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ealing human brokenness has always been the Catholic Church’s work
in the world,” writes Msgr. Charles J. Fahey. Healing, in our time, is a
concept whose meaning is expanding. In this issue, Msgr. Fahey and six other writers

discuss new ways Catholic healthcare is serving older and chronically ill people.
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A NEW ROLE
FOR THE CHURCH

n 1988, with the publication of Catholic
Health Ministry: A New Vision for a New
Century, the Commission on Catholic Health
Care Ministry called on the Church to rede-
fine its healing mission in society.

Healing human brokenness has always been
the Catholic Church’s work in the world,
whether the brokenness is physical, emotional,
intellectual, moral, or spiritual. In fact, the
Church has traditionally viewed apparently differ-
ent kinds of brokenness holisticallv—as aspects of
a single whole—and has applied its healing arts
holistically as well.

The commission noted, however, that several
recent trends threatened the healing ministry’s
holistic vision. One trend was the increasingly
tenuous relationship between Catholic healthcare
organizations and local churches. Another was
the declining membership of the religious con-
gregations that had traditionally sponsored
healthcare organizations. Still another trend,
closely related to the second, was the steadily
increasing number of laypeople leading Catholic
hospitals and systems. The commission feared
that, “without a massive eftort, it will be impossi-
ble to sustain, develop, and organize this lay
commitment to the degree necessary to ensure
the continuity of Catholic health care™ ( Catholic
Health Ministry: A New Vision for a New
Century, Marriottsville, MD, 1988, p. 10).

Msgr. Fabey is Marie Ward
Doty Professor of Aging Studies
and senior associnte, Third Age
Center, Fordbham University,
Branx, NY. He also serves as a
program officer for the Milbank Memorial Fund.
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Dioceses
Should Do
More 1n
Providing
Care for
Dependent
and Dying
Persons

BY MSGR. CHARLES
J. FAHEY

Partly in response to A New Vision for a New
Century, the National Conference of Catholic
Bishops published two documents, The Role of
the Diocesan Bishop in Catholic Health Care
and the Ethical and Religions Directives for
Catholic Health Care ;\'rrxvifc'.f. In addition, the
Catholic Health Association, the National

8ummary In 1988, with the publication of
Catholic Health Ministry: A New Vision for a New
Century, the Commission on Catholic Health Care
Ministry called on the Church to redefine its heal-
ing mission in society. Unfortunately, despite vari-
ous efforts, the Church has not yet fully articulat-
ed a shared vision of Catholic healthcare, healing,
and support.

Healing human brokenness has always been
the Church's work in the world, whether the bro-
kenness be physical, emotional, intellectual,
moral, or spiritual. The Church, having a broader
definition of brokenness than that of the larger
healthcare system, must sometimes act as a
countercultural critic of that system.

Two of the great challenges facing healthcare
today are providing care for dependent persons
(people with chronic illnesses and older people)
and for dying persons. In both cases, much
more coordination of the various actors is need-
ed. The Church could ensure that this coordina-
tion is carried out.

In each diocese, the bishop should organize a
pastoral health and social service planning
group to assess community needs and apply
Church resources to them. Local Catholic
healthcare providers and social service agen-
cies should develop a corporate culture of heal-
ing and support. Parishes should accept the
idea that healing and supporting frail people are
integral parts of parish life.

HEALTH PROGRESS

R =™



SPECIAL

Coalition on Catholic Health Care Ministry, and
Consolidated Catholic Health Care have cospon-
sored New Covenant, a process meant to
strengthen the Church’s presence in healtheare
through regional and national collaborative
strategies.

However, despite these efforts, the ministry
continues to fall short of the hopes espoused in A
New Vision for a New Century. We have not yet
sufficiently articulated a shared vision of Catholic
health, healing, and support. Nor have we creat-
ed a technique that could integrate this vision
into the life of the Church at either diocesan or
parochial levels, or at the intersection where the
Church and Catholic healthcare organizations
meet.

Te CHURCH AND ComMMUNITY LEADERSHIP

The Church has two roles in the local communi-
ty. First, the Church is in its most “catholic”
sense concerned with all people and their well-
being; with all social structures, both those that
enhance and those that inhibit people’s lives; and
with all healthcare providers, public, not-for-

The local
bishop’s
responsibility
extends beyond
the Church’s

own programs.

SECTION

profit, and proprictary. And, second, the Church
sponsors some healthcare organizations, either
directly or through religious congregations.

If the Church fails to balance these roles care-
fully, they can be a source of confusion and con-
flict. All too easily, the Church can foster a harm-
ful competition that threatens, rather than
strengthens, the community.

The local bishop is in a particularly delicate
position because his responsibility extends
beyond the Church’s own programs to include all
others that influence the common good. The
bishop’s moral leadership must be used prudently
and fairly. He is bishop to all the people and insti-
tutions of his diocese, not just those that are
Catholic.

Laypeople are increasingly becoming Church
leaders in the local community. To the degree
that the laity is encouraged to exercise a leading
role in the health ministry, the hurts of people
will be better addressed, the ministers themselves
will grow in faith and commitment, and the
Church will give powerful witness to the Gospel
message.

KEY POINTS FOR CHURCH LEADERSHIP
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Catnotic IenTiTy AND HEALTHCARE PROVIDERS
Although external signs such as names and sym-
bols are one element of Catholic identity, they are
not fundamental. The fundamental elements are
four:

e A recognized connection with an official
Church entity, that is, a diocese or religious con-
gregation

e A world vision rooted in the Catholic tradi-
tion

e A set of values rooted in this vision

e Corporate behavior consistent with the vision
and values

Although formal connection with the Church
is a constitutive element in a healthcare organiza-
tion’s Catholic identity, the organization’s behav-
ior is the truly critical measure. This issue
becomes more problematic as Catholic providers
become ever more deeply embedded in a pre-
dominantly secular culture. The market, third-
party payers, government regulation, strategic
alliances, participation in systems, professional
accreditation, collective bargaining—all these
make demands on the identity of Catholic
providers. The identity problem is exacerbated by
the dwindling number of women religious on
healthcare staffs; the diminishing (though still
important) role of private philanthropy in health-
care finances; and the growth of local, regional,
and national healthcare systems and the concomi-
tant dispersal of authority and responsibility.
Taken together, these forces have a powerful
homogenizing, secularizing effect.

The Church should be concerned about serv-
ing people in the spirit of the Gospel. To do that,
the local Church and the local Catholic health-
care provider must discover a way to collaborate,
Indeed, searching for and implementing a collab-
orative strategy is itself a sign of the provider’s
Catholicity. For its part, the local Church must
reexamine its mission of healing in contemporary
society.

Today the vast majority of Catholic healthcare
providers are part of a community resource, sup-
ported by the broader community and serving it.
Catholic providers are now quasipublic institu-
tions that happen to be involved in a highly com-
petitive market. The leaders of these organiza-
tions must make deliberate efforts to infuse them
with Catholicity.

HeALTHCARE, HEALING, AND SUPPORT
Three concepts are useful in discussing the
Church’s role in Catholic healthcare:

® “Healthcare” is used in the broadest sense, to
include healthcare services for chronic illnesses,

® “Healing” means dealing with all the hurts a
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person might suffer.

e “Support” is the central need of chronically

ill and dying people (and also the central need of
those who provide care for the chronically ill and
the dying).
The Church and Healthcare The primary role of the
Church is to proclaim the good news and see to
the administration of the sacraments. In perform-
ing these duties, the Church must constantly
reflect on the changing human condition in the
light of Catholicism’s traditions. The Church has
a prophetic—and often countercultural—role that
can place it in tension with prevailing social values
and structures.

This tension can be especially marked in

healthcare, where Catholic providers not only
provide care for the injured and the ill; but—like
other Church-sponsored organizations—also
encourage people to do good works and give
direct witness to the continuing presence of
Christ. In carrying out its mission, Catholic
healthcare must sometimes criticize aspects of the
larger healthcare system.
The Church and Healing The Church must sometimes
act as a critic because its view of brokenness is
much broader than that of the larger healthcare
system, involving as it does all elements of the
human person: the moral, intellectual, and spiri-
tual as well as the physical and emotional. Since
an individual’s hurt will affect his or her family
and neighborhood, brokenness inevitably has its
social aspects. Healing thus requires providing
care for both the individual and the milieu.

It is in providing care for the milieu that
Catholic healthcare is most sharply in tension
with the larger healthcare system. On one hand,
the larger system increasingly realizes that it
must, through prevention and public health, treat
“the whole person.” On the other hand, funding
cuts restrict both the services the larger system
offers and the number of people it can offer them
to. And note that we are now discussing only
basic healthcare services, not healing in its broad-
er sense.

But Catholic healthcare, ever more aware of
the body-soul connection, knows that health is
indivisible. Both hurts and healing have psycho-
logical and emotional elements. Anomie, alien-
ation, and a sense of powerlessness are at once
the cause and effect of trauma and illness.
Ignorance is a kind of disease. Immoral behavior
hurts the sinner as well as the sinned against. A
person with but a tenuous, uncertain relationship
to God is afflicted with brokenness and in need of
healing.

The Church is not only a provider of health-
care services but also a conceptualizer of needs,
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an advocate for the poor and the uninsured, and a
promoter of healing. The Church is one of the
few institutions in society that can bridge
domains both theoretically and practically.
Through its parishes, the Church is geographical-
ly present to all people.

From a Christian perspective, healing involves

many processes. Indeed, it is likely to be most
effective when all these processes—physical, intel-
lectual, emotional, moral, and spiritual—are
brought to bear. The Church and Catholic
healthcare have a unique opportunity to foster
halistic healing both within healthcare organiza-
tions and in the neighborhood.
The Church and Support Two of the grear challenges
facing society today are providing care for depen-
dent persons (people with chronic illnesses and
older people) and for dying persons.

e Care of Dependent Persons Society is ex-
periencing great growth in the number of its citi-
zens who, because of physical, intellectual, or
emotional limitations, cannot care for themselves,
let alone participate in the work force. Many of
these are older people.

Unfortunately, government programs for the
dependent are limited in various ways. Medicare,
for example, is restricted to older people suffering
episodes of acute illness. Medicaid is restricted to
poor people. Supplemental Security Income is
restricted to people who have physical or mental
impairments that keep them from working. These
and other government programs fail to reach a
majority of the people requiring support. What is
worse, funding for even this minimal support
faces likely cuts in the future.

The growth of a dependent population, cou-
pled with the failure of government safetv-net
programs, means that many people are bound to
suffer not just inconvenience but grave threats to
basic decency.

The Church and Catholic healthcare have an
opportunity to collaborate in providing care for
the dependent. Although they cannot solve the
problem alone, they are uniquely placed ro offer
an array of services. For example, the Church has
long taken the Eucharist to people in their
homes, and this practice has been expanded and
enriched as laypeople carry out the ministry.

¢ Care of Dying Persons The debate over
assisted suicide has ar least increased sociery’s
awareness of a larger problem: inadequacies in
the care given to dying people.

The Church should be a leader in care for the
dying. Although Catholic healthcare encourages
people to sign advance directives, for example, it
all too often treats the execution of such direc-
tives as a formal, legalistic exercise that will have
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little real impact on the signers’ lives. The Church
should insist that its healthcare organizations see
the signing of these instruments as sacramental—
ceremonies in which caregivers express their com-
mitment to patients, and patients express their
trust in the caregivers. What greater confidence in
caregivers can a patient show than to say, “I want
vou to act as my other self and—if it should come
to that—to be there to hold my hand as I enter
eternal life™?

In care of both dving and dependent persons,
much more coordination of the various actors is
needed. The Church—through its healthcare
organizations, its social service agencies, and its
parishes—could ensure that this coordination is
carried out.

CHurch's PARTICIPATION IN HEALTHCARE
In each diocese, the local Church should partici-
pate in Catholic healthcare in the following ways.
Dioceses The bishop should organize a pastoral
health and social service planning group that:

o Assesses community needs

o Assesses the local Church’s resources

e Convenes representatives of the relevant local
Catholic organizations and asks them to develop
a comprehensive Church response to human
hurts

e Develops pastoral plans for local Church
action

Continned on p. 51

FOUR LEADERSHIP AREAS
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Continued from page 37

e Facilitates collaboration among
those Catholic organizations skilled
in healing and supporting activities

¢ Develops and implements sup-
porting activities that are beyond the
capability ot any single organization
Healthcare Providers and Social Service
Agencies Catholic healthcare providers
and social service agencies vary in
their sizes, missions, and capacities.
However, most providers and agen-
cies can:

e Develop a corporate culture of
healing and support

e Commit themselves to the heal-
ing and support of people in their
own purview and in the community
at large

e Participate with other community
organizations in planning, develop-
ing, and implementing healing and
supporting activities

e Participate in a diocesan pastoral
planning process
Parishes Parishes should accept the
idea that healing and supporting frail
people is an integral part of parish
life. Each parish should include in its
leadership a group that:

e Understands the many kinds of
brokenness found in any community

® Assesses the resources the parish
might contribute to healing broken-
ness

e Participates in planning healing
and supporting activities facilitated or
convened by the diocese or local
providers

e Creates linkages with resources
from the broader community, espe-
cially Catholic agencies and providers

All parts of the Church have some-
thing to contribute to healthcare,
healing, and support. Although the
parts are limited in what they can do
by themselves, they can, when they
join together, make a larger contribu-
tion than any other social constella-
tion. o

Second Printing
Now Available!

Food for the Journey:
Theological Foundations of the
Catholic Healthcare Ministry

by luliana Casey, IHM

140 pages/paper/6” x 9"
Second Printing 1996
Catalog No. 250, $10

Food for the Journey: Theological Foundations
0f the Catholic Healthcare Ministry

This award-winning book is CHA’s widely acclaimed contri-
bution to the ongoing effort to articulate the theological
grounding of Catholic healthcare. Special attention is paid to
healthcare leaders’ experience in today’s world as they seek to
bring the light and the wisdom of their faith tradition to bear
on that world.

Food for the Jowrney theologizes on the expericnce of
Catholic healthcare. It explores basic themes of the Catholic,
Judaic-Christian tradition to allow that tradition to illumine
our experience. It suggests avenues, memories, and attitudes
that would be useful in answering the questions facing
Catholic healthcare today. The book’s appendix offers ques-
tions for reflection and discussion.

Copies of Food for the Journey are available from the CHA
Order Processing Department for $10 each. Call 314-253-3458.
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THE CATHOLIC HEALTH ASSOCIATION
OF THE UNITED STATES

HEALTH PROGRESS

SEPTEMBER - OCTOBER 1998 m 51




