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Social Science Is Beginning to Reveal Differences
between the Ministry and Other Forms of Care

apid changes in the American
health care system, familiar to all
readers of this journal, have placed
extraordinary pressure on the mis-
ston and identity of Carholic
health care.' Mergers and acquisitions blur the
distinctive identities of the component institu-
tions, and managed care contracts pressure the
financial bottom line, threatening uncompensat-
ed or poorly compensated services. As the mem-
berships of the religious congregations that
tounded and directed Catholic health care
decline, the challenge of transmitting charism and
mission to new lay leadership is daunting.

These pressures are particularly acute for large,
established institutions, such as Catholic hospi-
tals. The difficulties and uncertainties in meeting
these challenges stimulate such questions as
“Why should the church remain in health care?”
or, less dramatically, “Why continue to operate
hospitals, instead of directing ctforts toward
smaller, more mission-intense institutions?”™ As
health care and the church change, why continue
commitment to ministries that may no longer be
appropriate extensions of the social justice mis-
sion? Perhaps human and material resources may
be better used in other areas.

Leaders of Catholic health care, responding to
such questions, often refer to the superionty of
not-for-profit over for-profit health care. Because
Catholic institutions are an integral part of the
larger framework of not-for-profit organizations
in the United States, abandoning this mission
would, these leaders say, weaken quality of care
and leave marginal populations more vulnerable.
Moreover, they continue, Catholic health care is
distinct even within the nonprofit sector. It
Catholic health care were to shutter its hospitals
and other institutions, essential services for the
poor, immigrants, the frail elderly, and other vul-

14 = JANUARY - FEBRUARY 2002

nerable groups would be severely compromised.

Leaders of Catholic health care could respond
to these questions in other, equally serious ways,
however. They could point out the differences
between Catholic and other-than-Catholic orga-
nizations in such areas as, for example, care of the
dving; pain management; uncompensated ser-
vices; and provision of services to socially stigma-
tized groups, including people with chemical
substance dependencices, people with HIV and
AIDS, mentally or physically handicapped per-
sons, and illegal immigrants. Storics of ministry
to such groups regularly appear in Health
Progress, Catholic Health World, and the annual
reports of many Catholic health care organiza-
tions. Mission and vision statements routinely
describe such services and their unique role in
Catholic-sponsored institutions.

Of course, stories like these may represent
only isolated instances; mission and vision state-
ments may lead only a paper existence, never
influencing daily operations. Then, too, Catholic
institutions may not differ significantly from
other health care organizations in the services
they provide to marginal and vulnerable popula-
tions. Withourt evidence, the argument that
Catholic health care is somchow unique is no
more than a hypothesis.

Social scientists specialize in testing such
hypotheses. Tt ought to be possible, by examin-
ing the medical and social science literature, to
determine whether the claims of Catholic health
care are supported by the evidence. Unforrunate-
lv, the available evidence is limited. Even so, we
hope in this article to do three things:

e Consider some theoretical reasons why
Catholic health care might be distinctive

* Examine studics of health care institutions
{most of them conducted by one or the other of
the authors) to see whether Catholic and other-

HEALTH PROGRESS




than-Catholic institu-
tions differ in impor-
tant ways

o Offer some conclu-
sions for Catholic
health care leaders,
social scientists, and
government policy-
makers

THEORETICAL
DIFFERENCES

An examination of
both Catholic theology
and Catholic institu-
tional lite suggests rea-
sons why Catholic
health care should be
strongly inclined to provide, for example, end-of-
life (EOL) and palliative services.

Catholic doctrine regarding the end of life
includes clear strictures against suicide, cuthana-
sia, and (by implication) physician-assisted sui-
cide. At the same time, this theology offers a vari-
ety of subtle moral distinctions that permit physi-
cians to forgo (or, if begun, to cease) “exrraordi-
nary™ medical treatment. These strictures and
distinctions are, morcover, sct out in the church’s
Etlhiical and Religious Dirvectives for Catholic
Healthh Care Services, a document designed to
provide direction to its health care institutions.”
Few other-than-Catholic health care organiza-
tions have such guidance for their EOL and pal-
liative services,

Morcover, the collaborative institutional envi-
ronment ot Catholic health care facilitates the
adoprion and dittusion of new measures promot-
ing Catholic identity. For example, in 1995 the
Catholic Health Association (CHA) and five
Catholic health care systems launched Supportive
Care of the Dying: A Coalition tor Compassion-
are Care “to develop and test innovative projects
and to provide support to member organizations

as they initiate systematic change in the care of

persons affected by life-threatening illness.™
CHA’s benchmarking program, called “Living
Our Promises, Acting on Faith,” will provide
Catholic health care with a system for measuring
the cffectiveness of their EOL care and pain-man-
agement programs.’

U.S. health care has generally been slow to
adopt hospice and other EOL services, primarily
because contemporary medicine remains commit-
ted to aggressive curative treatment.” But
Catholic organizations—because of institutional
guidance from their founding congregations, the
Ethical and Religions Directives, and mission
and vision statements—have become leaders in
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atholic organi-

zations have become

leaders in the provision

of end-of-life care.

the provision of care to
the dying.

EmPIRICAL DIFFERENCES
A variety of theological,
philosophical, and an-
ecdotal sources de-
scribe what the Cath-
olic health ministry calls
“Carholic identiry.”
However, measure-
ment of this identity is
more difficult. Only a
few rescarchers have
conducted empirical
studies attempting to
define and measure the
ways Catholic health
care might ditter from other varieties.

One approach to this problem involves deriv-
ing a sense of Catholic identity from the mission
statements of Catholic health care organizations.
“Social justice,” “universal right to health care,”
“respect for the dignity of all people,”™ and “provi-
sion of compassionate care” are themes common-
lv found in such statements. Having selected one
of these themes, the researcher could specify the
way an organization might carry it out. For exam-
ple, whart does it mean to provide “compassionate
care” services? Whart are such services? Does one
organization provide them in a manner different
from other organizations? If (to take another
theme) health care is viewed as a “universal
right,” and if all who receive it are to be treated
with respect and dignity, does it not follow that
Catholic identity would include providing ser-
vices to socially stigmatized groups—tor example,
people suffering trom HIV /AIDS, chemical
dependency, or epilepsy?

In the 19905, some social scientists began to

investigate and analyze the provision of these ser-
vices. A. J. LeBlanc and R. E. Hurley found, for
example, that public hospitals were then shoul-
dering the burden for most HIV/AIDS treat-
ment.” However, a later study—conducted by
Kenneth R. White, a coauthor of the present arti-
cle, LeBlane, and S. D. Roggenkamp—showed
thar by 1997, although public hospitals were
more likely to offer HIV-AIDS services than pri-
vate ones, Catholic hospitals were more likely to
offer them than their investor-owned counter-
parts.”

In 1993 White conducted a study comparing
private, metropolitan hospitals across the nation
in terms of stewardship of resonrees, social justice,
and compassionate care” According to this study,
Catholic, other not-for-profit, and investor-
owned organizations revealed few significant dif-
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ferences in their stewardship of resources (mea-
sured as return on assets, profit margin, and
operating expense per discharge). As for social
justice (access to services for all income groups),
Catholic and other not-for-profit organizations
ranked about equally, but Catholic facilities again
provided far more access than investor-owned
ones. Finally, Catholic hospitals provided more
compassionate care services (e.g., care for people
with HIV /AIDS, addictions, or other problems)
than cither investor-owned or other not-for-prof-
it organizations. A study by White and J. W.
Begun found that the provision of such services
by Catholic hospitals was strongly intluenced by
their mission statements and hence by the larger
healing ministry of the Catholic Church.”

A 1998 study by White, Clarke E. Cochran,
and U. B. Patel of hospital EOL services across
the nation, revealed that Catholic hospitals began
carlier than many others to provide palliative care,
hospice, and pain management services." The
study also indicated that Catholic hospitals con-
tinue to provide proportionally more of these ser-
vices than other types of hospitals.

SoME FUNDAMENTAL QUESTIONS
Catholic health care operates in a complex medi-
cal, business, political, and religious environment.
Catholic sponsors are accountable to the church
for carrving out Jesus’ healing mission. At the
same time, however, the health care organizations
these groups sponsor must operate according to
such secular medical and business criteria as effec-
tiveness, etticiency; and compliance with various
regulatory bodies. These two sets of require-
ments, representing ditferent cultural “environ-
ments,” are likely to collide on occasion.” As
organizational sociologists know, competing
environmental pressures spur organizations to
change, sometimes radically. The big question for
Catholic sponsors is whether their health care
organizations are distincr enongh from others to
warrant continuation of a church-sponsored
health ministry, especially one that rakes the torm
of hospital-based acute-care services.”

Environmental pressures toward organizational
conformity are intense. The need to have the lat-
est and best medical equipment and trearments,
the difficulty of finding money to pay higher
salarics to nurses and other health professionals,
and slow growth in reimbursement rates in both
government and private insurance—factors such
as these push all hospitals toward the same orga-
nizational models and toward the reduction of
money-losing services. Responding to these pres-
sures, Catholic hospitals sometimes begin to look
like their secular counterparts.

Yet the mission and identity of Catholic health
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care call it to be different in important ways: to
refuse to provide certain medical services that vio-
late human dignity; to work for solidarity and
social justice in employer-employee relations; and
to insist on serving the health care needs of the
community, whether doing so earns money or
loses it. In addition, the growing need for long-
term care, for supportive care of the dying, and
for mental-illness and addiction treatment might
lead Catholic health care away from the acute-
care hospital into smaller, community-based set-
tings. Social scientists cannot vet predict how
these tensions and pressures will change Catholic
health care or in what ways Catholic health care
will continue to be distinctive.

To answer this question, researchers must
study the data more closely than they have to
date. Going bevond a mere enumeration of the
various services Catholic organizations have
adopted, researchers must examine the quality
and outcomes of these services and patients’ satis-
taction with them. Pain management would be a
good place to start. How satistied are patients,
tamily members, and providers with a particular
pain-management program, for example? How
successful is the program in facilitating healing?
How successful is it in helping patients to cope
with chronic illnesst How successtul is it in help-
ing dving patients to maintain their dignity?

Incidentally, researchers should remember that
the optimal setting for EOL care and other ser-
vices central to the mission of Catholic health
care is often not the hospital but rather the
patient’s home or an ambulatory clinic, hospice,
or nursing home. The complete story of sponsor-
ship and mission is not captured in hospital-based
data. Especially in EOL cases, treatment should
involve a scamless integration of in-hospital ser-
vices with other services or home care. Catholic
health care organizations often include many of
these service components under a common orga-
nizational umbrella, with a common sct of ethical
and religious principles and a mission-integration
mandate, Because thev do, Catholic organiza-
tions may have an advantage over others.
Rescarchers should investigate whether this
potential advantage has been realized.

Research could also help answer other funda-
mental questions. For example, do patients expe-
ricnce Catholic health care differently than they
do other types? Do the emplovees of Catholic
organizations deliver care in unique ways? How
do partient outcomes in Catholic health care differ
from that resulting in other types? Catholic
health care organizations need to know it EOL
units are cost-effective, particularly whether they
replace costly invasive treatment, or are simply

Continued on page 50
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MINISTRY LEADERSHIP

Continned from page 12

to believe in her own intuition is
detailed in the narrative. She was still
active in journalism when she died at
age 84,

Graham’s leadership qualities of
humility, belief in her own intuition,
personal and professional integrity,
and trust and empowerment of
emplovees made her one of America’s
most remarkable and accomplished
women. Constantly struggling to
improve and develop herself and her
coworkers, including a son who ulti-
mately succeeded her at the Post, she
represents a model of self-develop-
ment and personal growth. She strug-
gled, as did Welch, with being “mar-
ried to the job” and, like Welch, suf-
fered the loss of relationships as a
result.

Graham’s sense ot social responsi-
bility, not personal ambition, guided
her decisions with regard to publish-
ing the truth. She approved the pub-
lishing of the Pentagon papers after a
federal judge had prohibited the New
York Times from continuing to pub-
lish them—a bold and daring move.
During a contentious and sometimes
violent strike, she managed to main-
tain daily publication almost without
interruption.

These rwo aurebiographics show-
case extraordinary professional suc-
cesses and failures that exemplify sev-
cral of the core competencies for mis-
sion-centered leadership. Both public
figures were devoted to the rgorous
pursuit of excellence, a selfless pas-
sion for developing collcagues and
coworkers, uncompromising personal
and professional commitment to
integrity, and a deep, abiding love of
their professions—all hallmarks of
Catholic health care leadership.
Imagine the potential impact of com-
bining these competencies with the
power of spiritual grounding! o

NOTES
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added to such treatment at the end of
care. Are uncompensated services equal
in quality to compensated services? If
not, how can they be made equal? Are
the emotional and spiritual effects of
chaplaincy services in Catholic health
care more significant than those result-
ing from other types?

Would nonhospital services perpetu-
ate Catholic identity more effectively
than those delivered in acute-care hos-
pitals? To fully evaluate the contribu-
tion of Catholic health care services,
resecarchers must answer these and
other questions. We hope that social
scientists in other fields will collaborate
with other health care rescarchers to
address them.

In the meantime, policy-makers who
wish to promote new, socially desirable
services—such as EOL or HIV /AIDS
care—could use the studies summarized
here to develop strategies enabling them
to select the types of institutions in
which such services might be best intro-
duced. We cannot predict what those
services should be because they will arise
in response to changes in medicine and
society. These new services may be
uncompensated (as pain management is
today) or unpopular (as HIV /AIDS
care was a decade ago). In any case, pol-
icy-makers should now develop incen-
tives, as needs for new services emerge,
to encourage certain health care organi-
zations to pioncer and test such ser-
vices, and, if successtul; to disseminate
them among other settings. Research
suggests that Catholic-sponsored orga-
nizations may be strategically positioned
for these initiatives. o
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