as effective as
our nation often assumes is open to question, but
to exclude some from this powerful way in which

14

18

Regolution on Christan Respumaifility gl @ Nabwmal Heslth Plis

our -society  expresses with the wvul-
nerable and testifies to the care of God is unac-
ceptable and unconscionable,

Doing Justice

In the image of the body of Christ, Paul
proclaims the distinctive Christian contribution to
an understanding of justice. Each member is
unique, ireplaceable, and of equal value, yel each
exists and is fulfilled only in relation to all the
others,

Three affirmations sum up the biblical view of
justice as seen from this theological perspective:

* Each person s unique and breplaceable; the
community is impoverished by the exclusion
of any person from the community or the
oppréssion of any individual within the com-
mumity.

« Hach person exists as a member of the com-
munity; the gifts, talents, accomplishments,
and even the existence of each person are a
blessing for others and for the community as
a whole.

* Christian justice has spedal regard for the
oppressed and afflicted of all times and
places, namely those whose personhood or
whaose opportunity to be blessed by or to be a
blessing to others 18 denled or suppressed.

This understanding of justice stands in sharp

contrast to the two views of justice in our society
that dominate discussions of who is to get how
much and what kind of medical care. The first
supports those who, like the eye and the hand in
the Pauline passage, say to the rest of the body, "1
have no need of you” They ignore or deny that
individuals exist also for the sake of community.

15




Those who distribute health care or other re-
sources solely on the basis of narrow revenue or
cost calculations; on the other hand, seem to force
those who lose out in such calculations o con-
clude that, “because | am not a hand or an eye. 1
do not belong to the body.”

People of biblical faith are forbidden from mak-
ing value judgments about whether hands, feet,
eyes, or ears are more valuable to the body, Put
differently, we never know who among us makes
the greater contribution to the human community.
Christians believe that, in God's sight, the
widow's mile may count far more than the
numerically larger contributions of others. The
laborers who began work an hour before sundown
may be equal in valoe to the laboners who began at
dawn,

As the church seeks to witness to Christ in the
public arena, Paol’s image of the body can be

imaginatively applied to the broader society. The

body symbolizes the character of community that
God intends for the entive human family. A Chris-
tian view of justice challenges a pluralistic and
secular society to affirm the interdependence of all
members of the communily. Universal actess to
health care, among current options, is the only
one that is connected with this understanding of
justice,

Preventing, Curing, and Buildmg Commumity
The 17Ind General Assembly (1960) wrote

The Church’s ministry to  the sick is nol
lmited  to those who are suffering In somg
obvious way from physical o7 mental finess, b &
both preventive and curative. There can be ho

18
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doubt that the converston and the nurtare of |[peo-
ple] to Eaith in Jesus Christ make contributions of
utmost significance for their welfare here and now
ay well as for thelr altimate salvastion.™

Today we reaffirm that health care not only
expresses care bul also onls disease, nestones
health, and enhances well-being. Just as caring is
not an end in itself but witnesses o deeper and
more pervasive caring, 5o preventing and curing
are not their own ends but serve to fuliill human
beings in their participation in the community,
Hence health care is not a right or entitlement of
individuals as such to pursue personal perfection.

But neithér is it simply the prerogative of the
community itself, to be distributed on the basis of
sorme analysis of costs and benefits for the society
as a whole. Our convictions about justice prevent
us from attempting to determine the worth of an
individual or his or her benefit h:-mnununtry Adl
are created. All may be called, All sin and fall
shart of the glory of God.

By preventing, restoring, and enhancing, health
care confirms to each person his or her
irreplaceability. She is importand for the well-being
of others.: He is an integral part of the whale.
When persons are excluded from health care, they
are in effect being told that their uniqueness is not
valued and their contributions to the well-being of
the larger community are less mportant, For all
these reasons, we reject any attempt to exclude
people from health care or to limik their access on
the basis of race, sex, income, age, social or ethnic

group, demography, disability, existing condition.
and 50 forth.
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Stewardship

God created a finite world, not an Infinite one.
Stewardship is the exercise of responsibitity in our
finitude,

There is much talk of limitation, cutling back,
and rationing among those involved in health-care
policy. All of these terms connote scaling back
from an implicit, ideal state of affalrs in which
literally everyone has access to literally everything.
Given this assumption of health and health care as
ends in themselves, the conceptz of limitation,
cutting back, and rationing can only appear as
signs of decline from the ideal. No
wonder politicians and policymakers hesitate ‘to
invoke these words, No wonder our soclety lacks
the courage to restrain itself.

The church does not speak the language of
limitation or cutting back. It speaks of
preventing, curing, restoring excellence, and

: life, Within this framework it also
speaks of stewardship. If society has no sense of
purpose for health care, it exercises no steward-
ship. It i5 forced to limif, cut back. and ration
health care in an often irrational, unjust way,

The purposes, as we see them, are the purposes
of caring, preventing, during. and  reéstorative
activities just mentioned. Medical interventions
should be judged by their efficacy In relieving
pain, increasing comfort, and by other appropriate
indicators of caring on the one hand, and by their
efficacy in preventing disease, promoting health,
restoring functioning, and preventing or slowing
the deterioration of functioning on the other hand,

Qur socléty often presses health care into the
service of an expensive and wasteful denial of
human finitude. But we affirm that interventions

b
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that occur when cure is impossible and that do not
serve purposes Of caring are unpecessary and
wasteful. Our society also draws the medical com-
munity, into its failure to a that God has taken
life or mever given it in the frst place. But we

affirm that research and treatment whose chiel

and direct purpose is to extend biological life at
either end of the life cvcle or to extend the fron-
tiers of medicine are likewise unnecessary and
wasteful,

In general, priority should be given to those
procediures and tervenbions that communicate
care and that realistically improve one’s capacity to
participate meaningfully in contributing to the
well-being of others and of the whole
But since we remember Huttimlushmﬁﬂud
always shows special concern for the afflicted and
oppressed, justice demands that our health-came
systemn give priority 10 those whose afflictions
alieniate them from socety or stigmatize them.
These are often the very people who would lose
out in a benefit analysis or cost analysis of justice.
Obviously, their claims must be weighed against
those of others, and what eounts as stigma or
alienation varies with cultoral setting. However,
their medical needs should be given priority over
treatmients that are expensive and benefit mostly a
few who are not sodally, economically, or medi-
cally at risk,

Camnmenity

All members of the community participate in
solidarity with each other. lliness is not the burden
ol the ill alone, nor is caring, which is the expres-
sion of divine care, the calling of health profes-
sionals alone. It 5 appropriate that the costs of
health care be shared by the whole population.
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The individual is not the only one who benefits
from prevention and cure. The individual does
benefit, hince he or she should pay something for
his or her treatment. The economic sector of
society also benefits from a healthy work force and
can therefore be expected to pay. However, the
economic sector should not pay everything: work
is not simply for the well-being of businesses amnd
corporations. Health care does not serve only the
ends of productivity. Realization of the rich and
diverse gpods of the community as a whole,
ncluding but not limited to “productive” work, is
enhanced by the health of persons. This includes
those vast spheres of activity that enhance our
families, communities, and colture. Hence the

as a whole, which benefits from these
activities, -should be to pay for health
care as well, in the form of taxes. Of course, at all
levels, ability to pay should be the criterion,

Because communities thrive on  diversity,
health-care planning should take full account of
the health m:d.: and expactations that enable dif-
ferent peoples and groups to thrive, Community
does not mean pniformity. Peoples and groups,
mdnhuhdmdunlpnhmhmﬂ roviders, should
hullnmdthemmmmdduﬁm w0 long
as. they are compatible with the purposes of health
care described above.

Health, Health Care, and Justice in American
Society

Qur political economy has few resources for
dealing with the limitations of medicine itself or of
our ability to finance health care. We have no
criteria for what forms of research
nﬂmmmmwmh}rnrmmﬂwmpﬂhr
critevion of effectiveness, nnhngmgn- m
limits except the language of decline

n
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standards for distributing benefits and burdens
except the standards of individual dghts and
benefit or cost analysis, In this limited moral
vision, the three following views of health and

justice go largely unchallenged.
(1) For some people, of health is an
end in itself, A that contributes to

physical and emotional well-being is justifi-
able. Medical care 15 valued as a presumably
effective means of attaining the end of per-
fect health.

This is 2 form of religious perfectionism; it
is no coincidence that many perfectionist
religious movements in our nation  have
been perfectionists about health as well
This is also a form of narcissism that never
asks whether and how the individual's
health may benefit others. There is little or
no mcentive 10 set priorities or face limits.
Those who accept this view of lealth either
hold the impossible ideal that all persons
will have access to all that enhances health,
or, when its becomes obvious,
they hold the view that the pursuit
of heaith is like the pursuit of any other
desirable state: accessible to those who can
afford it, with minimal provisions for those
who cannot.

(2} For some people, nit health but medical
care |s the focus. The drive for new technol-
ogy becomes a fetish. The visible manifesta-
tions of health care are endowed with
nnre.llhtl-r:iigniﬁunce destred as ends in
themselves whether or not they actually
improve health.
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When medical care becomes a fetish thene
is little incentive to ask about the appmo-
priateness of either the development or use
‘of technology, Life support systems whirl on
when life has ceased, neonatal technology
lowers the threshold of wiability for no
apparent purpose, diagnostic novelties be-
come routine procedures. It bécomes impos-
sible for professional and patient alike to set
limits on research or the use of medical tech-
nology. Again, the de jure standard of jus-
tice is access by everyone o everything,
while de facto justice follows the rule of
ability to pay and a “decent minimum” for
everyone else,

{3} For some people, health and medical care i3

an effective means toward a  productive
society. This group is gaining a voice in our
society as the economic impossibility of
maintaining the other two views becomes
obvious, Advocates of this view are more
likely to set priorities for research and treat-
ment. They angue that health and health
care: are not absolute goods: Bul they are
also likely to make access to particular medi-
cal services ent on potential or actual
benefit to soclety. Consideration of other faic-

tors and nbjetlmt- criteria for assessing
benefits may be missing,

_This particular view assumes that human
beings live for society alone. It usually
assumes a society as defined by and for the
soclal and economical elite, whose values
and prefudices determine the definitions of
“benefit” and “cost”
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Toward a Strategy for Reformation: The Ele-
ments and Principles of a National Medical Plan

Health care confesses human  vulnemabdlity
while equipping persons for participation in com-
munity, This is an invilation to share in God's
creative activity, These convictions set us far apart
from those who argue that health care is like any
other commaodity and ought to be distributed like
any other reward for achievement, I.hu-ugh with
provisions for a basic “decent minimum” for
others. Since opposition o our viewpoint is so
pervasive, it is wise for the Christian community
to translate its theological presuppositions into a

m:ﬁcduhuegyﬁrmfumﬂrlgththﬂllh:m

Healile cave

The 2B3rd General Assembly (1991) describes its ronlesses |

strategy in the following paragraphs. It should be
pointed oul that what is being described s a

National Medical Plan. This. plan focuses. prin-
cipally on the issues of organizstion, financing,
and delivery of medical care services. A nabional
health plan would be more comprehensive. In
addition to a National Medical FPlan. it would
include other non-medical measures such as
sanifation, nutrition, occw health, con-
sumer education, control of environmental

tiom, and the arts of relipious healing and restors-
tion, all of which contribufe o the prevention of
disease. Likewise, the healing professions include
services provided  outside those  defined in a
National Medical Plan.

The assembly recognizes that the public debate
will be shaped by some values not consistent with
the Christian faith, It does, however, state that the
unigue role of the church is not diminished by the
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diversity of debate. The Presbyterian church h
an obligation to speak from the ethical and
theological values of Christ’s community. Many of
these values are articulated in the policies of this
and prior General Assemblies. These policies
mclude, but are not limited to, Life Abundanr and
this statement. These policies and their underly-
ing values prompt the church to describe the ele-
ments and principles of a National Medical Plan.

Valwes

Definition: Values refer to the fundamental
principles that underlie the National Medical Plan.

Basic Principles: The basic principles or values
that should guide the development and implemen-
tation of a National Medical Plan are

- :n-jns*

* doing justice,

* preventing,

* cunng.

* stewardship, and

* building community:

Eligitrility

DnErdﬁﬂn-lh refers o the criteria used
o determine the o be covered a
National MMW i

Basic Principles;

= A National Medical Plan should encompass

the entire population pesiding in the United
Slabes.

* Coverage of the populstion should be man-
datory and not voluntary,

Resolution on Christign Fesponsibility ind a Netiowal Health Plan

Benefils

Defmition: Benefits refer to the medical ser-
vices made available to the population under the
terme of a MNational Medical Plan.

Basic Principles:

* The services to be offered as part of a
National Medical Plan should only be thase

that are determined to be necessary and

appropriate for the timely and effechive
ntion and treatment of conditions affect-

ing the health and well being of individuals
and comminities, rehabilitation from such
conditions, the general promotion of good
health, and such igion and assistance
with the activities of daily living as may be
necessary to  provide humane care for
individuals suffering from chronic and/or ter-
minal illngss.

= Because insufficient resources are available to

all benefits, preference in the selec-

tion of benefits to be included in a National
Medical Plan should be given to those ser-
vices that contribute o communal a8
opposed to individual interests.

¢ The benefits selected for mclusion in a
National Medical Plan should be available
without regard to geographic or political
jurisdiction (that is, receipt of the services
should not be contingent upon residence in a
particular geographic or political jurisdiction
| “portability of benefits™]).

= The benefits provided should encourage the
prevention of illness and the use of the most
cost-effective services.
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Financing
Definition: The financing of a National Medi-
oy 'p&i:: e fl.tndnfl:lw ﬁdﬂ:
operate the and fo cost
benefits to be provided to the covered
At present, financing for health care comes from
several sources!
—insurance premiums paid by individuals;
—insurance premiums paid by employers;
—income, payroll, and special taxes paid by
individuals and corporations at the federal,
state, and local levels;

—aut-of-pockét payments to providers by indi-
viduals; and

—charitable contributions,

Basic Principles:

* Equity: All individuals and organizations
Ai.e. employers) who benefit from the plan
{such a= having a healthy workforce) should
contribute to the financing of the plan basad
on the principle of ability to pay,

= Justice: Since soclety has an interest in the
health of its people, those individuals and
organizations: who can pay should help to
finance the care for those individuals and
families who cannot pay.

» Efficiency: The least costly method for col-

lecting the necessary funds to finance the
health system should be used, We: favor a

national-level, progressive income tax for
individuals and corporations as the most effi-

clent system available at present.

.
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Reimirursermen}

Definition: Reimbursement refers o Lhe
methods that are used to pay iders far the
services they render. Historically, reimbursement
for medical services has been retrospective (pay-
ments are made after the service is rendered) and

charge-based (the receive  whatever
charge they esltablish for the rendéred seryvice)
Basic Principles:

A maximum annual or bienndal liout should
be set in advance for the reimbursement of
different of medical service pro-
vider {e.g., physicians, hospitals, nurding
homes, ete.),

* Reimbumsement 1o individual providers should
be baseéd on the actual or average cost of the
resources consumed in providing a service
{existing systems of reimbursement could be
selected, although not necessartly).

* All reimbursement should be made n a

thmlf fashion by the a administra-
pi el gtacsind o
tmnurm liinmblt H:E -administrative

ig:ncj!hmﬂﬁmh:pmﬂmd We remain
open to the lssue of co-payments, deduc-
tibles, and coinsurance based on  further
research provided that such payments do not
hinder timely access to appropriate and
necessary services.

* Neither a retrospective, charge-based reim-
bmmmsyﬁmmn}min which all

providers are employees of the National
Medical Plan, is advisable.
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Resource Development and Delivery System
Structure
Definition: Hesource  development refers o
m.timihe capital. labor, and knowledge assets
required to produce high gquality, cost-effective
medical services. Delivery system structure refers
to the ways in which medical services are
i and made available to consumers, and
the ways in which these resources are utilized to
produce the desired medical services.

= The anlunal Medical Plan needs to pro-
mote the development of the capital (e,
medical facilities), labor (e.g., health person-
nel), knowledge (e.g., bealth services
research and biomedical reseanch), and tech-
nological resources {e.g., equipment, drugs,
etc.) required (0 deliver, manage, and Im-
prove medical care services,

= A National Medical Plan should afford the
preatest possible opportunity for innovation
and creativity in the design, organization.
and delivery of medical care services.

* Public and private agences periodically
should compete for the right to provide medi-
cal services as part of the National Medical
Plan based on the cost, quality, and scces-
sibility of their services.

* Emphasis should be given to the development
and use of rational and humane methods for
coardinating and managing the delivery of
medical care services

Policy and Administration

Definition: Policy and administration refers to

the development of policy for the National Medical

.3
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Plan, the managemeni of the National Medical

Plan, and participation in decision making regard-
ing the National Medical Plan.

Basic Principles:

* Tolicies for the National Medical Plan should
be set at the national level to assure
broad-based consensus in the development of
policies and equality of application of the
policies that are adopted.

* Public and private agencies perodically
should compete for the right to administer
the plan based on the costs of administration
and responsiveness to consumer, provider
and payer concerns.

* A national uniform data and information sys-
tem should be established and maintained
with respect to the planning. uperation; and
evaluation of the National Medical Plan
including demographic, epldemiologic, finan-
cial, and quality information in a manner that
does not jeopardize privacy rights of indi-

viduals,
* The views and concerns of consumers,
providers, and should be represented

at all levels and in all stages of the policy and

administrative systems.
Assessmunt amd Assurance of Quality
Definition: Assessment and  assurance  of
quality refers to the standards that are established
for the safety, efficacy, and outcomes of medical
service use, and the methods employed to assure
the guality of the services provided.
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Basic Principles:
* Quality refers to the efficacy, effectivensas,
ap]:wprmlenﬁa, and Umeliness of the health
services provided.

* A uniform national standard for the quality of
health services should be established,

*« To the extent feasible, quality assessment and
assurance should be based as much on the
outcomes of the services provided as on the
technical structure and process of
the services: "Outcomes” include physiologi-
cal status, functional ability, quality of life,
and satisfaction with care for both consumers
and providers.

= Assessments of quality should take account of
both consumer and provider views,

= Methods for assuring the quality of care
should be designed to promote continuous
quality improvement.

* Consumers and providers should be provided

with information about the quality
of medical services delivered and with edoca-
tion about how to use this Information.

* A uniform national dala reporting system on
the quality of medical services should be
established and made a part of the National
Medical Plan as described above, under the
section on Policy and Administration.

Management of Lse

Definition: Management of use refers o the

limits or controls that are established on the use of
medical services by consumers and providers.

Resolution on. Chrestign Responsibility amd @ National Heafth Plan

Basic Principles:

* Management controls need to be designed to
reflect the values of stewardship described
above, to assure thal services are provided in
a timely fashion, and to assure that only
those services that are both appropriate and
necessary are provided.

* Any system of management control should
give emphasis to the development and incor-
poration of rational and humane methods for
coordinating and administering the delivery
of medical care services.

* Consumers and providers should be provided
with ongoing education and information
about how best to utilize the health system,

* Because insufficient resources exist to affer all
possible medical services, prioritization of
services fo be made available as part of a
National Medical Plan will be necessary.

Cost’ Conlainment

Diefinition:: Cost containment ' refers 1o control-

ling the total expenditures made for the provision
of medical services.

Basic Principles:

*» Cost control is an activity that must occur at
every level of the medical care system to be
effective,

* Consumers and providers must both share
some financial risk in order to promote effi-
cient use of medical resources. The: financial
risk, however, must not interfere with the
timely provision and use of necessary and
appropriate medical services.

» Cost containment and quality assurance
efforts must be closely Hnked,
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* Cost containment begins with an
selection of benefits to be provided as part of
a National Medical Plan, and continues
through the specification of a fair financing
system, implementation of an effective reim-
bursement system, developing an a
structure for the delivery of medical services,
and creating adequate systems for the
assurance of quallty and management ol the
use of medical services.

Choce

Definition: Chaoiee refers to the nities

for both consumers and providers to haye some

measure of aulonomy in their respective roles.,

Basic Principles:

# Consumers should have reasonable choice in
the selection of the provider whom they wish
bo use and the service they will receive.

* Providers should have reasonable choice over
the individuals they wish to serve and the
services they wish lo provide.

* Some limitation on patient freedom of choice
and provider autonomy may be necessary in
the interest of efficlency and equity within the
National Medical Plan.

* Under no circumstances should race, creed,
ethnic origin, or economic class be used in
limiting the choice or the autonomy of
patients or: providers,

Linkages

Definition: Linkage refers to the connections

between the medical care system, the larger health

system, and other social service systems such as
welfare, housing.  income, employment, and

12
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education that affect the health and the quality of
life of the- public,
Basic Principles:

* Recognizing the inherent interrelatedness of
health status with other social conditions and
problems, a National Medical Flan must be
conceptually and organizationally linked to
nthnmd:]nemsyﬂm {such as welfare,
housing, income, employment, éducation,
and the mll,gmm community) that bear on
the prevention of health problems, the effec-
tiveness of medical treatment, and the speed
of recovery and rehabilitation  from health
problema,

* An appropriste balance should be struck
between the objectives for the medical system
of prevention, treatment, and rehabilitation.

Transition

Definition: Transitton refers to the political and

administrative process of moving from the current
ways of organizing, financing. and delivering
medical services to a system that would be created
based on the principles enunciated in this state-
meeTil.

Basic Principles:

* The transition should be made as expedi-
bously as possible,

* The first priority should be to provide
coverage for those who currently are without
any medical service protection,

* The second priority should be to provide
coverage for those who currently are without

adequate medical service protection {e.g.,

i3

A Mabireal
Merednoa! Plin
Wik bw
pomcopiulTy
and
orpanimtisally
limhed by atbrer
mE sToipe
‘l]rl."nm



those without sufficient medical insurance or

financial rescources in relation  to
expenses and needs).

medical
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Study Guide for
Christian Responsibility and a
National Medical Plan

Purpase
Thuguld::ﬂrittmtnmmn Christian Rexponsibility and
Mnﬂh“ﬁdm:nfﬁm.imluhmf the 203rd General Assembly
H‘Hll} The de offers a time-limited process 1o study the docy-
help particpants, either as individuals or in groups,
nctunlht.- recommendations of the resolution. It provides fmely
information, informs the conscence about the issue, and mvites
mw o engage in advocacy and action toward solving the

Prepuring for the Study

Th:iuneaﬂulb:dfurlmnm will nd upon the size and
purpose of the group. This md}rlhed-ucu
ment hhmahml-tmnpeﬂoz“hul Il'nhuindn:alﬂhuwtue:pmd
the time periods for a more complete study of the complex issues of
health care and a national medu‘al plan. The leader Id decide
how much fime and how many sessions will be used.

Each. member of the group should receive a copy of the resolu-
thon in advance of the first study session. If the leader has chosen
the minimum two-session stady, il will be important to make the
assignments s ted below in “Study Session One” before class
begins. Inan t series, assignments could be handed out during
the first session.

Study Session Omne: Introduction =nd Perspective

Purpose of the Sexsion

& To become aware of the impact of the national health crisis on
our own lives, families, and communities; and

* To understanding of a biblical and theological approach to
ﬁlﬂmﬁllng 4 national medical plan,

Preparation
* Before the fest class, distribute one copy of Christian Responsi-
biliry and a National Medical Plen to person so that it may
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be read prior to the first meeting, Attach a memo to the

resolution that asks participants o be responsible for preparing

the following:

{1} A personal or news story that illustrates the problems with
miedical care: costs, q‘l‘.emm insurance, or the uses and
delivery of services. closer to "home,” the better. (The
resolution lists some of these problems as it acknow
the statistics aboul our medical care, The story of
woman trapped by her medical benefits package is ln
example.)

Assign each person to read, and be ready to talk about,

3 un-':l%rf the tive characteristics of the Chriszgm perspective
(Caring: Doing Justice: Preventing, Curning, and Building
Community; Stewardship; and Community). FPersons
assigned to each item might want to talk her before
the meeting and agree on what to share with the whole

group.

* Look ahead 1o the preparation section of the next session.

* Have in the room newsprint or a blackboard for use during the
study session.

* Write on the board or newsprint (o be uncovered at an
appropriate time): "Our health care system is not very healthy,
it s not caring and it certainly i not a system.”

Studty Session Agendn and Methods

Opening and Introduction (10-15 Minites)

with praver and a Scripture rtmﬂE% selections from
Mm#1|n934:hw¢r.gummdi hﬂimdwhﬂlnw}
Make sure the members know each other by name. If this is an
m group in the church, take three to five minutes to greet
er and become focused within the group. If this is a new
ftﬂ'ﬂpp spend:-a limited ime (ten minutes) with brief introductions
name tags will help),
ﬂﬂi‘-'tht'purpme and foctis of the study time (as found In the
'P“IPWE “Preparation” paragraphs above).

Stating and Tlustrating the Problem (15-20 Minutes)

Uncower the statement written on the blackboard or newsprint.
Tell the group that this Statement is loosely attributed to Walter
Crankite in an extensive documentary on how America provides
medical treatment, Point out how close this is to the assessment in
the third ph of the resalution g 2). Ask the group 10 briefly
share their own persana.l ar news that illustrate the problem
(not healthy, not caring, not a system, inequitable, too. costly).

It may be true that a rlan church or has
had mnmremgr mhn{le medical mmm
umlde-li unud,suchnnhchmdgﬂmpmaynubu
nl:rlelu nn:rrl.tl:{unshﬂllhtmpmhhm The leader
will want to use this time to help se¢ connections among
individual, community, state, and m.tmmrpmhffms Mot Sveryone
has been blessed with excellent access to medical care,

Summarize this sharing by pointing to the need for systematic

reform rather than adjusting the elements, which is what has been
done in the past.
Establishing a Christian F!rspul:bm {30 Minutes)

Begin this part of the session niing to the long-term
interest of the Presbyterian church thislsme Use the eartier
statement of the 158th General Assembly (1946). Move on to the
current 1991 document, Quotations in the documents from
ous General Assemblies can briefly illustrate this history of e
ment. Then, point out the need to move toward 2 theological view
that challenges the secular and cultural values currently allowing us
to deny sustainable access to health care for mamy of our citizens.

Ask for a brief statément or presentation from the pérsons
assigned to each of the five characteristics of a Christian perspec-
ke

Caring,
]w’ﬂé d Building Community,
o Curing: an
Stewnrdship, and 8
{'_'nmm'l.ﬂy
Use the blackboard or newsprint to h ht words and
that capture the meaning of mmmﬁm When all five
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values have been stated, ask the group for questons and disouss in
depth their meaning.

Some members of the express an Individualism that
keeps illness, costs, mdml::r ate, while resisting shared
cofmmunity nlii:lhl:}r Thl.iw!w may underlie the discns-
sion on each of the five characteristics. Our cument “non-system”
unhitdnndnhﬂiﬂlh}rﬂﬂﬁduﬂlﬁm Ittsnpnnmrwlu&m&:
Immmm:qmpﬂuﬂwwmm&wmmw

i National

Summurize the dass period by the statément of the
problem and its personal and national impact. Review the biblical
and rooks of Presbyterian policy and the historic

thed'ul.tch Thl’rﬂhyt{:limummlﬂni!jrmndqha

response
responsible health care system; a system inspired by values that
suntninﬂmdlgrdtydll&mdﬂmﬁﬂlm nf:un'Eumty

Study Session Two: Working Together for Change
Purpase

* To undemstand the clements that should be included in an
ethically and theologically informed national medical plan; and
* To develop a personal andlor commitment to act u
the pertinent I:'Em&utmﬂpﬂw General ﬁmmh!ypﬁ'-nr
action and advocacy.
Preparation
At the end of the previous session, the leader should ask for
volunteer teams to focus on three or four of the thireen elements
a.ndpﬁndpl&sﬂl:'n:tlundl‘ruhhp&.m The as ni is to read
each one and to state and element to the
group. Peoples statements mﬂﬂ:ﬂ their own words and
understanding. Team members may need to discuss these ahead of
time fo clarify the meaning of H“.' elements.

* Have newsprint or a blackboard available for use.

* Prior to class, write the following on the board or news
“Is health care ke any other commodity, to be distribu Illl.
reward for achievement?” (Christian Responsibiliry amd a National
Medical Plan, first paragraph, p. 23.)

* As class begins, distribute copies of Appendix A.

&l

Study Session: Agenda and  Methods

Opening and  Introduction (10-15 Mimites)
Begin with and & Scripture reading that shows the church
l.%ﬂ.ace of ; {-E..,Er, Luike 9:1-6; i"u:ﬁ; 3:1-10; 5:12-16; James

Introduce the topic with a brief ruf the previous session.
Uncover the statement written before ¢ read it Invite
individualg 1o » | to the statement. You may wand to distin-
ﬁh TeSpOnses commuon, costibenefit values from values

affirm personal dignity within the setfing of a mesponsive
cOMmMunity.

‘mtm Bazis bor a
Responsible N Medical Plan (15-25 Minutes)

Have the ass cliss members briefly mandﬂ;nﬂd;
of the thirteen elements that inform a lpl.m
may ask questions for ation and understanding:
but i 'ﬁmhlhcmﬂmmdmmlywiuhmhﬂddﬂcuumunﬂl
after each group has presented its report

Some of these eléments will ralse mone concern and discussion

7

andaremmhhﬂmﬁ:rr
daﬂﬂcaliunmddlsmas]mhuh:ng:wn.mmmrkmmdm

E

Making a Commitment to Respood (15-30 Minutes)

Have the group turn in their copies of the resolution to pages 5-6
and read recommendations |, k, and L Each of these addresses the
local church and individ memhe:s of the church: _

Hand out .&p'pmdm A, “Thinking About Mission.” Help the
gmupund:utnnd handout’s format, The three mission func-

bons are:
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Study Something your class s doing:

Advocacy Speaking truth to power, writing Congress, and
so forth; and

Social action ?ﬂhnn; wounds, creating soup kitchens, and so

Opportunities. for participants to think about each governing
bmi].r of the church are provided, An “altar eall”—an opportunity
for each individual to design a work plan and commit his or her
time—Ls pml-'iderl a3 well

You should give b%-:mgm up a chance to think silently, then y
should invite po Have the members share t
answers to each of lhe three questions. Note the comments on the
board or newsprint. If your group is typical, it will generate many
answers, Consensus, however, may not be apparent. That is fine,
Affirm each achion and encourage participants to “do #!”

After receiving responses, ask the group to ldenfify common
themes, Consensus or agreementl may emwrge. This is your real
goal: personal and corporate responses that ultimately Jead to
action. If the group needs more time (and U there 8 & reasonable
expectation that consensus can develop at a later time), suggest
another meeting (limit the time for this). Members of your session
andfor the pastoral staff may want o attend.

Omne final piece of advice: Do not give in easily to the ten
do nothing. Many of us are gverwhelmed with work, family,
church, and other activities, However, our “non-system”™ of heal
care. won't be changed without informed. commitied, Christian
people who are: willing to do something.

Exiended or Longer Study  Sesslons
Stuchy Sessioms:  Imtroduchion und Perspechive
Stating and [llustrating the Problem

Ask persons in the group o gather and to report information
collected from local doctors, clinecs, and hospitals regarding: un-
insured patients and under 'what circumatances they may or may
not be treated; how many patients (numbers or percentage) are not
insured, how much of the charges (dollars or percentage) Is not
mecovered because of bad debt, Andtuwmudlhnm:m:mmnﬂdm

A

2o charity; how many doctors or clinics {and bet which ones) do

\ Med ”""‘""‘“’Fm"“‘“ o apencan it ddiiooal chargep 1
a are ass { b o
the patient; and how many hospitals have closed within the com:
munity or state during the past five years.

You may assign several persons o devise a brief questionnaine for
Vo FFMn{qndeﬁ]mrneuhymauum}ﬂm
would members (anonymously) for the following information:
age; sex; how they are insured medically rivate insurers,
v - Medicare or Medicaid, or unins they have had
di petting a doctor, - clinic, mhmp-iul;'an estimate of their
yearly out-of-pocket expenses for health care ( magzunm
would be the best way to get an answer); w persons have
had difficul emmm insured or transferring 1o a different
nsurance were lost from. work in the past
t}::ﬂfﬂli! ;;:‘rhealth I:Eﬁ.ﬂi}nwhaiuchﬂm;wspﬂliehﬂm

spttalm two years; seen a doctor in the past

exam or check-up other than for an illness; and
n told to leave a hospital before they were ready
I:uzuuse their mwl:k:ﬂl coverage ran oul.

Class time can be structured (two to three sessions) o hear
reports on the data gathered from local health providers and
individuals. Look at the problems of medical treatment and care

from the ves set out in the opening sections of the resolu-
tion (fwo itions that lead to difficulty in getting care are lower
income and age). When this information is . the group will

have valuable insight into the problems of the hmalmmmunh}-
This will lay a basis for advocacy and action, Gathering data is
the first step toward action.

Establishing a Christian Perspective _

Use additional sessions to focus on each of the five chamacteris-
tice; allot time for discussion of each one. Each characteristic carmes
tension with current secular values within it. Discuss this tension.
Statements 1hu+ illustrate this tension might be:

Canng— is imperative even when is not possible”
"When we excluy p::ﬂumimmlmumhﬂllgmm,mﬂndﬂ
bankrupt our witness to the God who never shandons anyone in
tlum.l.rgin (g, 14).



Daing Justice—"This understanding of justice stands in sharp members of the issues that have besn studied, and how the
conirast to the two views of justice in our society that dominate mmlbﬂrﬂmhfﬂnﬂﬁtedhp&lﬂ&plﬁﬂmguunudynurgmupm
discussions of who is 10 get how much and what kind of medical advocacy.
care” (p. 15). (This is “bottom line” notion of justice), "A
Christian view of justice challenges a pluralistic and secular society
to affirm the interdependence of all members of the community™
{p. 16).

Preventing, Curing, and Building Community—"When persons
lree:n:lu Ern-mhﬂlthcare.dgifymmefzct told that

eir uniqueness is nol valued and their comtributions (o the well-
hningnithehtgﬁrmmmur&lyarelessmwﬁnﬂ'{p 17).

“If society has no sense of purpose for health care,

it exercises no stewardship. It i5 forced to limit, cut back, and ration
health care in an often orational or vnjust way” (p. 18),

Community—"Iliness is not the burden of the il alone, nor is
caring, which is the expression of divine care, the of health
professionals alone. It s appropriate that the costs of care be
shared by the whole population™ (p. 19].

Mnking a Commdbtment o Respnnd

ltrmngnwmmmmyﬂthreﬂtndﬂdmﬂ
s indicated in the above “Extended Session,” this
m:n.lldbenn propriate time to do this, These kinds of local
details and re stuﬂmmﬂﬁiwfvnﬂumdymumu:dilm
mtmmlhnnudﬁlmdmﬂupp or personal and corporate

H?:-urgmup has already collected this information, now |5 the
time to use It o give you or your church direction for acton. Look
for the problems of access to health care, The lack of availability of
health services, inadequate services; groups that are underserved,
and problems that do not seem to be ad:‘cms&ed by the heaith care
providers in your locale.

After reviewing the data in this fashion, plans can be made for
both advocacy and action. Your church or group may want to work
to provide some form of health care (transportation; parish nurse,
church-sponsored clinic, services to the elderly, well-baby checks,
health fairy, and health screening). Another step s to become
advocates lor improving (or changing) the system locally, & the
state level, and at the f:ﬁler:l level. Develop o plan to inform church
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AmEnpy A
TumeivG Asout Mission

Waary Who? How:?

Stody Geoeral Assembly
Synod
Sessioma
Committees/Classcs
AMembsers

Advocacy Cenern|  Assembly
Synod
Seanions
Committees/ Clisses
Membenrs

Socinl Action Cenernl Assembly
Synad '
Sessions
Comrmittess Classey
Mombers

Moving fovaerd OCommriiment

As an individual. | can and will do the following:

As a church, | recommend we do the following:

Committees or groups in the church ¢an be asked to 'do the
fallowing:




