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introduction
Health care is not only a medical issue — it’s a justice issue. It shapes who
gets to live with stability, who carries preventable suffering, and who is
forced into impossible choices between care and survival.

In this four-part series, Dr. Mark J. DeHaven invites us to see the U.S. health
crisis through the lens of Christian faith, moral clarity, and neighbor-love.
From the social conditions that produce illness, to the injustices baked into a
profit-driven “sick care” system, to the growing mental health epidemic and
the church’s calling to respond, this series asks a simple question with
enormous weight:

What does it mean to love our neighbor when our neighbors are being
crushed by preventable illness, untreated suffering, and medical debt?

We created this guide to help you move through the series slowly — whether
you’re reading alone, reflecting with friends, or using it in a church,
classroom, or small group. Each part includes takeaways and reflection
questions to help you pause and listen:

What is the Spirit bringing into focus?
What feels familiar — and what unsettles you?
What would faithful action look like in your community?

Our hope is that this resource helps you move beyond outrage toward
imagination — and beyond compassion toward repair.



key themes
1. Health is shaped by social conditions, not just personal choices.
Where we live, what we earn, and what we endure are often stronger predictors
of health than medical care alone.

2. The U.S. health care system is a moral problem, not only a policy problem.
When access depends on wealth and profit, suffering becomes a feature — not a
bug.

3. Preventable illness reveals preventable injustice.
High rates of chronic disease, early death, and medical bankruptcy are not
inevitable — they reflect systems and decisions.

4. Mental health is part of neighbor-love.
Isolation, stigma, underfunded systems, and untreated trauma create a crisis that
Christians are called to meet with compassion and competence.

5. Faith calls us to protect the vulnerable.
Scripture consistently links righteousness to the defense of the poor, the sick,
and those denied dignity.

6. The church is uniquely positioned to build communities of care.
Congregations can reduce stigma, strengthen social connection, partner with
local services, and create practical pathways to health.

7. Advocacy is an act of discipleship in public.
Loving our neighbor includes speaking up when policies and systems harm our
neighbors.

8. Hope is not denial — it’s repair.
Christian hope shows up as presence, truth-telling, and sustained action where
people are weary.



Health Is a Social Outcome
How Social Factors and Poverty Contribute to
Health Inequities

Part 1



In Part 1, Dr. DeHaven explains why social and economic conditions drive health
outcomes far more than doctors or prescriptions. He explores the devastating
impact of poverty, chronic stress, and neighborhood inequity on people’s bodies
and lives, making a powerful case for why Christians must advocate for health
justice. 

Recently enacted and proposed cuts to Medicaid, the National Institutes of Health
(NIH), and the Centers for Disease Control and Prevention (CDC) are deeply
troubling and could have devastating consequences for the health of all Americans,
especially the poor and vulnerable. These actions threaten to undo much of the
slow but steady progress made over the past 50 years toward eliminating health
disparities and promoting health equity.

Medicaid provides coverage to more than 80 million low-income people in the
United States, including almost 40 million children. It also provides care and
resources for low-income pregnant women, people with disabilities, and elderly
individuals. 

Cuts to the NIH and CDC threaten decades of research and public health programs
that have significantly improved outcomes for people on the margins of society.

The United States already lags behind other developed nations in key health
indicators — infant and maternal mortality, chronic disease rates, and access to
care. 

The U.S. has the highest number of preventable deaths among wealthy nations,
despite spending more per capita on health care than any other country. 

Systemic inequities that jeopardize the health of the poor help explain why the U.S.
ranks 34th globally in life expectancy. Further reductions in health care access will
not only harm millions of people today but will also deepen the long-term burden of
disease in our society.



As Christians, we must recognize that these issues transcend policy debates; they
challenge our moral and spiritual responsibilities. Throughout Scripture, we are
commanded to care for the poor, the sick, and the marginalized (Prov. 31:8-9, Matt.
25:40). Ensuring equitable access to health care is not just a matter of public policy
but a fundamental issue of justice and compassion.

The Social Determinants of Health

Unlike most other developed nations, the U.S. has never fully embraced what the
World Health Organization (WHO) considers essential for a healthy population —
Universal Health Care (UHC) and Primary Health Care (PHC). UHC ensures that all
people, regardless of income, have access to medical services without financial
hardship. PHC integrates health care with social services, recognizing that factors
such as housing, education, and employment impact health outcomes. (1,2)

The importance of addressing
health within a social and
economic framework was
recognized as early as the 19th
century. 

The German physician and social
reformer Dr. Rudolph Virchow
argued that disease is largely
caused by poverty,
unemployment, malnutrition, and
lack of access to medical care. He
famously described medical
practitioners as the “natural
attorneys for the poor” since they
directly witness the effects of
inequality on health. (3)



Over the past 50 years, the U.S. has made slow but meaningful progress in
recognizing the connection between social conditions and health outcomes,
particularly in marginalized communities. 

The establishment of Medicaid and Medicare in 1965 marked a significant step
forward. More recently, community health initiatives have combined clinical
medicine, public health, and social services to create more comprehensive health
care models. (4,5,6)

However, health care alone is not enough. Research shows that medical care
accounts for only about 20% of health outcomes, while social and economic factors
account for 40%, health behaviors for 30%, and the environment for 10% (7,8).
Similarly, health disparities are deeply tied to social determinants such as housing
quality, food security, job opportunities, and neighborhood safety.

The Impact of Chronic Stress and Poverty

The consequences of inequality extend far beyond access to medical care. Chronic
stress from poverty and instability increases the risk of mental health disorders
such as depression, while also contributing to weakened immune function and
chronic diseases like cancer, heart disease, and diabetes. An individual’s zip code is
often a more reliable predictor of health outcomes than their genetic code.

The Affordable Care Act (ACA), passed in 2010, expanded Medicaid coverage,
providing more than 41 states and the District of Columbia with additional resources
to address social determinants of health (SDOH) — including transitional housing,
rental assistance, and nutrition services. 

However, these advances are now at risk. If Medicaid is cut and public health
programs are dismantled, the burden will fall disproportionately on the most
vulnerable members of society. (9,10,11,12,13)



A Call to Action for Christians

In a 1966 speech to the Medical Committee on Human Rights, Dr. Martin Luther King
Jr. declared, “Of all the forms of inequality, injustice in health care is the most
shocking and inhuman,” because it often results in physical death. While some
progress has been made since then, the poor remain systematically deprived of
equal access to a healthy life and are at increased risk of preventable disease,
disability, and premature death.

Christians cannot remain silent in the face of policies that will worsen suffering for
millions. Limiting Medicaid and reducing the reach of the NIH and CDC contradicts
the Christian virtues of mercy and compassion and undermines our biblical call to
love our neighbors as ourselves (Mark 12:31). As people of faith, we must advocate
for policies that uphold human dignity, protect the vulnerable, and promote health
justice for all.

Here are some ways you can take action:

Educate your church community about the moral and social impact of health
care inequities.
Advocate for policies that protect and expand Medicaid and public health
funding.
Support local organizations working to address the social determinants of
health in marginalized communities.
Engage in community health initiatives that provide holistic care to vulnerable
populations.

Faith in Action: Transforming Communities Through Vision and
Partnership

Let me conclude with an example. Early in my career, I joined the board of a non-
profit linked to a small inner-city African American church. 



The pastor had a vision for building affordable housing, while I, as a professor of
community medicine, saw an opportunity to improve community health. When I
asked about funding, he smiled and said, 

“Mark, when the Lord gives you a vision, He provides the provision.”

With no initial funds, we spent four years raising nearly $16 million to build a 150-
unit low-income housing complex — the first new construction in the area in 70
years. It included a fitness center, a teaching kitchen, community health offices,
and garden beds.

This effort sparked a 20-year partnership with the pastor, leading to a coalition of
30+ African American congregations funded by the NIH and CDC. 

Together, we improved treatment for chronic diseases, increased exercise and
weight loss, reduced emergency room visits, and trained a new generation of
medical professionals.

Health is not just a personal responsibility — it is a shared social outcome. When we
advocate for justice in health care, we reflect the love of Christ and help build a
society where all people can thrive.



reflection questions
When you think about “health,ˮ  what assumptions do you usually
make about personal responsibility? How does the idea of health as a
social outcome challenge or expand that view?

Where do you see social determinants of health in your community
(housing, food access, safety, job security, chronic stress)? Who is
most affected?

What would it look like for your church to treat health inequity as a
neighbor-love issue — not only a political issue?

Part 1



U.S. Health care
How the World’s Most Expensive System
Discriminates Against the Poor and Perpetuates
Preventable Diseases

Part 2



In Part 2, Dr. DeHaven dissects the moral failure of a profit-driven “sick care”
system that prioritizes corporate gain over human well-being. He outlines how
systemic barriers deny the working poor, racial minorities, and uninsured families
access to basic care. With data and prophetic urgency, he urges Christians to
remember that God does not measure justice in dollars, but in dignity.

Americans are increasingly frustrated and angry about the state of health care in
the U.S. The horrific assassination of a health care system CEO recently shocked
the industry, but was met with complacency — and even acceptance — among
some segments of the public. Insurance companies and hospitals routinely deny
approved medical procedures and erect barriers to processing legitimate claims.
Medical bills account for 40% of all personal bankruptcies.

Most Americans support the Affordable Care Act (ACA) and feel the federal
government should guarantee health care for all. Yet, the ACA faces an uncertain
future, and Medicaid coverage for the underserved is being reduced rather than
expanded.

According to every indicator, the U.S. health care system is a failing system. It is the
least efficient, most expensive, and least equitable among all wealthy nations. It
ranks first in only one category: cost — it accounts for 7.6% of total costs in the U.S.
compared to 3.8% in comparable countries. 

It accounts for 17.6% of GDP and costs $5.0 trillion annually. The per capita cost is
$14,570 — compared to $6,600 in other wealthy countries. Although more costly,
the U.S. system ranks last in overall performance, access to quality care,
administrative efficiency, health equity, and health care outcomes.¹ Americans die
earlier and are less healthy than people in other wealthy countries.

A “Non-system” of “Sick Care”

The U.S. health care system does not align with World Health Organization (WHO)
standards for a well-functioning health care system and is considered a “non-
system” of care.



Non-systems lack a unified structure for managing care delivery, so care is
fragmented and uncoordinated, and places emphasis on an individual’s ability to
pay. Non-systems have broad variations in quality, high costs, poor outcomes, and
favor treatment over prevention.²

The American Medical Association (AMA), American Public Health Association
(APHA), National Council of Churches (NCC), most major religious denominations,
and the majority of the American public all support Universal Health Care (UHC).
UHC ensures that all people have equal access to the full continuum and quality of
health services— from health promotion to palliation — without personal financial
hardship. 

Since the U.S. rejects UHC, it is often portrayed as a “sick care” system, focused
more on treating rather than preventing disease. Sick care is more expensive, since
it relies on costly treatments.

The APHA estimates that every dollar spent on prevention saves $5.60 in treatment
costs. About 75% of U.S. expenses go to treating preventable conditions like heart
disease, cancer, type II diabetes, and stroke. Yet, 95% of U.S. spending is for
treatment and only 5% for prevention.³

Health Consequences of a Failing
System

Preventable chronic illnesses have
become a way of life for multiple
generations of Americans. They now
account for more than 70% of deaths.
Although chronic illness is multicausal,
overreliance on treatment-based health
care is a primary factor. And although
access to health care accounts for only
about 20% of health outcomes, it is
essential for living a long and productive
life.



Before the ACA, 45 million Americans had no health insurance. Today the number is
25 million. The uninsured are more likely to not seek — or to postpone — needed
care due to cost.

Thus, they are less likely to receive preventive care, more likely to be hospitalized
for preventable conditions, and more likely to be diagnosed with late-stage cancer.⁴
Inequitable access to care contributes to increased levels of chronic disease, and
lower overall levels of health, length of life, and untreated disease based on race,
ethnicity, and income.⁵ ⁶

The uninsured tend to be the working poor—people who work low-wage jobs and
live in poverty. They are disproportionately racial and ethnic minorities: American
Indian and Alaska Native (AIAN; 18.7%), Hispanic and Latino (17.9%), Native Hawaiian
and Pacific Islander (NHPI; 12.8%), and Black (9.7%), compared to their white
counterparts (6.5%).⁷ 

As a consequence of health care access and outcome inequities, wealthy Americans
now live as much as 15 years longer than poor Americans.⁸

Profits over People:
Community Benefit and the
Need for Reform

Health care options for the poor are
becoming more limited as health care
has become a major industry, often
more focused on the corporate
bottom line than on patient health.
The number of public “safety net”
hospitals whose mission is to provide
care for the underserved has declined
by almost half since 1980.



The remaining for-profit and non-profit hospitals are part of corporations that see
health care more as a business than a social responsibility. They seek to maximize
profits and do not welcome the poor.

Nonprofit hospitals are required by the IRS to provide community health benefits,
including charity care for low-income patients without insurance. However, there are
no minimum standards, and hospitals decide who and what qualify for charity care.

According to the nonpartisan Lown Institute, 80% of hospitals receive far more in tax
benefits than they provide in charity care. For example, the non-profit system in
North Carolina with the largest tax exemption dedicates less than 60% of its tax
benefit to caring for the poor. The system has accumulated $8.4 billion in
unrestricted reserves, and many of its hospitals have profit margins exceeding 30%.⁹

The Need for Reform

The need to reform health care in the U.S. is long overdue. The current system is
inequitable and contributes to epidemic levels of persistent chronic disease. 

Especially troubling are the human costs inflicted on the poor, who suffer a
disproportionate share of the disease burden. When groups of people are
systematically denied routine access to medical care and are subjected to increased
risk of disease and diminished quality of life, it is unjust and contradicts every basic
Christian value.

And when large health care corporations focus on profits and stockpile wealth at the
expense of people in need, it is obscene — and challenges Christians to act on
behalf of those whose lives and well-being are at peril.

After dedicating his life to eliminating disease among the world’s poorest and most
vulnerable citizens, the Harvard physician/anthropologist Dr. Paul Farmer concluded, 

“...the idea that some lives matter less is the root of all that is wrong with the
world.”



He spoke eloquently of putting the needs of the poor and vulnerable first, as
instructed by Catholic Social Teaching and Matthew 25:31–46. In the face of
discrimination in health care and impending reductions in the ACA and Medicaid,
Christians cannot remain silent. We are being called into action, as was Esther, “…for
such a time as this” (Esth. 4:14).

The Hebrew phrase Tikkun Olam means “repair the world,” and in modern usage
refers to social action and the pursuit of justice. Trinity Moravian Church in Winston-
Salem, NC, embodies the spirit of Tikkun Olam with their Debt Jubilee Project begun
in 2022.¹⁰ The congregation raises funds for the sole purpose of purchasing medical
debt for pennies on the dollar from third-party debt collectors. So far, they have
retired $21 million of medical debt from thousands of local families.

In such a time as this, Christians must think creatively about our role in reducing
health inequity in ways that will: 

“…loose the chains of injustice… to set the oppressed free.” (Isa. 58:6)



reflection questions
Where have you seen the health care system operate more like a
business than a public good? How has that affected you or someone
you love?

What emotions come up when you read about medical debt, denied
care, or preventable illness? What might those feelings be revealing?

What is one concrete step you could take in the next 60 days to
support health justice (learning, advocacy, giving, volunteering,
showing up)?

part 2



The Growing Mental Health
Crisis
The Largely Ignored Epidemic of Chronic Mental
Illness

part 3



In Part 3, Dr. DeHaven and Dr. Daniel Gutierrez expose the scale of untreated
mental illness, rising suicide rates, and emotional despair that now touch nearly
every community. They explore how isolation, stigma, and systemic neglect
deepen suffering, especially among marginalized groups. 

In the past two months, thousands of federal workers have been abruptly uprooted
from their lives — fired without notice, publicly criticized by leaders, and mocked on
social media as lazy or wasteful. The new Director of the White House Office of
Budget Management even stated he wants federal workers to feel “traumatized.”
Unsurprisingly, many report debilitating stress, suicidal ideation, personal crises,
weight loss, insomnia, panic attacks, and complete mental breakdowns.(1)

I (DG) have been a psychotherapist for 15 years — long enough to become attuned
to the rhythms of a typical therapy session. I know the cadence of depression,
anxiety, and addiction. 

I recognize the thudding of my own heart as I lean in to hear a client’s story of
trauma. I’m familiar with the quiet moments of reflection, the occasional tears, and
the sharp inhale that marks an emotional breakthrough. But lately, something has
changed. The sounds are quieter, heavier. Clients still speak of their struggles, but
now their words are blanketed by a deeper despair. Grief feels accelerated. More
often than not, they carry with them a dangerous absence of hope.

Policies designed to “traumatize” others violate every principle of decency,
compassion, and justice. They create climates of fear and retribution, rooted in
“othering” — making people feel isolated, threatened, and vulnerable. We’ve seen
such policies aimed at immigrants, trans individuals, and now, federal workers. 

This kind of intimidation and persecution is a call to action for Christians. We are
commanded to “bear one another’s burdens” (Galatians 6:2) and to follow the
example of the Good Samaritan by showing mercy and compassion to those in need
(Luke 10:25–36).



Mental Health Disorders: A Growing Epidemic

This trauma is unfolding during a time when most Americans are already
experiencing heightened stress, and mental health conditions are at record highs.
Each year, 25% of adults suffer from a diagnosed or undiagnosed mental health
disorder. 

By comparison, heart disease — the leading cause of death — affects just 5–6%. Up
to 60 million Americans suffer from conditions such as depression, anxiety, bipolar
disorder, schizophrenia, and PTSD. These illnesses impact their thoughts, emotions,
and behaviors, often making daily life unmanageable by disrupting relationships,
work, and basic self-care.

Over the past decade, anxiety — defined as persistent worry or fear about everyday
situations—has escalated rapidly, rising from 11% in 2019 to 40% in 2020. By 2024,
43% of Americans reported feeling more anxious than the year before. Depression is
also on the rise. Women are twice as likely as men to experience it, and young
adults now face unprecedented levels of anxiety and sadness.

While health and longevity improve in
other wealthy nations, the opposite is
true in the U.S. Deaths of despair —
suicide, drug overdoses, and alcohol-
related illnesses — are rising here,
even as they decline globally.(2) 

Fueled by the fentanyl epidemic, over
109,000 Americans died from drug
overdoses in 2022, and 51,000 died
from alcohol-related causes — a 70%
increase in just 10 years. Suicide is a
growing public health crisis,
especially among youth. It is now the
second leading cause of death for
children aged 10–14 and young adults
aged 25–34.



Over the past decade, suicide rates increased 56% among 10–24-year-olds,
contributing to the U.S. having the highest pediatric death rate among wealthy
countries.(3,4)

Poor mental health often comes hand-in-hand with isolation and a lack of
meaningful social connection. Over 30% of Americans describe themselves as
“seriously lonely.”(5) The burden is even greater for LGBTQ+ individuals and people
from marginalized communities, who face daily political attacks, stigma, and shame.
LGBTQ+ youth, in particular, are more likely to be estranged from family and
struggle with suicidal thoughts.

Treatment — and the Lack Thereof

Despite growing need, access to mental health care remains dangerously
inadequate. Only about half of those who need help receive treatment. 

Among the 48 million people aged 12 and older with substance use disorders, only
10% get care.(6) Recent federal funding cuts to the Substance Abuse and Mental
Health Services Administration (SAMHSA), the Centers for Disease Control and
Prevention (CDC), and the National Institutes of Health (NIH) threaten to reverse
gains made in prevention and early intervention.

A few years ago, John Oliver dedicated an episode of his show to the mental health
crisis. In his characteristically brilliant (and biting) tone, he concluded:

“Look, in the past, so much of the problem here is that people would not ask for
help. But, thankfully, now that is less of an issue… But when people do reach out for
help, we are just not able to give it to them. If we truly want to be a society that

values mental health, we need to be a society that values mental health care — and
that means supporting the people who deliver it.”(7)

Research supports this. 



The Kaiser Family Foundation reports that nearly 50% of the U.S. population lives in
a mental health workforce shortage area.(8) By 2037, we’re projected to face
alarming shortfalls:

113,930 addiction counselors (meeting only 45% of demand)
43,660 adult psychiatrists (43%)
6,780 child and adolescent psychiatrists (65%)
87,840 mental health counselors (57%)
79,160 psychologists (55%)(9)

Over one-third of clinicians leave the profession, citing poor compensation and
burnout.

Moving Forward: A Role for Christians and Congregations

Behind every statistic is a person caught in a storm of despair — a life marked by
struggle, a family facing heartbreak, a community searching for hope.

Christians cannot meet this crisis with silence. Yet, for many, that’s exactly what
they’ll receive—even from their congregations. Their pain is dismissed, their stories
unheard. In place of compassion, they may encounter oversimplified solutions or
harmful, anti-scientific rhetoric that further alienates them.

But it doesn’t have to be this way. Excellent resources already exist to help
congregations respond well to mental health needs, including:

Mental Health: A Guide for Faith Leaders by the American Psychiatric Association
(psychiatry.org)
Interfaith Network on Mental Illness video series (inmi.us)
Pathways to Promise Mental Health Ministries (pathways2promise.org)(10)

Ministering to one another within the church is essential, but it’s not enough.
Christians also bear a broader responsibility to care for the vulnerable. The biblical
mandate is clear: extend mercy, pursue justice, and love the “other.” 

https://www.psychiatry.org/
https://inmi.us/video-series
https://www.pathways2promise.org/


I
In Matthew 25:31–43, Jesus calls us to care for the hungry, the sick, the stranger. In
Matthew 7:12, He reminds us: 

“So in everything, do to others what you would have them do to you.”

We’ve heard much political posturing about mandates in recent years. But Christians
already have one:

“To act justly and to love mercy and to walk humbly with your God.”(Micah 6:8)



reflection questions
Where do you see signs of despair in your community — especially
among youth, parents, elders, or marginalized neighbors? What do
you think is driving it?

What messages about mental health did you absorb from church
culture (spoken or unspoken)? Which of those messages need
healing or correction?

What would it look like for your church to become more “mental-
health literateˮ — in language, practices, referrals, and care?

part 3



Health, Communities, and the
Role of the Church
A Call to Christians to Promote Health Justice

part 4



In the final of this series, Dr. DeHaven challenges Christians to see health as an
expression of faith — both personal and communal. He offers practical ideas for
congregational health ministries, partnerships with social services, and prophetic
advocacy on behalf of the vulnerable. Rooted in Scripture and powered by love,
he reminds us that the call to “heal the sick” is a mission we’re meant to live.

My heart sank as I considered the devastating health consequences of the White
House’s January 20, 2025, order to pause all U.S. foreign aid immediately. Half a
million metric tons of surplus U.S. food — already promised to hungry people in
Haiti, Bangladesh, and Sudan, packed and loaded, or shipped and awaiting delivery
in foreign ports — was halted without warning. Enough food to feed 36 million
people was left to rot, with no regard for the starving recipients’ needs.(1)

While the global health community watched in horror, the plan’s architect — and
richest man in the world — tweeted this cavalier message: 

“We spent the weekend feeding USAID into the wood chipper. Could gone [sic] to some
great parties. Did this instead.”(2)

The callous indifference to the health and well-being of the poor continued
throughout the week. Programs, staff, and funding at the Centers for Disease
Control and Prevention (CDC) and the National Institutes of Health (NIH) were
disrupted or halted. Health data systems used to monitor and prevent disease were
taken offline. 

Medical and health research programs suspected of supporting diversity, equity, or
inclusion (DEI) were shut down. An existing presidential order to protect and
strengthen Medicaid — which provides health care for low-income families — was
revoked.

Then, on February 13, 2025, the White House issued an order establishing the Make
America Healthy Again Commission (MAHA). Its purpose? To determine the causes
of elevated levels of chronic disease in America. The irony of creating MAHA while
dismantling health programs was lost on many.



Why Americans Are So Unhealthy

MAHA got one thing right: America does have a health crisis. Americans die younger
and suffer from higher levels of preventable disease than people in any other
wealthy country.

What it got wrong was claiming we don’t know the reasons behind these poor
outcomes. In truth, the causes are well documented and have been widely
understood among health professionals and policymakers for decades.

One of the clearest ways to understand why Americans are unhealthy is to look at
comparable countries where people are healthier. First, the World Health
Organization (WHO) and most other wealthy nations recognize health as a human
right. The U.S. does not. As of January 20, 2025, the U.S. is one of only two
countries — alongside Liechtenstein — that is not a WHO member.

Second, the WHO and many developed countries endorse Universal Health Care
(UHC) and Primary Health Care (PHC). UHC ensures that all people, regardless of
income, have access to medical care without financial hardship. PHC integrates
health care with social services, recognizing that housing, education, and
employment significantly affect health outcomes. The U.S. supports neither.

Finally, the U.S. health care delivery
system is the most unjust, inequitable,
inefficient, and expensive in the world.
(3) In many European countries, most
health care costs go toward direct
patient care — especially preventive
and episodic care. In the U.S., this is not
the case. Health care is a business. Only
one-third of U.S. health care spending
goes to patient care. 



The rest supports a sprawling industry, including costly treatments, hospital stays,
drugs, devices, physician fees, bloated administrative costs, and outsized executive
salaries and bonuses.  

U.S. insurance companies often pour funds into “denial management”—systems
designed to deny care in order to increase profits.(4)

Health Injustice and the Need for Christian Compassion

Recent policy decisions threaten the already fragile health of all Americans —
especially the marginalized. Because health is a social outcome, people’s ability to
live healthy, productive lives is shaped by their social circumstances. 

Simply put, those who are socially marginalized have fewer opportunities to be
healthy. This injustice reflects a deep moral failure and presents a challenge to
Christians.

Scripture calls us to “Speak up for those who cannot speak for themselves, for the
rights of all who are destitute. Speak up and judge fairly; defend the rights of the
poor and needy” (Prov. 31:8–9).

Health in Individuals and Congregations

All Christians and congregations are responsible for promoting and maintaining both
personal and communal health. As individuals, we are called to honor and glorify
God by caring for our bodies, which are “temples of the Holy Spirit” (1 Cor. 6:19–20). 

One of the simplest ways to do this is by adopting a healthy lifestyle. On average,
people who live healthfully live a decade longer than those who do not.(5)

Practicing our faith through worship and fellowship also has health benefits. Dr.
Harold Koenig of Duke University has estimated that a lack of religious involvement
has a mortality effect equivalent to smoking one pack of cigarettes a day for 40
years.(6) 



Going to church is linked to better well-being, lower rates of depression and anxiety,
improved physical health, less use of medical services, stronger immune function,
reduced cancer mortality, fewer heart issues, and greater longevity.(7)  

Congregations also benefit from establishing health ministries — initiatives that
increase awareness, provide education, and promote health programming. These
programs help members lower cholesterol and blood pressure, manage diabetes
and hypertension, lose weight, become more active, and utilize preventive services.
(8, 9)

Advocating for Health Justice for Our Neighbors

More than at any other time in modern history, Christians are needed to protect the
health of the vulnerable. Medical care for the marginalized did not exist until
Christians recognized the need and responded.(10) As John Dickerson writes:

“The seeds that produced the modern hospital and modern medicine were planted by
devout Christians who were motivated by Christian beliefs. Many of the best-ranked

hospitals today were founded by Christians… enabled by Christian donations and
staffed by doctors who trained at Christian universities.”(11)

Today’s health crisis demands Christian compassion. It is rooted in unjust systems
and policies that favor the wealthy at the expense of the vulnerable. When Jesus
sent out his disciples, he told them to preach the Gospel and “heal the sick” (Luke
9:2). He taught that when we care for the sick, the hungry, and the stranger, we are
caring for him (Matt. 25:40).

Devout Christians must take up the cause of health equity. This means making
visible the injustices in health care and health outcomes — both within our
congregations and in our communities. We can invite neighbors into our health
ministries, volunteer in community programs, and partner with local social services.
When we help our neighbors, we not only improve their health, but also experience
emotional and physical benefits ourselves.(12)



I’ve heard it said that “hope is the song in a weary throat.” In today’s crisis,
Christians may be the only hope left for many who are weary, struggling, and
deprived of a healthy life. When asked what the Law requires, Jesus responded
simply: love God and love your neighbor. 

“All the Law and the Prophets hang on these two commandments.” (Matt. 22:37–40) 

We are called now, as we were then, to go and do likewise.



reflection questions
What health burdens are carried quietly in your congregation —
chronic illness, disability, grief, addiction, anxiety, burnout, medical
debt, etc? How might your community become safer for honesty?

Which is more natural for your church: direct care (meals, visits,
support) or public advocacy? What would it look like to hold both?

If your church chose one “health justiceˮ focus for the next year
(mental health, food insecurity, medical debt, access to care), what
would be realistic and faithful?
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ways to take action
Learn (build wise compassion)

Host a discussion night using this series + guide.
Invite a local public health worker, counselor, or community clinic leader to
speak.

Care (reduce suffering nearby)

Create a confidential “care connector” team for mental health referrals and
support.
Start a meal train + transportation support for treatment appointments.
Partner with a local clinic, free pharmacy program, or community health
initiative.

Advocate (protect the vulnerable)

Call or write your elected officials about protecting Medicaid and public health
funding.
Show up at a local meeting where health resources and access are being
decided.
Support organizations addressing social determinants of health in your city.

Repair (long-term commitment)

Establish a health ministry that includes prevention, education, and
community partnerships.
Launch a small fund to assist with medical debt, prescriptions, or urgent care
gaps.



A Prayer for Health, Justice, and Neighbor-Love
God of mercy,

You see bodies burdened by stress, sickness, and systems that do not protect the
vulnerable.
You hear the cries we have learned to ignore — 
the quiet fear of a diagnosis,
the shame of debt,
the loneliness of untreated pain,
the exhaustion of those carrying despair.

Make us a people who love our neighbors with more than words.
Give us eyes that notice suffering.
Give us courage to tell the truth about what harms.
Give us wisdom to build communities of care — steady, humble, and safe.

And give us endurance for the long work of repair.

Where people feel forgotten, make us present.
Where care is denied, make us advocates.
Where stigma thrives, make us gentle and informed.
Where despair grows loud, make us bearers of hope.

In Jesus’ name,
Amen.
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