
BY LAWRENCE A. 
PLUTKO 

AN EDUCAHONAL RESPONSE 
To ASSBTED SUICIDE 
Catholic Systems Reach Out 
To Advance Compassionate Care of the Dying 

Mr. Plutko is direc­
tor, Office of The­
ology and Ethics, 
Sisters of Providence 
Health System, 
Seattle. He is also 
chairperson of the 
Committee on Care 
of the Dying of the 
Franciscan, Peace-
Health, and Provi­
dence Health 
Systems. 

T his past November Oregon voters 
inadvertent ly offered Cathol ic 
healthcare providers an excellent 
opportunity to advance the Church's 
healing mission to persons and com­

munities. They approved Ballot Measure 16, mak­
ing it legal for physicians to prescribe lethal doses 
of drugs for their dying patients. Even though the 
once unthinkable reality of legalized assisted sui­
cide is now "at our door" in Oregon, a spirit of 
collaboration in care at the end of life is reshaping 
the future of the Catholic healthcare ministry. 

The future of " T h e O r e g o n Dea th with 
Dignity Act" is uncertain since a preliminary 
injunction blocking the law's enactment has been 
granted. Still, three Catholic healthcare systems 
with facilities in the Pacific Northwest are quite 
clear about their commitment to providing opti­
mal care to persons at the end of life. Bellevue, 
WA-based PeaceHealth; Seattle-based Sisters of 
Providence Health System; and Aston, PA-based 
Franciscan Health System have formed the 
C o m m i t t e e on Care of the Dying of the 

Franciscan, PeaceHealth, and Providence Health 
Systems. The three organizations have collaborat­
ed to develop and offer comprehensive educa­
tional outreach on compassionate care of the 
dying throughout Oregon. 

GOALS 
Twenty system representatives met in Portland, 
OR, in January 1995 and developed a vision state­
ment, "Care at the End of Life" (see Box, p. 20). 
In addition, a steering committee of 12 represen­
tatives, which is leading the overall collaborative 
effort, then identified four goals for its work: 

• Clarify, communicate, and implement an eth­
ical, clinical, and spiritual paradigm of compas­
sionate care. 

• Assess the current level of care and, using 
expertise and resources primarily within the 
Catholic provider and greater Oregon communi­
ty, identify and share delivery models pertaining 
to all dimensions of care for the suffering and 
dying. 

• As part of the compassionate/comfort care 

S u m m a r y The future of "The Oregon 
Death with Dignity Act" is uncertain since a prelimi­
nary injunction blocking the law's enactment has 
been granted. Still, three Catholic healthcare sys­
tems in the Pacific Northwest are quite clear about 
their commitment to providing optimal care to per­
sons at the end of life. 

Bellevue, WA-based PeaceHealth; Seattle-based 
Sisters of Providence Health System; and Aston, 
PA-based Franciscan Health System have formed 
the Committee on Care of the Dying of the 
Franciscan, PeaceHealth, and Providence Health 
Systems. The three organizations have collaborat­
ed to develop and offer comprehensive education­
al outreach on compassionate care of the dying 

throughout Oregon. 
Twenty system representatives met in Portland, 

OR, in January 1995 and developed a vision state­
ment, "Care at the End of Life." In addition, a steer­
ing committee of 12 representatives has identified 
the goals of the Committee on Care of the Dying. 
The steering committee has also identified seven 
"Organizational Commitments and Common 
Elements" to ensure quality and excellence in com­
passionate care of the dying. 

Recently, the Daughters of Charity National 
Health System, the Carondelet Health System, and 
the Catholic Health Association-all based in St. 
Louis—have joined this collaborative effort to edu­
cate healthcare providers and the public. 
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delivery models, develop standardized education­
al modules for the care-giving community, as well 
as modules for the community at large. 

• Foster relationships and networking between 
care givers in the same organization and within 
the entire Catholic and state healthcare commu­
nity on the issue of compassionate care; identify 
resources that can be regionalized and shared. 

WORK GROUPS 
The Committee on Care of the Dying held a 
planning retreat in March, at which it formed 

three work groups (each with 15 members), com­
prising representatives from the three systems: 

• The Clinical Care Giver Work Group will 
develop standards and guidelines for optimal care 
at the end of life, identify mentors to model such 
care in facilities and programs, and create educa­
tional modules for physician and care-giver edu­
cation. 

• The Patient/Member/Community Education 
Work Group will educate patients, members of 
health plans, and targeted populations in Oregon 
communities on end-of-life issues and care. 
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A S S I S T E D S U I C I D E 

• The Public Policy " ^ ^ " seven "Organizational 
Work Group will iden- Commitments and 
tify legislative and Common Elements" to 
administrative changes V £ * r l Q f * r S S C C *1 ensure quality and 
to improve the envi- - ^ ^ ^ ^ » excellence in compas-
ronment in Oregon for sionate care of the 
optimal care of its suf- I P J* 1 1 'H. * dying: 
fering and dying citi RCCCi K M " 2i T a C t l C a l S n l l t 111 1 Ensure that the 
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Work group leaders care includes: 

S*r£££££ attitudes toward death. ap;tr
ient-focused 

toward death and dy- • A multidisciplinary 
ing, both individually team 
and corporately. To be credible, successful advo- • Pain and symptom management 
cates for compassionate care of the dying in soci- • Physical, emotional, and spiritual compo-
ety, Catholic healthcare must also actively tend to nents 
its own internal reform on this issue. It must • Evidence of management staff and budget 
address key structural problems such as fragmen- support 
tation of care, inadequate pain management, and • Attention in each organization's strategic 
lack of care-giver competencies in and account- plan and other decision-making processes 
abilities for care of the dying. 2. Ensure that the compassionate care position 

of Oregon Catholic healthcare providers is made 
COMPASSIONATE CARE known to every patient and family member at 
Integrating the value of compassionate care and time of admission, as well as to members of our 
relief of suffering in facilities and health plan ben- health plans at enrollment. 
efit packages will require much time and patience, 3. Ensure that our position on compassionate 
as well as creating permanent structures and pro- care is a part of facility and health plans staff and 
grams to support delivery models and the educa- physician orientation programs, 
tion of care givers, patients, and communities. 4. Ensure that all policies and procedures are 
The steering committee has further identified Continued on page 22 

VISION STATEMENT: CARE AT THE END OF LIFE 
Catholic healthcare providers in Oregon 
have rich heritages and histories of pro­
viding compassionate care to all individ­
uals, with a special emphasis on the 
poor, the elderly, and the dying. 

Consistent with this strong common 
foundation and in a spirit of collabora­
tion, our systems make a firm commit­
ment to recognizing the many dimen­
sions of pain and suffering experienced 
by those whom we serve. We believe 
that pain extends well beyond the physi­
cal dimension and encompasses spiri­
tual, emotional, and relational needs as 
well. 

We wish to be known as organiza­
tions that are progressive in promoting 
palliative care and compassionate relief 
of suffering and pain management with 
adequate interventions for both acute 
and chronic needs. We will integrate 

these efforts within standards of care 
and continuous quality improvement 
activities, within ongoing education for 
physicians, nurses, pharmacists, and 
other appropriate care givers, and with­
in mission, ethics, and pastoral care. 
Structures for evaluation and account­
ability will be created. 

We are committed to providing high-
quality care in a way that alleviates pain 
and suffering consistent with the wish­
es of patients and family members. We 
believe that patients have a right to 
maximal comfort regardless of the 
stage of their disease or their life 
expectancy. 

We are committed, as well, to estab­
lishing and maintaining those stan­
dards whereby physicians and other 
members of the healthcare team will be 
held accountable in working toward this 

goal. Interdisciplinary clinical teams are 
an effective antidote to fragmentation 
of care, while they also promote 
accountability. As values-based organi­
zations, we are committed to focusing 
our energies and to providing resources 
to further enhance the visibility of this 
issue within our healthcare systems. 

We recognize that budgets and 
staffing may well be affected by these 
goals. We also understand the need to 
build deeper partnerships with physi­
cians and the communities we serve to 
accomplish our objectives. Patient edu­
cation and community education will be 
important in this regard. 

Principal strategies will include edu­
cation, funding/staffing priority, policies 
and protocols, interdisciplinary clinical 
teams, hospice and home care, and 
accreditation. 
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Corporate Ethics in Healthcare: 

Models and Processes 
Corporate Ethics in Healthcare offers 
models of analysis that facilitate analy­
ses of corporate ethics issues. It also 
provides models of several values 
implementation processes. 

The models can be used to help: 
• Executive teams review the value 

dimensions of a major strategic deci­
sion 

• Boards assess management proposals 
• Planners structure a process to build 

consensus among board members 
and executive staff 

• Leaders ensure that strategic plan­
ning initiatives are consistent with the 
organization's mission and values 

• Planning and marketing staff inte­
grate values and ethics into their 
business plans 

• Mission leadership staff develop a 
framework for assessing how well the 
organization's mission and values are 
integrated 

THE CATHOLIC HEALTH ASSOCIATION 
OF THE UNITED STATES 

INFLUENCE MODEL 
Continued from page 17 

X I he optimal 
role of religious 

sponsorship has not 
been fully 
defined. 

tion's leaders as they assist employees 
in coping with rapid change. 

This experiment in religious spon­
sorship through influence is today 
meeting one of the most severe tests 
it will undergo. Certain staff, espe­
cially those outside clinical care areas, 
view the continued religious sponsor­
ship of Saint Marys Hospital as large­
ly sentimental. However, there is a 
counterbalance to this passive view of 
sponsorship. It is the feeling of a 
large number of staff members that a 
significant dimension of the vigorous 
culture that supports and directs this 
medical undertaking derives from 
religious origins. 

The optimal role of religious spon­
sorship in the still-evolving restruc­
turing of the Mayo Medical Center 
has not been fully defined. The spon­
sorship's influence may continue to 
be limited to Saint Man's Hospital— 
or it may come to affect the entire 
Mayo Medical Center. Its current 
advocates will—through their ability 
to capture the imagination, under­
standing, and conviction of their col­
leagues—determine the degree to 
which future patients, their families, 
and the Mayo Foundation staff will 
be beneficiaries of the "added dimen­
sion" of care that religious sponsor­
ship brings. o 

<=£!#.• Persons interested in learning more 
about the influence model of sponsorship 
may call Sr. Ellen Whelan, OSF, executive 
director of the Sponsorship Board, 507-255-
4277. 

ASSISTED SUICIDE 
Continued from page 20 

reviewed for consistent' of approach 
to our vision statement on compas­
sionate care. Develop policies and 
procedures that address at least the 
following: 

• Management of acute and chron­
ic pain 

• Management of symptoms asso­
ciated with pain, including nausea, 
vomiting, bowel care, weakness, and 
emotional and spiritual suffering 

• Organizational philosophy on 
care of the dying, with an emphasis 
on a description of comfort care ser­
vices 

• Use of advance directives 
• Administration of narcotics for 

the dying patient 
5. Establish a multidisciplinary 

study that involves monitoring of at 
least one aspect of compassionate 
care as part of the quality assurance 
program. 

6. Develop and implement an 
organizational-based training pro­
gram that addresses the following 
audiences: 

• Clinicians 
• Management staff 
• Members of governing boards 

(foundation, community) 
• Mission leaders 
7. Seek information via patient sat­

isfaction surveys and community sur­
veys that identifies to what degree 
pain and suffering were addressed 
a n d / o r controlled during a proce­
dure, physician office visit, or hospi­
talization. 

COLLABORATION INCREASES 
Recently, the Daughters of Charity 
Nat ional Hea l th System, the 
Carondclct Health System, and the 
Cathol ic Hea l th Association—all 
based in St. Louis—have joined this 
collaborative effort. D 

J£tT For more information, call Lawrence 
A. Plutko, 206-464-3392. 
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