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                 January 27, 2020 
 
Dear Regents,  
 
Please find attached the Working Group on Comprehensive Access (WGCA) Chair’s Report of Findings 
and Recommendations.  The topic of whether and how the University affiliates with organizations that 
have policy-based restrictions on care has been of great interest to the University for the past several 
months.  Indeed, while I had hoped the Working Group, under Chancellor Gillman’s highly-regarded 
leadership, might identify a common set of recommendations values, and guidelines to govern these 
affiliations, in fact the Working Group did not arrive at a consensus, nor did all members feel they could 
endorse the final report.  Following the transmittal of the Chair’s report on December 20th, several 
members submitted additional letters further stating their perspectives and in some cases raising 
additional questions.  These letters, along with a legal analysis from Deputy General Counsel Nosowsky, 
have been appended to the attached report.   
 
The Working Group contributed significant time, effort and thought to this issue and I appreciate the 
dedication of every individual, including Regent Lansing, for the thoughtful and comprehensive feedback 
on this issue.   
 
As referenced in the report, a more thorough analysis of the impacts associated with current and 
potential future affiliations, including affiliations with employee health plan providers, is recommended 
before any decision is finalized.  Therefore, I have tasked Dr. Carrie Byington, in her roles as the 
Executive Vice President of UC Health and Chair of the Executive Steering Committee on Health 
Benefits Programs, with conducting additional fact-finding regarding potential impacts on patient care, 
teaching and university financials, both between UC Health and other health providers and within our 
employee health plans. 
 
Tomorrow, Tuesday January 28th, we will initiate the public consultation process by posting the attached 
document on the WGCA website.  Until then, the report, accompanying letters, and legal opinions are 
embargoed.   
 
Comments will be requested via a web-based form on the WGCA website or emailed to me directly at 
president@ucop.edu.  We will compile the feedback and impact analyses over the coming months and I 
will then be prepared to make a recommendation to the Board for its consideration at the May regents 
meeting.  
 
I welcome your thoughts and opinions on this matter and look forward to hearing from you in the coming 
weeks as we all move forward on this very important issue. 
 
 

Sincerely, 
 

        
 
       Janet Napolitano 
       President 

https://www.universityofcalifornia.edu/current-issues/working-group-comprehensive-access
mailto:president@ucop.edu
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December 18, 2019 
 
 
 
The Honorable Janet Napolitano 
President 
University of California 
1111 Franklin Street, 12th Floor 
Oakland, California  94607-5200 
 
 
 
Dear President Napolitano: 
  
I hereby transmit the Chair’s Report of Findings and Recommendations of the Working Group 
on Comprehensive Access (WGCA).  
  
The members of the WGCA made extraordinary efforts to prepare a document that all members 
could endorse.  Unfortunately, despite our best efforts, a number of members informed me 
yesterday that they could not associate themselves with this document.  All members had 
previously agreed that under that scenario the document would be submitted as a chair’s report 
rather than as a report of the full working group.  We also agreed that any member of the group 
who wished to explain their non-endorsement and offer independent advice would be free to 
write to you directly.  
  
The members of the WGCA worked tirelessly, reviewing extensive materials and engaging in 
vigorous discussion and debate.  I am grateful to them all for their service and dedication to the 
University.  The members of the Office of the President who assisted our efforts as staff and 
university counsel went above and beyond the call of duty, often spending late nights and 
weekends on this effort.  To them I offer my deep admiration and respect, as well as the gratitude 
of the working group.  
  
You will see that the report presents two options for the values, principles, guidelines, and 
compliance/monitoring efforts that should govern UC Health affiliations with non-UC 
organizations.  I believe that the report provides the background and analysis to assist the 
University in choosing between these options or choosing the best among these options.  The  
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members of the working group agree that there should be a broader solicitation of input from 
internal and external stakeholders before a final decision is made.  There is more information 
about how the report reflects the views of working group members in the “Message From the 
Chair” at the beginning of the report. 
  
It is to the great credit of the University of California that we are discussing and debating these 
important and consequential issues, and I commend you for convening this group.  
  
Respectfully submitted, 
  
 
 
Howard Gillman 
Chair, Working Group on Comprehensive Access 
Chancellor, University of California, Irvine 
 
Enclosure 
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MESSAGE FROM THE CHAIR 

In August of 2019 President Napolitano charged members of the Working Group on Comprehensive 
Access to develop recommendations that “would ensure UC’s values are upheld when its academic 
health systems collaborate with other health systems” and “to ensure that UC personnel will remain 
free, without restriction, to advise patients about all treatment options and that patients will have 
access to comprehensive services.” 
  
For three months the members of the working group vigorously discussed and debated how best to 
respond to the president’s charge.  The members reviewed a wide range of materials, perspectives, and 
arguments.   
  
While there was important agreement on many issues, it was clear early on that the working group was 
divided on a central question, which we all agreed was best described as follows:  “Whether UC should 
affiliate at all with organizations whose institutional policies (a) prohibit the use of contraception, 
abortion, assisted reproductive technology, gender-affirming care for transgender people, and the full 
range of end-of-life options and (b) permit non-clinicians to make clinical decisions affecting the health 
and safety of individual patients irrespective of the professional judgment of health care providers 
and/or the informed decisions of patients.” 
  
Some members of the working group believed that such policy-based restrictions on care raised 
sufficient concerns that UC should not affiliate with such an organization.  Others believed that the 
University should be allowed to pursue such affiliations under new principles and guidelines designed to 
be fully responsive to the president’s charge. 
  
The working group went through many iterations of a report, and I personally made every effort to 
accommodate the perspectives and concerns of all sides.  Nevertheless, some working group members 
were not prepared to stand behind the document.  At our last working group meeting, a few days 
before the submission deadline, I was urged by all sides to attempt one final draft, whereby each side 
would be free to offer its own separate set of values, principles, and guidelines which might govern UC 
Health affiliations with non-UC organizations.  The agreed-upon plan was to have a report that identified 
two possible options moving forward and provided the University enough background to assess how 
best to proceed.  Over the next few days each side presented their preferred language for values, 
principles, guidelines, and compliance/monitoring, and their suggestions were incorporated.   
  
As agreed by the Working Group, upon completion of this final version, each member would indicate 
whether or not they could endorse the report, and if a sufficient number of members decided not to 
endorse, then the report would become the “Chair’s Report of Findings and Recommendations” of the 
Working Group on Comprehensive Access rather than a report of the working group itself.  After being 
informed that some members had decided against endorsement, I made slight edits to the last draft of 
the report in order to take out language that suggested it represented the views of the entire working 
group. 
  
Readers should know that (a) the language used to describe the main point of disagreement was 
supported by every member of the working group, (b) the sections of the report outlining the arguments 
on both sides of this issue were overwhelming proposed or edited by each side, and (c) the proposed 
options were written by the individuals who were most committed to their preferred option.  Thus, with 
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respect to the main responsibilities given to the working group — in particular the task of providing 
written recommendations regarding the terms under which UC academic health systems may enter into 
affiliations with other health systems—each sides’ views are represented in this Chair’s Report. 
  
I am making no recommendations as chair on how the University should proceed.  From the beginning I 
viewed my role as facilitating important conversations, clearly identifying the issues, being respectful of 
all sides of the debate, finding any points of agreement, and producing a report that would be of some 
service. I submit this report in the hope that it assists the University in its deliberations, and is a useful 
part of a larger process of soliciting input from a wide range of stakeholders.  No single report will 
adequately and comprehensively capture all the perspectives and arguments that should be considered.   
 
The issues associated with affiliations and comprehensive access are of great importance. Ultimately, 
these are matters of core values and fundamental principles.  People of goodwill who have dedicated 
their lives to acting with the highest integrity in serving patients and advancing public health can hold 
passionately divergent views on the proper way of proceeding. Academic medical centers around the 
country routinely make decisions about these questions without inviting the larger debate about core 
values and fundamental principles. It is to the great credit of the University of California that we are 
discussing and debating the right questions.  In so doing, we will not only be more intentional in our own 
practices, but hopefully can help deepen and improve the national conversation. 
  
Respectfully submitted, 
  
 
Howard Gillman 
Chair, Working Group on Comprehensive Access 
Chancellor, University of California, Irvine 
  



   

6 
 

EXECUTIVE SUMMARY 

INTRODUCTION 

In August 2019, the President of the University of California (UC) appointed the Working Group on 
Comprehensive Access (WGCA) “to ensure UC’s values are upheld when its academic health systems 
collaborate with other health systems” and “to ensure that UC personnel will remain free, without 
restriction, to advise patients about all treatment options and that patients will have access to 
comprehensive services.” The Working Group was asked to produce policy recommendations that 
protect academic freedoms, enable appropriate care regardless of a patient’s presenting location, and 
encompass respect for a diversity of opinions. The WGCA, comprised of a UC regent, chancellors, deans, 
faculty, Academic Senate representatives and health leadership, was provided 90 days to review current 
practices and recommend improvements.3 
 
The WGCA engaged in detailed and extensive deliberations, reviewing a broad range of materials and 
viewpoints.  The following report outlines the recommendations made by various members of the 
WGCA and identifies issues and areas where members did not reach agreement. 

RECOMMENDATIONS 

1. The members of the working group are divided on the value statements, principles, and 
guidelines that should govern UC Health affiliations with non-UC organizations. Two options 
have been developed and are presented.  The chair recommends adoption either of one of 
these two options or some best combination of the two.   
 
Each of the options is designed to: 

a. Memorialize UC’s commitment to the highest levels of evidence-based care; 

b. Uphold our constitutional obligation to be independent of political and sectarian 
influence in the administration of our affairs; 

c. Advance our commitment to promote diversity, practice inclusion, and fight 
discrimination; 

d. Fulfill our public service mission to expand access to care and reduce disparities in 
access and outcomes; 

e. Improve the overall quality of care;  

f. Protect academic freedom; and 

g. Align our actions with the University’s fundamental mission and values. 
 

However, the options differ with respect to the basic question of whether UC should affiliate at 
all with organizations whose institutional policies (a) prohibit the use of contraception, abortion, 
assisted reproductive technology, gender-affirming care for transgender people, and the full 
range of end-of-life options and (b) permit non-clinicians to make clinical decisions affecting the 

                                                           
3 University of California Office of the President. UC President Convenes Group to Develop Recommendations 
Regarding Terms of Agreements with Other Health Systems. August 2, 2019. 

https://www.universityofcalifornia.edu/current-issues/working-group-comprehensive-access
https://www.universityofcalifornia.edu/current-issues/working-group-comprehensive-access
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health and safety of individual patients irrespective of the professional judgment of health care 
providers and/or the informed decisions of patients. 
 
For some WGCA members, such institutional policy-based restrictions on care are sufficient 
bases for prohibiting any UC affiliation because they discriminate against women and LGBTQ+ 
people, lead to poor health outcomes, decrease access to services that lower the quality of care 
for UC patients in these facilities, compromise UC physicians’ ability to practice medicine based 
on scientific evidence, and deny patients’ autonomy in decision making. For other WGCA 
members, such affiliations are necessary to train our clinicians, improve access to UC quality 
care especially for underserved populations, mitigate health disparities, support population 
health management, and dedicate the specialized care of our medical centers to those patients 
who most need them.  These members recommend that the University be allowed to pursue 
such affiliations under guidelines designed to ensure that UC personnel comply with all UC 
policies and values in whatever location they practice and that patients in such settings have 
greater access to comprehensive services.  
 
On this issue the chair has summarized, after extensive input from working group members, the 
main arguments on either side of this important question, in order to facilitate continued 
deliberation at the University level. 
 

2. To ensure compliance with the chosen principles and guidelines governing affiliations, members 
of the working group have proposed two options for how UC Health locations might (a) engage 
in a set of prerequisites before affiliations are entered into and (b) adopt effective monitoring 
mechanisms to ensure ongoing compliance with principles and guidelines.  
 

3. The members of the working group also recommend gathering additional input from the 
University community, key external stakeholders and the broader public until deliberations and 
decisions are completed by the President and Board of Regents on the principles and guidelines 
that should govern UC Health’s affiliations with non-UC health services organizations. 

 

BACKGROUND 

The University of California operates the largest training program in the state for health professionals. 
UC’s medical students, residents and other trainees broaden their educational and field experience by 
rotating through a variety of settings, including non-UC facilities. UC’s clinical expertise is often sought 
out by other health care organizations to strengthen or augment clinical capabilities and enable the 
provision of cutting-edge care and clinical trial access to thousands of people living in California closer to 
home than would otherwise be feasible, thus improving the quality of care and reducing health 
disparities. UC also provides services to underserved populations throughout the state, often in 
conjunction with other providers. UC clinicians practicing in some non-UC facilities are essential to 
emergency care and public health.  UC clinicians at non-UC facilities may serve as the entry point to 
higher levels of care, facilitating timely and emergent transfers to UC for critically ill or otherwise 
complex patients whose medical problems can best be treated at tertiary or quaternary health care 
facilities.  For all of these reasons, UC clinicians provide services at many non-UC facilities. 
 
Last spring, the University withdrew from negotiations to expand its relationship with Dignity Health 
after widespread concerns were raised about Dignity Health’s institutional policy restrictions on care, 
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which disproportionately limit care for women and LGBTQ+ patients and prohibit participation in the 
California End of Life Option Act. As a result of this discussion, the University began addressing the 
concerns raised by reviewing existing health contracts, implementing interim guidelines for health 
affiliations with organizations that have policy-based restrictions on care (see Appendix A), and 
establishing the WGCA. 
 
The WGCA has been informed that UC Health acknowledges that the language used in many current and 
recently expired contracts with Catholic and Catholic-affiliated health care organizations appears to 
require UC personnel to adhere to the Ethical and Religious Directives for Catholic Health Care Services 
(ERDs) (see Appendix B) or Statement of Common Values (SCV) (see Appendix C) and that such language 
prohibits UC personnel from delivering some types of care and performing certain procedures at non-UC 
facilities guided by their own personal judgement and the informed decision of the patient. The 
University expects that its personnel working or training at any clinical site — whether or not it is owned 
or operated by the University — will always practice medicine and make clinical decisions consistent 
with applicable legal standards and the standards of care, using their own professional judgment and 
considering the needs and wishes of each individual patient.  
 
The recommendations contained in this report are intended to expressly articulate the values that 
govern conduct and outline clear expectations and guidelines for arrangements under which UC faculty, 
staff or trainees provide health care services or receive training at non-UC facilities. 
 

SCOPE AND DELIVERABLES 

The members of the WGCA include a UC Regent, chancellors, deans, faculty, Academic Senate 
representatives and UC Health leadership. In the letters of invitation to join the working group, the 
members were tasked with “developing recommendations that will guide future collaborations to 
ensure that UC personnel will remain free, without restriction, to advise patients about all treatment 
options and that patients will have access to comprehensive services.” The WGCA was provided 90 days 
to complete this task. 
 
Specifically, the WGCA was charged with the following responsibilities: 
 
• Identify common types of agreements between UC’s academic health systems and other health 

systems where patient access to care might be limited due to policy restrictions on services 
provided, and provide an overview of the nature and number of current collaborations and potential 
areas of concern regarding patient access to care in training and health services agreements;  

 
• Review current practices and relevant system-level policies applicable to training and health care 

services provided under UC’s agreements with other health systems;  
 

• Produce written recommendations regarding the terms under which UC academic health systems 
may enter into affiliations with other health systems to ensure patients under the care of UC 
personnel at outside facilities are not unduly constrained or delayed from accessing the care they 
need. These recommendations should include the following: 
 

http://www.usccb.org/about/doctrine/ethical-and-religious-directives/upload/ethical-religious-directives-catholic-health-service-sixth-edition-2016-06.pdf
https://www.dignityhealth.org/north-state/-/media/cm/media/documents/PDFs/Statement-of-Common-Values.ashx
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o A statement of UC Health’s core values that will govern its affiliations with other health 
systems to ensure appropriate patient access to care; 

o A set of affiliation guidelines to ensure that those values are incorporated into our 
academic health systems’ agreements; and 

o A mechanism to oversee the implementation of these agreements to monitor 
compliance with agreed-upon terms. 

 
• Consider whether future modifications to existing UC policy may be warranted based upon the work 

group’s recommendations; and 
 

• Provide insight and recommendations for further community engagement on this topic. 
 
The group was also asked “to produce policy recommendations that protect academic freedoms, enable 
appropriate care regardless of a patient’s presenting location, and encompass respect for a diversity of 
opinions.” 
 

UC HEALTH AFFILIATIONS 

WHY AFFILIATE 

The WGCA considered a number of arguments emphasizing the importance of affiliations between UC 
Health and non-UC Health entities. 
 
According to UC Health leaders, although UC Health is one of the largest health systems in the state, 
access to our health facilities is limited by capacity and geography. Relationships with other health care 
organizations allow UC to care for more patients; improve the quality of care and available clinical 
options for people living in California (including UC employees and retirees); extend UC quality care to 
underserved areas of California; support population health management as required through the 
Affordable Care Act; dedicate the quaternary medical centers to those patients who most need them; 
offer more clinical trials  – which may be a patient’s last hope – to patient populations who otherwise 
would be unable to participate; and provide a diversity of training experiences to health professions 
students, residents and fellows, who, throughout their careers, will practice at a wide range of facilities, 
including county and community hospitals, Veterans Administration hospitals, primary care and 
specialty clinics, and a variety of ancillary services providers.  
 
Many UC hospitals are consistently operating at or beyond capacity, and often are treating patients who 
do not require the exceptional specialized tertiary and quaternary care at which we excel and that is 
necessary to support our academic mission. Affiliations with lower-cost and lower-acuity providers can 
save UC Health inpatient beds for those who truly need our specialized services and can expand access 
to our services into communities not immediately adjacent to our hospitals. As one example: UC Davis 
could only accommodate approximately 6,000 of the 12,000 transfer requests it received last year.   
 
For patients, affiliations with UC Health expand and improve the care they receive —  both general 
services and UC-quality subspecialty care — in ways that otherwise would not exist in their communities 
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or with their existing health providers. These services are life-sustaining and life-saving for the people of 
California.   Health leaders point out the following examples. 

• UC Davis’ joint venture cancer centers at Mercy Merced and Adventist Rideout allow UC to offer 
clinical trials to patients in regions that would otherwise have no access to these cutting-edge 
experimental treatments.  

• UCLA provides stroke and heart services at hospitals in downtown Los Angeles, and also provides 
emergency department, urology, radiology, anesthesiology services, and hospitalists to Martin 
Luther King Jr. Community Hospital in Compton, CA.  

• UCSF offers telestroke services to small and rural hospitals that would otherwise not have access to 
state of the art stroke care.   

• UC San Diego Health has a management services agreement with El Centro Regional Medical Center 
which has significantly enhanced the delivery of high-quality health care to patients in the Imperial 
Valley, the poorest county in the state.  

• UC Riverside provides cardiac imaging interpretation services in the Inland Empire to St. 
Bernadine’s, which otherwise would not have access to those services.  

• UC Irvine medical students, family medicine residents, and School of Medicine faculty operate the 
UCI Outreach Clinic in collaboration with the Lestonnac Free Clinic, a faith based freestanding clinic 
serving the uninsured, which offers health care, wellness education, social services, basic 
medications and referrals. 

More generally, given that many HMO patients are unable to access care outside of the HMO’s 
established network, affiliation agreements help optimize the care available to patients across California 
and extend the care that can be delivered from UC owned and operated facilities. These arrangements 
also lower costs for the health system and our health plans. 
 
With respect to our educational mission, UC’s own health systems do not currently have sufficient 
capacity to place all our clinical trainees (e.g., medical, nursing, and pharmacy students and residents) in 
UC-owned settings where they can obtain necessary field experience. Non-UC options are limited by the 
competitive framework and alliances of health care organizations that are part of the health ecosystem 
in the geographies surrounding our campuses. UC Riverside operates a community based medical school 
program without its own medical center; accordingly, the school of medicine relies solely upon 
affiliations to build its clinical platform for training medical students and residents. UC Davis partners 
with hospitals in rural Northern California to expose students and trainees to rural practice in critical 
access hospitals – helping to improve the very limited access to care plaguing the northern reaches of 
our state due to insufficient physician supply – and to provide a pipeline to place physicians in 
underserved areas.   
 
UC Health locations are also operating within a health care marketplace that puts at risk the 
fundamental viability of unaffiliated health care entities, including the UC medical centers themselves. 
Government and private payers are rapidly divesting from the educational and research missions they 
once recognized as essential to a functioning and ever-evolving health delivery system. At the same 
time, they are reducing clinical reimbursement rates and increasingly emphasizing value-based care and 



   

11 
 

other financing models that require health systems to have large networks to serve far more individuals 
than a freestanding hospital or academic medical center can do on its own.  
 
The Association of American Medical Colleges has concluded that academic medical centers have four 
options in the face of these pressures: “form a system; partner with others in a collaborative network 
model; merge into a system; or be prepared to shrink in isolation.”4 UC Health has increasingly focused 
on systemwide efforts to take advantage of its scale, but such efforts alone are insufficient to meet the 
challenges. There is no current consideration given to separating our medical centers from the 
University so that they can merge with other health systems. These changing dynamics in the health 
care environment have led the UC Health system to actively develop affiliations over the past decade. 
 
Finally, other health systems are necessary participants in the University’s employee health benefits 
plans, since the University’s academic health systems cannot serve every community where UC 
employees and retirees are located.  
 

COMMON TYPES OF AFFILIATIONS AND AGREEMENTS 

In the health care setting, an affiliation is generally an agreement between institutions to collaborate on 
an initiative or to provide a specific service. In common use, an “affiliation” can be a very minor 
relationship, a significant integration or anything in between.  
 
UC Health systems enter into many types of affiliations with other health systems. Generally, these can 
be categorized as follows: 

• Clinical care services affiliations; 

• Research affiliations, with or without clinical care services; 

• Training affiliations, with or without clinical care services; 

• Administrative or management services affiliations; 

• Joint ventures, mergers and acquisitions, and other significant participations; and 

• Insurance contracts that cover UC employees and retirees and support health care access. 
 
Most UC Health clinical care services affiliations involve UC personnel providing services for other health 
care providers often at non-UC Health locations.  For academic medical centers, affiliations with 
different health care systems often: 

• Involve subspecialty care not normally offered in the community; 

• Consolidate different categories of care in the most appropriate site (UC or non-UC) to improve 
access and enhance outcomes; 

• Provide additional training sites for students and residents; 

• Facilitate coordination of care and population health management;  

• Provide more opportunities for community engagement in research and clinical trials; 

                                                           
4 AAMC. Advancing the Academic Health System for the Future. 2014 

https://www.manatt.com/uploadedFiles/Content/2_Our_People/Enders,_Thomas/AdvancingtheAcademicHealthSystemfortheFuture_AAMC_Mar2014_Paper.PDF
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• Set conditions to refer patients back to their original community providers; and 

• Set conditions to transfer lower acuity patients that do not require the expertise/technology of 
an academic medical center to a more appropriate site of care. 

 
About half of California’s doctors and many nurses, nurse practitioners, pharmacists, dentists, and 
physician assistants are trained by UC. The University works with other health systems to facilitate 
short-term trainee rotations for purposes of educational diversity and to accommodate the number of 
trainees enrolled in its training programs. These rotations typically range from a few weeks to a few 
months in length. 
 

CURRENT UC HEALTH AFFILIATIONS INVOLVING NON-UC ENTITIES THAT PROHIBIT 
CERTAIN SERVICES FOR WOMEN AND LGBTQ+ PEOPLE 

The WGCA acknowledged that no hospital provides every health care service.  Most hospitals lack the 
resources and/or patient volume to provide all services, and UC Health’s expertise in services that are 
not commonly available in community hospitals attracts their interest in affiliating with UC Health.  The 
WGCA was not concerned with affiliations with community hospitals that fail to provide certain services 
due to factors such as resources and geography.  The WGCA was concerned, however, when a non-UC 
affiliate has non-evidenced-based policy restrictions on care, that is, a formal organizational decision that 
certain services should be prohibited, not because the hospital lacks resources to provide the services or 
that the services lack evidentiary validation in the clinical setting, but because the services are seen as 
inconsistent with the values or mission of the organization. 
 
The WGCA considered the fact that – nationally and internationally – many organizations with which the 
University may wish to affiliate will have non-evidence-based policy restrictions on care that 
disproportionately impact women and LGBTQ+ people.  However, most UC Health affiliations are with 
health care organizations that operate in the state of California, and our experiences to date with those 
that have policy-based restrictions on care have mostly been affiliated with the Catholic Church.   
 
In March, UC received California Public Records Act (CPRA) requests for all affiliation agreements 
exclusively with Catholic and Catholic-affiliated health care organizations. A review of these contracts 
identified two common types of agreements where patient access to care is limited due to policy 
restrictions: (1) clinical training agreements that require compliance with the Ethical and Religious 
Directives for Catholic Health Care Services (ERDs) or the Statement of Common Values (SCV) while 
receiving training at the host facility, and (2) clinical services agreements that require compliance with 
the ERDs or SCV when providing clinical services at the host facility.  
 
The ERDs were written by the United States Conference of Catholic Bishops (see Appendix B) to ensure 
that care at all facilities in its purview align with the teachings and beliefs of the Catholic Church. The 
ERDs prohibit Catholic facilities from providing certain services and procedures that they deem 
“intrinsically immoral” and prohibit their employees from engaging in “material cooperation in actions 
that are intrinsically immoral, such as abortion, euthanasia, assisted suicide and direct sterilization” 
[Directive 70]. In considering affiliations with non-Catholic entities, the ERDS require a Catholic health 
care institution to ensure that “neither its administrators nor its employees will manage, carry out, assist 
in carrying out, make its facilities available for, make referrals for, or benefit from the revenue 
generated by immoral procedures” [Directive 73]. 

http://www.usccb.org/about/doctrine/ethical-and-religious-directives/upload/ethical-religious-directives-catholic-health-service-sixth-edition-2016-06.pdf
http://www.usccb.org/about/doctrine/ethical-and-religious-directives/upload/ethical-religious-directives-catholic-health-service-sixth-edition-2016-06.pdf
https://www.dignityhealth.org/north-state/-/media/cm/media/documents/PDFs/Statement-of-Common-Values.ashx
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The following services are prohibited at Catholic facilities based on the ERDs: all medical and surgical 
methods of contraception; in vitro fertilization; use of egg or sperm donor outside of a heterosexual 
married couple; use of a gestational surrogate; abortion (even in cases of sexual assault); and 
participation in activities under the End of Life Option Act.  
 
The ERDs have also been interpreted to prohibit the provision of medical or surgical gender-affirming 
services for transgender people, such as hysterectomy or mastectomy for transgender men. This 
prohibition on gender-affirming care comes from the writings of the U.S. Conference of Catholic Bishops 
on this matter in which they reject the possibility of a person having a gender that differs from their sex 
assigned at birth. For instance, in 2015, writing to the U.S. Department of Health and Human Services, 
the U.S. Conference of Catholic Bishops states, “We believe … that medical and surgical interventions 
that attempt to alter one’s sex are, in fact, detrimental to patients. Such interventions are not properly 
viewed as health care because they do not cure or prevent disease or illness. Rather they reject a 
person’s nature at birth as male or female.”5 
 
In hospitals which adhere to ERDs, non-physician lay leaders and/or Catholic priests or bishops 
sometimes become involved in individual patient care decisions. This reportedly has resulted in 
demeaning experiences for patients, as well as delays or disapprovals of standard of care services that 
can worsen health and even threaten the life of patients. For instance, a woman in a Catholic hospital 
admitted for care of severe lung disease who is found to be six weeks pregnant may request pregnancy 
termination to improve her pulmonary status. This request will likely need to be reviewed by the 
hospital ethics board and/or the local bishop; she can be denied this procedure after review by these 
non-physician decision makers.  
 
The ERDs also review how to consider patient decision-making in the context of Catholic health care. 
They state that the “free and informed health care decision of the person… is to be followed so long as it 
does not contradict Catholic principles.”  
 
The Statement of Common Values (SCV) (see Appendix C) is used in approximately 10 percent of Dignity 
Health hospitals which are Catholic-affiliated, not Catholic. Like the ERDs, the SCV is a religious 
document that prohibits standard of care services. However, fewer services are prohibited under the 
SCV than at hospitals governed by ERDs; for example, Dignity’s St. Francis Memorial Hospital in San 
Francisco offers a gender affirmation program. At facilities subject to the SCV, the following services are 
prohibited: abortion, in vitro fertilization and participation in the End of Life Option Act. 
 
The WGCA was informed that UC Health is working with UC’s six academic health systems and 18 health 
professional schools to identify relationships with health systems that have policy restrictions on care. 
Members were provided access to the contracts with Catholic-affiliated health care organizations that 
were produced pursuant to a March 2019 California Public Records Act request (approximately 160 at 
the time this report was written, many of which may have expired). It was also notified that UC issued 
interim guidelines and is using new, standard language to eliminate language that might be construed as 
obligating the University to adhere to or otherwise enforce religious doctrine.  However, the WGCA did 
not deliberate on the content of the interim guidelines or contract language. 
 

                                                           
5 USCCB.  Nondiscrimination in Health Programs and Activities. RIN 0945-AA02. November 2015. 

http://www.usccb.org/about/general-counsel/rulemaking/upload/Comments-Proposal-HHS-Reg-Nondiscrimination-Federally-Funded-Health.pdf
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In addition to our academic health systems’ direct affiliations with Catholic-affiliated health care 
organizations, these organizations are part of the provider networks for our UC employee health benefit 
plans. In some locations (e.g., Mercy Hospital in Merced and Dominican Hospital in Santa Cruz), Catholic-
affiliated institutions are the only nearby provider for UC employees. Moreover, the Kaiser Permanente 
Health Plan requires employees enrolled in the plan to seek certain services from Dignity Health facilities 
where Kaiser Permanente services are unavailable (e.g., Kaiser Permanente cardiac surgery patients in 
Sacramento receive care from Mercy General, a Dignity Health facility). 
 

CONCERNS/ISSUES RELATING TO AFFILIATIONS WITH NON-UC ENTITIES THAT 
PROHIBIT CERTAIN SERVICES FOR WOMEN AND LGBTQ+ PEOPLE 

The WGCA also reviewed a range of concerns about UC Health affiliations with entities that have 
institutional policies that prohibit the use of contraception, abortion, assisted reproductive technology 
(e.g., egg or sperm donors, in-vitro fertilization, gestational surrogacy), and gender-affirming care for 
transgender people (e.g., hysterectomy for transgender men).   
 
These restrictions have a differential impact on patients based on sex, gender, gender identity, religion, 
and sexual orientation which was discussed by the WGCA as basis for concluding these policies are not 
consistent with UC policies against discrimination. The UC Academic Senate Non-Discrimination in 
Healthcare Task Force outlined in detail how women and LGBTQ+ patients receiving care at institutions 
which adhere to the ERDs or other restrictive policies face discrimination and how this discrimination 
can have a negative impact on their health and well-being. The Academic Senate Task Force believes 
that affiliations with institutions that adhere to the ERDs are “antithetical to the university’s values to 
engage in any activity that will lift some, but discriminate against others, upon the bases of race, color, 
national origin, religion, sex, gender identity, pregnancy, physical or mental disability, medical condition, 
ancestry, marital status, age, sexual orientation, citizenship, or veteran status.”6 
 
While the prohibition on contraception applies to all patients, women are disproportionately impacted 
compared to men because the vast majority of contraception is developed for and provided to women, 
and women, not men, must carry a pregnancy that is undesired and unplanned if they are prohibited 
from receiving contraception. In addition, the prohibition on abortion only applies to people who are 
pregnant, differentially impacting women compared with men. Similarly, while the prohibition on use of 
assisted reproductive technology applies to all patients, these prohibitions disproportionately impact 
LGBTQ+ patients because, by definition, one or more of these methods is needed to create biological 
children (e.g., a sperm donor for a lesbian couple). Therefore, this prohibition effectively eliminates the 
ability of lesbians and gay men to have access in facilities governed by the ERDs or SCV to procedures 
that would enable them to have biological children. 
 
The WGCA also reviewed ways in which the ERDs and SCV may increase morbidity and possibly mortality 
for UC patients cared for in Catholic facilities. Twelve major professional medical societies in obstetrics 
and gynecology, including the American College of Obstetricians and Gynecologists, have affirmed the 
importance of providing comprehensive reproductive health services to prevent adverse health 
outcomes in women.7  UC patients cared for in UC facilities are not prohibited from undergoing any 

                                                           
6 UC Academic Senate. Final Report of the Non-Discrimination in Healthcare Task Force. July 2019.  
7 The American College of Obstretricians and Gynecologists.  Restrictions to Comprehensive Reproductive Health 
Care:  Position Statement.  April 2016.   

https://mydoctor.kaiserpermanente.org/ncal/article/index.html?article_id=497749&co=regions%2Fncal#/
https://mydoctor.kaiserpermanente.org/ncal/article/index.html?article_id=497749&co=regions%2Fncal#/
https://senate.universityofcalifornia.edu/_files/reports/rm-jn-final-report-non-discrimination-healthcare-taskforce.pdf
https://senate.universityofcalifornia.edu/_files/reports/rm-jn-final-report-non-discrimination-healthcare-taskforce.pdf
https://senate.universityofcalifornia.edu/_files/reports/rm-jn-final-report-non-discrimination-healthcare-taskforce.pdf
https://www.acog.org/Clinical-Guidance-and-Publications/Position-Statements/Restrictions-to-Comprehensive-Reproductive-Health-Care
https://www.acog.org/Clinical-Guidance-and-Publications/Position-Statements/Restrictions-to-Comprehensive-Reproductive-Health-Care
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services related to contraception, abortion, assisted reproductive technology or gender-affirming care. 
But UC patients cared for in facilities with these policy restrictions, could negatively impact their care, 
sometime in ways that may be life-threatening.  
 
Several examples were provided of worsened health outcomes for patients cared for facilities 
goverened by ERDs, including: (a) a patient with a nonviable six-week pregnancy experiencing 
hemorrhage during a miscarriage whose doctor is prohibited from safely ending the pregnancy in order 
to stop the hemorrhage at the facility; (b) a patient undergoing a Cesarean section who is denied a 
simultaneous tubal ligation and must seek out tubal ligation at another hospital sometime after birth 
(requiring a second surgery with associated risks); (c) a patient admitted to the hospital for a kidney 
infection who requests but is denied a Depo-Provera contraceptive injection, thus significantly 
increasing her risk of unintended and undesired pregnancy; and (d) a patient who is seven weeks 
pregnant with a severe heart condition in which pregnancy can worsen her cardiac status and is denied 
an abortion after review by an ethics board and a Catholic bishop who determine that the patient’s life 
is not sufficiently in danger.8  These restrictions on care may have more severe consequences for 
underserved patients because they may not have resources to obtain contraception and/or abortion at 
other facilities and/or provide associated out-of-pocket payments. 
 
The WGCA was also informed of the risk of emotional and psychological harms to UC patients cared for 
in Catholic facilities. Patients who are denied services based on their sex, gender or gender identity may 
experience a demeaning interaction with their care provider and/or health system that can have 
significant adverse consequences to their health and well-being. This experience of discrimination may 
be particularly damaging in groups which already face significant discrimination such as transgender 
people.  
 
Some members of the WGCA suggested that the harms described above for UC patients’ care could be 
mitigated by transfer or referral of UC patients back to a UC facility to perform a service prohibited at 
Catholic or Catholic-affiliated hospitals. However, other members suggested that these transfers or 
referrals could result in unnecessary and unwarranted delays in treatment that may lead to increased 
morbidity and possibly mortality. In addition, these delays can cause emotional harm by denying care 
during stressful clinical scenarios (e.g., miscarriage), and/or to vulnerable patient populations. 
 
The WGCA considered the extent to which reproductive health care and gender-affirming care for 
transgender patients, which have restrictions outlined in the ERDs and to some extent in the SCV, 
intersect with other areas of health care. The WGCA was presented with a framework in which these 
services are the foundation for the care of all premenopausal women and transgender people and 
cannot be isolated only to affiliations related to obstetrics and gynecology. For instance, women seeking 
care for cancer, pulmonary/cardiac or complex diseases or organ transplant need access to 
contraception as a critical piece of their care.  
 

                                                           
8 Freedman LR, Stulberg DB, Conflicts in Care for Obstetric Complications in Catholic Hospitals, AJOB Primary 
Research (2013) 4:1-10; Stulberg, Debra B., Yael Hoffman, Irma Hasham Dahlquist, and Lori R. Freedman, Tubal 
Ligation in Catholic Hospitals: A Qualitative Study of OB-GYNs' Experiences. Contraception 90, no. 4. 2014: 422-428; 
Guiiahi et.al., Changing depot medroxyprogesterone acetate access at a faith-based institution, Conception 84 
(2011):280-284; Yuan Liu, Luciana E. Hebert, Lee A. Hasselbacher and Debra B. Stulberg, “Am I Going to Be in 
Trouble for What I'm Doing?”: Providing Contraceptive Care in Religious Health Care Systems, Perspectives on 
Sexual and Reproductive Health (2019).  
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Some WGCA members also expressed concern that UC providers and trainees, including students, may 
feel distress while working at facilities with policy restrictions on care, or experience ethical conflicts 
when they are prevented from performing services that they and their patients would otherwise 
choose.9  The WGCA also discussed the harm to public health that occurs when there is decreased 
availability of reproductive health services and care for LGBTQ patients.  Some members feel that 
providing significant financial and reputational support to organizations that prohibit contraception, 
abortion, and gender-affirming care is antithetical to our public health mission and perpetuates a 
decline in access to critical health services. 
 
Some WGCA members also argued that engagement with organizations governed by the ERDs or SCV 
would be tantamount to an endorsement of discriminatory policies, which directly oppose fundamental 
UC values and in particular are inconsistent with the UC mission to reduce barriers in access to care. The 
Regents have heard from individuals that the Dignity Health affiliation would be harmful to members of 
the University community (e.g., transgender people) whose rights and identities are not recognized by 
institutional value statements embedded in ERD restrictions. The Academic Senate and others advised 
UC to limit clinical affiliations to those that conform to UC values in order to protect UC’s reputation and 
advance its values.  
 

ARGUMENTS FOR AFFILIATING WITH NON-UC ENTITIES THAT PROHIBIT CERTAIN 
SERVICES FOR WOMEN AND LGBTQ+ PEOPLE 

The WGCA also reviewed a range of arguments for why, if governed by appropriate principles and 
guidelines, affiliations with non-UC entities the prohibit certain services for women and LGBTQ+ should 
be permitted. In particular, some members argued that if agreements expressly provide that UC 
personnel working or training at any clinical site will make clinical decisions consistent with the standard 
of care and their independent professional judgment, inform patients of all of their health care options, 
prescribe any interventions that are medically necessary and appropriate, and transfer or refer patients 
to other facilities when the care they need is not available where they are being seen, then the benefits 
of engaging with such organizations are sufficient to support affiliations. 
 
All WGCA members acknowledge the significant body of research that documents the negative impact 
of non-evidence-based policy restrictions on care, but some members emphasize that no patient of an 
organization that has adopted such restrictions is better off if UC chooses not to engage with them. 
Some members discussed how UC’s presence in these settings, under appropriate policies and 
guidelines, will improve patient access to quality care by providing comprehensive advice and facilitating 
access to options for services elsewhere. These members argued that if the focus was always on doing 
what is best for every patient, then our presence will be better for all patients who are served in these 
settings, many of whom represent underserved populations.  The California Hospital Association10 and 
the California Medical Association11 have opined that a prohibition on UC’s partnerships with policy-
restricted hospitals would hurt the state’s most vulnerable patients. Some members expressed the view 

                                                           
9 Stulberg DB, Dude AM, Dahlquist I, Curlin FA. Obstetrician-Gynecologists, Religious Institutions, and Conflicts 
Regarding Patient-Care Policies. Am J Obstet Gynecol. 2012;207:73 e1-5. 
10 California Hospital Association, ACLU Position Threatens Patient Care. November 21, 2019.  
11 California Medical Association, CMA President Statement in Repsonse to University of California and Dignity 
Health Partnership. November 20, 2019.  

https://www.calhospital.org/media-statement/aclu-position-threatens-patient-care
https://www.cmadocs.org/newsroom/news/view/ArticleId/28212/CMA-president-issues-statement-in-response-to-University-of-California-and-Dignity-Health-partnership
https://www.cmadocs.org/newsroom/news/view/ArticleId/28212/CMA-president-issues-statement-in-response-to-University-of-California-and-Dignity-Health-partnership


   

17 
 

that existing affiliations, some many decades old, support the inter-institutional goals of UC Health to 
serve all people living in California and to support health equity by reducing health disparities. 
 
Some WGCA members expressed the view that delivery of health care in the United States is challenging 
and complex. There may be competing value in any medical scenario that must be balanced for the best 
outcomes for patients and the communities we serve. Some have opined that the moral core of 
medicine is the care of the patient in circumstances that may be uncertain and imperfect.12 In order to 
guide practitioners, the American Medical Association drafted a code of medical ethics in 2001 in which 
they outline nine principles that are standards of conduct that define essential behavior for physicians, 
recognizes their responsibility to patients first and foremost and their responsibilities to society.13 Some 
WGCA members believe that this bioethical framework underpins the environment in which UC Health 
strives to deliver care, and a clear articulation of our values will guide our decisions and our 
commitment to serve all people living in California. 
 
There are several examples of existing services that would be disrupted if blanket prohibitions were 
enacted. UC San Diego Health provides primary care services at the St. Vincent de Paul clinic in a joint 
family medicine and psychiatry residency program. These clinical and training agreements allow UC San 
Diego to see thousands of patients, including uninsured, homeless and medically indigent patients, while 
training tomorrow’s workforce to care for our most vulnerable.  

UC Davis Health’s family medicine department’s support of the Mercy Merced family practice residency 
raises the quality of training of the only such training program in the entire area.  Davis’s placement of 
its pediatric hospitalists with telehealth advanced support in Adventist Lodi has allowed twice as many 
children to receive care locally, and made sure transfers to UC Davis have only occurred for the sickest 
patients requiring the specialty services that UC Davis provides.   
 
In San Francisco, the only burn center in the city is at Dignity’s St. Francis Memorial Hospital, making 
UCSF’s ability to care for burn patients and train physicians in the care of these patients completely 
dependent upon UCSF’s having an affiliation with Dignity. Similarly, the only adolescent inpatient 
behavioral health beds in San Francisco are at St. Mary’s Medical Center, making the current UCSF / 
Dignity affiliation essential to UCSF’s ability to care for these patients and to support UCSF’s national-
recognized psychiatric training programs. For lower acuity care, UCSF provides hospitalist services at St. 
Mary’s in San Francisco, enabling UCSF to transfer up to five patients per day from its seriously 
overcrowded emergency department – patients who would otherwise suffer various degrees of harm 
waiting for care as more seriously ill patients receive medical attention.     

In FY 2019, UCLA clinicians saw an estimated 12,000 individual patients in over 25,000 encounters as a 
result of its affiliations with Catholic-affiliated institutions, providing oncology, radiation oncology, 
cardiology, neurology, pathology and other specialty expertise to patients whose access to those 
services would be jeopardized if such affiliations were prohibited. Similarly, in FY 2019, UCSF clinicians 
provided specialty services for over 5000 unique patients at affiliate faith-based institutions.  

Some working group members pointed out that termination of agreements to provide services like 
these have real consequences for patients. For example, a UC bilateral professional services agreement 
with a Dignity facility allowed a UC pediatric surgeon to mobilize emergently, drive to the Dignity facility, 

                                                           
12 Derse, A., Medical Training and Errors: Competence, Culture, Caring and Character. AAMC. December 10, 2019. 
13 American Medical Association, Code of Medical Ethics Overview. 2001. 

https://journals.lww.com/academicmedicine/Abstract/publishahead/Medical_Training_and_Errors__Competence,_Culture,.97353.aspx
https://www.ama-assn.org/delivering-care/ethics/code-medical-ethics-overview
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and save the life of an unexpected 1 lb 4 oz premature baby who would have died if such an agreement 
did not exist.    

The WGCA also discussed how blanket prohibitions against any affiliations with these hospitals would 
burden our ability to train our clinical personnel and expand access to care. In some regions, these 
hospitals may be the only viable partners for training and/or clinical affiliations. For example, UC 
Riverside relies heavily on clinical training affiliations with hospitals operated by or affiliated with 
hospitals that have non-evidence-based limitations on care, and there are few substitute facilities within 
a reasonable distance. Several of UC schools of nursing rely on affiliations with organizations that have 
policy-based restrictions on care. For example, in the last year at UC Davis, 30% of nurse practitioner 
and physician assistant students completed clinical placements in Catholic affiliated clinics for rotations 
in primary care, behavioral health, emergency medicine, surgery, and cardiology. 

The WGCA also discussed how prohibitions on affiliating with any entity that provides significant clinical 
care prevents UC from working to optimize the health options for patients that are in special need of our 
unique expertise.  Virtually all UC hospitals are at capacity, and a prohibition against such affiliations 
would impact UC’s ability to dedicate our own tertiary and quaternary facilities to those patients who 
most need them.  An inability to create a set of affiliations that directs low- and high-acuity patients to 
the most appropriate location results in many high-need patients being unable to access the UC quality 
care that they most need, leading directly to increased risk of morbidity and mortality.   

The WGCA heard that this demonstrates there are both direct and indirect harms to patients when 
affiliations are limited.  An example of a direct harm would be not being able to transfer a critically ill 
heart patient initially seen at an affiliate to our catheterization lab at UC for lifesaving care.  An example 
of indirect harm would be not having space at UC to transfer such a patient because lower acuity 
patients are being treated at that UC facility rather than at another affiliated facility that could have 
taken those patients. 

Some WGCA members noted that it is not unusual for UC providers and trainees to be in non-UC clinical 
settings that have some form of institutional restriction on care, including insurance restrictions, and 
thus it is not possible to adopt a UC principle that requires all affiliations to allow all UC personnel to 
perform all services and procedures at any non-UC institution.  There are many circumstances where UC 
providers in non-UC settings need to refer a patient to another facility, and relocating patients should 
not be considered an unusual or unacceptable feature of clinical care. 

Some members of the WGCA also commented that it would be hypocritical to impose an absolute 
restriction on clinical affiliations with such organizations while allowing UC to affiliate with these same 
organizations in order to provide health benefit plans to UC employees who are then treated by these 
same providers.  All of the existing UC health benefits options for employees and retirees include 
affiliations with facilities and providers that have policy-based restrictions on care. Even Kaiser 
Permanente, California’s largest health system and UC’s most significant health benefits partner, 
contracts with health care organizations that have policy restrictions on care. The only hospitals that 
directly serve Merced and Santa Cruz, where thousands of our employees work, are organizations that 
have adopted non-evidence-based restrictions on care. 

The WGCA heard that the UCSF section of the Academic Senate twice approved moving ahead with the 
Dignity relationship, emphasizing that while policy restrictions on care exist in many facilities, the larger 
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purpose of serving the interests of all patients, especially including the underserved, should be valued at 
least as importantly in considering whether to affiliate. 

Many members of the WGCA support UC advocacy at the the federal and state level for laws and 
regulations that support comprehensive, nondiscriminatory care and access for all patients, but some 
argued that, in the meantime, UC should not ban affiliations with any organization that is in full 
compliance with all federal and state laws and regulations—including laws prohibiting discrimination in 
the delivery of health care—and that national accreditation organizations have judged to be operating in 
compliance with accrediting standards. 

Some WGCA members also expressed the view that affiliation with organizations that have non-
evidence-based policy restrictions on care does not amount to an endorsement of those policies, and 
the University can reinforce this by adopting the recommended guidelines and principles as conditions 
on such affiliations.   

 

UC POLICIES  

A number of UC policies are directly relevant to the issue of UC Health affiliations with non-UC Health 
organizations. 
 
The University of California, in accordance with applicable federal and state law and University policy, 
does not discriminate on the basis of race, color, national origin, religion, sex, gender identity, 
pregnancy,14 disability, age, medical condition (cancer-related), ancestry, marital status, citizenship, 
sexual orientation, or status as a Vietnam-era veteran or special disabled veteran. The University also 
prohibits sexual harassment. This nondiscrimination policy covers admission, access and treatment in 
University programs and activities, and applies to UC employees, agents and contractors.15 
 
Key Regental policies on nondiscrimination include: 

• Regents Policy 1111: The Statement of Ethical Values and the Standards of Ethical Conduct 
• Regents Policy 4400: The Policy on University of California Diversity Statement 
• Regents Policy 4401: Policy on Future Admissions, Employment, and Contracting 
• Regents Policy 4402: Policy on Nondiscrimination on Basis of Sexual Orientation 
• Regents Policy 4403: Report of the Working Group: Statement of Principles Against Intolerance 

 
The above policies, and others at the system and local level, regulate the activities of all UC Health 
providers and trainees, wherever they work or learn. For example, health system, medical staff and 
medical group bylaws and policies govern the delivery of professional services and oversight of 
professional competence and conduct, and UC Health has established system-wide quality and branding 
guidelines for affiliations.16 The President also sets policies governing clinical care delivery, including the 
policy on UC Health Participation in Activities under the End of Life Option Act.  
 

                                                           
14 Pregnancy includes pregnancy, childbirth and medical conditions related to pregnancy or childbirth. 
15 University of California. Nondiscrimination Statement. 
16 System-wide quality and branding guidelines for UC Health affiliations were presented to the UC Board of 
Regents Health Services Committee on August 16, 2017 

https://regents.universityofcalifornia.edu/governance/policies/1111.html
https://regents.universityofcalifornia.edu/governance/policies/4400.html
https://regents.universityofcalifornia.edu/governance/policies/4401.html
https://regents.universityofcalifornia.edu/governance/policies/4402.html
https://regents.universityofcalifornia.edu/policies/4403.pdf
https://policy.ucop.edu/doc/5000644/EndOfLife
https://www.ucop.edu/operating-budget/fees-and-enrollments/policies-and-resources/nondiscrimination-statement.html
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Policies that regulate review and approval of UC Health affiliations include the Charter of the Health 
Services Committee and a series of Presidential Delegations of Authority to the chancellors and the 
Executive Vice President for UC Health.  
 
While not a formal policy, the UC Office of the President, which includes the UC Health Division, also 
recently drafted a set of seven Core Values:  (1) Accountability, (2) Collaboration, (3) Diversity and 
Inclusion, (4) Excellence, (5) Innovation, (6) Integrity, and (7) Mission Driven, to ensure alignment with 
the University’s commitment to education, research, and public service.  The commitment to public 
service takes many forms across UC Health including education and training of future health 
professionals, research that improves health and cures diseases, and the provision of clinical care across 
the state, particularly for the most vulnerable.    
 
UC Health, with representation from all of our Academic Health Campuses, have also collectively 
developed a set of cross-institutional goals, which describe our aspiration to serve the public by: 

a) improving the health of all people who live in California now and in the future; 
b) promoting health equity through the elimination of health disparities; and 
c) reducing barriers to access to our clinical, educational, and research, academic programs. 

 

WGCA RECOMMENDATIONS  

THE UNRESOLVED ISSUE 

After extensively reviewing all relevant UC policies, types of affiliations, concerns about affiliations with 
organizations that have certain non-evidence-based policy restrictions on care, and arguments in favor 
of maintaining such affiliations, the WGCA was unable to agree on the basic question of whether UC 
should affiliate with any organization that has institutional policies that (a) prohibit the use of 
contraception, abortion, assisted reproductive technology, gender-affirming care for transgender 
people, and the full range of end-of-life options and (b) permit non-clinicians to make clinical decisions 
affecting the health and safety of individual patients irrespective of the professional judgment of health 
care providers and/or the informed decisions of patients. 
 
There was widespread agreement that the language used in many current and recently expired 
contracts with Catholic and Catholic-affiliated health care organizations, which appeared to require UC 
personnel to adhere to ERDs or the SCV, would not be appropriate in future affiliation agreements.  
There was agreement that UC should provide the highest levels of evidence-based care, improve access 
and quality, mitigate health disparities, and ensure that UC Health personnel advance UC values and 
policies wherever they practice. There was agreement that UC could not itself adopt such non-evidence-
based restrictions on care without violating UC policies against discrimination and California 
constitutional obligations to remain free from sectarian influence in the administration of our affairs.  
However, some WGCA members believe fulfilling these obligations can only be accomplished by 
prohibiting certain affiliations, while others believed UC can act in a manner that is consistent with these 
obligations by adopting a new set of principles and guidelines governing such affiliations.   
 
This is an issue of great importance, and increasingly, a matter that is being scrutinized by the courts. As 
it currently stands, the law is unsettled. In September 2019 a three-judge panel of the state Court of 
Appeal in San Francisco allowed a lawsuit to proceed against the Catholic health system Dignity Health 

https://regents.universityofcalifornia.edu/governance/committee%20charters/appendix-e.html
https://regents.universityofcalifornia.edu/governance/committee%20charters/appendix-e.html
https://policy.ucop.edu/delegations-of-authority/current-delegations.html
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for barring a hysterectomy for a transgender patient (Minton v. Dignity Health).17 Dignity Health has 
claimed — and continues to claim — that they had a right not to provide services based on their 
religious principles, and that within those restrictions their services were available to everyone without 
discrimination. The Court of Appeal allowed the lawsuit to continue so that a trial court could determine 
whether Dignity Health’s actions violated California’s Unruh Civil Rights Act. The outcome of this 
litigation is uncertain.  
 
There is no publicly available evidence that any California regulator, federal regulator or The Joint 
Commission (the accrediting organization for most hospitals in the U.S.) currently considers ERD or SCV 
restrictions to violate antidiscrimination laws or hospital accreditation or licensing requirements. It is, of 
course, a separate matter whether it is legal under California law for UC, which is shielded under the 
California Constitution from “sectarian influence” in the administration of its affairs, to affiliate with 
entities that impose religious-based restrictions on clinical care (the current law is not clear). Moreover, 
federal law expressly prohibits discrimination against health care organizations that, for example, ban 
abortions based on their religious affiliation.   
 
Recent decisions by the U.S. Supreme Court held that it violates the First Amendment’s Free Exercise 
Clause for state entities to make grants available to non-religious groups but exclude religious groups, 
which may imply a federal constitutional principle prohibiting the University from excluding affiliations 
with religious organizations; and that governmental decisions protecting against discrimination are 
suspect if premised on religious animus.18 Then again, no member of the WGCA is advocating a 
prohibition against all religious affiliations, since there are many religious-based health partners that UC 
Health affiliates with, such as Adventist Health (see Adventist Health letter to UC Davis Health at 
Appendix E), Hoag Memorial Hospital Presbyterian, and Jewish Family Services which do not have 
institutional policies that are broadly restrictive in ways that were the focus of the WGCA’s discussions. 
 
Assessment of the issues is complicated by the current state of California law, which does not treat 
organizations acting under ERD or SCV restrictions as providing substandard care or violating state 
antidiscrimination laws. The issues we face would be much easier to resolve if state policy and UC policy 
on patient options and antidiscrimination were aligned. It is because they are not that UC must consider 
whether to adopt more restrictive approaches to affiliations than are currently adopted by state or 
federal agencies or accreditation organizations such as The Joint Commission.   
 
 

TWO OPTIONS 

Given this lack of consensus on this basic question, members of the WGCA prepared two sets of values 
statements and principles/guidelines governing UC Heath affiliations with non-UC organizations.  The 
WGCA chair recommends adoption either of one of these two options or some best combination of the 
two, understanding that the first option is designed to allow affiliations with organizations that have 
non-evidence-based policy restrictions on care if governed by appropriate policies and guidelines and 
that the second option is designed to impose a prohibition on such affiliations. 
 

                                                           
17 Court of Appeal of the State of California, Minton v. Dignity Health, A153662, City and County of San Francisco, 
April 2019. 
18 Trinity Lutheran Church of Columbia, Inc. v. Comer, 137 S. Ct. 2012 (2017), 

https://www.courts.ca.gov/opinions/documents/A153662.PDF
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The advocates for each set of policies and guidelines agree that their recommended policies and 
guidelines must ensure UC compliance with University policies, values and guiding principles. They must 
also respond to the President’s charge to the WGCA, namely, to provide recommendations that “ensure 
patients under the care of UC personnel at non-UC facilities have access to a full range of health care 
services,” “preserve physician autonomy and allow patients to evaluate and choose from all appropriate 
care options,” and “protect patient access to comprehensive care.” 

Each set of options also includes a set of recommendations designed to ensure compliance with the 
associated principles and guidelines governing affiliations, whereby UC Health locations (a) engage in a 
set of prerequisites before affiliations are entered into and (b) adopt effective monitoring mechanisms 
to ensure ongoing compliance with the principles and guidelines. 

The chair emphasizes that, despite a disagreement on the unresolved issue, there is widespread 
agreement on many other core values and principles. Readers of these options will see extensive 
overlap in the language presented. In some cases the differences are expressed in just a few different 
words on individual items. There are also different approaches taken as to how extensive a statement of 
values should be, with one group believing it should be relatively shorter (allowing principles and 
guidelines to provide more detail) and another desiring a longer statement. 
 
Option One is presented first, and it reflects the views of WGCA members who seek to remedy the 
defects of earlier affiliation agreements while still providing an opportunity for new affiliations to occur.  
It is followed by Option Two which includes language that, in practice, would preclude such affiliations.  
A comparison of the language in both options is available in Appendix F. As chair I do not offer a line-by-
line analysis of the implications of this different language, but believe that the practical effect of 
adopting one option or the other is as described.    
 

OPTION 1: ALLOW AFFILIATIONS WITH NON-UC ENTITIES THAT PROHIBIT 
CERTAIN SERVICES FOR WOMEN AND LGBTQ+ PEOPLE  

PROPOSED STATEMENT OF UC HEALTH’S VALUES GOVERNING AFFILIATIONS WITH 
OTHER HEALTH SYSTEMS 

UC Health aspires to serve the public by improving health and health care for all people living in 
California now and in the future, by promoting health equity through the elimination of health 
disparities, and by reducing barriers to access clinical, educational, and research programs. 
 
UC Health and all of our providers, faculty, staff, and trainees are expected to act in accordance 
with UC’s core values of accountability, collaboration, diversity and inclusion, excellence, 
innovation, integrity, and a mission-driven dedication to align our work with the University’s 
commitment to education, research, and public service. 
 
UC Health providers are committed to advancing UC policies in all settings in which they operate 
and will perform their duties in ways that expand access, respect diversity, and practice 
inclusion. 
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PROPOSED UC HEALTH AFFILIATION PRINCIPLES AND GUIDELINES 

Principle #1: Evidence-Based Care 
 

UC Health, including all of our providers, trainees, and students, is committed to providing the 
highest levels of evidence-based care to all patients.  
 
Guideline: Agreements will expressly provide that UC personnel working or training at any 
clinical site — whether at UC facilities or elsewhere — will (i) make clinical decisions consistent 
with the standard of care and their independent professional judgment, respecting the needs 
and wishes of each individual patient; (ii) inform patients of all of their health care options;     
(iii) prescribe any interventions that are medically necessary and appropriate; and (iv) transfer 
or refer patients to other facilities when the care they need is not available where they are 
being seen. 

 
Principle #2: Constitutional Obligations 
 

UC will abide by its California constitutional obligation to be entirely independent of political or 
sectarian influence in the administration of its affairs, and by all federal constitutional 
obligations including prohibitions against discriminating against individuals or organizations in 
protected classes.   
 
Guideline: Agreements will require that affiliates understand and acknowledge UC’s California 
constitutional obligations to be entirely independent of political or sectarian influence in the 
administration of its affairs. No provision in any institutional agreement will require UC or its 
personnel or trainees to enforce or abide by religious directives. The University’s affiliation 
policies and practices will also be consistent with all federal constitutional obligations.  

 
Principle #3: Nondiscrimination 
 

UC personnel are bound by UC nondiscrimination policies wherever they work or train and UC 
will require all affiliates to have an express institutional policy prohibiting discrimination. We 
recognize and respect the diverse preferences and practices of our patients and personnel. 

 
Guideline: Every UC Health affiliation agreement will describe UC’s nondiscrimination policy, 
which prohibits UC personnel in any setting to engage in discrimination and harassment, and 
provides equal opportunities and care regardless of race, color, national origin, religion, sex, 
gender identity, pregnancy, physical or mental disability, medical condition (cancer-related or 
genetic characteristics), ancestry, marital status, age, sexual orientation, citizenship, status as a 
covered veteran, or any other basis prohibited by federal or state law. 
 
UC Health will require that every affiliate agree to adhere to all laws, rules, regulations and 
accrediting standards regarding nondiscrimination (these include SB 464, codified at Cal. HS&C 
1262.6(a)(5), requiring every California hospital to provide each patient in writing information 
that includes their right to be free from discrimination on the basis of race, color, religion, 
ancestry, national origin, disability, medical condition, genetic information, marital status, sex, 
gender, gender identity, gender expression, sexual orientation, citizenship, primary language or 
immigration status as set forth in Section 51 of the Civil Code). 



   

24 
 

 
Principle #4: Expanding Access to Care  
 

UC Health affiliations should aim to reduce barriers to access for all people living in California to 
UC Health, improve the ability of patients at partner institutions to access UC practices and 
services, and increase the availability of health care options to patients. As a government entity 
committed to serving the public under the rule of law, UC Health will not restrict access to any 
lawful care because certain procedures or medical options are considered controversial from a 
particular political or religious point of view. UC Health affirmatively supports a woman’s right to 
receive comprehensive reproductive health care, including abortion and all forms of 
contraception and assisted reproductive technologies. UC Health affirms that LGBTQ+ people 
should not face discrimination in health care and that prohibiting services such as gender 
affirmation for transgender people and reproductive technologies that support the ability of 
LGBTQ+ people to have biological children is discriminatory. UC Health is also committed to 
providing the full range of options to patients at the end of life including legally-sanctioned aid in 
dying. 

 
Guideline: Given UC’s commitment to addressing health disparities and improving access for all 
people who live in California to quality health care, UC will evaluate potential affiliations in the 
context of UC’s commitment to optimize access to comprehensive, nondiscriminatory, evidence-
based health care options. To improve health for all people who live in California, UC Health will 
consider all aspects of an organization’s care in an affiliation, including policy-based restrictions, 
service to the underserved, and the availability of other facilities within a geographic region.  
Where relevant to UC’s role in an affiliation, we will ensure that access to services like abortion, 
contraception and assisted reproductive technologies, and gender-affirming care will be 
maintained or improved as a result of the affiliation. 
 

Principle #5: Improving Quality of Care 
 

UC Health is committed to affiliations that enhance the ability of UC and partner institutions to 
improve quality as defined by the Institute of Medicine — safe, timely, effective, efficient, 
patient-centric, equitable care. 

 
Guideline: UC Health affiliations should be structured to enhance the quality of care provided at 
partner organizations and to enhance the range of high-quality services that patients in affiliated 
institutions can access. UC will work with partners to change or adapt policies and practices to 
improve quality. Performance and outcomes relevant to an affiliation should be documented 
and measured consistent with UC Health’s existing system-wide quality guidelines for UC Health 
affiliations. 
 
 

Principle #6: Academic Freedom  
 

All affiliations must be consistent with UC’s commitment to the protection of academic freedom. 
 

Guideline: All affiliations must conform to the rights, responsibilities, and obligations of faculty 
and non-faculty academic appointees as specified by UC’s Academic Freedom policies in APM-
010, APM-011, and APM-015. This requires that teaching, research and scholarship be assessed 
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by reference to the professional standards that sustain the University’s pursuit of knowledge, as 
set by the UC Academic Senate. These protections extend to teaching, research and scholarship 
conducted by UC academic appointees in non-UC locations when acting as agents of the 
University. 

 
Principle #7: Preserving UC Values  
 

All UC Health affiliations should be consistent with the fundamental mission and purpose of the 
University of California to serve society as a center of higher learning, providing long-term 
societal benefits through transmitting advanced knowledge, discovering new knowledge, and 
functioning as an active working repository of organized knowledge through teaching, research, 
and public service. Affiliations should also advance UC Health’s core values of accountability, 
collaboration, diversity and Inclusion, excellence, innovation, integrity, and mission driven public 
service, including education and training of future health professionals, research that improves 
health and cures diseases, and the provision of clinical care across the state, particularly for the 
most vulnerable.    

 
Guideline: UC Health affiliation agreements should expressly allow UC to terminate any 
affiliation agreement that, in our sole discretion, jeopardizes UC’s core mission and values. 

 

MONITORING AND ACCOUNTABILITY 

The prerequisites or due diligence steps taken prior to entering into an affiliation should include the 
following:  

• Document before final approval the importance of the transaction as it relates to UC’s missions 
and values, the benefit to the broader patient community, and the consequences of not 
proceeding with the transaction; 

• Ensure that contract language documents that UC’s values, principles and guidelines govern the 
medical decisions made by UC employees; 

• Verify that potential affiliates understand that they will be required to adhere to all laws, rules, 
regulations and accrediting standards regarding nondiscrimination;  

• Verify that access to options currently available to patients for comprehensive reproductive 
health care, gender-affirming services and end-of life care will be maintained or improved as a 
result of the affiliation; 

• Develop a process to facilitate timely access to UC  or other facilities for services that are not 
provided at an affiliate’s facility;  

• Communicate to our personnel voluntarily performing services or receiving training at other 
facilities our expectations that they adhere to the evidence-based standard of care and their 
professional judgment wherever they are providing services;  
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• Ensure that UC personnel have a point of contact at UC that they can reach out to if they believe 
that their professional judgment is being impeded in any way at the affiliate’s facility; 

• Ensure that a mechanism (e.g., call center, ombudsperson) has been established to collect and 
review patient feedback, concerns and complaints regarding care; and create a baseline 
measure of quality and outcomes performance against which improvements in quality can be 
measured consistent with system-wide quality guidelines for UC Health affiliations; and 

• For joint ventures and/or investments, require non-UC affiliates to participate in the Human 
Rights Campaign’s Healthcare Equality Index, a national LGBTQ+ benchmarking tool that 
evaluates health care facilities’ equity and inclusion of their LGBTQ+ patients, visitors and 
employees. 
 

 
After affiliations are entered into, UC health locations should: 

• Monitor the quality of care provided at an affiliate’s facility related to services provided by UC, 
consistent with systemwide quality guidelines for UC Health affiliations;  

• Strengthen and supplement mechanisms as needed for UC personnel working at affiliate 
locations to report any incidents of their being impeded from adhering to the principles and 
guidelines governing affiliations; quickly report and resolve any grievances indicating a violation 
of affiliation guidelines; 

• Strengthen and supplement mechanisms as needed for UC patients at non-UC facilities to share 
feedback, concerns and complaints regarding care; quickly report and resolve any grievances 
indicating a violation of affiliation guidelines; and 

• Ensure the ability to terminate any affiliation agreement once entered into should 
circumstances change such that UC’s core mission and values are jeopardized.   

• For joint ventures and/or investments: 

o Assess and report on whether the affiliation is expanding access to UC quality care and 
reducing health disparities; 

o Monitor the affiliate’s Health Equity Index Scores annually and report the results to 
leadership; and 

o Compile an annual report to the President and Board of Regents about the nature, 
rationale, and community impact of the affiliation.   

 

https://www.hrc.org/hei
https://www.hrc.org/hei
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OPTION 2: PROHIBIT AFFILIATIONS  WITH NON-UC ENTITIES THAT PROHIBIT 
CERTAIN SERVICES FOR WOMEN AND LGBTQ+ PEOPLE 

PROPOSED STATEMENT OF UC HEALTH’S VALUES GOVERNING AFFILIATIONS WITH 
OTHER HEALTH SYSTEMS 

UC aspires to improve health and health care for UC patients and all people living in California by 
improving quality, eliminating health care disparities and reducing barriers to access to the 
educational, research, and service programs and initiatives operated in service of its public 
mission.  
 
UC and its providers and trainees will provide the highest level of evidence-based care consistent 
with all of the rights and responsibilities of our patients and practitioners. Our clinicians will 
make clinical decisions, provide services, and perform procedures based on their independent 
professional judgment, will respect patient autonomy by carrying out patients’ informed health 
care decisions, and are expected to act in accordance with UC’s core values of integrity, 
excellence, accountability, respect and nondiscrimination. UC health providers are committed to 
following and advancing UC policies in all settings in which they operate, and will perform their 
duties in ways that expand access, respect diversity, practice inclusion. 
 
As a government entity committed to serving the public under the rule of law, UC and its 
providers and trainees will not restrict access to any lawful care because certain procedures or 
medical options are considered controversial from a particular political or religious point of view.  
In particular, UC Health affirmatively supports a woman’s right to receive comprehensive 
reproductive health care including abortion and all forms of contraception and assisted 
reproductive technologies and believes that prohibiting or restricting these services has adverse 
consequences for patient care and well-being. UC Health affirms that LGBTQ+ people should not 
face discrimination in health care and that prohibiting services such as gender affirmation for 
transgender people and reproductive technologies that support the ability of LGBTQ+ people to 
have biological children is discriminatory. UC Health is also committed to providing the full range 
of options to patients at the end of life including legally sanctioned aid in dying.  
 

PROPOSED UC HEALTH AFFILIATION PRINCIPLES AND GUIDELINES 

Principle #1: Standard of Care  
 

UC Health clinicians are committed to following the highest levels of evidence-based care. 
 
Guideline: Agreements will expressly provide that UC personnel working or training at any 
clinical site — whether at UC facilities or elsewhere — will make clinical decisions, provide 
services, and perform procedures consistent with the standard of care and their independent 
professional judgment, respecting patient autonomy by carrying out patients’ informed health 
care decisions, considering the needs and wishes of each individual patient; inform patients of 
all of their health care options; and prescribe and perform any interventions that are medically 
necessary and appropriate. 
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Principle #2: Constitutional Obligations 
 

UC will abide by its California constitutional obligation to be entirely independent of political or 
sectarian influence in the administration of its affairs, and by all federal constitutional 
obligations including prohibitions against discriminating against individuals or organizations in 
protected classes.   
 
Guideline: Agreements will require that affiliates understand and acknowledge UC’s California 
constitutional obligations to be entirely independent of political or sectarian influence in the 
administration of its affairs. Institutional agreements will expressly state that UC and its 
personnel and trainees will not enforce or abide by religious directives. The University’s 
affiliation policies and practices will also be consistent with all federal constitutional obligations.  
 

Principle #3: Nondiscrimination  
 

UC personnel are bound by UC nondiscrimination policies wherever they work or train and UC 
will require all affiliates to have an express institutional policy prohibiting discrimination. 

 
Guideline: Every UC Health affiliation agreement will describe UC’s nondiscrimination policy, 
which prohibits UC personnel in any setting to engage in discrimination and harassment, and 
provides equal opportunities and care regardless of race, color, national origin, religion, sex, 
gender identity, pregnancy, physical or mental disability, medical condition (cancer-related or 
genetic characteristics), ancestry, marital status, age, sexual orientation, citizenship, status as a 
covered veteran, or any other basis prohibited by federal or state law. Agreements will describe 
that UC considers institutional policies that prohibit gender-affirming services for transgender 
people, abortion for pregnant people, or reproductive health services that disproportionately 
affect women and LGBT people, to violate their antidiscrimination policy because gender, 
pregnancy, sex, and sexual orientation are protected classes.  
 
UC Health will require that every affiliate agree to adhere to all laws, rules, regulations and 
accrediting standards regarding nondiscrimination (these include SB 464, codified at Cal. HS&C 
1262.6(a)(5), requiring every California hospital to provide each patient in writing information 
that includes their right to be free from discrimination on the basis of race, color, religion, 
ancestry, national origin, disability, medical condition, genetic information, marital status, sex, 
gender, gender identity, gender expression, sexual orientation, citizenship, primary language or 
immigration status as set forth in Section 51 of the Civil Code). 
 

Principle #4: Expanding Access to Care  
 

UC Health affiliations should aim to reduce barriers to access to care for all people living in 
California, improve the ability of patients at partner institutions to access UC practices and 
services, and increase the availability of health care options to patients. Affiliations should not 
reduce access or the availability of services for existing UC patients including comprehensive 
reproductive health care, gender-affirming care for transgender people, and end of life care. 
 
Guideline: UC will evaluate potential affiliations and take necessary action to promote, and not 
prohibit or limit, the use and delivery of comprehensive, nondiscriminatory, evidence-based 
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health care options to ensure that access to services including abortion, contraception, assisted 
reproductive technologies, and gender-affirming care for transgender people are maintained or 
improved as a result of the affiliation. UC will ensure that affiliations do not result in a decrease 
in the ability of UC patients to obtain these services in facilities where they receive care 
compared with access to these services prior to the affiliation.  

 
Principle #5: Improving Quality of Care 
 

UC Health is committed to affiliations that enhance the ability of UC and partner institutions to 
improve the quality of care for UC patients and other people living in California.   

 
Guideline: UC Health affiliations should be structured to enhance the quality of care provided at 
partner organizations and UC will work with partners to change or adapt policies and practices 
to improve quality. Affiliations will not occur if potential partners are unwilling or unable to 
change or adapt policies to improve quality. Performance and outcomes relevant to an 
affiliation should be documented and measured consistent with UC Health’s existing system-
wide quality guidelines for UC Health affiliations. 
 

Principle #6: Academic Freedom  
 

All affiliations must be consistent with UC’s commitment to the protection of academic freedom. 
 

Guideline: All affiliations must conform to the rights, responsibilities, and obligations of faculty 
and non-faculty academic appointees as specified by UC’s Academic Freedom policies in APM-
010, APM-011, and APM-015. This requires that teaching, research and scholarship be assessed 
by reference to the professional standards that sustain the University’s pursuit of knowledge, as 
set by the UC Academic Senate. These protections extend to teaching, research and scholarship 
conducted by UC academic appointees in non-UC locations when acting as agents of the 
University.  

 
Principle #7: Preserving UC Values  
 

All UC Health affiliations should be consistent with the fundamental mission and purpose of the 
University of California to serve society as a center of higher learning, providing long-term 
societal benefits through transmitting advanced knowledge, discovering new knowledge, and 
functioning as an active working repository of organized knowledge through teaching, research, 
and public service.  

 
Guideline: UC will not enter into affiliations with entities that are fundamentally misaligned with 
our core mission and values. In addition, UC Health affiliation agreements should expressly allow 
UC to terminate any affiliation agreement that, in our sole discretion, jeopardizes UC’s core 
mission and values.  
 
 
 



   

30 
 

MONITORING AND ACCOUNTABILITY 

The prerequisites or due diligence steps taken prior to entering into an affiliation should include the 
following:  

• Document before final approval the rationale and importance of the transaction as it relates to 
UC’s missions and values, the benefit to UC patients, UC providers and trainees, and/or the 
broader non-UC patient community, review any potential harms in the affiliation for UC 
patients, providers, and trainees, and non-UC patients, provide alternative options to the 
transaction that could avoid harms, and the consequences of not proceeding with the 
transaction; 

• Ensure that contract language documents that UC’s values, principles and guidelines govern the 
medical decisions, services provided, and procedures performed by UC employees; 

• Verify that potential affiliates understand that they will be required to adhere to all laws, rules, 
regulations and accrediting standards regarding nondiscrimination, including UC’s;  

• Verify that the contract language expressly states that UC providers and trainees will not be 
required to enforce or adhere to religious directives in their decision making, delivery of 
services, or performance of procedures while working in the affiliate institution;  

• Verify that access to options currently available to UC patients at their clinical site of care for 
contraception, abortion, assisted reproductive technology, gender-affirming services, and end-
of life care will be not be decreased or diminished when UC patients receive care at the affiliate 
site, but rather that these services will be maintained or improved for UC patients as a result of 
the affiliation; 

• Develop a process to facilitate timely access to UC or other facilities for services that are not 
provided at an affiliate’s facility;  

• Communicate to our personnel and trainees performing services or procedures or receiving 
training at other facilities our expectations that they adhere to the evidence-based standard of 
care and their professional judgment, respecting patient autonomy in decision-making wherever 
they are providing services;  

• Ensure that UC patients cared for at the affiliate site will have full autonomy to make informed 
health care decisions within the standard of care and that these decisions will be followed and 
carried out, unrestricted by religious directives; 

• Ensure that UC personnel and trainees have a point of contact at UC to which they can reach out  
confidentially if they believe that their ability to provide services or perform procedures based 
on their professional judgment is being impeded in any way at the affiliate’s facility; and 

• Ensure that a mechanism (e.g., call center, ombudsperson) has been established to collect and 
review patient feedback, concerns and complaints regarding care, and create a baseline 
measure of quality and outcomes performance against which improvements in quality can be 
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measured consistent with system-wide quality guidelines for UC Health affiliations. 
 

After affiliations are entered into, UC health locations should: 

• Monitor the quality of care provided at an affiliate’s facility related to services provided by UC, 
consistent with systemwide quality guidelines for UC Health affiliations;  

• Strengthen and supplement mechanisms as needed for UC personnel and trainees working at 
affiliate locations to confidentially report any incidents of their being impeded from adhering to 
the principles and guidelines governing affiliations, quickly report and resolve any grievances 
indicating a violation of affiliation guidelines, while protecting the privacy of any involved UC 
personnel; 

• Strengthen and supplement mechanisms as needed for UC patients at non-UC facilities to share 
feedback, concerns and complaints regarding care; quickly report and resolve any grievances 
indicating a violation of affiliation guidelines; and 

• Ensure the ability to terminate any affiliation agreement once entered into should 
circumstances change such that in UC’s opinion, the University’s core mission and values are 
jeopardized.   

 

NEXT STEPS 

In developing the two options for values, principles and guidelines, the chair emphasizes that the WGCA 
has not conducted a full analysis of all the implications, including financial implications, associated with 
these recommendations. It is possible that, under either option, some entities may choose not to enter 
into future affiliation arrangements with UC, and those with preexisting agreements may need to be 
terminated if these institutions do not agree to amend the agreements to conform with UC’s approved 
principles and guidelines. Those who will act on this report should understand the limits of our analysis. 
Still, whatever the financial impact, the members of the WGCA believe that some version of these 
principles and guidelines is necessary to assure that UC Health will act in a manner consistent with 
relevant UC policies and values. 
 
On the question of whether future modifications to UC policy may be warranted:  at the present time 
the chair offers no suggestions, other than to reiterate the view expressed earlier that the existing legal 
environment in California is a complicating factor, and additional considerations of UC actions to engage 
with California lawmakers and regulators should be considered.  
 
The various recommendations, while carefully and thoughtfully developed, should be one piece of a 
comprehensive review process that supports the deliberations and decisions of the President and Board 
of Regents on the principles and guidelines that should govern UC Health’s affiliations with non-UC 
health services organizations. 
 
I appreciate the opportunity to submit this report and urge the President to consider additional input 
from the University community, key external stakeholders and the broader public.   
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APPENDICES 

A. INTERIM GUIDELINES FOR UC HEALTH AFFILIATIONS  
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B. ETHICAL AND RELIGIOUS DIRECTIVES FOR CATHOLIC HEALTH CARE SERVICES 

Source: USCCB.  Ethical and Religious Directives for Catholic Health Care Services. Sixth Edition. June 
2018. 

 

http://www.usccb.org/about/doctrine/ethical-and-religious-directives/upload/ethical-religious-directives-catholic-health-service-sixth-edition-2016-06.pdf
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C. STATEMENT OF COMMON VALUES 

Source: Dignity Health.  Statement of Common Values. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://www.dignityhealth.org/cm/media/documents/statement-of-common-values-m2.pdf
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D. UC LEGAL GUIDANCE ON APPROVAL OF UC HEALTH TRANSACTIONS 
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E. ADVENTIST HEALTH LETTER TO UC DAVIS HEALTH 
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F. COMPARISON OF RECOMMENDED OPTION 1 AND OPTION 2 

PROPOSED STATEMENT OF UC HEALTH’S VALUES GOVERNING AFFILIATIONS WITH OTHER HEALTH SYSTEMS 

Option 1: Allow Affiliations with Non-UC 
Entities that Prohibit Certain Services for 
Women and LGBTQ+ People  

Option 2: Prohibit Affiliations With Non-
UC Entities that Prohibit Certain Services 
for Women and LGBTQ+ People 

Comparison of Option 1 to Option 2 

UC Health aspires to serve the public by 
improving health and health care for all 
people living in California now and in the 
future, by promoting health equity 
through the elimination of health 
disparities, and by reducing barriers to 
access clinical, educational, and research 
programs. 

UC aspires to improve health and health 
care for UC patients and all people living 
in California by improving quality, 
eliminating health care disparities and 
reducing barriers to access to the 
educational, research, and service 
programs and initiatives operated in 
service of its public mission. 

UC Health aspires to serve the public by 
improvingimprove health and health care 
for UC patients and all people living in 
California now and in the future, by 
promoting health equity through the 
elimination of healthby improving 
quality, eliminating health care 
disparities, and by reducing barriers to 
access clinical,to the educational, and 
research, and service programs. and 
initiatives operated in service of its public 
mission.  
 

UC Health and all of our providers, 
faculty, staff, and trainees are expected 
to act in accordance with UC’s core 
values of accountability, collaboration, 
diversity and inclusion, excellence, 
innovation, integrity, and a mission-
driven dedication to align our work with 
the University’s commitment to 
education, research, and public service. 

UC and its providers and trainees will 
provide the highest level of evidence-
based care consistent with all of the 
rights and responsibilities of our patients 
and practitioners. Our clinicians will 
make clinical decisions, provide services, 
and perform procedures based on their 
independent professional judgment, will 
respect patient autonomy by carrying out 
patients’ informed health care decisions, 
and are expected to act in accordance 
with UC’s core values of integrity, 
excellence, accountability, respect and 
nondiscrimination.  

UC Health and all of ourits providers, 
faculty, staff, and trainees will provide 
the highest level of evidence-based care 
consistent with all of the rights and 
responsibilities of our patients and 
practitioners. Our clinicians will make 
clinical decisions, provide services, and 
perform procedures based on their 
independent professional judgment, will 
respect patient autonomy by carrying out 
patients’ informed health care decisions, 
and are expected to act in accordance 
with UC’s core values of accountability, 
collaboration, diversity and inclusion, 
excellence, innovation, integrity, and a 
mission-driven dedication to align our 
work with the University’s commitment 
to education, research, and public 
service.integrity, excellence, 
accountability, respect and 
nondiscrimination.  
 

UC Health providers are committed to 
advancing UC policies in all settings in 
which they operate and will perform their 
duties in ways that expand access, 
respect diversity, and practice inclusion. 

UC health providers are committed to 
following and advancing UC policies in all 
settings in which they operate, and will 
perform their duties in ways that expand 
access, respect diversity, practice 
inclusion. 

UC Healthhealth providers are committed 
to following and advancing UC policies in 
all settings in which they operate, and 
will perform their duties in ways that 
expand access, respect diversity, and 
practice inclusion. 

 As a government entity committed to 
serving the public under the rule of law, 
UC and its providers and trainees will not 
restrict access to any lawful care because 
certain procedures or medical options are 

As a government entity committed to 
serving the public under the rule of law, 
UC and its providers and trainees will not 
restrict access to any lawful care because 
certain procedures or medical options are 
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Option 1: Allow Affiliations with Non-UC 
Entities that Prohibit Certain Services for 
Women and LGBTQ+ People  

Option 2: Prohibit Affiliations With Non-
UC Entities that Prohibit Certain Services 
for Women and LGBTQ+ People 

Comparison of Option 1 to Option 2 

considered controversial from a 
particular political or religious point of 
view.  In particular, UC Health 
affirmatively supports a woman’s right to 
receive comprehensive reproductive 
health care including abortion and all 
forms of contraception and assisted 
reproductive technologies and believes 
that prohibiting or restricting these 
services has adverse consequences for 
patient care and well-being. UC Health 
affirms that LGBTQ+ people should not 
face discrimination in health care and 
that prohibiting services such as gender 
affirmation for transgender people and 
reproductive technologies that support 
the ability of LGBTQ+ people to have 
biological children is discriminatory. UC 
Health is also committed to providing the 
full range of options to patients at the 
end of life including legally sanctioned 
aid in dying. 

considered controversial from a 
particular political or religious point of 
view.  In particular, UC Health 
affirmatively supports a woman’s right to 
receive comprehensive reproductive 
health care including abortion and all 
forms of contraception and assisted 
reproductive technologies and believes 
that prohibiting or restricting these 
services has adverse consequences for 
patient care and well-being. UC Health 
affirms that LGBTQ+ people should not 
face discrimination in health care and 
that prohibiting services such as gender 
affirmation for transgender people and 
reproductive technologies that support 
the ability of LGBTQ+ people to have 
biological children is discriminatory. UC 
Health is also committed to providing the 
full range of options to patients at the 
end of life including legally sanctioned 
aid in dying.  
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PROPOSED UC HEALTH AFFILIATION PRINCIPLES AND GUIDELINES 

Option 1: Allow Affiliations with Non-UC 
Entities that Prohibit Certain Services for 
Women and LGBTQ+ People  

Option 2: Prohibit Affiliations With Non-
UC Entities that Prohibit Certain Services 
for Women and LGBTQ+ People 

Comparison of Option 1 to Option 2 

Principle #1: Evidence-Based Care 
UC Health, including all of our providers, 
trainees, and students, is committed to 
providing the highest levels of evidence-
based care to all patients.  

Principle #1: Standard of Care 
UC Health clinicians are committed to 
following the highest levels of evidence-
based care. 

Principle #1: Evidence-BasedStandard of 
Care  
UC Health, including all of our providers, 
trainees, and students, is clinicians are 
committed to providingfollowing the 
highest levels of evidence-based care to 
all patients. . 

Guideline: Agreements will expressly 
provide that UC personnel working or 
training at any clinical site — whether at 
UC facilities or elsewhere — will (i) make 
clinical decisions consistent with the 
standard of care and their independent 
professional judgment, respecting the 
needs and wishes of each individual 
patient; (ii) inform patients of all of their 
health care options;     (iii) prescribe any 
interventions that are medically 
necessary and appropriate; and (iv) 
transfer or refer patients to other 
facilities when the care they need is not 
available where they are being seen. 

Guideline: Agreements will expressly 
provide that UC personnel working or 
training at any clinical site — whether at 
UC facilities or elsewhere — will make 
clinical decisions, provide services, and 
perform procedures consistent with the 
standard of care and their independent 
professional judgment, respecting 
patient autonomy by carrying out 
patients’ informed health care decisions, 
considering the needs and wishes of each 
individual patient; inform patients of all 
of their health care options; and 
prescribe and perform any interventions 
that are medically necessary and 
appropriate. 

Guideline: Agreements will expressly 
provide that UC personnel working or 
training at any clinical site — whether at 
UC facilities or elsewhere — will (i) make 
clinical decisions, provide services, and 
perform procedures consistent with the 
standard of care and their independent 
professional judgment, respecting 
patient autonomy by carrying out 
patients’ informed health care decisions, 
considering the needs and wishes of each 
individual patient; (ii) inform patients of 
all of their health care options;     (iii)and 
prescribe and perform any interventions 
that are medically necessary and 
appropriate; and (iv) transfer or refer 
patients to other facilities when the care 
they need is not available where they are 
being seen. 

Principle #2: Constitutional Obligations 
UC will abide by its California 
constitutional obligation to be entirely 
independent of political or sectarian 
influence in the administration of its 
affairs, and by all federal constitutional 
obligations including prohibitions against 
discriminating against individuals or 
organizations in protected classes.   

Principle #2: Constitutional Obligations 
UC will abide by its California 
constitutional obligation to be entirely 
independent of political or sectarian 
influence in the administration of its 
affairs, and by all federal constitutional 
obligations including prohibitions against 
discriminating against individuals or 
organizations in protected classes. 

Principle #2: Constitutional Obligations 
UC will abide by its California 
constitutional obligation to be entirely 
independent of political or sectarian 
influence in the administration of its 
affairs, and by all federal constitutional 
obligations including prohibitions against 
discriminating against individuals or 
organizations in protected classes.   

Guideline: Agreements will require that 
affiliates understand and acknowledge 
UC’s California constitutional obligations 
to be entirely independent of political or 
sectarian influence in the administration 
of its affairs. No provision in any 
institutional agreement will require UC 
or its personnel or trainees to enforce or 
abide by religious directives. The 
University’s affiliation policies and 
practices will also be consistent with all 
federal constitutional obligations.  

Guideline: Agreements will require that 
affiliates understand and acknowledge 
UC’s California constitutional obligations 
to be entirely independent of political or 
sectarian influence in the administration 
of its affairs. Institutional agreements will 
expressly state that UC and its personnel 
and trainees will not enforce or abide by 
religious directives. The University’s 
affiliation policies and practices will also 
be consistent with all federal 
constitutional obligations. 

Guideline: Agreements will require that 
affiliates understand and acknowledge 
UC’s California constitutional obligations 
to be entirely independent of political or 
sectarian influence in the administration 
of its affairs. No provision in any 
institutional agreement will 
requireInstitutional agreements will 
expressly state that UC orand its 
personnel orand trainees towill not 
enforce or abide by religious directives. 
The University’s affiliation policies and 
practices will also be consistent with all 
federal constitutional obligations.  
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Option 1: Allow Affiliations with Non-UC 
Entities that Prohibit Certain Services for 
Women and LGBTQ+ People  

Option 2: Prohibit Affiliations With Non-
UC Entities that Prohibit Certain Services 
for Women and LGBTQ+ People 

Comparison of Option 1 to Option 2 

Principle #3: Nondiscrimination 
UC personnel are bound by UC 
nondiscrimination policies wherever they 
work or train and UC will require all 
affiliates to have an express institutional 
policy prohibiting discrimination. We 
recognize and respect the diverse 
preferences and practices of our patients 
and personnel. 

Principle #3: Nondiscrimination 
UC personnel are bound by UC 
nondiscrimination policies wherever they 
work or train and UC will require all 
affiliates to have an express institutional 
policy prohibiting discrimination. 

Principle #3: Nondiscrimination 
UC personnel are bound by UC 
nondiscrimination policies wherever they 
work or train and UC will require all 
affiliates to have an express institutional 
policy prohibiting discrimination. We 
recognize and respect the diverse 
preferences and practices of our patients 
and personnel. 
 

Guideline: Every UC Health affiliation 
agreement will describe UC’s 
nondiscrimination policy, which prohibits 
UC personnel in any setting to engage in 
discrimination and harassment, and 
provides equal opportunities and care 
regardless of race, color, national origin, 
religion, sex, gender identity, pregnancy, 
physical or mental disability, medical 
condition (cancer-related or genetic 
characteristics), ancestry, marital status, 
age, sexual orientation, citizenship, 
status as a covered veteran, or any other 
basis prohibited by federal or state law. 
 
UC Health will require that every affiliate 
agree to adhere to all laws, rules, 
regulations and accrediting standards 
regarding nondiscrimination (these 
include SB 464, codified at Cal. HS&C 
1262.6(a)(5), requiring every California 
hospital to provide each patient in 
writing information that includes their 
right to be free from discrimination on 
the basis of race, color, religion, ancestry, 
national origin, disability, medical 
condition, genetic information, marital 
status, sex, gender, gender identity, 
gender expression, sexual orientation, 
citizenship, primary language or 
immigration status as set forth in Section 
51 of the Civil Code). 

Guideline: Every UC Health affiliation 
agreement will describe UC’s 
nondiscrimination policy, which prohibits 
UC personnel in any setting to engage in 
discrimination and harassment, and 
provides equal opportunities and care 
regardless of race, color, national origin, 
religion, sex, gender identity, pregnancy, 
physical or mental disability, medical 
condition (cancer-related or genetic 
characteristics), ancestry, marital status, 
age, sexual orientation, citizenship, 
status as a covered veteran, or any other 
basis prohibited by federal or state law. 
Agreements will describe that UC 
considers institutional policies that 
prohibit gender-affirming services for 
transgender people, abortion for 
pregnant people, or reproductive health 
services that disproportionately affect 
women and LGBT people, to violate their 
antidiscrimination policy because gender, 
pregnancy, sex, and sexual orientation 
are protected classes. 
 
UC Health will require that every affiliate 
agree to adhere to all laws, rules, 
regulations and accrediting standards 
regarding nondiscrimination (these 
include SB 464, codified at Cal. HS&C 
1262.6(a)(5), requiring every California 
hospital to provide each patient in 
writing information that includes their 
right to be free from discrimination on 
the basis of race, color, religion, ancestry, 
national origin, disability, medical 
condition, genetic information, marital 
status, sex, gender, gender identity, 
gender expression, sexual orientation, 
citizenship, primary language or 
immigration status as set forth in Section 
51 of the Civil Code). 

Guideline: Every UC Health affiliation 
agreement will describe UC’s 
nondiscrimination policy, which prohibits 
UC personnel in any setting to engage in 
discrimination and harassment, and 
provides equal opportunities and care 
regardless of race, color, national origin, 
religion, sex, gender identity, pregnancy, 
physical or mental disability, medical 
condition (cancer-related or genetic 
characteristics), ancestry, marital status, 
age, sexual orientation, citizenship, 
status as a covered veteran, or any other 
basis prohibited by federal or state law. 
Agreements will describe that UC 
considers institutional policies that 
prohibit gender-affirming services for 
transgender people, abortion for 
pregnant people, or reproductive health 
services that disproportionately affect 
women and LGBT people, to violate their 
antidiscrimination policy because gender, 
pregnancy, sex, and sexual orientation 
are protected classes.  
 
UC Health will require that every affiliate 
agree to adhere to all laws, rules, 
regulations and accrediting standards 
regarding nondiscrimination (these 
include SB 464, codified at Cal. HS&C 
1262.6(a)(5), requiring every California 
hospital to provide each patient in 
writing information that includes their 
right to be free from discrimination on 
the basis of race, color, religion, ancestry, 
national origin, disability, medical 
condition, genetic information, marital 
status, sex, gender, gender identity, 
gender expression, sexual orientation, 
citizenship, primary language or 
immigration status as set forth in Section 
51 of the Civil Code). 
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Option 1: Allow Affiliations with Non-UC 
Entities that Prohibit Certain Services for 
Women and LGBTQ+ People  

Option 2: Prohibit Affiliations With Non-
UC Entities that Prohibit Certain Services 
for Women and LGBTQ+ People 

Comparison of Option 1 to Option 2 

Principle #4: Expanding Access to Care  
UC Health affiliations should aim to 
reduce barriers to access for all people 
living in California to UC Health, improve 
the ability of patients at partner 
institutions to access UC practices and 
services, and increase the availability of 
health care options to patients. As a 
government entity committed to serving 
the public under the rule of law, UC 
Health will not restrict access to any 
lawful care because certain procedures or 
medical options are considered 
controversial from a particular political or 
religious point of view. UC Health 
affirmatively supports a woman’s right to 
receive comprehensive reproductive 
health care, including abortion and all 
forms of contraception and assisted 
reproductive technologies. UC Health 
affirms that LGBTQ+ people should not 
face discrimination in health care and 
that prohibiting services such as gender 
affirmation for transgender people and 
reproductive technologies that support 
the ability of LGBTQ+ people to have 
biological children is discriminatory. UC 
Health is also committed to providing the 
full range of options to patients at the 
end of life including legally-sanctioned 
aid in dying. 

Principle #4: Expanding Access to Care  
UC Health affiliations should aim to 
reduce barriers to access to care for all 
people living in California, improve the 
ability of patients at partner institutions 
to access UC practices and services, and 
increase the availability of health care 
options to patients. Affiliations should 
not reduce access or the availability of 
services for existing UC patients including 
comprehensive reproductive health care, 
gender-affirming care for transgender 
people, and end of life care. 

Principle #4: Expanding Access to Care 
UC Health affiliations should aim to 
reduce barriers to access to care for all 
people living in California to UC Health, 
improve the ability of patients at partner 
institutions to access UC practices and 
services, and increase the availability of 
health care options to patients. As a 
government entity committed to serving 
the public under the rule of law, UC 
Health will not restrict access to any 
lawful care because certain procedures or 
medical options are considered 
controversial from a particular political or 
religious point of view. UC Health 
affirmatively supports a woman’s right to 
receiveAffiliations should not reduce 
access or the availability of services for 
existing UC patients including 
comprehensive reproductive health care, 
including abortion and all forms of 
contraception and assisted reproductive 
technologies. UC Health affirms that 
LGBTQ+ people should not face 
discrimination in health care and that 
prohibiting services such as gender 
affirmationgender-affirming care for 
transgender people, and reproductive 
technologies that support the ability of 
LGBTQ+ people to have biological 
children is discriminatory. UC Health is 
also committed to providing the full 
range of options to patients at the end of 
life including legally-sanctioned aid in 
dying end of life care. 
 

Guideline: Given UC’s commitment to 
addressing health disparities and 
improving access for all people who live 
in California to quality health care, UC 
will evaluate potential affiliations in the 
context of UC’s commitment to optimize 
access to comprehensive, 
nondiscriminatory, evidence-based 
health care options. To improve health 
for all people who live in California, UC 
Health will consider all aspects of an 
organization’s care in an affiliation, 
including policy-based restrictions, 
service to the underserved, and the 
availability of other facilities within a 
geographic region.  Where relevant to 

Guideline: UC will evaluate potential 
affiliations and take necessary action to 
promote, and not prohibit or limit, the 
use and delivery of comprehensive, 
nondiscriminatory, evidence-based 
health care options to ensure that access 
to services including abortion, 
contraception, assisted reproductive 
technologies, and gender-affirming care 
for transgender people are maintained or 
improved as a result of the affiliation. UC 
will ensure that affiliations do not result 
in a decrease in the ability of UC patients 
to obtain these services in facilities 
where they receive care compared with 

Guideline: Given UC’s commitment to 
addressing health disparities and 
improving access for all people who live 
in California to quality health care, UC 
will evaluate potential affiliations in the 
context of UC’s commitment to optimize 
access toand take necessary action to 
promote, and not prohibit or limit, the 
use and delivery of comprehensive, 
nondiscriminatory, evidence-based 
health care options. To improve health 
for all people who live in California, UC 
Health will consider all aspects of an 
organization’s care in an affiliation, 
including policy-based restrictions, 
service to the underserved, and the 
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Option 1: Allow Affiliations with Non-UC 
Entities that Prohibit Certain Services for 
Women and LGBTQ+ People  

Option 2: Prohibit Affiliations With Non-
UC Entities that Prohibit Certain Services 
for Women and LGBTQ+ People 

Comparison of Option 1 to Option 2 

UC’s role in an affiliation, we will ensure 
that access to services like abortion, 
contraception and assisted reproductive 
technologies, and gender-affirming care 
will be maintained or improved as a 
result of the affiliation. 

access to these services prior to the 
affiliation. 

availability of other facilities within a 
geographic region.  Where relevant to 
UC’s role in an affiliation, we will to 
ensure that access to services 
likeincluding abortion, contraception 
and, assisted reproductive technologies, 
and gender-affirming care will befor 
transgender people are maintained or 
improved as a result of the affiliation. UC 
will ensure that affiliations do not result 
in a decrease in the ability of UC patients 
to obtain these services in facilities 
where they receive care compared with 
access to these services prior to the 
affiliation.  
 

Principle #5: Improving Quality of Care 
UC Health is committed to affiliations 
that enhance the ability of UC and 
partner institutions to improve quality as 
defined by the Institute of Medicine — 
safe, timely, effective, efficient, patient-
centric, equitable care. 

Principle #5: Improving Quality of Care 
UC Health is committed to affiliations 
that enhance the ability of UC and 
partner institutions to improve the 
quality of care for UC patients and other 
people living in California.   

Principle #5: Improving Quality of Care 
UC Health is committed to affiliations 
that enhance the ability of UC and 
partner institutions to improve the 
quality as defined by the Institute of 
Medicine — safe, timely, effective, 
efficient, patient-centric, equitable 
care.of care for UC patients and other 
people living in California.   
 

Guideline: UC Health affiliations should 
be structured to enhance the quality of 
care provided at partner organizations 
and to enhance the range of high-quality 
services that patients in affiliated 
institutions can access. UC will work with 
partners to change or adapt policies and 
practices to improve quality. 
Performance and outcomes relevant to 
an affiliation should be documented and 
measured consistent with UC Health’s 
existing system-wide quality guidelines 
for UC Health affiliations. 

Guideline: UC Health affiliations should 
be structured to enhance the quality of 
care provided at partner organizations 
and UC will work with partners to change 
or adapt policies and practices to 
improve quality. Affiliations will not 
occur if potential partners are unwilling 
or unable to change or adapt policies to 
improve quality. Performance and 
outcomes relevant to an affiliation 
should be documented and measured 
consistent with UC Health’s existing 
system-wide quality guidelines for UC 
Health affiliations. 

Guideline: UC Health affiliations should 
be structured to enhance the quality of 
care provided at partner organizations 
and to enhance the range of high-quality 
services that patients in affiliated 
institutions can access. UC will work with 
partners to change or adapt policies and 
practices to improve quality. Affiliations 
will not occur if potential partners are 
unwilling or unable to change or adapt 
policies to improve quality. Performance 
and outcomes relevant to an affiliation 
should be documented and measured 
consistent with UC Health’s existing 
system-wide quality guidelines for UC 
Health affiliations. 
 

Principle #6: Academic Freedom  
All affiliations must be consistent with 
UC’s commitment to the protection of 
academic freedom. 
 

Principle #6: Academic Freedom 
All affiliations must be consistent with 
UC’s commitment to the protection of 
academic freedom. 

Principle #6: Academic Freedom 
All affiliations must be consistent with 
UC’s commitment to the protection of 
academic freedom. 

Guideline: All affiliations must conform 
to the rights, responsibilities, and 
obligations of faculty and non-faculty 
academic appointees as specified by UC’s 

Guideline: All affiliations must conform 
to the rights, responsibilities, and 
obligations of faculty and non-faculty 
academic appointees as specified by UC’s 

Guideline: All affiliations must conform 
to the rights, responsibilities, and 
obligations of faculty and non-faculty 
academic appointees as specified by UC’s 
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Option 1: Allow Affiliations with Non-UC 
Entities that Prohibit Certain Services for 
Women and LGBTQ+ People  

Option 2: Prohibit Affiliations With Non-
UC Entities that Prohibit Certain Services 
for Women and LGBTQ+ People 

Comparison of Option 1 to Option 2 

Academic Freedom policies in APM-010, 
APM-011, and APM-015. This requires 
that teaching, research and scholarship 
be assessed by reference to the 
professional standards that sustain the 
University’s pursuit of knowledge, as set 
by the UC Academic Senate. These 
protections extend to teaching, research 
and scholarship conducted by UC 
academic appointees in non-UC locations 
when acting as agents of the University. 

Academic Freedom policies in APM-010, 
APM-011, and APM-015. This requires 
that teaching, research and scholarship 
be assessed by reference to the 
professional standards that sustain the 
University’s pursuit of knowledge, as set 
by the UC Academic Senate. These 
protections extend to teaching, research 
and scholarship conducted by UC 
academic appointees in non-UC locations 
when acting as agents of the University. 

Academic Freedom policies in APM-010, 
APM-011, and APM-015. This requires 
that teaching, research and scholarship 
be assessed by reference to the 
professional standards that sustain the 
University’s pursuit of knowledge, as set 
by the UC Academic Senate. These 
protections extend to teaching, research 
and scholarship conducted by UC 
academic appointees in non-UC locations 
when acting as agents of the University.  
 

Principle #7: Preserving UC Values  
All UC Health affiliations should be 
consistent with the fundamental mission 
and purpose of the University of 
California to serve society as a center of 
higher learning, providing long-term 
societal benefits through transmitting 
advanced knowledge, discovering new 
knowledge, and functioning as an active 
working repository of organized 
knowledge through teaching, research, 
and public service. Affiliations should also 
advance UC Health’s core values of 
accountability, collaboration, diversity 
and Inclusion, excellence, innovation, 
integrity, and mission driven public 
service, including education and training 
of future health professionals, research 
that improves health and cures diseases, 
and the provision of clinical care across 
the state, particularly for the most 
vulnerable.    

Principle #7: Preserving UC Values 
All UC Health affiliations should be 
consistent with the fundamental mission 
and purpose of the University of 
California to serve society as a center of 
higher learning, providing long-term 
societal benefits through transmitting 
advanced knowledge, discovering new 
knowledge, and functioning as an active 
working repository of organized 
knowledge through teaching, research, 
and public service. 

Principle #7: Preserving UC Values 
All UC Health affiliations should be 
consistent with the fundamental mission 
and purpose of the University of 
California to serve society as a center of 
higher learning, providing long-term 
societal benefits through transmitting 
advanced knowledge, discovering new 
knowledge, and functioning as an active 
working repository of organized 
knowledge through teaching, research, 
and public service. Affiliations should also 
advance UC Health’s core values of 
accountability, collaboration, diversity 
and Inclusion, excellence, innovation, 
integrity, and mission driven public 
service, including education and training 
of future health professionals, research 
that improves health and cures diseases, 
and the provision of clinical care across 
the state, particularly for the most 
vulnerable.    
 

Guideline: UC Health affiliation 
agreements should expressly allow UC to 
terminate any affiliation agreement that, 
in our sole discretion, jeopardizes UC’s 
core mission and values. 

Guideline: UC will not enter into 
affiliations with entities that are 
fundamentally misaligned with our core 
mission and values. In addition, UC 
Health affiliation agreements should 
expressly allow UC to terminate any 
affiliation agreement that, in our sole 
discretion, jeopardizes UC’s core mission 
and values. 

Guideline: UC will not enter into 
affiliations with entities that are 
fundamentally misaligned with our core 
mission and values. In addition, UC 
Health affiliation agreements should 
expressly allow UC to terminate any 
affiliation agreement that, in our sole 
discretion, jeopardizes UC’s core mission 
and values.  
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MONITORING AND ACCOUNTABILITY 

Option 1: Allow Affiliations with Non-UC 
Entities that Prohibit Certain Services for 
Women and LGBTQ+ People  

Option 2: Prohibit Affiliations With Non-
UC Entities that Prohibit Certain Services 
for Women and LGBTQ+ People 

Comparison of Option 1 to Option 2 

The prerequisites or due diligence steps 
taken prior to entering into an affiliation 
should include the following:  

• Document before final approval 
the importance of the 
transaction as it relates to UC’s 
missions and values, the benefit 
to the broader patient 
community, and the 
consequences of not proceeding 
with the transaction; 

The prerequisites or due diligence steps 
taken prior to entering into an affiliation 
should include the following: 

• Document before final approval 
the rationale and importance of 
the transaction as it relates to 
UC’s missions and values, the 
benefit to UC patients, UC 
providers and trainees, and/or 
the broader non-UC patient 
community, review any 
potential harms in the affiliation 
for UC patients, providers, and 
trainees, and non-UC patients, 
provide alternative options to 
the transaction that could avoid 
harms, and the consequences of 
not proceeding with the 
transaction; 

The prerequisites or due diligence steps 
taken prior to entering into an affiliation 
should include the following: 

• Document before final approval 
the rationale and importance of 
the transaction as it relates to 
UC’s missions and values, the 
benefit to UC patients, UC 
providers and trainees, and/or 
the broader patient 
communitynon-UC patient 
community, review any 
potential harms in the affiliation 
for UC patients, providers, and 
trainees, and non-UC patients, 
provide alternative options to 
the transaction that could avoid 
harms, and the consequences of 
not proceeding with the 
transaction; 

• Ensure that contract language 
documents that UC’s values, 
principles and guidelines govern 
the medical decisions made by 
UC employees; 

• Ensure that contract language 
documents that UC’s values, 
principles and guidelines govern 
the medical decisions, services 
provided, and procedures 
performed by UC employees; 

• Ensure that contract language 
documents that UC’s values, 
principles and guidelines govern 
the medical decisions made, 
services provided, and 
procedures performed by UC 
employees; 

• Verify that potential affiliates 
understand that they will be 
required to adhere to all laws, 
rules, regulations and 
accrediting standards regarding 
nondiscrimination;  

• Verify that potential affiliates 
understand that they will be 
required to adhere to all laws, 
rules, regulations and 
accrediting standards regarding 
nondiscrimination, including 
UC’s; 

• Verify that potential affiliates 
understand that they will be 
required to adhere to all laws, 
rules, regulations and 
accrediting standards regarding 
nondiscrimination, including 
UC’s;  

 • Verify that the contract 
language expressly states that 
UC providers and trainees will 
not be required to enforce or 
adhere to religious directives in 
their decision making, delivery 
of services, or performance of 
procedures while working in the 
affiliate institution; 

• Verify that the contract 
language expressly states that 
UC providers and trainees will 
not be required to enforce or 
adhere to religious directives in 
their decision making, delivery 
of services, or performance of 
procedures while working in the 
affiliate institution;  
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Legend Insertion Deletion Moved to Moved from 

Option 1: Allow Affiliations with Non-UC 
Entities that Prohibit Certain Services for 
Women and LGBTQ+ People  

Option 2: Prohibit Affiliations With Non-
UC Entities that Prohibit Certain Services 
for Women and LGBTQ+ People 

Comparison of Option 1 to Option 2 

• Verify that access to options 
currently available to patients 
for comprehensive reproductive 
health care, gender-affirming 
services and end-of life care will 
be maintained or improved as a 
result of the affiliation; 

• Verify that access to options 
currently available to UC 
patients at their clinical site of 
care for contraception, 
abortion, assisted reproductive 
technology, gender-affirming 
services, and end-of life care will 
be not be decreased or 
diminished when UC patients 
receive care at the affiliate site, 
but rather that these services 
will be maintained or improved 
for UC patients as a result of the 
affiliation; 

• Verify that access to options 
currently available to UC 
patients for comprehensiveat 
their clinical site of care for 
contraception, abortion, 
assisted reproductive health 
caretechnology, gender-
affirming services, and end-of 
life care will be not be 
decreased or diminished when 
UC patients receive care at the 
affiliate site, but rather that 
these services will be 
maintained or improved for UC 
patients as a result of the 
affiliation; 

• Develop a process to facilitate 
timely access to UC  or other 
facilities for services that are not 
provided at an affiliate’s facility;  

• Develop a process to facilitate 
timely access to UC or other 
facilities for services that are not 
provided at an affiliate’s facility; 

• Develop a process to facilitate 
timely access to UC  or other 
facilities for services that are not 
provided at an affiliate’s facility;  

• Communicate to our personnel 
voluntarily performing services 
or receiving training at other 
facilities our expectations that 
they adhere to the evidence-
based standard of care and their 
professional judgment wherever 
they are providing services;  

• Communicate to our personnel 
and trainees performing 
services or procedures or 
receiving training at other 
facilities our expectations that 
they adhere to the evidence-
based standard of care and their 
professional judgment, 
respecting patient autonomy in 
decision-making wherever they 
are providing services; 

• Communicate to our personnel 
voluntarilyand trainees 
performing services or 
procedures or receiving training 
at other facilities our 
expectations that they adhere 
to the evidence-based standard 
of care and their professional 
judgment, respecting patient 
autonomy in decision-making 
wherever they are providing 
services;  

•  • Ensure that UC patients cared 
for at the affiliate site will have 
full autonomy to make informed 
health care decisions within the 
standard of care and that these 
decisions will be followed and 
carried out, unrestricted by 
religious directives; 

• Ensure that UC patients cared 
for at the affiliate site will have 
full autonomy to make informed 
health care decisions within the 
standard of care and that these 
decisions will be followed and 
carried out, unrestricted by 
religious directives; 

• Ensure that UC personnel have a 
point of contact at UC that they 
can reach out to if they believe 
that their professional judgment 
is being impeded in any way at 
the affiliate’s facility; 

• Ensure that UC personnel and 
trainees have a point of contact 
at UC to which they can reach 
out  confidentially if they 
believe that their ability to 
provide services or perform 
procedures based on their 

• Ensure that UC personnel and 
trainees have a point of contact 
at UC thatto which they can 
reach out to confidentially if 
they believe that their ability to 
provide services or perform 
procedures based on their 
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Legend Insertion Deletion Moved to Moved from 

Option 1: Allow Affiliations with Non-UC 
Entities that Prohibit Certain Services for 
Women and LGBTQ+ People  

Option 2: Prohibit Affiliations With Non-
UC Entities that Prohibit Certain Services 
for Women and LGBTQ+ People 

Comparison of Option 1 to Option 2 

professional judgment is being 
impeded in any way at the 
affiliate’s facility; and 

professional judgment is being 
impeded in any way at the 
affiliate’s facility; and 

• Ensure that a mechanism (e.g., 
call center, ombudsperson) has 
been established to collect and 
review patient feedback, 
concerns and complaints 
regarding care; and create a 
baseline measure of quality and 
outcomes performance against 
which improvements in quality 
can be measured consistent 
with system-wide quality 
guidelines for UC Health 
affiliations; and 

• Ensure that a mechanism (e.g., 
call center, ombudsperson) has 
been established to collect and 
review patient feedback, 
concerns and complaints 
regarding care, and create a 
baseline measure of quality and 
outcomes performance against 
which improvements in quality 
can be measured consistent 
with system-wide quality 
guidelines for UC Health 
affiliations. 

• Ensure that a mechanism (e.g., 
call center, ombudsperson) has 
been established to collect and 
review patient feedback, 
concerns and complaints 
regarding care;, and create a 
baseline measure of quality and 
outcomes performance against 
which improvements in quality 
can be measured consistent 
with system-wide quality 
guidelines for UC Health 
affiliations. 

• For joint ventures and/or 
investments, require non-UC 
affiliates to participate in the 
Human Rights Campaign’s 
Healthcare Equality Index, a 
national LGBTQ+ benchmarking 
tool that evaluates health care 
facilities’ equity and inclusion of 
their LGBTQ+ patients, visitors 
and employees. 

 • For joint ventures and/or 
investments, require non-UC 
affiliates to participate in the 
Human Rights Campaign’s 
Healthcare Equality Index, a 
national LGBTQ+ benchmarking 
tool that evaluates health care 
facilities’ equity and inclusion of 
their LGBTQ+ patients, visitors 
and employees. 

After affiliations are entered into, UC 
health locations should: 

• Monitor the quality of care 
provided at an affiliate’s facility 
related to services provided by 
UC, consistent with systemwide 
quality guidelines for UC Health 
affiliations;  

After affiliations are entered into, UC 
health locations should: 

• Monitor the quality of care 
provided at an affiliate’s facility 
related to services provided by 
UC, consistent with systemwide 
quality guidelines for UC Health 
affiliations; 

After affiliations are entered into, UC 
health locations should: 

• Monitor the quality of care 
provided at an affiliate’s facility 
related to services provided by 
UC, consistent with systemwide 
quality guidelines for UC Health 
affiliations;  

• Strengthen and supplement 
mechanisms as needed for UC 
personnel working at affiliate 
locations to report any incidents 
of their being impeded from 
adhering to the principles and 
guidelines governing affiliations; 
quickly report and resolve any 
grievances indicating a violation 
of affiliation guidelines; 

• Strengthen and supplement 
mechanisms as needed for UC 
personnel and trainees working 
at affiliate locations to 
confidentially report any 
incidents of their being impeded 
from adhering to the principles 
and guidelines governing 
affiliations, quickly report and 
resolve any grievances 
indicating a violation of 
affiliation guidelines, while 

• Strengthen and supplement 
mechanisms as needed for UC 
personnel and trainees working 
at affiliate locations to 
confidentially report any 
incidents of their being impeded 
from adhering to the principles 
and guidelines governing 
affiliations;, quickly report and 
resolve any grievances 
indicating a violation of 
affiliation guidelines, while 

https://www.hrc.org/hei
https://www.hrc.org/hei
https://www.hrc.org/hei
https://www.hrc.org/hei
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Option 1: Allow Affiliations with Non-UC 
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UC Entities that Prohibit Certain Services 
for Women and LGBTQ+ People 

Comparison of Option 1 to Option 2 

protecting the privacy of any 
involved UC personnel; 

protecting the privacy of any 
involved UC personnel; 

• Strengthen and supplement 
mechanisms as needed for UC 
patients at non-UC facilities to 
share feedback, concerns and 
complaints regarding care; 
quickly report and resolve any 
grievances indicating a violation 
of affiliation guidelines; and
  

• Strengthen and supplement 
mechanisms as needed for UC 
patients at non-UC facilities to 
share feedback, concerns and 
complaints regarding care; 
quickly report and resolve any 
grievances indicating a violation 
of affiliation guidelines; and 

• Strengthen and supplement 
mechanisms as needed for UC 
patients at non-UC facilities to 
share feedback, concerns and 
complaints regarding care; 
quickly report and resolve any 
grievances indicating a violation 
of affiliation guidelines; and 

• Ensure the ability to terminate 
any affiliation agreement once 
entered into should 
circumstances change such that 
UC’s core mission and values are 
jeopardized.   

• Ensure the ability to terminate 
any affiliation agreement once 
entered into should 
circumstances change such that 
in UC’s opinion, the University’s 
core mission and values are 
jeopardized. 

• Ensure the ability to terminate 
any affiliation agreement once 
entered into should 
circumstances change such that 
UCin UC’s opinion, the 
University’s core mission and 
values are jeopardized.   

• For joint ventures and/or 
investments: 

• Assess and report on 
whether the affiliation 
is expanding access to 
UC quality care and 
reducing health 
disparities; 

• Monitor the affiliate’s 
Health Equity Index 
Scores annually and 
report the results to 
leadership; and 

o Compile an annual 
report to the President 
and Board of Regents 
about the nature, 
rationale, and 
community impact of 
the affiliation.   

 • For joint ventures and/or 
investments: 

• Assess and report on 
whether the affiliation 
is expanding access to 
UC quality care and 
reducing health 
disparities; 

• Monitor the affiliate’s 
Health Equity Index 
Scores annually and 
report the results to 
leadership; and 

o Compile an annual 
report to the President 
and Board of Regents 
about the nature, 
rationale, and 
community impact of 
the affiliation.   
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G. ADDITIONAL RESOURCES 

A. AAMC. Advancing the Academic Health System for the Future. 2013. 
https://www.aamc.org/what-we-do/mission-areas/patient-care/advancing-future-academic-
health-systems 

B. CA Health and Human Services Agency. Hospital Annual Utilization Report and Pivot Tables.  
https://data.chhs.ca.gov/dataset/hospital-annual-utilization-report 

C. Final Report of the UC Academic Senate UC Non-Discrimination in Healthcare Task Force. 2019. 
https://senate.universityofcalifornia.edu/_files/reports/rm-jn-final-report-non-discrimination-
healthcare-taskforce.pdf 

D. The Joint Commision. Advancing Effective Communication, Cultural Competence, and Patient- 
and Family-Centered Care for the Lesbian, Gay, Bisexual, and Transgender (LGBT) Community: A 
Field Guide. 2011 
https://www.jointcommission.org/assets/1/18/LGBTFieldGuide_WEB_LINKED_VER.pdf  

E. State of CA SB-464. California Diginity in Pregnancy and Childbirth Act. Approved October 7, 
2019. 
https://leginfo.legislature.ca.gov/faces/billTextClient.xhtml?bill_id=201920200SB464 

F. UCSF Academic Senate.  Taskforce on Clinical Affiliate Agreements and Quality of Care. October 
2016. 
https://senate.ucsf.edu/sites/default/files/2017-09/4-CAC-d-cac-2016-10-21-
AffiliationsTaskForceReport.pdf 

G. University of California Accountability Report. Chapter 11, UC Health. 2019. 
https://accountability.universityofcalifornia.edu/2019/chapters/chapter-11.html 

H. University of California Board of Regents Policy 1111: Policy on Statement of Ethical Values and 
Standards of Ethical Conduct. Approved May 2005.  Amended March 6, 2017.  
https://regents.universityofcalifornia.edu/governance/policies/1111.html 

I. University of California Board of Regents Policy 4400: Policy on University of California Diversity 
Statement. September 16, 2010. 
https://regents.universityofcalifornia.edu/governance/policies/4400.html  

J. University of California Board of Regents Policy 4401: Policy on Future Admissions, Employment, 
and Contracting. May 16, 2001. 
https://regents.universityofcalifornia.edu/governance/policies/4401.html  

K. University of California Board of Regents Policy 4402: Policy on Nondiscrimination on Basis of 
Sexual Orientation. June 1983. 
https://regents.universityofcalifornia.edu/governance/policies/4402.html  

L. University of California Board of Regents Policy 4403: Report of the Working Group: Statement 
of Principles against Intolerance. January 22, 2016. 
https://regents.universityofcalifornia.edu/policies/4403.pdf  

M. University of California Board of Regents Health Services Committee. April 9, 2019. 
https://regents.universityofcalifornia.edu/meetings/videos/april2019/april19.html 

 
  

https://www.aamc.org/what-we-do/mission-areas/patient-care/advancing-future-academic-health-systems
https://www.aamc.org/what-we-do/mission-areas/patient-care/advancing-future-academic-health-systems
https://data.chhs.ca.gov/dataset/hospital-annual-utilization-report
https://senate.universityofcalifornia.edu/_files/reports/rm-jn-final-report-non-discrimination-healthcare-taskforce.pdf
https://senate.universityofcalifornia.edu/_files/reports/rm-jn-final-report-non-discrimination-healthcare-taskforce.pdf
https://www.jointcommission.org/assets/1/18/LGBTFieldGuide_WEB_LINKED_VER.pdf
https://leginfo.legislature.ca.gov/faces/billTextClient.xhtml?bill_id=201920200SB464
https://senate.ucsf.edu/sites/default/files/2017-09/4-CAC-d-cac-2016-10-21-AffiliationsTaskForceReport.pdf
https://senate.ucsf.edu/sites/default/files/2017-09/4-CAC-d-cac-2016-10-21-AffiliationsTaskForceReport.pdf
https://accountability.universityofcalifornia.edu/2019/chapters/chapter-11.html
https://regents.universityofcalifornia.edu/governance/policies/1111.html
https://regents.universityofcalifornia.edu/governance/policies/4400.html
https://regents.universityofcalifornia.edu/governance/policies/4401.html
https://regents.universityofcalifornia.edu/governance/policies/4402.html
https://regents.universityofcalifornia.edu/policies/4403.pdf
https://regents.universityofcalifornia.edu/meetings/videos/april2019/april19.html
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N. University of California Nondiscrimination Statement. 
https://www.ucop.edu/operating-budget/fees-and-enrollments/policies-and-
resources/nondiscrimination-statement.html 
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December 24, 2019 
 
President Janet Napolitano 
University of California Regents 
University of California Office of the President 
1111 Franklin St 
Oakland, CA 94607 
 
Re: Dissent and Concern Regarding the Working Group on Comprehensive Access Report 
 
Dear President Napolitano, 
 
 Thank you for inviting us to serve as members of the Working Group on Comprehensive 
Access (WGCA). Chancellor Gillman chaired the WGCA with great attention to the diverse 
perspectives of committee members. We are very appreciative of his significant efforts and 
commitment to the group.  

As the three representatives of the UC Academic Senate on WGCA, we did not sign on 
to endorse the WGCA report. We are deeply concerned with the plan for UC Health to expand 
its affiliations with healthcare systems that use religious directives to prohibit key services for 
women and LGBT people. Our concerns are consistent with: 1) UCSF faculty who voted 2:1 to 
oppose affiliations with these entities, 2) the Academic Senate Non-Discrimination in Healthcare 
Task Force report, 3) 2,900 UC faculty, staff, students, and alumni who signed an opposition 
letter regarding the UCSF/Dignity affiliation, and 4) all major reproductive rights and LGBT 
advocacy groups in California (see attached list).  

As written, the report implies that UC Health leadership has proposed new and revised 
policies to address the concerns raised by diverse stakeholders about affiliations with religious 
entities. We strongly disagree with this assessment; there are no significant differences in 
what UC Health is currently proposing compared with their plans prior to the WGCA 
deliberations. Rather, UC Health has reworked and nuanced the language used to present 
their recommendations with an aim to appease public scrutiny. Moreover, the report does not 
provide sufficient content or structure to consider this critical point. For instance, as presented, it 
is nearly impossible to discern and understand the subtle, but important differences between 
version 1 and 2 of the proposed guidelines. We have many concerns about the report, but will 
highlight several key issues: 
 
1. Deceptive Language about UC Employees and Religious Directives: UC Health is 
providing the public with false reassurances, hiding the reality that UC personnel in Catholic 
hospitals need to follow religious directives.  

A.   Affiliation agreements with Catholic hospitals state that the facility is subject to the 
Ethical and Religious Directives for Catholic Healthcare (the ERDs) which prohibit all 
contraception (birth control), abortion, assisted reproductive technology (e.g IVF), and by 
association, gender affirming care for transgender people (e.g. hysterectomy for 
transgender men).  



  

 

B.   Simply put, the ERDs are the rules of the hospital in Catholic facilities and UC 
employees are expected to follow hospital rules in all settings that they practice, or risk 
significant negative consequences.  

 
C.   However, UC Health leadership asserts that “no agreement will require UC 
personnel or trainees to enforce or abide by religious directives” (version 1, principle 2). 
This appears to contradict the reality of clinical practice in which UC staff in Catholic 
hospitals must abide by religious directives because the hospital rules prohibit them from 
providing certain services and procedures. 
D.   To clarify expectations for UC personnel working in Catholic facilities, we suggested 
that agreements expressly state that “UC personnel or trainees will not need to abide by 
religious directives” (version 2, principle 2). Without this exemption, UC personnel will 
assume that they must follow religious directives in Catholic facilities because it is 
standard practice to comply with hospital rules and regulations. UC health leadership 
adamantly declined our suggested edit to assure personnel will not follow religious 
directives.  
  

 
2. Misleading Discussion of Prohibitions on Patient Care: UC health leadership asserts that 
UC personnel will “make clinical decisions consistent with…their independent professional 
judgment…respecting the wishes of each individual patient” and “prescribe any interventions 
that are medically necessary and appropriate” (version 1, principle 1).  
 

A.   While these statements may appear to indicate full autonomy to practice medicine, 
the wording is specifically crafted to limit autonomy and patient care in order to align with 
religious directives.  

 
B.   The proposed guideline refers to “making clinical decisions”, but clinical decisions 
are only one aspect of patient care. A provider also needs the freedom to deliver 
services and perform procedures to meet the standard of care. For instance, if a doctor 
makes a clinical decision that IV antibiotics are needed to treat an infection in a 
hospitalized patient, the doctor must also be allowed to give the antibiotics (deliver a 
service) to provide appropriate care. Similarly, if a doctor makes a clinical decision to 
provide an IUD for birth control, but is then prohibited from placing the IUD (performing a 
procedure) due to religious directives, patient care is compromised.   

 
C.    Autonomy limited to “prescribing interventions” is inadequate in the care of women 
and LGBT people because standard treatments are not available by prescription. For 
instance, the most effective methods of birth control cannot be obtained with a 
prescription. Rather, they require a procedure be performed in a hospital or clinic (e.g. 
IUD, contraceptive implant or injection, tubal ligation surgery).  
 
D.   Under the ERDs, the wishes of patients cannot be followed unless they align with 
Catholic doctrine. The ERDs state “the free and informed health care decision of the 
person…is to be followed so long as it does not contradict Catholic Principles”.  

 
E.   To assure that UC personnel will have autonomy to practice medicine and care for 
our patients, we proposed edits to principle 1 as follows: UC personnel will “make clinical 

If UC personnel and trainees do not need to abide by religious directives, why does UC 
Health refuse to include this exemption in affiliation agreements? 



  

decisions, provide services, and perform procedures...consistent with their independent 
professional judgment” and they will “prescribe and perform any procedures that are 
medically necessary and appropriate” (version 2, principle 1). UC health leadership 
declined this edit.  

 
3. Inappropriate Presentation of Scope and Consequences of Affiliations with Catholic 
Healthcare: UC health leadership present a biased assessment of potential consequences if UC 
does not affiliate with entities that have religious restrictions on care. They report data as 
numerators, but omit key denominators, which prevents accurate interpretation.  
 

A.    For instance, they report 12,000 patients at UCLA were seen in Catholic-affiliated 
institutions in FY 2019, which appears to be a very high volume. However, according to 
the UCLA website, there are 600,000 patients seen per year; therefore, patients at 
Catholic-affiliated institutions are just 2% of the annual patient population. They also 
describe two UC residency training programs that are affiliated with Catholic facilities, 
but according to public websites, UC has at least 106 residency programs; the programs 
in the report represent <2% of overall residency training. From these examples, it 
appears that a very small proportion of current training and clinical care programs would 
be impacted by adopting a policy that prevents affiliations with entities that restrict care 
for women and LGBT people based on religious directives. 
 
B.   UC health leadership also assert that people in California will be significantly harmed 
if we do not affiliate with entities that have religious restrictions on care. They describe 
that without these affiliations, patients would not otherwise receive “life-saving and life-
sustaining” services. We believe it is misleading and inappropriate to posit that patients 
cared for in Catholic hospitals cannot receive the care they need without a UC affiliation, 
particularly because most of these hospitals currently operate without a UC affiliation. 
Presumably, if UC declines to affiliate with hospitals under the ERDs, these facilities will 
continue their current practice of affiliating with non-UC entities to provide care and 
services for their patients.  
 
C.    The report puts forth a false narrative in which affiliating with Catholic healthcare is 
essential, perhaps inevitable, in order to maintain our clinical, teaching, and research 
programs. We categorically reject this notion and believe it undermines the very 
foundation of UC’s success, our capacity to address challenges with creative and 
innovative solutions that do not compromise our core values.  
 
D. Only 14% of hospitals in California are governed by religious directives from the 
Catholic Church. Yet, UC health leadership has declined to present any alternative 
solutions to address our clinical and teaching capacity needs besides partnerships with 
these hospitals that restrict care for women and LGBT people. 
 
E. We are concerned that the failure of UC Health leadership to provide any alternatives 
may lead the Regents to presume that there are no viable paths forward that do not 
involve expanding affiliations with Catholic healthcare entities. We reject this notion on 
the premise that multiple strategies always exist to tackle major challenges in 
healthcare. For instance, could UC Health expand UC affiliations with non-Catholic 
health systems? Or with public and county hospitals that focus on care of the 
underserved? Or re-open or expand current UC facilities such as Mt Zion hospital at 

If UC Health leadership believes that personnel should have autonomy to practice 
medicine unconstrained by religious directives, why did they refuse to include the full 
scope of patient care activities in the guideline on autonomy?  



  

UCSF? We wonder what other possibilities might exist to address the clinical and 
teaching capacity needs of UC Health. 
 

4. Inaccurate Assessment of the Impact of Affiliations on Care of Women, LGBT people, 
and the Underserved: UC health leadership emphasizes that they aim to affirm a “woman’s 
right to reproductive healthcare including abortion” and assure that “LGBT people should not 
face discrimination in healthcare” (version 1, principle 4). UC health leadership asserts that 
affiliating with Catholic healthcare will improve care for women, LGBT people, and the 
underserved.  

A.   We need to strongly correct this misguided viewpoint. Policies that prohibit 
contraception, abortion, and assisted reproductive technology harm women and 
LGBT people in significant and meaningful ways, and these prohibitions have a 
disproportionately negative impact on the health of low-income and other 
underserved patients.  

B.   Healthcare entities that prohibit gender affirming care for transgender people based 
on religious directives discriminate against transgender people and harm transgender 
people in significant and meaningful ways.   

C.  Unlike other non-UC entities that can partner with UC to improve care in their facility 
with an affiliation agreement, Catholic healthcare cannot break from the ERDs, even 
when UC providers are present in the facility or UC health leadership has joint 
governance in an affiliation.  

 

5. Late Additions of Undiscussed Content: The final draft of the report included several key 
items that were not previously discussed at WGCA.  
 

A. The WGCA was not provided with information on Employee Health Benefits and did not 
debate issues related to this issue.  
 

B. At the first meeting of the WGCA, UC Health leadership reviewed the definition of what 
UC considers an affiliation and employee benefit contracts were not even mentioned.  
 

C. However, employee benefits are discussed multiple times in the report by UC Health 
leadership in an attempt to justify affiliations with Catholic healthcare.  
 

We do not believe it is appropriate to include this undiscussed information in the report, nor do 
we feel it is appropriate to equate employee health benefits, in which employees can choose 
membership in a variety of plans, to the issues of restricting or prohibiting clinical care for 
patients under our direct care at UC.   
 

Why won’t UC Health leadership propose any alternatives to address our clinical, 
teaching, and public health missions that do not involve affiliations that restrict care 
for women and LGBT people?   

If UC health leadership aims to advocate for women and LGBT people, why would they 
seek affiliations that are opposed by every major advocacy group for reproductive 
rights and LGBT people in California (see attached list)?  



  

6. Lack of Transparency and Breeches of Confidentiality: We have been deeply distressed 
by some key process measures during the WGCA deliberations.  
 

A.    Although UC Health WGCA members were aware that interim guidelines had been 
issued for affiliations with Catholic healthcare, we were not told that interim guidelines 
were in place until after this issue was referenced in a public email from Chancellor 
Hawgood to UCSF during late November 2019.  
 
B.    Similarly, we were not notified that UC Health was actively renegotiating contracts 
with Dignity Health to alter key contractual language related to the ERDs at the same 
time that the WGCA was actively debating how UC should proceed in contractual 
agreements. When we raised this issue at one of the final WGCA meetings, we were 
told that these negotiations on the ERDs were out of scope for WGCA discussions. After 
several requests, we were ultimately provided with a small section of the renegotiated 
contract with Dignity Health during the last WGCA meeting. This contract was highly 
relevant and could have provided additional insights into our WGCA discussions.  

  
C.    In addition, we were told on multiple occasions by the WGCA Chair that the 
membership should be kept confidential until the report was public, but UCSF leadership 
sent an email to the entire campus on 11.15.19 that named themselves as WGCA 
members and also said a member was a “faculty in Obstetrics, Gynecology, and 
Reproductive Sciences”.  
 
D.    Finally, and most concerning, there are several sections of the confidential WGCA 
report that are identical in content, word for word, to both the recently renegotiated 
contract with Dignity Health, and the Chancellor Hawgood email to the UCSF community 
on 11.15.19. We have not been provided with an adequate explanation of how identical 
paragraphs from a confidential report could appear in contracts and campus 
communications, but we believe this warrants further investigation. Either the WGCA 
report was, at least in part, sourced directly from the revised Dignity contract, or 
the confidential WGCA report was used to draft the revised Dignity contract. At 
best, the behavior is highly inappropriate.  

 

 
The WGCA convened at a critical time to consider policy that affects the health and well-

being of women and LGBT people in California. Across the country, encroachments on access 
to contraception and abortion have grown exponentially and the Supreme Court may soon 
overturn Roe vs. Wade, significantly disrupting the fundamental rights of women to receive 
comprehensive reproductive healthcare. Recent changes in federal government policies have 
stripped transgender people of equal protection against discrimination in healthcare settings.  

 
In this context, California remains a critical safe haven state for women’s 

reproductive freedom and the dignity and rights of LGBT people. In particular, the 
University of California, which is constitutionally obligated to remain free of sectarian influences 
in the administration of its affairs, has consistently set policies and practice that aim to elevate 
and support women and LGBT people. 

 
We sincerely hope that UC will remain true to its legacy of fighting discrimination and 

injustices, guided by our core values and mission. We challenge UC Health leadership to 

Why was key information withheld from some, but not all, members of the WGCA, and 
how did language from the confidential WGCA reports regarding the ERDs also appear 
in recently renegotiated Dignity Health contracts? 



  

present solutions to our healthcare challenges that do not involve partnerships with entities that 
prohibit critical services for women and LGBT people.  
 
Sincerely, 
Academic Senate Representatives to the Working Group on Comprehensive Access: 
 
Kum-Kum Bhavnani 
Distinguished Professor of Sociology  
Chair, UC Systemwide Senate 2019 - 2020 
 
Vanessa Jacoby, MD, MAS 
Associate Professor of Obstetrics, Gynecology, and Reproductive Sciences 
University of California, San Francisco 
 
Robert May 
Distinguished Professor of Philosophy and Linguistics 
University of California, Davis  
Chair, UC Systemwide Senate 2018-2019 
 
 



Letters or Statements in Opposition to UCSF/Dignity Affiliation, 5.24.19 

Politicians 

 CA Lieutenant Governor Eleni Kounalakis Lt Gov Opposition UCSF/Dignity 
 CA Senator Holly Mitchell, Chair of Senate Committee on Budget and Fiscal 

Review 
 CA Assemblymember Jose Medina, Chair of Committee on Higher Education 
 CA Assemblywoman Lorena Gonzalez, 80th Assembly District 
 CA Democratic Legislative Women’s Caucus 
 CA Legislature LGBT Caucus 

UCSF Faculty 

 UCSF Faculty Association Opposition to UCSF/Dignity UCSF Faculty  
Association 

 UCSF all Faculty Vote, 705 respondents: 63% opposed, 27% 
support, 10% neutral 

 

Medical Societies 

 American College of Obstetricians and Gynecologists 
 CA Academy of Family Physicians 
 Gay and Lesbian Medical Association 
 California Nurse-Midwives Association 

 
LGBT Groups 

• National Center for Lesbian Rights 
• Equality California 
• Lambda Legal Defense and Education Fund, Inc. 
• San Francisco LGBT Center 
• Los Angeles LGBT Center 
• National Center for Transgender Equality 
• National LGBTQ Task Force 
• Bay Area Lawyers for Individual Freedom 
• National Trans Bar Association 
• Transgender Law Center 
• UCLA Williams Institute 

 
 

Reproductive Rights Organizations 

 ACLU 
 Planned Parenthood (CA Planned Parenthood Education Fund) 
 NARAL Prochoice California 
 National Organization for Women, California 
 California Latinas for Reproductive Justice 
 National Health Law Program 
 California LGBT Health and Human Services Network 
 Women’s Foundation of California 
 Positive Women’s Network-USA 



 Center of Reproductive Rights and Justice, Berkeley Law 
 Essential Access Health 
 If/When/How: Lawyering for Reproductive Justice 
 LadyParts Justice League  

UCSF Donors 
 The BaSe Family Fund 
 Don and Carole Chaiken Foundation 
 Ray and Dagmar Dolby Family Fund 
 Grove Foundation 
 Michelle Mercer and Bruce Golden Foundation 
 Mary Wohlford Foundation 
 Lisa Lindelef 
 Tara Health Foundation 
 Todd Werby and Manola Greene Fund 

 

Other 

 Americans United for Separation of Church and State



STEVEN W. HETTS, M.D. 
PROFESSOR IN RESIDENCE OF RADIOLOGY AND BIOMEDICAL IMAGING 
UNIVERSITY OF CALIFORNIA, SAN FRANCISCO 
SAN FRANCISCO, CALIFORNIA 94143 

  

 
January 2, 2020 
 
Janet Napolitano 
President, University of California 
 
Re: Working Group on Comprehensive Access 
 
 
Dear President Napolitano: 
 
As a member of the Working Group on Comprehensive Access and the current Academic 
Senate Representative to the Regents Health Services Committee, I would like to take this 
opportunity to provide you with a few of my thoughts regarding the WGCA report forwarded to 
you by Chancellor Howard Gillman as well as the underlying issues we tackled over three 
months late last year. These are my personal thoughts and are not meant to represent the 
views of all faculty members. 
 
First, I think Chancellor Gillman has done a masterful job summarizing the positions held by the 
diverse members of the WGCA. Although these positions are disparate, there are significant 
areas of overlap with regard to underlying values espoused by members of the university, be 
they health sciences faculty, non-health sciences faculty, or health system administrators. 
 
Second, I would like to highlight that the challenges, opportunities, and approaches to 
affiliations with faith-based health care organizations have been discussed for over three years 
at UCSF. Dating back to the affiliation between UCSF Benioff Children’s Hospital and Providence 
St. Joseph Health in Santa Rosa in 2016, the UCSF division of the Academic Senate has been 
involved in multiple task forces with campus administration and UCSF Health leadership, 
culminating in the 2017 Joint Senate-Administrative Review Committee of the Campus 
Affiliation Policy. Throughout that period and subsequent to it, UCSF Health leadership has 
been in communication with and sought input from the divisional Academic Senate. Both the 
UCSF Senate Clinical Affairs Committee and the UCSF Senate Executive Committee endorsed 
the approach to affiliation with Dignity Health in 2018. I summarized this timeline in my 
remarks to the Regents HSC on April 9, 2019. 
 
Third, as a clinician from a specialty that both provides emergency care for stroke patients as 
well as relies on a large population referral base for treatment of rare vascular malformations 
of the brain in children and adults, I am particularly aware of the importance of working with 

 

 



health systems outside UC in order to fulfill our service mission of providing life-saving medical 
care to all people in California who need our expertise. UC providers are sometimes stationed 
in outlying facilities to provide basic care, perform triage, and facilitate urgent or emergent 
transfers of patients to UC facilities for higher levels of care. The public health implications of 
not being able to work with other health systems to prevent permanent disability and death of 
patients are significant and, for me personally, are decisive. I believe these sentiments are 
echoed in the position statements from the California Medical Association on November 20, 
2019 and the California Hospital Association on November 21, 2019. I know that you, too, have 
had a productive working relationship with the head of Dignity Health, as you and Dr. Sandra 
Hernandez previously reported to the HSC regarding joint planning for the future health care 
work force of California. Being able to work productively with individuals and organizations that 
do not have identical values as UC in areas where our values and their values are aligned is 
essential to provide the greatest good to the greatest number of patients.  
 
Finally, I would like to express my gratitude for your consideration of this difficult topic. Many 
stakeholders are opposed to affiliations with organizations that do not share all of UC’s values 
and many other stakeholders are in favor of affiliations that are carefully circumscribed such 
that clinical care can be delivered in specialties and programs that do not raise ethical 
dilemmas. Regardless of the approach taken, I am sure this will be a long road ahead. I wish you 
a healthy 2020 and would be happy to discuss this issue with you at any time.  
 
 
Sincerely, 

 
Steven W. Hetts, MD 
Professor In Residence of Radiology and Biomedical Imaging 
Chief of Interventional Neuroradiology, UCSF Mission Bay Hospitals 
Co-Director, UCSF Hereditary Hemorrhagic Telangiectasia Center of Excellence 
Co-Director, Interventional Radiology Research Laboratory 
Department of Radiology and Biomedical Imaging 
University of California, San Francisco 
 



 
 
 
 

 
Gabriel G. Haddad, M.D. 

Distinguished Professor of Pediatrics and Neurosciences 
Chair, Department of Pediatrics 

Physician-in-Chief and Chief Scientific Officer 
Rady Children’s Hospital – San Diego 

 
January 3, 2020 
 
 
Dear President Napolitano: 

I am writing this letter to you to give you my feedback about my lack of endorsement of the final WGCA report 
that was sent to you on 12/9/2019. 

First, I would like to state that I was honored to be part of WGCA and to deliberate with the outstanding and very 
committed leaders in the UC of the various campuses. Furthermore, Chancellor Gilman was an extraordinary 
leader during the WG’s discussions.  

It was clear during our deliberations that there were divergent opinions and that we all respected these various 
opinions. Indeed, we were all proud of the diversity of ideas that we all encourage in our University.  

The lack of my support of the final report is not related to the way the report was written or to what it represented 
since it portrayed accurately both sides of the debate with regard to the affiliation of UC Health with faith-based 
organizations. While I believe that we had a healthy and substantive debate during the past 90 days, I did not 
support the final report for two reasons: 

A) In my view, the final report appeared to expose the two sides of the arguments, which is valuable, and not 
as much to attempt to find ways of compromise and find solutions to a major problem affecting the UC 
health system.  It is possible that this was not our task but it felt as if we did not “finish” what we started 
with. 

B) There are ways we could have helped further to find solutions. For example: 
1. We had no data about the frequency of events that put UC personnel in situations when they 

faced ethical dilemmas that were inconsistent with UC’s obligations.  
2. We had no data about the frequency of events that ERD restrictions affected general health care 

and not only health care related to abortions or contraception if UC health campuses were 
affiliated with faith-based organizations. 

3. We had no bioethicists in the group, which could have helped in general bring parties further 
closer. 

It is possible that none of these ideas and data would have mattered to bringing parties together. And it is possible 
that such debates are so difficult that we will always have two sides of the coin and that these may not be 
reconcilable. However, I would like to be optimistic and believe that leaders with all the good intentions will find 
solutions at the great University of California! 

All the best for this holiday season! 

Sincerely, 

 
Gabriel G. Haddad, M.D. 
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Administration  
 

500 Parnassus Avenue 
San Francisco, CA 94143 
 

tel: 415‐353‐2733 
fax: 415‐353‐2765 
 

www.ucsfhealth.org 
 

Mark R. Laret 
President and  
Chief Executive Officer   

January 17, 2020 

 

Janet Napolitano 
President 
University of California  
1111 Franklin St. 
Oakland, CA 94607‐5200 
 

Dear President Napolitano: 

As a member of the Working Group on Comprehensive Access, I want to compliment 

Chancellor Howard Gilman for his remarkable job leading this group over the past several 

months.   

I endorse the Chair’s report, and am adding these further comments in the hope that they 

add a useful perspective for the many readers of the report.  I also recommend a path 

forward for your consideration. 

 

“Always do what is in the best interests of the patient.” 

This was the advice given me as a young UCLA hospital administrator over 30 years ago, as 

a guide for how to decide among the complex regulatory, business, academic, patient care 

and public health issues that I would face running a large healthcare institution.  That 

statement has been my guiding light during my career that included 15 years at UCLA, five 

years as CEO of UCI Medical Center, and 20 years as CEO of UCSF Medical Center.   

That guideline is applicable to helping find the right answer to the complex question of 

whether UC Health enterprises should be allowed to affiliate with Catholic healthcare 

institutions.  Opponents of these relationships now want a total ban on UC affiliations with 

Catholic healthcare institutions. 

I come to this debate humbly and thoughtfully as someone who has been at the frontline of 

working with a diversity of healthcare providers, including Catholic healthcare.  It was 

UCSF’s relationships with Providence over four years ago that spurred UCSF’s Academic 

Senate to review in detail – and subsequently endorse ‐‐ these relationships, and it was 

UCSF’s proposed expanded relationship with Dignity last year that led to these current 

system wide deliberations. 
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As well, I come to this debate with a profound respect for the principles that 

motivate the opponents of these affiliations.  Those principles start with the belief 

that all patients should be able to access the very best evidence‐based care every 

day, in every setting where healthcare is provided – and not have those services 

limited on the basis of religious tenet. 

On its face, this is a worthy objective.  But ironically, prohibiting UC relationships 

with Catholic healthcare institutions would in fact exacerbate many of the exact 

problems the opponents of these relationships are trying to mitigate.  Let me 

explain. 

The arguments against UC affiliations with Catholic healthcare are clear – Catholic 

healthcare ministries do not support all the evidence based, legally accepted 

practices in women’s reproduction, LGBTQ and end of life care.  These limitations 

create issues for many groups of patients – women, members of the LGBTQ 

community and more.  UC does not support these limitations, and provides these 

services in our UC health facilities. 

The primary, compelling argument for continuing UC/Catholic healthcare 

affiliations is that ending numerous, long‐standing UC affiliations with Catholic 

healthcare institutions would hurt individual patients by reducing or eliminating 

their access to the very best evidence‐based care, care for which there often no 

alternatives other than UC.  The examples are numerous:   

o Catholic healthcare patients would be precluded from receiving 

onsite or telecare from highly skilled UC physicians for vitally 

important services which UC provides in numerous Catholic 

facilities across the State.  These services include neonatology, 

cardiology, orthopedics, neurology, hospital medicine, oncology, 

neurosurgery and more.  Denying access to UC’s provision of this 

care is not in the best interests of those patients. 

 

o UC would be precluded from affiliating with a significant 

percentage of all hospitals throughout the state, including the only 

full‐service hospitals serving UC campuses in Merced (Mercy) and 

Santa Cruz (Dominican).  UC would be prohibited from directly or 

indirectly providing care to UC employees and dependents in those 

hospitals, or even in outpatient facilities in partnership with those 

hospitals.  This would not be in the best interests of our UC 

employees who are patients in these facilities. 

 

o UC would be precluded from providing onsite or telecare to the 

poorest, neediest patients in the state who disproportionately 

receive their care at Catholic healthcare facilities.  Another core 
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Catholic value referenced in the Ethical and Religious Directives is a 

commitment to serve the poor and marginalized in society.  In 

California, the Catholic affiliated Dignity Health system provides 

more care to Medi‐Cal patients than any other healthcare system in 

California.  Freezing UC out of these facilities is not in the best 

interests of UC’s many training programs that value access to these 

patients; it is not in the best interests of UC’s efforts to fulfill its 

public service mission to improve the health and wellbeing of ALL 

Californians; and clearly it is not in the best interests of the poor 

patients being served in these hospitals.  

 

o UC training programs and patients would be precluded from 

accessing critically important services that are only provided by 

Catholic healthcare facilities.  In San Francisco, the only burn center 

and the only adolescent behavioral health inpatient units operating 

in the city are located at Dignity hospitals.  Prohibiting a UC 

relationship with these hospitals would not be in the best interests 

of UCSF patients and trainees. 

 

UC can and always must clearly state our support for the rights of women and 

LGBTQ people, fight discrimination against these groups, and do everything we 

can to increase the access of these groups and others to needed services, 

especially in communities that are underserved.  But to put the interests of each 

and every individual patient first, and in order to fulfill UC Health’s public service 

mission, UC must also work with the diversity of healthcare providers that 

comprise California’s healthcare ecosystem– for‐profit and not for profit, private 

and public, faith‐based and secular.   

In short, a total ban on UC relationships with Catholic healthcare would result in 

the UC discriminating against an entire class of patients who happen to be cared 

for in a Catholic hospital, because of those patients’ legitimate choices, or those 

patients’ geography where the only available hospital is Catholic.  This would be 

akin to UC saying to patients getting their care in those hospitals: “Sorry, because 

UC disagrees with certain Catholic values, UC will not provide you with the care 

you need.”   

UC Health cannot have an asterisk on its mission statement to improve the health 

and well‐being of ALL Californians that says “except for those Californians being 

cared for in Catholic healthcare facilities.”  This would not be the public service 

oriented, non‐discriminatory University of California I have known and loved, and 

the organization I have committed my entire career to.  That is not the UC that 

always does what is in the best interests of the patient.   
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I humbly offer the following elements as a recommended path forward. 

First, an endorsement from the Regents that UC Health, as an asset of ALL the 

people of the State of California, should focus on improving the health of ALL 

people across the state, and in particular, addressing the special needs of the 

poor, the marginalized and the underserved who currently lack access to the best 

evidence‐based healthcare services. 

Second, an explicit endorsement by the Regents of Option 1 in the report (pages 

22‐26).  That option clearly articulates a statement of values, seven principles, and 

specific monitoring and accountability measures.   

And third, encourage those legitimately concerned about the issues associated 

with Catholic healthcare to take this debate to where it appropriately belongs –

the State Legislature and Federal agencies where licensing, accrediting and 

regulatory decisions are made.   

 

President Napolitano, the healthcare system in which UC health operates, and the 

system in which you and I and all Californians receive our healthcare, has many 

positive characteristics, but it is also seriously flawed.  There is severe 

overcrowding in emergency rooms; there is a lack of essential healthcare services 

in rural parts of California; racial, ethnic, sexual orientation and gender identity 

health disparities in California are rampant; important services like behavioral 

health are in critically short supply with families not knowing where to turn; there 

is a crisis with the epidemic of neurodegenerative diseases like Alzheimer’s for 

which our system is ill‐equipped to cope; encouraging new technologies to 

diagnose and treat disease are coming at often unaffordable high costs; and the 

system for paying for healthcare is daunting to all, especially those who are elderly 

and sick.  This is only a partial list. 

As one of the nation’s largest and most important public enterprises fully engaged 

in medical research, training the next generation of caregivers and providing 

critically needed healthcare services, UC Health is challenged by all these issues.  

But more importantly, because of our capabilities, scale and public mission, UC 

Health has a unique opportunity, and I believe a special responsibility to work 

toward addressing every one of these issues.  

To be successful in this effort, and to fulfill our mission to improve the health and 

wellbeing of ALL Californians, we must leverage ALL of UC’s considerable research, 

education and clinical assets ‐‐ and we must leverage those assets across ALL 

elements of the existing healthcare system.  
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By definition, this means UC must work collaboratively with Catholic healthcare.  

Isolating UC from such a major component of the existing healthcare delivery 

system will never lead to success; only engagement will.  And it is through that 

engagement where we will be able fulfill that guidance and sacred commitment:  

to always do what is in the best interests of the patient.  

Thank you and the Regents for your leadership on this important issue. 

Sincerely, 

 

 

Mark R. Laret 
President and CEO 
UCSF Health 
    



January 20, 2020 

 

President Janet Napolitano 
University of California Regents 
University of California Office of the President 
1111 Franklin St 
Oakland, CA 94607 
 

Dear President Napolitano, 

Thank you for the opportunity to comment on the report of the WGCA. I previously endorsed 
the compromise proposal from Chairman Gillman, as a member of the working group, despite 
many misgivings that it did not go far enough to guarantee protection of the patients we serve 
and whose lives we have in our hands. As the CEO of UC Davis Health and Vice Chancellor of 
Human Health Sciences I am responsible for making sure our organization provides first class 
education, research and patient care, and furthers the public service mission of UC to raise the 
level of healthcare for all Californians.  

From the outset I will be short and direct; and note that additional supportive materials are 
available upon request. I write to explain how total disengagement from faith-based 
organizations is unethical, inhumane, and counter to UC principles. First, and perhaps most 
clear, disengagement violates the primary credo to which we all commit – primum non nocere – 
first do no harm. Patients must come first. Always. 

The work group was charged to define principles under which we could work productively and 
ethically with other organizations, including those who had faith-based principles. In my 
opinion, despite Chairman Gillman’s best efforts, the final product was unduly influenced by 
those who continue to try to turn this issue into a vote on abortion rights. That is not the issue. 
The issue is the right to healthcare for individual human beings who need and deserve our help, 
and how we help them will not be simple, as faith-based care will remain an option for patients 
in this state regardless of UC’s decision. 

Choosing the least injurious compromise, however, is not a difficult decision. With total 
disengagement, not one person will receive better health care. Not one person will have their 
reproductive rights enhanced. However, many patients will receive worse care, and innocents, 
including children, will die. Therefore, logically and philosophically, the case for engagement 
with our own set of principles is the only path ethically possible. In retrospect, bioethicists, not 
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single-issue faculty activists, should have been involved in guiding this process. I suggest we 
seek their input even now. 

Our pediatricians and pre-term birth specialists serve a score of hospitals, supporting acute care 
in the ED’s and NICU’s (neonatal intensive care units) of those facilities. Most of these 
arrangements are with faith-based hospitals, and our relationship demonstrably improves the 
outcomes for patients who have chosen to seek care at these facilities. These supportive 
relationships require formal agreements that would be disallowed under disengagement. Most 
of the patients we see as transfers come to us because children, especially newborns, need a 
higher level of care than these faith-based hospitals can provide. We are the most immediate 
and qualified to provide such care. How many children, exactly, should suffer or die to make the 
point that UC doesn’t support limitations on reproductive rights?   

JAMA recently published a report that rural pediatric care is associated with worse outcomes, 
attributed to a lack of advanced care in those regions. UC is already addressing this issue 
proactively, building a virtual hospital with our superb pediatric (among other) sub-specialists 
providing real time support.  We are also placing our providers in these rural hospitals, training 
the nursing staff who take care of complex patients such as pre-term babies in the NICU. 
Should we stop providing this care, adversely impacting young lives, to make a point?  

Unfortunately, many rural patients do not have a choice for their hospital or health care 
provider, as religious organizations are the sole providers of hospital-based care in many 
counties in Northern California. This is because many of these locations are money-losing 
endeavors, and only organizations committed to losing money year after year will keep these 
facilities open. When confronted with these very real issues, the members of the committee 
who refused to endorse the report also refused to respond to this issue – perhaps because 
there is no acceptable answer. They simply stated faith-based organizations’ patients could just 
“get care where they always did.” Where they ‘got care’ was with us, or not at all. There is no 
alternative. The principles espoused by the vast majority of the WGCA (in the body of the 
report) address these complex issues, in an attempt to balance the support we all espouse for 
reproductive and gender rights with the needs of patients like these, the most vulnerable, 
across our region. There is no issue more important than the life of children. It is that simple.  
Developing children for their future success is the University’s reason for existence. 

I could refute equally well each and every other position espoused by those seeking 
disengagement. I will only touch on one more matter for the sake of brevity: Care at UC 
Merced. Disengagement would negatively impact the care of all students, faculty and staff at 
UC Merced. We are working with student health, UC Merced and UC Health to find a way to 
open a UC Davis staffed clinic, supported by telehealth, to bring UC level care to UC Merced and 
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its community. Right now, the only option for UC Merced beneficiaries is Kaiser Permanente, 
who then subcontracts their care to Mercy Merced (a Dignity Health facility), where all of these 
students, faculty and staff are then forced by Kaiser to receive care under ERD’s - except for 
cancer.  That is because, for 20 years, UC Davis and Mercy Merced have a joint venture to 
provide cancer care, including quality oversight, access to clinical trials, and a board-certified 
radiation oncologist from UC Davis who rotates there in order to provide a level of care not 
available in that community or remotely nearby. Were we to disengage, the only option for UC 
employees would be Mercy Merced under Kaiser, but without access to us! If UC were to open 
a clinic and seek to provide UC care in Merced, there would be nowhere to treat these patients 
if we were not allowed to utilize the only facility in town – a Dignity Health hospital. This was 
discussed at the WGCA and dismissed as ‘a side issue’ by those who support total 
disengagement. Again, I would ask how many of our employees should suffer or die without 
the benefit of our oversight of cancer services, just to make a point? This is antithetical to UC’s 
four NCI Designated Comprehensive Cancer Centers which, by definition, broadly serve each 
region of the state. 

UC Davis is the only academic medical center serving the inner city of Sacramento. We serve 33 
counties across rural northern CA and the Central Valley, serving as patients’ and hospitals’ 
Level 1 Trauma Center – covering more than 50% of all of the state’s counties. We serve as the 
referral center for all complex cases in this large swath of California in the rural north and 
underserved Central Valley. Almost all of the hospitals in these regions are faith-based. UC 
Davis has the only regional burn unit. We have the area’s only Top 50 rated Children’s Hospital.  
Every single patient in every single hospital in those 33 counties counts on us to be there when 
they need us. Last year we had 12,000 transfer requests, mostly from faith-based hospitals, as 
they are the only facilities serving these poor regions. The faith-based organizations include 
Dignity, Providence/St. Jospeh’s – both Catholic with ERD’s – and Adventist Health, which 
operates without ERD’s. All, though, have policy restrictions against elective abortions in their 
facilities, and therefore all would fall under the absolutist position of disengagement.  

UC Davis’ clinical leadership has discussed this issue previously, following the discussion of this 
issue related to UCSF, and we categorically subscribe to principles-driven affiliation. We refuse 
to discriminate against patients because they happen to live in an area served only by a faith-
based hospital, or because they are poor and were treated at faith-based hospitals that provide 
the only care close to their own community. Dignity Health is the largest provider of care to 
Medi-Cal beneficiaries in the state. Faith-based organizations are the largest provider to the 
underserved in our region. Disengagement is de facto discrimination against the poor, and 
especially against women and children of color, who disproportionately have Medi-Cal for their 
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health care. Disengagement actively harms them by denying them equivalent access to UC 
care.   

We should not be choosing between harms as disengagement demands, but rather seeking to 
mitigate the issues in favor of the largest social good. Principled engagement is the only rational 
and humane way forward.  Other options exist to address how ERD’s can adversely impact care 
in California, but that needs to be addressed in statewide or national forums, and is not an 
issue UC can effectively address in a way that is beneficial for the people we serve. If we 
engage with the defined principles in the WGCA report, we will ensure ALL Californians have 
access to the highest level of health care possible, not just those who are well-off and fortunate 
enough to live near a UC Health campus. 

Sincerely Yours, 

 

David Lubarsky, MD, MBA  
Vice Chancellor of Human Health Sciences, UC Davis 
CEO, UC Davis Health 
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January 20, 2020 
 
Janet Napolitano 
President, University of California 
University of California Office of the President 
1111 Franklin St. 
Oakland, CA  94607-5200 
 
Dear President Napolitano, 
 
Thank you for convening the Working Group on Comprehensive Access (“WGCA”) and inviting us to 
serve as members. The issues discussed are of tremendous consequence to UC’s academic health 
centers and to the patients we serve.  We are grateful to our WGCA colleagues for the time and 
expertise they contributed. We particularly thank Chancellor Gillman for his thoughtfulness, skilled 
facilitation, and commitment to a fair and comprehensive debate. 
 
As members of the WGCA representing stakeholders across the UC Health System, we are committed to 
UC’s tripartite mission of education, research and public service.  Consistent with that mission, we share 
the UC Health Values outlined in the WGCA Report, including an aspiration to improve health and health 
care for all people living in California now and in the future; to promote health equity through the 
elimination of health disparities; and to reduce barriers to access clinical, educational, and research 
programs. As part of UC Health, we are accountable to the people of California, our employees, retirees, 
students and our patients, and we are committed to providing the highest levels of evidence-based care 
to all patients. 
 
Our affiliations – including those with institutions subject to policy-based restrictions on care – honor 
our mission and values by broadening our capacity and reach across the State. Affiliations allow us to 
provide more people with access to UC’s high-quality care — care that does not vary because of 
personal characteristics or context.  In considering the complex issues around affiliations, UC’s ability to 
serve all patients, especially the underserved, should be paramount.   
 
While UC Health continues to evaluate and address the issues raised during the course of the ongoing 
debate about affiliations, as members of the Working Group representing the leadership and faculty of 
UC’s academic health systems, we are writing today to affirm our commitment to a new path forward 
for UC affiliations as outlined in Option 1 of the Chair’s Report.   
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OUR MISSION, AND VALUES ARE THE BASIS OF OUR AFFILIATIONS TO PROVIDE ACCESS TO UC CARE 
FOR ALL PEOPLE LIVING IN CALIFORNIA 
 
UC Health operates within an imperfect health care system where universal access and coverage are not 
yet a reality, federal and state funding continue to decline, and UC Health does not have the financial 
resources to build all of the facilities it would need to serve all of the patients who seek our services.  
Accordingly, UC must collaborate with others in executing our mission to serve all the people of 
California.  A primary example is the need to partner with organizations that are willing to serve Medi-
Cal patients in order to offer UC’s unique expertise and services to more Medi-Cal patients, including 
those in rural areas, those who may be distant from existing UC facilities, or those who prefer to receive 
care in specific facilities. In California and across the nation, Catholic facilities governed by Ethical and 
Religious Directives (“ERDs”) are often the most likely to provide care to medically underserved 
populations because of their commitment to serve the poor. 
 
Every day 1 in 7 patients in the United States is cared for in a Catholic hospital.1  Faith-based providers 
serve a disproportionate number of Medi-Cal patients in California, with Dignity Health providing more 
Medi-Cal inpatient hospital stays and outpatient hospital visits than any other provider in the State.2  
Affiliations with UC improve and expand the care available to the patients served by those institutions, 
including life-saving services such as cancer care. Both the California Medical Association and California 
Hospital Association have affirmed that a prohibition on UC’s affiliating with policy-restricted hospitals 
would hurt the State’s most vulnerable patients.  As we look to the future with the goal of providing 
insurance coverage and high-quality care for all, UC Health’s isolating itself from key participants in the 
California health care ecosystem would undermine the achievement of that goal. 
 
 
AFFILIATIONS PROVIDE HIGHER QUALITY CARE TO WOMEN, THE LGBTQ+ POPULATION, AND THOSE 
SEEKING END-OF-LIFE CARE OPTIONS 
 
We acknowledge and agree with concerns about the negative consequences for patients that can ensue 
from non-evidence-based policy restrictions on care such as those imposed by the ERDs or the 
involvement of individuals who are not health professionals such as religious leaders. No working group 
member sought to support or defend such restrictions.  To the contrary, all of us are committed to 
supporting a woman’s right to comprehensive reproductive health care; to assuring that all LGBTQ+ 
people have access to comprehensive services; and to providing the full range of options to patients at 
the end of life.   
 
But we fundamentally disagree on the solution to issues raised by the divergence of our institutional 
values and the ERDs or other non-evidence based restrictions on care. Option 2 outlined in the Chair’s 
report effectively bans affiliations with organizations that adhere to ERDs.  Such a ban would result in 
immediate and direct harm to vulnerable patients across California by limiting their access to life-
sustaining and life-saving care. Further, a ban on these affiliations would do nothing to advance access 
to critical services for women, those in the LGBTQ+ community, or individuals seeking access to end of 
                                                           
1 Catholic Health Association, Catholic Health Care in the United States, January 2019. 
2 OSHPD Patient Discharge Data (based on 2017 data), California Data Reporting Manual  

https://www.chausa.org/about/about/facts-statistics
https://oshpd.ca.gov/data-and-reports/submit-data/patient-data/inpatient-reporting/
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life services. Not one patient in the State of California would be better off as the result of a proposed 
ban on affiliations.   
 
We believe the most ethical course is to focus on what is in the best interest of patients. We believe that 
UC cannot isolate itself and still meet our mission to improve the health of all people living in California. 
We advocate a change in practice that would allow UC’s presence in facilities with policy-based 
restrictions on care provided that affiliations are subject to appropriate controls as outlined in Option 1 
in the Chair’s report.  The presence of UC providers in these facilities improves the quality of care 
delivered, increases access to critical services, and presents patients with options and connections to 
services elsewhere in the UC Health System when the care they need is not available where they are 
being seen. 
 
 
A NEW APPROACH TO ENSURE THAT UC’S VALUES ARE UPHELD IN AFFILATIONS WITH OTHER HEALTH 
CARE ORGANIZATIONS 
 
As members of UC Health’s leadership, our expectation has always been that UC personnel working or 
training at any clinical site will make clinical decisions consistent with the standard of care and their 
professional judgment considering the needs and preferences of their patients.  As part of the ongoing 
debate on affiliations, UC Health has acknowledged, however, that many of our affiliation agreements 
have included language that may be read in a way that is inconsistent with these expectations, with our 
values, and with our understanding of how these agreements have been applied in practice. 
 
We, as members of the WGCA, support all of the principles and guidelines outlined in Option 1 of the 
Report. These recommendations, if adopted, would set new system-wide rules governing both clinical 
and educational affiliations, as well as an oversight mechanism to ensure adherence.  A key component 
of those guidelines is the following:    
 

UC personnel working or training at any clinical site — whether at UC facilities or elsewhere — 
will (i) make clinical decisions consistent with the standard of care and their independent 
professional judgment, respecting the needs and wishes of each individual patient; (ii) inform 
patients of all of their health care options;  (iii) prescribe any interventions that are medically 
necessary and appropriate; and (iv) transfer or refer patients to other facilities when the care 
they need is not available where they are being seen.3 
 

The guidelines provide that UC Health must communicate this expectation to our personnel performing 
services or training at other facilities, and that UC Health will not enter into any agreement that would 
require UC or its personnel to enforce or abide by religious directives.  
 
While it is true that personnel who agree, voluntarily, to work or train at a Catholic facility are subject to 
facility rules that do not permit the provision of certain services at that location, the approach reflected 

                                                           
3 Language along these lines clarifying providers’ ability to refer, counsel and prescribe was first proposed in the 
spring by UCSF in order to assuage concerns about the impact of ERDs in the context of debate about a proposed 
transaction with a Catholic organization. 
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in Option 1 of the report establishes that UC personnel will be held to UC standards wherever they work 
or learn. We note that to this day, we are not aware of a single instance where a UC provider was 
directed by an affiliate to provide care inconsistent with their professional judgment, nor of any instance 
where UC enforced or was asked to enforce the ERDs in a clinical setting.  And if there were to be any 
issue in the future, the proposed guidelines in Option 1 also provide that UC Health can terminate any 
affiliation agreement where we have concluded that ongoing engagement jeopardizes our mission and 
values.  
 
While we do not support policy-based restrictions on care, we also note that we are not aware of a 
single government agency, clinical or educational accreditation body, state licensing board, or medical 
specialty board that has declared that adherence to the ERDs is inconsistent with the standard of care or 
discriminatory. Catholic facilities are licensed by the State of California; accredited by The Joint 
Commission (the national organization charged with accrediting health care organizations nationwide) 
and the Accreditation Council on Graduate Medical Education (the national organization charged with 
accrediting medical residency programs); and deemed by the Centers for Medicare and Medicaid 
Services (CMS) to adhere to Medicare Conditions of Participation (a set of regulations setting health and 
safety standards for hospitals participating in Medicare). These facilities are also deemed to be 
appropriate sites for medical education by the Licensing Commission on Medical Education (LCME), the 
accrediting body for all undergraduate medical schools in the US and Canada. The State of California 
contracts with these facilities to provide health care services to Medi-Cal patients, and in fact several 
California public hospitals are operated by Catholic and other faith-based health care organizations.  
 
Concerns about policy-based restrictions on care are best addressed through regulators and 
policymakers; a ban on UC affiliations with organizations that are operating in compliance with all 
applicable laws, regulations, and accreditation standards undermines UC’s ability to carry out its mission 
to serve all the people of California. 
 
 
PROPOSALS REQUIRING CONTRACTS TO SPECIFY THAT UC PERSONNEL MUST BE ABLE TO PEFORM 
ANY SERVICE IN ANY LOCATION ARE NOT VIABLE  
 
Option 2 of the Chair’s Report requires that UC Health affiliation agreements contain specific language 
stating that UC personnel or trainees will not abide by religious directives, and, that UC providers must 
be able to perform any medically necessary procedure in any facility at any time.  This absolutist 
approach is not viable in facilities with or without ERDs.  Requiring the unrestricted ability to perform 
any services any time in any location is inconsistent with the reality of how health care is delivered. 
Institutions must be licensed accredited and have the infrastructure necessary for the care they deliver 
and many have restrictions, irrespective of policy-based restrictions on care.  It is common practice to 
arrange for services to be delivered to patients elsewhere when the facility where the patient is being 
seen doesn’t have the accreditation, expertise, equipment, or infrastructure to do so.  As outlined 
above, Option 1 in the Chair’s report instead proposes to permit affiliations subject to conditions of 
engagement that document how UC personnel and trainees will operate in accordance with the UC 
standards within a facility governed by religious directives.     
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UC VALUES NEED TO APPLY CONSISTENTLY ACROSS THE ORGANIZATION 
 
UC Health representatives to the Working Group first raised the issue of our health plans’ affiliations at 
the Group’s second meeting, and underscored then and repeatedly thereafter that UC values need to be 
applied consistently. The University must consider carefully the ramifications of proposed guidelines to 
uphold our values in various contexts.  It would be hypocritical to ban clinical affiliations with 
organizations with policy-based restrictions on care while allowing the University’s health benefits plan 
to contract with those same organizations.   
 
A ban on affiliations with policy-restricted institutions in the context of UC’s employee benefits plans 
would be disruptive for UC employees and retirees.  As noted in the Chair’s Report, many UC employees 
live in areas without direct access to UC providers; our health plans’ networks therefore include a 
variety of providers and facilities so that our employees can access care locally.  In Merced and Santa 
Cruz, the only hospitals available are organizations that adhere to religious directives.  Without the 
ability to affiliate, UC employees and retirees living in these areas would have no in-network access to 
an acute care hospital. Likewise, a ban would also logically extend to UC’s affiliation with Kaiser, which 
provides health insurance and care to approximately one-third of UC employees. Kaiser contracts with 
institutions governed by ERDs to provide to its members some services not available at Kaiser facilities.  
 
 
THE INABILITY TO AFFILIATE WOULD PROFOUNDLY AND NEGATIVELY IMPACT OUR TRAINING 
PROGRAMS AND THE PATIENTS WE SERVE 
 
One example of the disruption that a ban on affiliations would cause for our training programs is the 
medical school at UC Riverside. UC Riverside does not operate a UC hospital and the school relies heavily 
on affiliations with community-based institutions for training medical students and residents in order to 
fulfill its mission.  If the School, which was founded to bring medical services to the underserved “Inland 
Empire” in Southern California, were not able to affiliate with health systems that adhere to policy-
based restrictions on care, its clinical platform for training would be severely compromised., UCR would 
be at risk of losing approximately 1/3 of its training capacity and its only clinical training opportunity to 
provide care to the underserved Medi-Cal and uninsured populations of San Bernardino County. 
 
Most importantly, termination of our affiliations with institutions that have policy-based restrictions on 
care would harm patients.  In many instances UC provides specialty services to facilities in underserved 
areas that wouldn’t otherwise have access. Our presence facilitates the transfer of complex patients 
requiring the resources of a UC facility. While the WGCA Chair’s Report outlines extensively the negative 
impact of a ban, UC’s Academic Health Centers are continuing to collect data to provide greater insight 
into the harm it would cause. Finally, the inability to affiliate also jeopardizes patients who might be 
served through affiliations that do not exist today. These include employees at campuses without UC 
health centers and vulnerable patients in under-served areas of the State such as the Inland Empire and 
the San Joaquin Valley. While the number of patients at issue may constitute only a portion of the total 
number of patients that UC serves, the lives and health of countless people are at stake.   
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UC HEALTH ALREADY ENGAGES WITH A VARIETY OF PARTNERS AND IS PURSUING SEVERAL WAYS TO 
FULFIL ITS MISSION OF SERVING ALL THE PEOPLE OF CALIFORNIA 
 
Affiliations with other providers, including the Veterans’ Administration, county hospitals, and private 
hospitals, are essential to the University’s training and research programs, and UC’s clinical enterprises 
operate as part of their regional health care ecosystems that are composed of private, public and faith-
based institutions. As part of an integrated health system strategy, each of our health systems affiliates 
with a variety of types of partners in the community other than institutions with policy-based 
restrictions on care (e.g., UCLA with Cedars-Sinai, UCSF with John Muir, UCD and Sacramento County 
federally qualified health center, UCR with Tenet and HCA Healthcare).  Both UCSF and UCLA already 
have significant affiliations with the public hospitals in their region (the former with San Francisco 
General Hospital and Marin General Hospital, and the latter with Martin Luther King Jr. Community 
Hospital and Harbor-UCLA Medical Center), and the remaining three of UC hospital systems (UCD, UCI, 
and UCSD) serve as the public hospital in the region. Several of our health systems (e.g., UCLA, UCSD, 
and UCSF) are actively planning to build new facilities to expand and improve access; while important, 
building new facilities requires significant capital, an extended period of time, and serves a limited 
geography.4  None of these efforts obviates the need for affiliations with institutions that have policy-
based restrictions on care, which play a key role in the State and the health care ecosystem in which UC 
Health institutions function. 
 
 
UC HEALTH REPRESENTATIVES HAVE BEEN COMMITTED TO THE WGCA PROCESS 
 
We attest that as WGCA members representing UC Health, we have acted with integrity during the 
deliberations of the WGCA, including adherence to the process outlined by the Chair and the President.  
As announced publicly several months ago,5 in parallel to the efforts of the WGCA, UC Health leadership 
has been actively working to amend existing agreements to clarify expectations of UC trainees and 
health professionals when providing care at non-UC health facilities; in addition, the University 
established interim guidelines to govern affiliations deemed critical to UC’s clinical and academic 
missions until a final policy decision is made.  It is true that these were not discussed or vetted with the 
Working Group, whose charge was to consider what the University’s policy should be going forward.  No 
commitment had been made, nor would it have been feasible, to freeze all contracting activities pending 
a final policy decision.  
 
  

                                                           
4 For example UCSF’s planned new facility at the Parnassus site is estimated to cost over $3 billion and take 10 
years to build.   
5 More information is available on the Working Group on Comprehensive Access website:  
https://www.universityofcalifornia.edu/current-issues/working-group-comprehensive-access. 
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A POLICY OF ISOLATION CAUSES HARM AND HELPS NO ONE 
 

Our mission and values require us to advocate on behalf of all patients and to strive to offer access to 
UC’s high-quality care to all the people of California.  A policy of isolation undermines these efforts and, 
again, will not better serve a single patient.  Consistent with UC’s motto, “Fiat Lux” (let there be light), 
the presence of UC clinicians and trainees in in other institutions provides access to UC values and 
meaningful opportunities to improve care and expand options for all patients in those settings.    

 
We respect the complexity of the issues you and the Regents now face, and greatly appreciate your 
commitment to addressing them.  Thank you for your consideration. 
 
Sincerely, 
 
 
 
Gabriel Haddad 
Chairman, Department of Pediatrics, UCSD 
Physician-in-Chief and Chief Scientific Officer, Rady Children’s Hospital 
 
Sam Hawgood 
Chancellor, UCSF  
 
Steven Hetts 
Advisor to UC Board of Regents Health Services Committee  
Chief of Interventional Neuroradiology, UCSF 
 
Mark Laret 
President and Chief Executive Officer, UCSF Health 
 
Donald Larsen 
Chief Executive Officer, UCR Health 
 
David Lubarsky 
Vice Chancellor of Human Health Sciences, UC Davis 
Chief Executive Officer, UC Davis Health 
 
Kelsey Martin 
Dean, David Geffen School of Medicine at UCLA  
 



 
 
Michele Bratcher Goodwin School of Law 
CHANCELLOR’S PROFESSOR OF LAW & DIRECTOR 401 E. Peltason Drive, Suite 4800S 
CENTER FOR BIOTECHNOLOGY & GLOBAL HEALTH POLICY Irvine, CA 92697-8000 
  

 
 

January 6, 2020 
 
Janet Napolitano, President 
Office of the President 
University of California 
1111 Franklin Street, 12th Floor 
Oakland, CA 94607 
Via email 
 

RE: WGCA REPORT; LEGAL CONCERNS REGARDING AFFILIATIONS  
 
Dear President Napolitano, 
 
 I write to you as a member of the Working Group on Comprehensive Access (WGCA) in 
response to the final report.  Chancellor Gillman, who chaired this very important endeavor with 
tremendous skill, shared a draft of the report with you, on Friday, December 20, 2019 and I understand 
that you will review it in more detail over the coming weeks.  Given the importance and urgency of 
the matters under review by the WGCA, this letter serves to voice legal concerns regarding the 
University of California system (and its universities) engaging in medical contracts with religiously 
affiliated medical institutions that violate California constitutional law and legislative statutes. 
 

I submit this letter as the only University of California law professor to serve on the WGCA 
and as the only bioethicist in the group.  Moreover, my core areas of scholarship and teaching are 
health law, constitutional law, and tort law.  In addition to my appointment as a Chancellor’s Professor 
at the University of California, Irvine, I also direct the Center for Biotechnology and Global Health 
Policy.  By further way of background, I am an elected member of the American Law Institute and the 
Hasting Center (an independent nonpartisan research institute, which was instrumental in establishing 
the field of bioethics).   Finally, I began my law teaching career at a Catholic affiliated law school, 
where I also directed its health law programs, and graduated from a Catholic law school.  I am deeply 
familiar with the church, its structure, values, and teachings.    
 

Based on my understanding, after your close reading of the report submitted by Chancellor 
Gilman, you will publish the document online to seek input from additional stakeholders and the 
community at large.  If you are publishing comments and responses to the report, I support this letter 
being entered into the record. 

 
 From the outset, I wish to make clear that University of California affiliations, which impede, 

restrict, or hinder the care that UC students, faculty, or staff receive based on religious doctrine violate 
state and federal constitutional law as well as specific California legislation that forbid the imposition 
of religious doctrine on UC students, faculty, or staff.  State and federal constitutional law also prohibit 
the UC and its medical institutions from restricting, impeding, or denying care on the basis of religious 
doctrine.  These actions are illegal and thus impermissible.  
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Specifically, the California Constitution states, “[t]he university shall be entirely independent of 

all political or sectarian influence and kept free therefrom in the appointment of its regents and in the 
administration of its affairs . . . .” Cal. Const., Article IX, Sec. 9(e).  However, one need not scour the 
state’s constitution to locate this important principle.  It is prominently featured on the website of the 
University of California Regents.1 

 
Of the many documents you may receive critiquing UC affiliations, this principle will stand out.  

Yet, I urge a deeper reading of the entire Article IX of the California Constitution from which this 
important principle emerges as it grounds not only that principle, but also places it in a larger context 
of “rights and liberties of the people” for the “promotion of intellectual, scientific, [and] 
moral…improvement.”    Cal. Const., Article IX, Sec. 1.  Article. IX is entirely dedicated to education 
in our state and dates back to 1879.   

 
For this reason a close reading of  Article IX, Sec. 13(f) is also warranted as it specifies, “The 

university shall be entirely independent of all political or sectarian influence and kept free therefrom 
in the appointment of its regents and in the administration of its affairs…”  Cal. Const., Article IX, 
Sec. 13(f).   

 
California’s constitutional framers were clear about the separation of religious doctrine from its 

educational affairs.  Throughout Article IX it speaks to this:  “nor shall any sectarian or denominational 
doctrine be taught, or instruction thereon permitted, directly or indirectly, in any of the common 
schools of this State.” Cal. Const., Article IX, Sec. 8.   The constitutional framers sought to protect 
religious minorities from discrimination, but were very clear that neither “common schools” nor our 
universities would be influenced by or dictated to by religious doctrine. 

 
At stake and of concern in the present matter are contracts signed by UC executives that violate 

the important constitutional principles stated above. The contracts of concern, which I have had the 
opportunity to review, are primarily entered into with Catholic-affiliated medical providers.  Here, I 
single out the Catholic affiliations, because they explicitly demand conditions of the UC that violate 
constitutional law and are thus impermissible (even though there are many organizations with which 
UC universities affiliate).  And, while I understand that these contracts are being renegotiated at the 
present, the fact that they were entered into, obligating and binding UC students, faculty, and 
employees to follow religious doctrine is deeply disconcerting—and a violation of law.   

 
To better understand what is at stake and why the perception that the affiliations will not 

compromise constitutional values (or UC commitments to nondiscrimination) is unfounded, I point 
you to the Ethical and Religious Directives for Catholic Health Care Services.2  This document “was 
developed by the Committee on Doctrine of the United States Conference of Catholic Bishops 
(USCCB) and approved by the USCCB” in 2018 at its Plenary Assembly.  This document serves as 
“theological basis for the Catholic healthcare ministry” and defines terms and conditions under which 
Catholic healthcare institutions will enter into contracts.3   The Ethical and Religious Directives, 
otherwise referred to as “ERDs” guide Catholic medical care. 

                                                           
1 University of California Board of Regents, About The Regents, 
https://regents.universityofcalifornia.edu/about/index.html.  
2 UNITED STATES CONFERENCE OF CATHOLIC BISHOPS, ETHICAL AND RELIGIOUS DIRECTIVES FOR CATHOLIC HEALTH 
CARE SERVICES (2018, SIXTH EDS.) 
3 Id. at 5. 
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Simply put, the ERDs dictate all arrangements, collaborations, and contracts with affiliates such as 
the UC.  The language is unequivocal, explicit, and hard to miss.4   The Bishops write, “[t]he Catholic 
party in a collaborative arrangement has the responsibility to assess periodically whether the binding 
agreement is being observed and implemented in a way that is consistent with the natural moral law, 
Catholic teaching, and canon law.”5  The Catholic Church may dictate its own teachings and 
theological philosophies, but the University of California must not be ruled nor governed by them.  
Equally, the UC must not enforce Catholic teaching. 

 
However, the ERDs leave little room for speculation or doubt that it is the Catholic Church’s 

values, principles, and directives that will govern all contracts entered into.  For example, the ERDs 
further state, “[b]efore affiliating with a health care entity that permits immoral procedures, a Catholic 
institution must ensure that neither its administrators nor its employees will manage, carryout, assist in 
carrying out, make its facilities available fore, make referrals for, or benefit from the revenue generated 
by immoral procedures.”6 

 
The ERDs are abundantly clear that Catholic religious values will dictate all terms and all medical 

affiliations.  That is, “[i]n any kind of collaboration, whatever comes under the control of the Catholic 
institution—whether acquisition, governance, or management—must be operated in full accord with 
the moral teaching of the Catholic Church, including these Directives.”7   
 

Even though some medical executives in the UC might believe their informal communications 
with the Catholic hospitals “override” the contracts, they would be mistaken.  
 

In the contracts that I reviewed during my time on the WGCA, they explicitly draw upon this type 
of language.  In the contract with UC, Irvine, the affiliation agreement with St. Joseph’s Hospital of 
Orange states: 
 

Patient Care, Pursuant to Section 70713 of Title 22, SCHOOL understands and 
agrees that Hospital, with its Medical Staff, retains professional and administrative 
responsibility for services rendered to Hospital patients.  Further, SCHOOL shall 
conduct its activities in providing services hereunder consistent with…Hospital 
philosophy and values and the Ethical and Religious Directives for Catholic Health 
Services.8 

 
Similarly, the 2015 contract between Dignity Health and the Regents of the University of 

California on behalf of the University of California, Davis demands “Students and Instructors shall 
comply…with the Statement of Common Values as adopted by Dignity Health, and, if Facility is 
Catholic-sponsored, with the Ethical and Religious Directives for the Catholic Health Care Services, 
as adopted by the United States Conference of Catholic Bishops.”9 

 
                                                           
4 Each directive is numbered for ease of explanation and understanding for all those who affiliate with Catholic medical 
institutions. 
5 Id. at 26 (quoting ERD 72). 
6 Id. (quoting ERD 73). 
7 Id. (quoting ERD 74). 
8 See, AFFILIATION AGREEMENT BETWEEN REGENTS OF THE UNIVERSITY OF CALIFORNIA AND ST. JOSEPH HOSPITAL 
OF ORANGE DEPARTMENT OF OBSTETRICS AND GYNECOLOGY, 30, JUNE 1, 2016. 
9 See EDUCATIONAL TRAINING AGREEMENT FOR CLINICAL AND/OR NON-CLINICAL ROTATIONS AND EXPERIENCES, 6, 
SEPTEMBER 10, 2015. 
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Problematically, UC students were also made to sign such contracts, obligating them thusly: 
 
 

It is understood and agreed that Hospital as a Division of Dignity Health, operates 
as an extension of the religious works of Dignity Health’s Religious Sponsors.  
Therefore it is understood and agreed that the policies and practices of Hospital shall 
conform to the principles inherent in the Ethical and Religious Directives for 
Catholic Health Care Services incorporated herein by reference.10 

 
For students, they may feel pressured, coerced, or forced to sign such agreements, which conflict with 
their values.   They might feel intimidated and perceive signing such contracts as a condition of their 
education.  They might believe that they have no choice but to practice ERD-dictated medicine as part 
of their UC education. 
  

Deeply of concern then are the terms to which UC faculty, students, and staff are held as patients 
or providers.  For example, ERD 70 states, “Catholic health care organizations are not permitted to 
engage in immediate material cooperation in actions that are intrinsically immoral, such as abortions, 
euthanasia, assisted suicide, and direct sterilization.”11    This would also include important forms of 
contraception.  Not only do such ERDs conflict with the fundamental principles and values of the 
California constitution, because they are rooted in religious doctrine, they also conflict with the 
California constitution, because a right to privacy is embedded in our state’s constitution.   

 
In California, the state protects privacy and autonomy in reproductive decision-making and end of 

life care.  Moreover, it is understood that the gold standard of medical care after sexual assault and 
rape is to provide emergency contraception.  However, emergency contraception is not provided at 
Catholic hospitals, because it is considered a “sin” by the United States Conference of Catholic Bishops 
to provide this type of medical care.  Indeed, emergency contraception is not “counseled” or spoken 
about at Catholic hospitals.  California is among more than a dozen states that require emergency care 
facilities to make available emergency contraception to patients that have experienced rape.12   This 
standard, to which UC is held, is compromised and violated when it bends to religious directives. 

 
Imagine training our students that after a girl or woman is raped that denying information is the 

proper form of treatment. 
 
According to the UC Accountability Report, 53% of UC undergraduates are women and 43% of 

graduate academic students are women.13  That report speaks to an “an ethos of respect and inclusion” 
in all facets of the UC educational experience, “in lecture halls and laboratories…in work cubicles…in 

                                                           
10 See e.g., STUDENT TRAINING AGREEMENT FOR NURSE PRACTITIONER/PHYSICIAN ASSISTANT PROGRAM BY AND 
BETWEEN DIGNITY HEALTH D/B/A SEQUOIA HOSPITAL AND THE REGENTS OF THE UNIVERSITY OF CALIFORNIA, 7 AND 
10, JULY 1, 2016. 
11 UNITED STATES CONFERENCE OF CATHOLIC BISHOPS, ETHICAL AND RELIGIOUS DIRECTIVES FOR CATHOLIC HEALTH 
CARE SERVICES, 25 (2018, SIXTH EDS.) 
Id. at 25. 
12 Cal. Health and Safety Code § 13823.11 (2002)(providing all female victims of sexual assault the option of 
emergency contraception); See also, Cal. Insurance Code § 10604.1, Health & Safety Code § 1363.02 and Welfare & 
Institutions Code § 14016.8 (mandating that all Medi-Cal and insurer providing coverage, include information 
regarding emergency contraception). 
13 UNIVERSITY OF CALIFORNIA, ACCOUNTABILITY REPORT 2015, CHAPTER 7: DIVERSITY, 
https://accountability.universityofcalifornia.edu/2015/chapters/chapter-7.html 
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our hospitals and other outposts of community engagement.”14  Yet, it is a direct contradiction to an 
ethos of respect and inclusion when UC medical students must engage in a culture of care that conflicts 
with the law and denies dignity to women and transgender patients.  As troubling, it is not consistent 
with an ethos of respect and inclusion or California constitutional law to subject UC patients to 
restricted healthcare services, which are labeled as “sins.” 

  
California lawmakers and citizens were deeply concerned about the potential for religious doctrine 

to dictate and influence its schools and universities.  They understood that civil liberties and civil rights 
were at stake and could be compromised in the process.  For this reason the California Constitution 
further provides that no California school or other entity, “shall ever make an appropriation, or pay 
from any public fund whatever, or grant anything to or in aid of any religious sect, church, creed, or 
sectarian purpose, or help to support or sustain any…hospital, or other institution controlled by any 
religious creed, church, or sectarian denomination whatever…”15   It is worth emphasizing that this 
language was added to the California Constitution by popular vote. 

 
Yet, it is not only the California Constitution that informs my letter to you.  The Establishment 

Clause of the U.S. Constitution prohibits the entanglement of the state in religious activity.16  The 
United States Supreme Court has made clear that even in instances where the activity may be for 
secular purposes, the Establishment Clause is violated if those activities favor or advance religion.17  
The Supreme Court has upheld this important constitutional principle for more than a century, 
explaining that professed religious beliefs cannot be “superior to the law of the land.”18   As Erwin 
Chemerinsky and I wrote in the Georgetown Law Review, “prior to 1990…challenges to laws based 
on free exercise of religion under the first Amendment rarely prevailed.”19 

 
The legal harms brought about by the affiliations are not abstract.  State and federal law prohibit 

discrimination based on sex.  Indeed, Article IX of the California Constitution, which speaks 
specifically to Education, articulates that discrimination based on sex is prohibited.   

 
Time and again, California legislators have reiterated this important principle: in the California 

Unruh Act (Civil Code Section 51(b)) as well as the California Government Code.  The latter states 
that no person shall be denied “full and equal access to the benefits of, or be unlawfully subjected to 
discrimination  under, any program or activity that is conducted, operated, or administered by the state 
or by any state agency…”20 

 
For reasons articulated herein, evaluating future paths regarding affiliations and comprehensive 

care require deep deliberation and thoughtful reflection.  Those most likely at risk of experiencing 

                                                           
14 Id. 
15 Cal. Const., Article XVI, Sec. 5. (1879; Section 5 added Nov. 5, 1974). 
16  Lemon v. Kurtzman, 403 U.S. 602, 612 (1971)(“sponsorship, financial support, and active involvement of the [state] 
in religious activity” violates the Establishment Clause of the U.S. Constitution). 
17 Lemon v. Kurtzman, 403 U.S. 602, 612-13 (1971).     
18 See e.g., Reynolds v. United States, 98 U.S. (8 Otto) 145 (1878)(Supreme Court rejecting a claim by a polygamist 
that a religious exemption should be permitted for a law banning polygamy);  Hernandez v. Commissioner, 490 U.S. 
680 (1989) (rejecting free exercise clause challenge to payment of income taxes alleged to make religious activities 
more difficult); Braunfeld v. Brown, 366 U.S. 599 (1961)(the Supreme Court rejected a free exercise clause challenge 
to Sunday closing laws). 
19 Erwin Chemerinsky and Michele Bratcher Goodwin, Religion Is Not a Basis for Harming Others, 104 Geo. LJ. 
1111 (2016). 
20 California Government Code, Section 11135 (a). 



6 
 

restrictive care or the denial of care are women and LGBT persons.  As well, these may be the 
communities least likely to be empowered to question or challenge the terms of the contracts—either 
as patients or providers.  

 
Finally, I recognize the concerns expressed by UC medical executives.  Some have articulated that 

the affiliations with Catholic medical institutions are necessary because those institutions serve the 
poor.  Indeed, in some instances Catholic charities (and others) have stepped in when government has 
failed to provide for those most at need in our society.  That type of charity should be applauded. The 
rising costs of healthcare is a serious issue that deserves attention.  Yet, Catholic charities will be able 
to continue that important work even in the absence of UC affiliations, because their delivery of care 
is not contingent on UC.   

 
Equally, proponents of UC affiliating with Catholic hospitals articulate that some of the best quality 

of care for adolescent sufferers of compromised mental health is taking place at Catholic hospitals.  
Interventions to aid in the care of youth are greatly important.  Personally, I care deeply about these 
issues.  However, those invaluable services to the youth are not contingent on UC affiliation.  
Moreover, a youth suffering from an unwanted pregnancy and experiencing the trauma associated with 
it, would be denied the medical care and counseling needed if it involved emergency contraception or 
abortion at a Catholic hospital. 

 
I applaud Chancellor Gillman’s earnestness, transparency, and deft leadership of the WGCA.  

These issues are challenging, but not based on the law or bioethics.  The law and legal standards are 
clear as articulated above.  In bioethics, the principles of patient autonomy, social justice, beneficence, 
and non-maleficence dictate the values of medicine.  These obligations are patient-centered.  

 
Our current UC challenges relate to limited resources.  I take that quite seriously as we all should. 
 
The UC is challenged by limited space and rising medical costs.  Yet our constitutional values 

cannot be leveraged based on costs.  For example, the UC would not risk affiliation with organizations 
that restrict care based on race, simply because an affiliate offered more beds and services or 
demonstrated a commitment to serving the poor.  We understand the importance of dignity and equality 
in such matters.  The standards are no less rigorous and clear as related to sex. 

 
It has been my privilege to serve on the WGCA. I am at your service for any future iterations or 

work on these matters. 
 
 
Sincerely, 
 
 
Michele Goodwin 
Chancellor’s Professor  
 
 
  
  

           Michele Goodwin



THE REGENTS OF THE UNIVERSITY OF CALIFORNIA 

UC LEGAL - OFFICE OF THE GENERAL COUNSEL 

BERKELEY• DAVIS, IRVINE• LOS ANGELES, MERCED, RIVERSIDE, SAN DIEGO, SAN FRANCISCO 

11 11 Broadway Street, I 4ur. Floor Oakland. California 94607 

Charles F. Robinson 

VICE PRESIDENT AND GENERAL COUNSEL 

January 23. 2020 

Janet Napolitano, President 
Office of the President 
University of California 
1111 Franklin Street, 12th Floor 
Oakland, CA 94607 

SANTA BARBARA. SANTA CRUZ 

Re: WGCA Report; Response to Jan. 6, 2020, Letter from Prof. Michele Bratcher Goodwin 

Dear President Napolitano: 

This letter is in response to the January 6, 2020. letter you received from Professor Michele 
Bratcher Goodwin, Chancellor's Professor of Law at the Irvine campus, regarding the final WGCA 
Report. In her letter, Professor Goodwin asserts that it is illegal, under federal and state anti­
establishment and anti-discrimination principles, for the University of California ("the University'" or 
''UC") to contract with religiously affiliated medical institutions, because those institutions, out of 
adherence to religious precepts, limit the services those hospitals will provide. 

Professor Goodwin is a preeminent legal scholar and a critically important voice in many 
fields including health policy, women's reproductive rights and justice, and civil rights more broadly. 
Nevertheless, l respectfully disagree with her legal analysis, which I believe both overstates the 
extent to which the University is constrained from collaborating on common goals with religiously 
affiliated institutions and understates the concerns that would be raised under the United States 
Constitution and statutes if the University were to exclude certain hospitals from potentiai affiliation 
because of their religious values. My goal in writing this letter is to provide a more balanced and 
comprehensive presentation of the legal issues at play in the debate on affiliations. 

Contrary to Professor Goodwin"s assertions, the University of California may, consistent 
with its constitutional and statutory obligations. enter into agreements with religiously affiliated 
health care organizations on terms that further their common goals of providing quality health care. 
especially to underserved populations, while also maintaining each organization's independence 
where their values and interests diverge. Neither federal nor state law establishes a categorical rule 
that requires or prohibits UC from entering into contractual relationships to provide medical care or 
training with facilities that restrict certain reproductive. gender-affirming, or end of life care on 
religious grounds. While there is a certain tension between the dictates of the Establishment and Free 
Exercise Clauses of the First Amendment to the United States Constitution, the U.S. Supreme Court 
has repeatedly ''reaffirmed that 'there is room for play in the joints between' the ... Clauses, 
allowing the government to accommodate religion beyond free exercise requirements. without 
offense to the Establishment Clause." Cutter v. Wilkinson, 544 U.S. 709. 713 (2005) (quoting Locke
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