STATEMENTS ON ACCESS TO HEALTH CARE
Taken from Reports to General Convention (“Blue Books”) as cited below.
Marshall Scott, Standing Commission on Health

Methodology: These statements are abstracted from on line copies of Reports to General Convention available from the Digital Archives of the Episcopal Church (1976 through 2009 at http://www.episcopalarchives.org/e-archives/blue_book/; 2012 at http://www.generalconvention.org/gc/gc2012). The statements are opinions expressed in reports of Continuing Bodies to their relevant General Conventions. They were chosen as specifically or substantially related to statements about where the commission or committee felt the Episcopal Church was or should be on the subject of access to health care. Thus, sections of more extensive reports that describe context but not statements of the Church have not been copied here (for example, the section describing in some detail the actions of the Affordable Care Act), but may well be worth reading. While most Reports included proposed resolutions to General Convention, those have not been reproduced. Those that have been passed have been recorded in a related report to the Commission, “Access to Health Care: General Convention Statements,” in the Commission’s Files (Gen Conv Access to Health Care.docx).

The statements have been ordered newest first. Sentences and paragraphs that seem specifically to support universal access to health care have been underlined. The oldest report is from 1985, and worth reading. Other extensive reports were written in 1991, 1994, 1997, 2000, 2009, and 2012. Again, each of these is worth reading in detail, and each offers some nuance reflective of its time. However, it is remarkable (and troubling) how consistent are the descriptions of the problems expressed over more than 25 years.

From Report to the 77th General Convention (2012)

From the Report of the Standing Commission on Health, pp. 144-150

Health Care Reform in the United States 
Though The Episcopal Church includes members from several countries outside the United States, legislative reform efforts in the United States are certainly in the spotlight and of great concern to many Episcopalians. The Commission was particularly focused on understanding legislation as it was proposed, changed, accepted, and voted on, and on articulating the implications of health care reform to the wider Church. In addition to the valuable interpreting and reporting of DeWayne Davis of the Church’s Office of Government Relations, the Commission received a visit from Mara Vanderslice, the Deputy Director and Senior Policy Advisor to the White House Office of Faith-Based and Neighborhood Partnerships. Ms. Vanderslice’s team attended the Commission’s Spring 2011 summit both seeking to inform The Episcopal Church about current legislation and to seek feedback on the efforts of the current administration. 

In March 2010, a health care reform bill was signed into law and became known as the Patient Protection and Affordable Care Act, commonly referred to as the ACA…. 

The Episcopal Church as the Moral Voice of Health Care 

With the passage of the ACA, the United States made a major legislative commitment to improve health care. However, the debate is far from over: the United States has not made a moral commitment to health care for all of citizens and legal residents, continuing to argue about increasing access, reducing costs, changing benefits in public programs, raising income eligibility for public programs, and decreasing deficits. 

Many of the estimated 30 million additional insurance policies that become available through the Heath Insurance Exchanges will be fully or partially paid by tax dollars. As budget decisions are made on the federal and state levels, the legislative commitment made by the passage of ACA is in danger of being eroded. The United States as a country has not yet made the moral commitment to insure that all its citizens have access to health care. The Department of Heath and Human services is looking to faith communities to help the country make that moral commitment. 

Christians do make a commitment to stand with the poor and the marginalized: Episcopalians pledge in the Baptismal Covenant “to strive for justice and peace among all people and respect the dignity of every human being.” General Convention Resolution 1994-A057 adopted multiple principals of health care including “universal access to quality cost effective health care services” and “the balanced distribution of resources” throughout the country. The Executive Council passed a resolution as recently as 2011 (A&N-027) that “urges all Episcopalians in the United States to engage in advocacy for a responsible federal budget that expresses the shared moral priorities of the nation.” 

Clearly the Church has made the moral commitment to insure that all of citizens have access to health care, but how can The Episcopal Church assist the country in making the moral commitment needed to fund the legislative commitment made when the Affordable Care Act was enacted? 

When the state and federal legislatures are debating cutting aspects of the ACA, the people of God need to be the moral voice for the most vulnerable by: 
• Speak out. Lay or ordained Episcopalians can talk with congregations, friends and family; write to legislators and to local editorial pages. Bishop and clergy in particular need to take a public stand on health care as a justice issue not only in their own congregations and dioceses, but also in the press. The strength of a combined voice cannot be underestimated. 
• Join the Episcopal Public Policy Network (EPPN), a program of the Church’s Office of Public Relations. Members are connected via to email with federal legislators and updated or health care and other issues on which General Convention and Executive Council have taken a stand. EPPN focuses on federal legislation but does have a number of affiliates working on state legislation. 

No matter what further changes may take place to the health care policy of the United States, the Commission will need to monitor and keep the Church and communities in the United States educated on the potential impact of the changes to the health and well-being of God’s people. (pp. 147, 149)

From Report to the 76th General Convention (2009)

From the Report of the Standing Commission on Health, pp. 170-176

UNIVERSAL HEALTH CARE
The SCOH affirms the continuing advocacy of the Office of Governmental Relations in their lobbying for a health care system in which all may be guaranteed decent and appropriate primary health care during their lives and as they approach death. The SCOH remains concerned that approximately 45 million Americans lack health insurance, and that about 116 million Americans struggle to pay medical bills, are uninsured or underinsured for a time and go without needed care due to the cost.

The SCOH recognizes that the lack of access to medical care has resulted in some of the following negative health consequences for the uninsured: fewer cancer screenings, mammograms, and dental exams; delayed test results and treatment; unfilled or skipped drug prescriptions; and more emergency and hospital visits for care. The uninsured receive inadequate care, endure more pain and suffering and are more likely to die sooner than those who have health insurance coverage.

The SCOH calls attention to the critical impact of the lack of coverage on children, who are more likely to receive little or no care, develop chronic and serious conditions and have an increased risk of hospitalization. For these reasons, the SCOH reaffirms the positions taken by General Conventions 1991 and 1994 decrying the inequitable health care delivery system of the United States of America and calls upon the President, the Congress, Governors and other leaders to devise a system of universal access for the people of our country and declaring that universal access to quality, cost effective health care services be considered necessary for everyone in the population. (pp. 171-172)

[Related:]
HEALTH LITERACY
In working with those who are carrying out ministries in health care, the SCOH notes that many report that patients and their families often do not understand the basic health information and services needed to make appropriate health decisions. The National Center for Educational Statistics has reported the following:

􀂃 Nearly half (89 million) of American adults cannot understand basic health information.
􀂃 One in three American adults has limited health literacy.
􀂃 40-80% of medical information that health care providers give is immediately forgotten by patients.
􀂃 Reading level is not always the same as the highest grade of school completed.
􀂃 Most adults read and comprehend information three to five grades below their highest grade completed.
􀂃 One of the many side affects of lower health literacy is premature death. High risk individuals are elderly persons with severe disabilities; persons who are members of cultural, linguistic and ethnic minorities; persons who are chronically underemployed; and persons who are homeless.
􀂃 The SCOH notes that church members can be of significant help in explaining and interpreting information to others as volunteers and friends. Informed decisions can only be made with informed minds and hearts. (p. 174)

From the Report of the Standing Commission on National Concerns, pp. 597-606

From THE CHURCH AND CHILDREN: VISION AND GOALS FOR THE 21ST CENTURY POLICY STATEMENT:

HEALTH
Every child and family has a right to guaranteed quality, comprehensive health care. All children deserve to live in a healthy environment that allows them to thrive. Therefore, we commit to:
􀂃 Ensure that quality pre-natal care is available for all;
􀂃 Focus on prevention as a key to preserving the health and well-being of children;
􀂃 Ensure that no children go hungry;
􀂃 Implement an effective health and nutrition education curriculum;
􀂃 Work for publicly funded, integrated, accessible and high quality mental health care; and
􀂃 Develop partnerships for clean air, water, land and a healthy ecosystem. (p. 602)

From Report to the 75th General Convention (2006)

From the Report of the Standing Commission on National Concerns, pp. 267-274

Health
In 1991, the 70th General Convention passed a resolution (1991–A010) calling for a plan that would allow universal access to health care. In 2003, the 74th General Convention passed a resolution (2003–A124) restoring the Standing Commission on Health without providing the necessary funding for the Commission and staff position in Health Care at the Church Center. Because health care issues are becoming more complex and costly with noticeable moves toward universal access, SCNC strongly urged the Executive Council to find funding and appoint the Standing Commission on Health.

In the interim this Commission has explored ways that our congregations and communicants can navigate the difficult maze of healthcare in the present climate we recommend these resources:
• The National Episcopal Health Ministries (NEHM), with its mission of promoting health ministry in the Episcopal Church, assists local congregations in reclaiming the Gospel mission of health and wholeness, thereby leading the way for congregations to become vibrant caring places of health and wholeness. NEHM’s manual, Steps to a Health Ministry in Your Local Episcopal Congregation, is an excellent source for learning the ingredients necessary to begin a health ministry in our churches. Available online: www.EpiscopalHealthMinistries.org.
• The International Parish Nurse Resource Center, with its mission of promoting the development of quality parish nurse programs through research, education and consultation, is an excellent supplement. More information is available online: www.parishnurses.org. (p. 270)
[NB: The correct email address at this time is http://www.episcopalhealthministries.org/.]

From the Report of the Committee on the Status of Women, pp. 647-354

[Related:] Reproductive Health
The status of women’s reproductive rights is precarious, at best, creating a situation that is unjust and unacceptable. We believe in a culture of faith that safeguards the lives of women. We commend the Episcopal Church for its history of supporting women’s reproductive health. We urge the church to continue its advocacy for policies that uphold women’s unconditional access to comprehensive and culturally appropriate reproductive health services, in this country, and in the developing world. (p. 348)

From Report to the 74th General Convention (2003)

From the Report of the Committee on the Status of Women, pp. 87-93

9. Women and Health Care
The Episcopal Church has endorsed the U.S. House of Representatives Resolution 99. It would require
Congress by October 2004 to enact legislation to guarantee everyone in the US affordable, cost efficient,
comprehensive and easily accessible health care. Dioceses and congregations can join in the effort; for
information: www.uhcan.org or www.healthtogether.org. (p. 90)

From the Report of the Standing Commission on National Concerns, pp. 252-262

[Related:] The Church and Children’s Health
The Gospel of Matthew reminds us that the Episcopal Church needs to be an advocate for children and for their parents as they struggle to meet children’s needs in a world whose powerful social and economic forces can overwhelm a family (Mt. 2:18). The care and treatment of children is a measure of faith.

A. Children Who Need Access to Medical Care and Adequate Nutrition
Children are our greatest resource. Yet currently 16% of children in the United States live in poverty and 40% of children less than six years of age (9 million children) live in homes with incomes less than 200% of poverty level. Moreover, nearly 11 million children lack basic health care insurance, even though nine out of ten of them live in families where at least one parent works and more than half live in families where both work.

Many children are uninsured because their parents cannot afford the rising costs of health insurance. Many parents who work part-time or on a contract basis do not receive health insurance. Some small businesses health care insurance premiums include high deductibles to minimize the cost, which threatens to put them out of business. Out-of-pocket expenses may deter parents from obtaining health insurance for their families. Children who lack basic health care and adequate nutrition need assistance from our society and the Church. The Church and its dioceses and congregations can assist several ways.

1. Under-enrollment in Medicaid, in the State Children’s Health Insurance Program (SCHIP), and in the Special Supplemental Nutrition Program for Women, Infants, and Children (WIC)
The federal government has funded two programs designed to provide health care for children who are without it: Medicaid and the State Children’s Health Insurance Program (SCHIP). Medicaid is a program administered by states that provides health care coverage to children in families with low incomes, including the working poor. The State Children’s Health Insurance (SCHIP) assists children up to the age of nineteen in families with incomes too high for Medicaid but too low to purchase health care insurance. Currently, 38 states and the District of Columbia have developed SCHIP programs. In addition, the federal Special Supplemental Nutrition Program for Women, Infants, and Children (WIC) provides short-term intervention for the nutritional needs of lower-income infants, children up to the age of five, and pregnant women. For every dollar invested in WIC, over three dollars is saved in Medicaid health costs for pregnant mothers and their infants.

Five million children who are eligible for Medicaid or SCHIP are not enrolled. The WIC program has also been under-enrolled. Reasons these programs are not used, include lack of awareness, lack of trust in those administering them, and perceived or real barriers to service.

2. How Episcopal Church dioceses can help increase SCHIP and WIC enrollment
Many states provide grants helping local groups reach out to eligible parents and improve enrollment in Medicaid, SCHIP, and WIC. Religious organizations are eligible for these grants. Dioceses and congregations can encourage parents to register by:
Making Medicaid, SCHIP, and WIC enrollment part of their outreach, using materials from Ministries with Young People Office at the Episcopal Church Center, among others.
Partnering with other local organizations involved in outreach to eligible families.
Planning health activities for a Children’s Day.
Working with state and local agency service providers to coordinate outreach activities.
Providing volunteers for Medicaid, SCHIP, and WIC local agency service providers, e.g., Church WIC.

B. The Mental Health Needs of Children
A report by the National Council on Disability, a 15-member independent federal panel, found that children who get caught in the public mental health system are under-served and have a much higher dependence on the adult system later in life. A National Alliance for the Mentally Ill survey of parents of children with serious emotional disturbance found that nearly one fourth had been advised to give up custody to ensure that their children would receive mental health services. One in five very reluctantly did so for the child’s sake. The Episcopal Church can respond by:
Urging federal and state legislators to provide adequate mental health care that enables children to remain within the family unit.
Advocating that mental health systems develop the expertise to deliver not just medication and counseling to the children who need it, but housing and transportation as well.
Encouraging licensed therapists in congregations to offer pro bono or affordable therapy to under-served
children.
Encouraging congregations to assist financially with the high cost of psychotropic medications for
children in need of these.

From Report to the 73rd General Convention (2000)

From the Report of the Standing Commission on National Concerns, pp. 333-367

Finally, the Episcopal Church should foster an association of groups and individuals involved in health care policy, especially near the end-of-life. This association would be composed of groups such as Episcopal health care organizations, the National Episcopal Health Ministries, and the Assembly of Episcopal Health Care Chaplains, as well as individuals who develop or teach about health policy or otherwise work in areas related to health care policy. This body, in cooperation with the Office of Government Relations, would communicate to policy makers and to the public the positions of the Episcopal Church regarding health care policy, especially as these affect those approaching the endof- life. It would also advocate for a health care system that guarantees decent primary care for all, particularly those near the end-of-life. Moreover, it would keep abreast of the rapidly changing health care market and developments in biomedical research. Finally, this association would collect and develop resources and teaching materials related to access to health care at various points in the life cycle for the use of dioceses, congregations, and individuals.(pp. 342-343)
[N.B: From the report of the End of Life Task Force]

NATIONAL HEALTH CONCERNS: HEALTH CARE ADVOCACY
Introduction: Response to Resolution A59A
The Standing Commission on Health observed in its report to the 72nd General Convention that the Episcopal Church, through the ministry of its members, its congregations and dioceses, and its General Convention, has a vocation to health care. In order to carry out that vocation, the commission, through Resolution A059a, recommended that an agency of the Executive Council produce a theological introduction and study guide to use with a report to be developed in the future by a private, secular group, focusing on congressional health care policy.

This task was assigned to the SCNC, which formed a subcommittee on health for this purpose. After considerable investigation, the subcommittee learned that suitable material for study and discussion by congregations and individuals has appeared since 1997, when the resolution was adopted. Within the Episcopal Church, at least two bodies have published books that provide theological and ethical analyses of our changing health care system from an Anglican perspective. Several other works on this subject have been published by health care policy experts associated with other Christian traditions. The SCNC therefore determined that these later works eliminated the need to produce an introduction and guide for use with the report of one secular group, for they jointly provide such material for general use. 

We present here a brief discussion of several works that address serious difficulties within our health care system and also call on the 73rd General Convention to expand current efforts within the Episcopal Church to meet the health care needs of those with no or limited access to health care.

Relevant Christian publications
A starting point for study and discussion by Episcopalians of problems created by our changing health care system is provided by the 1994 Blue Book report of the Standing Commission on Health, and by the two books previously referred to in the End-of-Life Issues section of this report: Today a Good Christian Death: Crucial Treatment Choices and Faithful Living, Faithful Dying: Anglican Reflections on End-o-Life Care. Together, these two books provide an up-dated description and analysis of our health care system in the context of discussing adequate care for those near the end-of-life. They also address important issues of justice and charity within our current health care system from the perspective of the Anglican moral tradition. 

The statement from the Standing Commission on Health which appeared in the 1994 Blue Book offers additional theological insights into the role of the Christian community in providing health care that can be of assistance to study groups within the Episcopal Church.

Several other books by authors from related Christian traditions would also be of assistance to groups within the Episcopal Church studying matters of health care policy. These include Back to Reform: Values, Markets and the Health Care System, by Charles J. Dougherty and Health Care Reform: A Catholic View by Philip S. Keane from within the Roman Catholic tradition; Christian Faith, Health, and Medical Practice by Hessel Bouma III, Douglas Diekema, Edward Langerak, Theodore Rottman, and Allen Verhey from within the Reformed tradition; Strong Medicine: The Ethical Rationing of Health Care by Paul T. Menzel, from within the Lutheran tradition; and Bioethics and the Future of Medicine: A Christian Appraisal, edited by John F. Kilner, Nigel M. de S. Cameron, and David L. Schiedermayer from within the Christian Evangelical tradition, and several other traditions.

These works provide useful resources for groups within the Episcopal Church seeking a theological introduction and study guides related to current dilemmas presented to Christians by our health care system.

A Call to the General Convention
Reports from the Standing Commission on Health (1994, 1997), the Committee on Medical Ethics of the Diocese of Washington (1999), and the End-of-Life Task Force (2000) all state that our current health care system is in crisis. It is consumed with a for profit model instead of a model based on Christian values of healing and compassion. Therefore, the SCNC joins the End-of-Life Task Force in a call to the General Convention to expand current efforts of the church to ensure that the basic health care needs of those with no access or limited access to health care are met.

A theological rationale for the call to the church body to engage in Christian social responsibility in the area of health care is included in that 1994 Standing Commission on Health report. The 71st General Convention, responded in 1994 by adopting four health care principles directed toward providing universal access to quality, cost-effective, health care services for everyone in the population, stating that 1) “universal access to quality, cost-effective, health care services be considered necessary for everyone in the population; 2) quality health care be designed so as to include programs in preventive medicine, where wellness is the first priority; 3) quality health care include interdisciplinary and interprofessional components to insure the care of the whole person—physiological, spiritual, psychological, and social; and 4) quality health care include the balanced distribution of resources so that no region of the country is underserved.” In order to make a difference in the health care industry, the church needs to go beyond resolutions. It needs to commit resources to make a difference in the provision of health care….

The SCNC joins with the End-of-Life Task Force in calling on the Episcopal Church to coordinate better its efforts to change the current health care system and to educate its members about how to gain access to it and appropriate care within it. Episcopal Church groups involved in health care and individuals who develop or teach about health care policy should be drawn together in an association. This body would communicate to the church, to policy makers and to the public the positions of the Episcopal Church regarding health care policy. This association would advocate for a health care system that guarantees decent, appropriate primary care for all. (pp. 345-348)

From Report to the 72rd General Convention (1997)

From the Report of the Standing Commission on Health, pp. 203-208

It appears that our society is ambivalent about our health care system. While many members of our society have lost confidence in the ability of our institutions, whether public or private, to meet the compelling needs of our communities, polls show that sixty to seventy percent of Americans express a degree of satisfaction with our personal health care. There is a marked disparity in the provision of health care to different groups in our society. It is well known that the United States has the highest quality of medical care in the world, but that many of our people do not even have adequate primary medical care. Evidence of this situation includes:

Limited Governmental Resources - Federal, state and local funds are stretched, and health care
needs continue to grow. The shifting of responsibilities from one jurisdiction to another, (i.e. from federal to state, or state to local agencies) does not provide a solution to the problems, nor is it possible simply to pass these responsibilities on to the private sector.
Failure of Will for Universal Health Care - Universal health care is one of the principles adopted by the 71st General Convention of the Episcopal Church. While there have been efforts by the federal government to develop a program for universal health care reform in the recent past, the electorate and the health care and insurance industries have supported, and continue to support, only incremental reform.
Undercoverage - The Employee Benefit and Research Institute (EBRI) reported in 1995 that 40.9 million of the civilian nonelderly population under age 65 in 1992 were uninsured for health. It is widely reported that a similar number are inadequately insured. Of those who are uninsured, 55.5% are working adults and 27.2% are children. This number has been increasing substantially in recent years.

The problems given here are only a few of the signs of the challenges facing our church and society. These signs speak to a much deeper and more pervasive issue. That issue is that we, in our society, have come to see health care as a product which is entrepreneurial and employer based. In these latter years of the century and the millennium, health care has moved even further into a for-profit model. Medical treatment and policy are increasingly determined by profit principles rather than by Christian principles, or compassion. Managed care is only the outward and visible sign of a health care system which is perceived as bloated, inefficient, and too expensive. Business has taken major initiatives, with little regard for the necessity to provide health care for the entire population. As a Christian community, we must move to enact the faith imperatives to love our neighbors, to show mercy, to heal the sick, and to seek and serve Christ in all persons.

This mandate is expressed compellingly in many sections of Scripture, but nowhere more so than in the parable of the Good Samaritan. This parable has had a major influence on the compassionate care of the ill, the injured, and those in need of care throughout the history of western civilization. The Royal Hospital of St. Bartholomew, established in London in 1123, has a mural in its Great Hall painted by Hogarth which illustrates this parable. The words of the parable, "Take care of him and I will repay thee" are the motto of Pennsylvania Hospital, the oldest hospital in the United States, founded by Benjamin Franklin in 1751.

In the past, the Episcopal Church, as well as many other religious and charitable organizations, have established hospitals as an expression of their mission and ministry of healing. Many of these hospitals have since been acquired by "for profit" corporations, or have been absorbed into much larger health care systems where profit has become the prime motive for their existence. It is ironic that both St. Bartholomew's in London, and Pennsylvania Hospital in Philadelphia have become part of such conglomerates in recent years. This trend presents a substantial challenge to the church.

The early church had a rich concept of orders within the baptismal community: catechumens, candidates for baptism, penitents, widows, the sick, as well as bishops, priests, and deacons. The Paschal passage of Jesus from life to death to burial to resurrection was embodied in a different way in each of these orders of the baptized. The sick could be seen as a sign of the suffering Christ who, through that suffering, passes to new life. Anointing the sick heightened the connection to baptismal chrismation and the continuing Christ-presence/passage through those who were sick among the faithful. The sick were given a special place within the worshipping community, which was relinquished upon their restoration to health. Deacons visited the sick as did catechumens, so that those coming to baptism encountered Christ among and through the sick and suffering.

As the catechumenate declined after Constantine's Edict of Toleration in 313 A.D., many Christians desired to maintain the ethos that previously characterized faith communities by founding religious orders. One of the aspects of baptismal ministry they preserved was ministry with the sick. Religious houses soon became centers for the care of the sick, and those centers have evolved through the centuries into what we now know as hospitals….

The Episcopal Church, through the ministry of its members, its congregations and dioceses, and its General Convention, has a vocation to health care. In our nation, standards for health care are developed and refined through constant dialogue, and in some cases established through legislative action and interpreted by the courts. Our church is called to take its place in this dialogue, and to minister to the sick and infirm in the changing health care environment.

Our neighbor, Canada, has approached health care from a perspective which differs from ours. Sociologists have described these differences and noted that whereas we tend to be individualistic, Canadians tend to be more communitarian. This has led Canada to develop a social insurance system which contrasts sharply with the private sector model of the U.S. The Canadian system considers health care as a social good and offers medical care to all citizens regardless of ability to pay. Our system considers health care as a social product to be purchased by those who can afford to pay for it. Like many high income, industrialized countries, both Canada and the United States perceive difficulties with their current systems and search for methods to improve the delivery of health care.

In 1994, the 71st General Convention adopted the following health care principles (A057a):
- that universal access to quality, cost-effective, health care services be considered necessary for everyone in the population;
- that "quality health care" be defined so as to include programs in preventive medicine, where wellness is the first priority;
- that "quality health care" include interdisciplinary and interprofessional components to insure the care of the whole person - physiological, spiritual, psychological, social; and
- that "quality health care" include the balanced distribution of resources so that no region of the country is underserved….

In our society, medical care has focused on the treatment of disease rather than on health, its maintenance, and the prevention of disease. If we are to seek and serve Christ in all persons, and respect the dignity of every human being, then all in our society must have access to primary health care as a minimum standard. Health is only one of the social goods (health, welfare, housing, education, cultural activities, defense, police and fire protection) which compete for funding, both public and private. Primary health care, which is covered in the essential elements of health outlined by the World Health Organization in 1977 includes:
- adequate food and housing;
- protection of houses against insects and rodents;
- water adequate to permit cleanliness and safe drinking;
- suitable waste disposal;
- services for provision of antenatal, natal and postnatal care;
- family planning, infant and childhood care, including nutritional support; and
- immunization against the major infectious diseases of childhood.

To the Rich Young Ruler, Jesus said, "You shall love the Lord your God with all your heart, and
with all your soul, and with all your mind, and your neighbor as yourself." He offered the parable
of the Good Samaritan to indicate who our neighbor is, and said to our ancestors and to us, "Go
and do likewise."

From Report to the 71st General Convention (1994)

From the Report of the Standing Commission on Health, pp. 288-301

Precepts to Guide a Christian Approach to Health Care
The fundamental assumption of the Christian approach to the issues of health care is that human life is of infinite value, that every individual is of irreplaceable worth. This conviction is derived from the Christian doctrine of creation. It declares that because it is of God, all creation is good and that humankind is the apex of the divine work, the masterwork of God. God entrusts the created order to human beings, at the same time blessing them, in the words of a eucharistic prayer, with "memory, reason, and skill," making them stewards of creation. That trust requires that all life be treated with reverence, but that human life has the highest claim. The incarnation of God in Christ, in Jesus the God-human, puts a seal upon that claim. To be obedient to the baptismal promise to "seek and serve Christ in all persons" is to acknowledge the infinite sanctity of every human life. Acknowledging the sanctity of life, however, does not mean honoring life in a merely vitalistic definition. What is to be acknowledged and honored is the sacred gift of selfhood. When that sacred, personal reality is gone, life in the sense in which God gives it is also gone. Determining the presence or absence of selfhood is not an easy undertaking. It is clear, in the Christian-and specifically in the Anglican-tradition, that such decisions
belong to the community. Hard choices about the continuation or discontinuation of medical treatment, for example, need to be made by means of dialogue among the patient (if possible) and the patient's family and the physician and nurses and all other relevant parties. Those difficult choices need to be made in the light of the good stewardship and allocation of resources to which Christians are called.

The Christian view of the value of human lives leads to a determination to build a social order in which each person is cared for according to his or her needs. That distinguishes the Christian social view from one that would serve each individual according to his or her assets, or serve each according to some definition of "societal worth." At present, in the matter of the distribution of health care assets in American society, very many with need are unserved or underserved. Where Christians would contend that need alone is the criterion for receiving health care, the present society distributes health care according to the assets of the recipients. Those who can pay (or are insured) are cared for, and those who cannot, go without. At the same time that a large segment of the population is made to go without adequate health care, (approximately 36 million uninsured Americans in 1992), large sums are spent by the whole society to provide for those who can afford it. There is a striking equality among the sick. As one contemporary ethicist has put it, "When we are sick, we are as human beings on a level playing field in a way characteristic of few other circumstances" (Philip Turner). That such fundamental human equality is addressed in unequal ways constitutes a failure of justice that strikes at the heart of Christian convictions about human worth. In the Baptismal Covenant the worth of every individual in the eyes of God is firmly established, as it is again in the Burial Office, where the same pall lies upon the casket of people of every kind and condition.

Christians and the Making of Public Policy in the Health Care Field
Christians, and those in the Anglican tradition in particular, can bring to the public discussion and the making of public policy certain perspectives that are capable both of elevating the discourse and of bringing it into line with the reality of human existence. Episcopalian Christians can, for example, stand fast against what one commentator has called, "A Promethean vision of medical possibilities" (D. H. Smith). That is a vision that characterizes some approaches in American medicine and it fails to account for finitude and the truth that "ultimately all medicine is palliative." It is a vision that is blind to the inevitability of suffering and death, realities that are at the heart of the Christian diagnosis. "The brokenness of life-of healer and patient-is there for anyone with eyes to see" (Smith, Health and Medicine in the Anglican Tradition, Crossroad, New York, 1986, p. 7).

The truth that life is limited is joined by the fact that there are limitations of all kinds in the world, including limitations of health care resources. Issues arising out of the way in which those resources are distributed-to high technology neonatalogy units or to programs in pre-natal care among the undereducated poor, for example-are issues in which people of conscience, and especially people of Christian conscience, should have important things to say.

Essential to the discussion and to the making of health care policy is the need to agree upon the common good. Christians must approach that definition, not as utopians, but, recognizing that, as Dean Turner has put it, "We wait with eager longing in a world that cannot yield all we want it to. In public policy, we can only hope for a good enough society." The resurrection of Christ is the sign that the ultimate outcome is God's and also the holy encouragement to Christ followers to strive mightily for a social order that is grounded in righteousness.

Whatever the definition of the "good enough" society turns out to be in this country, some elemental objectives for an approach to health care are clear:
* That universal access to quality, cost effective, health care services be considered necessary for every one in the population, including those requiring long term care.
* That "quality health care" be defined so as to include programs in preventive medicine, where wellness is the first priority.
* That "quality health care" include interdisciplinary and interprofessional components to insure the care of the whole person-physiological, spiritual, psychological, social-in the community in which that person lives.
* That "quality health care" include the balanced distribution of human resources and not merely of financial resources, so that no region of the country is underserved by health care professionals, including primary care providers and nurses.
* That "quality health care" should include the treatment of incurably ill persons such that pain and distress are relieved even if life is shortened. Followers of the crucified and risen Christ do not place highest value on mere biological existence. (pp. 291-293)

From Report to the 70th General Convention (1991)

From the Report of the Standing Commission on Health, pp. 178-191

VI. Allocation and Access in Health Care
A. Access

In Canada, Great Britain, Japan and the Netherlands, everyone has access to basic health care. In our rich and resource-filled United States, 35 million people are without health insurance, Medicare or Medicaid coverage. About 80% of these people are workers (and their family members), whose low-wage jobs do not provide health insurance. 

In a land where gleaming hospital towers are the home of state of the art equipment and the latest in advanced research, our infant mortality rate is highest of all industrialized nations (1%), life expectancy is lowest (71.3 years for males at birth). However, our total health expenditure (12% of GNP) is the highest of all advanced nations, although government health expenditure is the lowest (4.5% of GNP).

In a nation that prides itself on its quality of life, emergency rooms are shutting down at a frightening pace, obstetricians and other specialists are leaving practice, claiming impossible malpractice premiums, and we now lead the world in Cesarean Sections (18 per 100 births against only 10 in Western Europe), due in part to an apparent overkill of litigation.

The 1985 Report of the Secretary's Task Force on Black and Minority Health of the United States Department of Health and Human Services clearly documents a wide health status disparity between Blacks, Latinos and Native Americans as contrasted with Whites in our country. Congressman Louis Stokes in "The Health of Black America" (Health Aims, 1988) describes a two-tier system with a drastic difference of health service to the poor, underinsured, uninsured and unemployed. There are some new statistics that seem to indicate that life expectancy of Blacks in the United States is shortening rather than lengthening.

A prime example of the impact of these costs came when Chrysler asked Joseph Califano, a former Secretary of Health, Education and Welfare, to become a member of the automaker's Board of Directors with the express purpose of addressing runaway health insurance premiums. Chrysler estimated that $600 of the cost of each new car went to employees' health coverage, about five times more than for their competitors in Japan, West Germany and other countries.

During the 1980s, labor-management contract participants were saying that health insurance had become the second major issue in negotiations and work stoppages. Clearly, both the public and private third-party players have reached their capacity. Unfortunately, the two usual responses to the crisis are redefining the poor and lowering reimbursement.

In an Oregon Senate study, it is pointed out that those people being arbitrarily excluded from health care are working full or part time or are the dependents of workers, with 40% being children. The myth of the lazy welfare recipient needs to give way to the picture of the single parent or the underemployed or those who have insufficient funds to retire completely.

We believe in a Gospel that demands our concern for those in need, including the
sick, a Gospel that reminds us that it is a problem of faith if we allow millions of our
neighbors to be excluded from even the most basic health care.

B. Cost

Health care expenditure has doubled between 1960 and 1990, about twice as much as general inflation. Reasons cited are: the expanding arsenal of costly diagnostic and therapeutic procedures, escalating drug prices, rising income of physicians and other health care workers, rising administrative costs, aging of the population, need for costly interventions which could be avoided with adequate preventive care (see Section 5, Holistic Health Care).

C. Inequality

The United States is the only industrialized democracy without universal health coverage, hence the 35 million people without health insurance. About 80% of these people are workers (and their family members) whose low-wage jobs do not provide health insurance. The others are unemployed persons and their families. Employer-provided health benefits vary and are on a downward trend, because many employers feel they cannot fully pay the ever-increasing premium rates. Those who are not insured do get health care, but only when they are acutely and severely ill and then in hospital emergency rooms, many of which are shut down because of hospital insolvency. Not surprisingly, there is a wide health status disparity between minority groups and the white majority.

D. Inefficiency

The large number of uninsured persons leads to an underclass of people who get into a vicious cycle of poverty, poor health and unemployment, a disaster for them and a financial burden to society. This is a moral as well as an economic deficiency. The fee-for- service system, in which physicians and hospitals are paid by the number of operations and tests, leads to many unnecessary tests and treatments. This is exacerbated by fear of malpractice suits, and to some extent by the increasing number of clinical laboratories owned by physicians. Remedies have been sought in the past, but these have been on a partial basis (V.A., Medicare, Medicaid, the repealed Catastrophic Coverage Act), which only increases the inefficiency.

E. Proposed remedies

Several proposals for a National Health Plan, aimed at universal coverage and at controlling costs, have recently been made. Cost control is sought by simplifying the finance and reimbursement system, replacing the fee-for-service system by an HMO plan (which would also stimulate preventive care), restraining fees and drug costs, and by rationing health care based on cost-effectiveness analysis.

F. Task of the Church

Our Lord's call to feed the hungry and give drink to the thirsty implies that we have a duty to help provide adequate health care to all in our nation. At the same time we should expound the Christian vision that physical health is not an end in itself, and that our primary goal in this life is not to postpone death but to prepare for the life to come. In this spirit the Church should support all those who are trying to devise a system of equitable health care delivery for all citizens, with emphasis on preventive care and if necessary a certain form of rationing of health care. (pp. 184-186)

From Report to the 69th General Convention (1988)

From the Report of the Standing Commission on Human Affairs and Health, pp. 137-170

The commission has struggled with yet another profoundly important question: what is health? Any notion of health that is to be taken seriously by Christians must include those convictions and conclusions that God, working through human experience, has revealed to be healthy for us. Salvation through Christ, or wholeness in Christ, is the larger conception of what health means to Christians. We never achieve the fullness of salvation, health or wholeness in our lifetime in this world that is, of course, the only world we have. We join all other persons in asserting that there are fundamental human rights to physical and mental health to which human commitment and ingenuity must be dedicated. We, therefore, make common cause in these things with all of the people of the earth. (p. 139)

From Report to the 68th General Convention (1985)
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8. Health care availability: Challenge to the religious conscience
On October 17, 1984, an important study on health care was released by the National Citizens Board of Inquiry into Health in America. It presents a picture of inequality and unavailability of health care in the United States that shocks. It is clear that poor and near-poor people-especially the old and very young, those living in inner cities or in rural areas, and minorities-are the victims of grossly inadequate protection for their physical well-being. Among the major findings, the report reveals that:
* 33 million Americans have no health insurance protection.
* The U.S. infant mortality rate is increasing for the first time in decades. Already we rank 14th among the nations of the world.
* During the last four years, budget cuts have depleted Medicaid for the poor by $5 billion and Medicare for the elderly by $13 billion. Children were the most numerous losers here, though impoverished senior citizens were hit nearly as hard, since Medicaid pays for health cost not covered by Medicare.
* In the past four years, 725,000 Americans have been deprived of medical services because of budget cuts for community health centers.
* In the same period, spending for maternal and child health care has dropped 18%, so that 9 million children get no routine medical care and 18 million receive no dental care.
* Each year, 15,000 pregnant women must wait six months before they can get medical attention because of changes in the law limiting governmental funding of family planning clinics.
* Last year, 200,000 Americans were denied emergency hospital care and 800,000 were denied routine hospital care because they were poor and had no health insurance.

In addition to the obvious injustice represented by the statistics cited above, there is an awareness by nearly every American that the costs of physician and hospital care each year recently have increased by double and often triple the annual rate of inflation. Thus, even the affluent are troubled. Moreover, current efforts to control medical costs by government have had minimal effectiveness. "Controlling medical costs has become the Great American Shell Game," according to a former Secretary of Health, Education, and Welfare, Joseph Califano. "Congress puts a cap on Medicare payments for 467 medical procedures, and hospitals just pass the costs off to the states. States put their own caps on Medicaid hospital payments, and hospitals just move the pea to private insurers and Blue Cross/Blue Shield. Congress caps payments to physicians in hospitals, and doctors move the pea outside the hospital to their offices or clinics where there are no caps." Thus, the new caps on hospital cost paid by Medicare and many states may allow politicians to boast about cutting deficits, but they do little to reduce the actual costs of the health care system. Hospitals and doctors simply shift their charges to private insurers.

Why is the availability of adequate medical care a special concern to the Christian church? Because care for the sick was a central priority in Jesus' ministry-that's the most elemental reason. We cannot be his faithful disciples unless the ministry of healing is an integral part of our response and witness to the Gospel. The apostolic vision sees health not as a state of physical perfection but as a promise of life that God has intended us to live. Moreover, as the Church addresses faith questions, it inevitably addresses societal issues. Health is not just the health of a whole person but of the whole society. Health is part of the mending of creation, but it must be seen also in the larger context of justice. There will never be health or the right distribution of health care in the world without justice. Questions of employment, of economics, of distribution of resources, of war and peace, of participation in society must all be addressed in order to address the issues of health and health care. Thus, members of our congregations are challenged to address the public policy issues of their community, region, and nation as these issues relate to injustices in the health care delivery system.

In doing so, churchpeople would be supporting the recommendations of the President's own Commission for the Study of Ethical Problems in Medicine, which declared in 1983:

"Society has an ethical obligation to ensure equitable access to health to all.... When equity occurs through the operation of private forces, there is no need for government involvement; but the ultimate responsibility for ensuring that society's obligation is met, through a combination of public and private sector arrangements, rests with the Federal government. Private health care providers and insurers, charitable bodies, and local and state governments all have roles to play in the health care system in the United States. Yet the Federal government has the ultimate responsibility for seeing that health care is available to all when the market, private charity, and government efforts at the state and local level are insufficient in achieving equity."

Such health care should reflect a standard of adequate health care as a guarantee to every citizen. At the same time, it need not attempt to provide for every person the opportunity to take advantage of every sophisticated medical technique available. In other words, there should be a minimum beneath which no one's care should fall, rather than a ceiling above which no one should rise. Persons seeking care beyond the adequate standard should utilize their own resources….

American business alone, however, cannot control health care costs nor see to its more equitable distribution among all the needy. The Commission on Human Affairs and Health believes we need a national policy to restructure financial incentives in America's health care industry. Where possible, some marketplace discipline should be instilled; where not, some controls are needed. Certainly, it seems apparent that present government efforts at cost containment are not working. Costs disappearing from government health care budgets have a remarkable ability to reappear elsewhere in this essentially non-competitive system where cost shifting is so easy. The net result is a hidden tax on American business and all the citizenry….

As a first step toward reform, we propose that the President and the Congress establish a national commission to propose ways for reforming health care similar to the National Commission on Social Security Reform. This commission would be charged with developing a national health policy to cut costs without reducing care, and to provide ways in which it can be made available on an equitable basis to all citizens, including those who are poor or young or elderly. Its members should include representatives of all the players: federal, state, and local government, business and labor, senior citizens and junior citizens, lawyers, physicians, hospitals, and health insurers. The churches of America, in ecumenical chorus, should call for the development of an efficient and just health delivery system. Our country cannot keep going the way we are. We simply do not have the money; and it is the poor, the young, and the elderly who will bear the heaviest burden of our current undisciplined folly. (pp. 137-140)


