FEUTURE S COPE

A RENAISSANCE
IN HEALTHCARE?

Catholic Healthcarve Providers Must Adapt
To a New World View

n his book A World Lit Only by Fire (Little,

Brown, Boston, 1992), William Manchester

records that on Magellan’s voyage around

the earth, his first officer kept a log in which

he carefully dated each entry, beginning with
Tuesday, September 20, 1519, when the ship set
sail. The ship returned to Spain, the log noted,
on Saturday, September 6, 1522. When the peo-
ple ashore insisted that it was Sunday, September
7, the officers and crew were left with a mystery
they could not solve: Somehow during their voy-
age around the earth, 24 hours had dropped out
of the calendar.

They had just proved that the world was a
sphere, Manchester writes, but they were not yet
thinking spherically.

This incident is a parable of what may be in
store for Catholic healthcare providers as we
move from our ingrained way of thinking to an
entirely new set of concepts and relationships. As
Catholic healthcare providers approach the year
2000, following a half century of revolutionary
change in our world and our industry, we may be
just as mystified by the realities of the new era as
the Medieval-minded sailors on Magellan’s voy-
age were mystified by the Renaissance world they
had just helped to open.

Our own journey toward a “spherical” twenty-
first century view of Catholic healthcare involves
dealing with what I see as the four most pressing
concerns facing us: (1) creating a more rational
delivery system in which the community’s health-
care needs are the driving force, (2) building a
solid bridge between physicians and the rest of
the healthcare delivery system, (3) ensuring that
healthcare reform does not fizzle through our
failure to provide universal coverage, and (4)
transforming Catholic healthcare from a ministry
of religious institutes into a ministry of Christian
communities.
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TowArD A RATIONAL DELIVERY SySTEM

Catholic healthcare, like the rest of the delivery
system, suffers from three serious flaws: Its parts
are disjointed rather than coordinated, it is driv-
en more by (perverse) marketplace forces than by
consumers’ needs, and its focus on the individual
all but displaces the communitarian dimension of
health and healing.

Our challenge is to create out of these dis-
jointed elements a sensible delivery system in
which fragmentation and oversupply are replaced
by integration and efficiency, in which healthcare
needs take precedence over an institution’s need
for self-preservation, and in which individual
healthcare is addressed in the context of an entire
community’s needs.

It is not just a question of bringing all the
pieces of a fragmented and dysfunctional delivery
system together in an interrelated network. True
reform, especially if it is to be consistent with a
Christian ethic, also demands that we eliminate
oversupply and streamline the delivery system,
that we balance individual good with the com-
mon good, and that we integrate healthcare with
other ministerial efforts, particularly in education
and social service.

Cartholic healthcare needs to re-envision its
mission by looking beyond the biomedical aspect
of Christ’s healing ministry and redeploying
some of its resources to meet other societal
needs. If, for example, we cut back healthcare
expenditures from 14 percent to 9 percent of
gross domestic product (which is what Canada
allocates) and reallocate the remaining 5 percent
(about $20 billion in the Catholic hospital sector
alone) for schools, job training, and job-generat-
ing infrastructure improvements, would the
overall health of the nation suffer as a result? Or
might it not improve?

Another crucial step toward a more rational
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delivery system involves distinguishing between
what is good for the individual and what is good
for the community. Instead of rationing health-
care services on the basis of an individual’s
income or job, as we do now, we need to allocate
the services in light of the whole community’s
best interest. Which is better, to spend millions
saving 500-gram newborns, or to provide prena-
tal care to some of the 500,000 women who give
birth every year with little or no prenatal care?
Which is better, to spend 60 percent of federal
social dollars for those nearing the end of their
lives, or to reallocate some of those funds to help
millions of uninsured children?

Even investor-owned healthcare organizations
are beginning to focus their efforts on improving
the health of entire communities. We in the
Catholic sector need to shed some of our fron-
tier individualism, recognize that the different
charisms of the spirit are given for the good of
the community, and let our healthcare spending
reflect this conviction.

BUILDING ALLIANCES WITH PHYSICIANS
Administrators face the challenge of bridging the
moat that has developed over the last 50 years
between physicians and hospitals, and of recraft-
ing the hospital-physician relationship to syn-
chronize not only their financial incentives, but
also their guiding values.

In the emerging world of integrated delivery
networks and capitated payment, the key to an
institution’s success, whether as the architect of an
integrated system or as an attractive partner, will
be its ability to dominate the primary care market.
A clear strategy for developing an extensive prima-
ry care physician network and for linking it to
solid subspecialty services will position a Catholic
hospital and its physicians to compete aggressively
for provider alliances and payer contracts.

Hospitals should encourage physicians to join
them in stable and mutually beneficial alliances
(which does not mean making them all employ-
ces), recognizing that by the end of the decade
physician groups, not hospitals, will be at the cen-
ter of the delivery system. Or, if physicians prove
capable of organizing on their own, hospitals can
do the twenty-first century thing by seconding
the physicians’ efforts and keeping them focused
on the goal of creating healthier communities.

In short, integrating physicians and hospitals
under capitation calls for a partnership mentality

HEALTH PROGRESS

We need to
shed some of
our frontier
individualism,
recognize that
the different
charisms of
the spirit are
given for the
good of the
community,
and let our
healthcare
spending
reflect this
conviction.

along with an entrepreneurial spirit and a long-
term commitment that benefits all partners.

UniversaL CoveRraGe

We must also ensure that healthcare reform
moves forward and does not stop short of uni-
versal coverage. For if universal coverage is not
enacted, we will be left with essentially the same
flawed system in which healthcare is effectively
rationed according to one’s income or job, in
which close to a sixth of the population is with-
out coverage, and in which a staggering propor-
tion of our national wealth continues to be
diverted from other, equally important societal
priorities, with no discernible return on the addi-
tional investment in healthcare.

Healthcare reform has already begun, driven
not so much by government legislation as by pri-
vate-sector purchasers who can command deep
discounts and even provide economic incentives
to minimize the use of costly resources. Even
without a national healthcare law, many will say
reform is unstoppable. Perhaps. But the kind of
reform we have seen so far has succeeded, at best,
only in reducing the cost of healthcare for those
already insured. It has done nothing to advance
the other equally basic goal of reform: ensuring
that everyone has access to needed healthcare.

With the setback in healthcare reform,
Catholic providers now face the rempration to
acquiesce in a healthcare system marred by injus-
tice and to deal with it through a stewardship of
cost-shifting. That kind of stewardship may alle-
viate the injustice, but it does nothing to correct
it. And it is certainly not a very powerful witness
either to our preferential option for the poor or
to the seamless ethic of life that sees healthcare as
a basic human right.

A MNISTRY OF THE CHRISTIAN CoMMUNITY
A fourth and final pressing challenge—particular-
ly for sponsoring religious institutes—is to trans-
form Catholic healthcare ministries into min-
istries of the larger Christian community.
Religious institutes still dominate Catholic
healthcare by their control, if not by their num-
bers; and this model has been extraordinarily well
suited to the U.S. Church until recently. The
need to adapt this sponsorship model by includ-
ing the laity is based on both theological and
empirical grounds.
The theological basis of lay involvement was
Continued on page 53
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Continued from page 31

enunciated 30 years ago in the stare-
ments of the Second Vatican Council
on the role of the laity in the
Church’s mission. The more pracrical
pressures for extending sponsorship
to the laity have to do with demo-
graphics (the declining number of
religious women and men), with soci-
ology (among other things, the redi-
rection of religious life away from
institutional ministries to more per-
sonal involvement in issues of social
justice and peace; and the emergence
of a qualified and professional
Catholic laity), and with economics
(especially the need to integrate
physicians and purchasers as risk-shar-
ing partners in the Catholic health-
care system of the near future).

Today’s ecclesiastical sponsors of
healthcare face the challenge of shar-
ing their responsibility with qualified
and dedicared lay men and women—
parish leaders, educators, health pro-
fessionals, business leaders, and oth-
ers—recognizing their right to a
voice in the governance of a Church-
sponsored health ministry and recog-
nizing the extensive contribution
they can make to that effort.
Healthcare must be a ministry of the
whole Christian community and it
must be seen as part of the Church’s
one ministry of proclaiming the good
news and of embodying it, as Jesus
did, in expelling the demons of sick-
ness.

A Loo Axeap

Less than a century after Magellan
proved the earth was a sphere, Galileo
proved (or came close to proving)
that it also moved around the sun. It
remains to be seen whether our view
of the role and structure of the U.S.
Catholic healthcare system will
change as profoundly as did those
carlier views of our planetary system.
But enough has already changed to
challenge our twentieth-century
model of Catholic healthcare, and the
next few years will be crucial in
refashioning this perennial ministry
for a new age. o
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Continued from page 43

cult times, sponsors will need to help
people understand why change is
necessary and how it relates to the
mission.

Examining a Range of Fundamental Changes
Jarring Religious Life The restructuring
of healthcare coincides with a major
transformation of religious life in the
developed world. As they grapple
with the restructuring of healthcare,
congregations are also wondering
about the future of religious commu-
nities, reexamining their identity, and
exploring alternative models of spon-
sorship. They are testing new min-
istries and applving new tools to old
ones. Women religious, in particular,
need to discuss all these changes,
placing the changes in healthcare in
the broader context of the transfor-
mation of religious life.

Developing Lay Leaders During the last
decade Catholic healthcare began to
move along a path that may eventual-
ly lead to lay sponsorship. In collabo-
rative arrangements, laypersons have
assumed increasing responsibility for
governance and management of the
ministry. For this trend to play out
successfully—especially in an organi-
zation as complex as an IDS—irt is
vital that we develop lay leaders capa-
ble of exerting the influence of
Catholic values on their institutions.

OPPORTUNITIES AND RisKs

The forces of change in American
healthcare are in full swing. The place
of Catholic healthcare in the new sys-
tem will depend on what we do
today. The future is appealing
because it offers us the opportunity
to realize a holistic healing ministry
and to achieve broad collaboration
with non-Catholics who share our
values. It also presents us with signifi-
cant risks because we will have to
share control of our institutions and
participate in new services. The
future calls us to participate in large
organizations, what some might call
“big business.” Most important, the
future calls us to impress on the rock
on which the new healthcare system
will be built the values of human dig-
nity, stewardship, social justice, col-
laboration, and excellence. o
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er. Suicides negatively affect their
families and all who know of them;
won’t mercy killings also contribute
to a culture of death? Hospice care,
by contrast, provides a moral and
humane way to live and die a good
death. In hospice, persons offer other
persons companionship, social sup-
port, pain control, and nonintrusive
care in a humane environment that
respects individual human dignity.

Individuals must surrender to the
moral prohibition against killing
themselves or others in order to
flourish as an interdependent human
community of equality and dignity. If
this is a truth of the moral order, then
it will be shown to be true through
the fruit of human experience. The
axiom “Truth is great and will pre-
vail” is true, but only in the long run.
In the short run, ethical errors and
mistaken moral beliefs can create
worlds of suffering and misery for
society.

In this coming American moral cri-
sis, Catholic healthcare providers will
find themselves at the center of great
ethical struggles. The outcome of this
moral contlict is as uncertain as every-
thing else in the waning twentieth
century. But Catholics dedicated to
“a civilization of love” must fight
against all mitiatives that substitute
killing for caring, no matter what
appeals are made in the name of free
choice, individual autonomy, and
mercy. o
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