Virginia Mennonite Conference Mid Winter delegate session
February 2, 2008
Responses to questions given for discussion in 15 minute response groups 

1. What in the vision stands out for you? (missional church, mutual aid, etc.)

—spell out the importance to the future of our church (denomination)

—The opportunity for the church to work together and pay for all leaders to have medical insurance
—Mutual aid. I believe that most of us are in this together. A very strong core must be made to support the high cost.

—Mutual Aid. Language should highlight this as a mission endeavor no less important than other “mission” initiatives of the congregation

—The importance of a need for a very broad base – include all institution church organizations.

—Biblical servant hood base “serving one another in love” calls for equity “that no one may be in need among us”. Call for missional sharing with racial/ethnic congregations.

—We (I) need to think of this as a mission of the church, helping those in need by sharing of those who can (mutual aid) Brotherhood.

—Needs to speak to both vision and be able to be practical – sellable.

—Most importantly: mutual aid. We should look out for our own. I thought MMA could work at this and help carry out this ministry, but we have found this issue is bigger than any of us individually and congregationally. Why VMC could not handle this concept – we as a denomination cannot afford such a project. 

—Mutual aid – this is a different way for us to practice mutual aid. Missional focus – it is a new way for us to be involved in the Missional outreach of the church throughout the church to support who needs coverage – what a way to be engaged in the work of the church across the church! 
—Loving other people enough to develop relationships, especially with unbelievers, and sharing Jesus with them. Caring and loving each other enough to give generously (caring and sharing). 

Shared aide and risk. 

—Mutual aid has to be the motivator for congregations who currently pay lower premiums.

—Missional church – sign of God’s kingdom (mutual aid).

—Mutual aid; Missional; humanize, not institutionalize a desire to help each other

—Missional; I like mutual aid; future of the church

—I rally like the idea of tying this in to our missional identity, and “investing in the future”

—Linking theology to current need, just as in our lengthy history or practicing mutual aid.

—Mutual aid doesn’t sell very well to the finance community of my congregation – we are a relatively small congregation, and for the congregation to pay the pastor a salary and benefits, creating a balanced budget is very important, so affordability is crucial in my congregation.
—This is about real people who respond on faith. We need to see this as mission.


—The call to be the church.


—Much more than compensation. Should be part of salary package; need to begin.

—I think mutual aid is the backbone of the church and denomination. It would seem good if we all (agencies, colleges, institutions), could embrace this vision together. 

—Care for people – the broader the net, the better, if the net can embrace many low-risk categories of persons.
—Mission/mutual aid interconnectedness

—missional church

—mutual aid

—The promise that often pastors, Mennonite Church USA will continue with the same passion for all members of the church. 

—missional church

—Mutual aid, sharing risk, and missional church are all helpful terms do point toward our identity as community.

—Servanthood, washing feet model; justice – equity among the people of the church. 

2. What would help you be an advocate in your congregation for a plan that would provide health insurance for pastors that currently do not have health insurance?

—Identify it as a “mission” and not a tax or insurance cost


—Price. Plan description and details.

—Develop a strong sense that this is the “right thing to do”. 

—Some tension built in the process if the pastor is the one who must be the advocate for this in the congregation. May be seen as a conflict of interest. 

—Actual personal stories/examples of the kinds of challenges people have in access to health care would be helpful to be an advocate.

—that majority of all congregations will participate

—It would be easier to advocate for a plan that would provide health care benefits for pastors if it would also include possibility of benefits for member of my church who also do not have other health care benefits.

—To have data in hand showing that the plan will work. To be able to inspire vision from a biblical base.

—We have a number of uninsured and under insured elderly pastors and an aging pastoral census which we on our own cannot afford. We have the same problem and issues that exist in the USA currently. The plan should be one which is affordable and provides more than adequate coverage. We are asking of congregations the same that our national government is now advocating/pushing for. The BC/BS high work is just a temporary stop gap measure – probably not sustainable over a long term. We are dealing with a smaller pool – older pool than even our insurance companies are working with and their premiums increase yearly. There are no easy answers to the health insurance questions. A form of universal insurance in now inevitable in USA. But at what price? Paid by individuals/companies/government – similar to social security payments method. The percent of payroll will be greater than social security. 
—Interdependence vs. independence.

—More definitive data; personal stories

—More specifics, part-time covered?

—Having stories to tell

—Statistics and stories (how many pastors have no coverage and/or pay exorbitant fees, along with specific names and stories).

—Some clear figures, stories, commitment of other Mennonite institutions to broaden the base. 
—Hearing the stories of need among our pastors. See this plan as a part of missions.
—information such as current percent of participation coverage age of pastors, how moving pastorate affects; churches health care access study by Mennonite Health organizations

—The fact probably is still true – that we are a compassionate people – if that compassion is not without limit or people can actually shift in their thinking from an “economy” mindset to a “compassion” mindset

—Stories that connect this issue to how it helps/hinders the work of mission/pasturing for our congregations.

—Mission at home

—stories of those without insurance

—Mandate for providing provision for catastrophic health care coverage for persons who are involved in giving leadership in the mission and ministry of our church. 

—Tying in scripture of our sense of calling to this, as a ministry of the church.

—Some kind of sign that this is different than what we have already tried.

3. What would help your congregation participate in a plan that would provide access to health insurance to all Mennonite Church USA pastors?

—Keeping the cost close to the average health care insurance cost

—Reasonable fees for a plan that actually = full service
—As in #2

—Keep difference in cost from other plans no greater than 10%

—Cost that is competitive 

—It’s a missional project – the language factor

—A large enough pool for our small congregations of 60 members to be more on the receiving than giving end of it.

—Hear from person involved in this process – in other words being educated to the needs and get conversation going. 

—Missional in nature.

—Our congregation now already practices mutual aid for our local needs – but there is not a grasp yet of the need for the practice across the denomination – will need help in conveying that. How only think about what is the fair price for our own staff’s insurance plan rather than being a part of a mutual aid process – particularly when we have a number of denominations represented in our congregation.

—Reasonable premiums – decent coverage affordable.

—Cost and availability. Presently COMB is not available to us in N.C.

—I don’t see any barriers since our congregations already participates on COMB, with a larger pool it shouldn’t cost more than COMB.

—Stories via DVD (speakers), etc.

—Stories

—As in #1, having this understood in theological and biblical terms and framework.

—Finding ways to share with them what we heard today, and more (? Sunday school elective, DVD’s, itinerant promoters, etc.)

—Affordable, competitive premiums.

—Clear information, concept of helping real need. We are helping each other.

—If the institutions can get behind this – e.g. see the local church as foundational and see the institutions involved but as an important way to support the local church.

—Education related to mutual aid (theology of); stories of pastors who do not have access; what have we learned form the past? MMA’s?

—A vision and passion for the whole – not simply my own congregation. A viable plan that is “in the ball park” price and benefit wise.

—To see all the agencies, institutions, universities that receive congregational support (people and finances) to participate in this imitative.
—It is the responsibility of the congregation!

—clear vision; sense of partnership

—Open conversation, accessibility of information regarding market risk profiles compared with Mennonite Church USA pastors’ risks.

4. What questions, concerns, and counsel do you have for the project team?

—Get some ball park figures before asking congregations. Propose a procedure to handle finances – payment and benefits who has the final decision within our type of denominational structure

—Need to control costs. Make sure that inappropriate people not become ministers in order to qualify for this benefit. 
—There are many young adults who do not have health coverage. Having health coverage for them could (maybe) pull them back into our congregations. 

-Could this be a side arm of already established MMA? How about assisting those who lost their money at the Mennonite Publishing  House in the recent loss? How about retired pastors – are they included in this pool? 

—Can Mennonite Church USA provide a large enough pool? Are you willing to explore with other Anabaptist denominations or even beyond? Can you  make a case for our developing a health insurance model for the nation as peace churches developed a mental health model during and after World War II that transformed  care and treatment of the mentally ill in this country? When churches/members hear stories of urgent need – Katrina, Bangladesh floods, people respond generously. Gather, collect and tell the stories of dramatic health needs – and the church will respond! 

How do we make this work when some have no coverage and others have part or all of theirs paid by congregations? Do the ones who are covered give up theirs? Can we get enough support churchwide to support this total coverage?

—May want to consider some scaling of premiums using age/health history, rather than the COMB model. Would not suggest “actual” cost/per participant but perhaps two/three categories: a – X$ per year; B – y$ per year, C – z$ per year

—I’ve not heard a lot about this since San Jose. I would strongly encourage you to get more information out to congregations on a very regular basis between now and when you want congregations to vote regarding the plan. Don’t wait until you have plans to share. Keep sharing the essence of the deliberations and the conversations. Help folks to grow in understanding.

—What about pastor’s who are not supported up to ½ time? Will there be a range of premiums based on life style habits?

—What is criteria for covering part-time employees? If we get a national health care plan is all this effort for nothing?

—What about those congregations that still wont’ be able to afford the insurance?

Cover part-time pastors? Bi-vocational: What if we get national health coverage?

—Tell us how many affinity groups in the Mennonite world are already combining to share risks, and whether this plan could join theirs.

—I do think we need to have the denominational institutions involved.

—Will credentialed leaders “without charge” be covered?

—How realistic is it for us to give hope to pastors without insurance; is there some interim plan that can be activated until a larger plan is created.
—Include conversations with MASP -0 but also the other institutions of the church (colleges, retirement communities, hospitals, agencies, etc.). I’m in favor of this and spoke from the floor in favor at San Jose. But here is also a concern. The cost of caring for ourselves continues to escalate (church buildings, education, caring for our aging population, or own personal needs, etc.) while we work in a world that can only dream if a fraction of what we have and the care that we have. How can we be truly selfless?!

—In the midst of our discussions today (2/3/08) two thoughts/ areas that relate to insurance 1) we need to tie promoting healthy lifestyles within the congregations with pay up for sickness care. We need to financially and philosophically support knowledge and action for healthy living. 2) How do we address the ethics of catastrophic end of life costs? Congregations need to be proactive in focusing on healthy aging and appropriate readiness for death.

—Why is Mennonite Church USA driving the issue rather than the mutual aid arm of the church – Mennonite Mutual Aid? Why don’t we also lobby government to make a reasonable national system: If you make a plan for the whole church could we not come up with a better plan? Could we even become radical and provide mutual aid? How about every need is covered in a mutual aid plan?

—Let’s expand this to include all members!

—What about the many part-time employees who are working, not qualifying for benefits either within the church, nor from outside work, because they are employed less than half-time?

—Concern for all members to be included in plan; concern about pre-existing conditions; racial/ethnic pastors need to be supported by mutual aid. Revisit what the Mennonite Church did in World War II for the mental health system!

