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In each issue of 
Health Progress in 
1995, the journal's 
75th anniversary 
logo highlights an 
article of particular 
significance to the 
Catholic health 
ministry. 

T he numerous changes affecting the 
healthcare ministry raise questions 
about the organization and delivery 
of its services; the communa l 
aspects of these services; the financ­

ing of services across the delivery spectrum; the 
nature and structure of professional-patient rela­
tionships; and the ethical principles that have tra­
ditionally been used to address conflicts between 
these various goods. Healthcare analysts and 
consu l t an t s say these changes represent a 
paradigm shift. EthicistS and others concerned 
with the ethical aspects of these changes ask 
whether they can be adequately addressed 
through "principleism"—that is, reliance on the 
four major ethical principles nonmaleficence, 
beneficence, autonomy, and justice. 

There is nothing particularly religious about 
these questions. Other community-based, not-
for-profit delivery systems are experiencing the 
same difficulties and constraints—the same iden­
tity crisis and search for meaning—that religious­
ly based healthcare is facing. How are these 
changes affecting the focus of our ministry, the 
way we deliver services, and our ability to be a 

player in the healthcare communi ty of the 
future? What should we be about? Should we, as 
Rev. Richard A. McCormick and Charles 
Dougherty have asked, even cont inue to be 
Catholic healthcare providers?1 

Or should we be do ing s o m e t h i n g else? 
Should we perhaps sell our healthcare assets and 
work instead in other areas of Church ministry, 
areas where segments of society are underserved 
and our services may be needed more? 

This article makes an important assumption 
that could be argued in another setting: that 
there is a place for religiously based, Catholic, 
ins t i tu t iona l heal thcare in America today. 
Indeed, America would be worse off without it. 
More important, the Catholic Church would be 
worse off without it. Although there are many 
other ways in which the Church carries out its 
healing ministry, the Church would experience a 
definite loss if it were to abandon the formal and 
institutional structures of healthcare. 

The question then is: If the Church is to con-
tinue this ministry, what are the implications for 
the structure of its involvement? How does the 
institution envision its participation, and how 

S u m m a r y Catholic healthcare has tradition­
ally relied on four major ethical principles—non-
maleficence, beneficence, autonomy, and justice— 
to address conf l ic ts between various goods. 
However, all healthcare now finds itself facing great 
changes. "Principleism" is too limited to guide the 
Church's health ministry through the current crisis. 

But the Church possesses a body of social jus­
tice teachings that may provide healthcare with the 
necessary guidance. Eight inseparable but distinct 
themes are found in the social teachings: human 
dignity, human solidarity, the option for the poor, 
the common good, human rights, social justice, 

stewardship, and liberation. 
The eight themes are here applied to five critical 

healthcare issues: the patient-physician relation­
ship, the right to choose, healthcare as a commu­
nal good, rationing and limits, and work and its 
implications. 

The Church's social teachings may provide us 
with a basis for a structural reexamination of 
healthcare—including Catholic healthcare. In that 
analysis, we may find that Catholic healthcare has 
developed practices and standards that are at 
odds with its own teachings. Such an analysis will 
be painful, but it must be done. 
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will it respond to the ethical challenges before it? 
This article explores these questions primarily 

from a moral-theological perspective, by first exam­
ining one foundational approach—namely, the 
social justice teachings of the Church. In exploring 
these teachings, one wants to discover, whenever 
possible, the guiding principles that can shed light 
on how Catholic healthcare should be organized in 
the future, on how it might critique countervailing 
proposals, and on how it can transcend the limits of 
so-called principleism.2 

THE SOCIAL JUSTICE TRADITION 
This article is too short to include an in-depth 
analysis of the Church's social justice tradition 
and the documents that constitute it.3 Here I 
highlight eight inseparable but distinct themes 
that have been developed since the time of Pope 
Leo XIII. After that I examine the implications 
these eight themes might pose for five different 
areas of healthcare. 

Human Dignity The Church affirms the fundamen­
tal dignity of each person. An individual is to be 
respected as one made in the image and likeness 
of God and is to be valued for himself or herself. 

In this t each ing , an individual is seen as 
embodied spirit—body and soul linked together 
in a person acting in the world, responding to 
God, loving both self and neighbor. One should 
not spiritualize human existence—treat people as 
if their physical lives were less important than 
spiritual goals. By the same token, one should 
avoid vitalism —a fascination with the purely 
physical aspects of human affairs. In all things 
this unity, this complementarity of the human 
person, must be respected. 
Human Solidarity No person is an isolated being 
but is, rather, by nature fundamentally social. 
The fullness of human expression is found in the 
communal dimensions of human life. Primary 
among these is that smallest of social units, the 
one in which life is begun and nurtured—the 
family. In some writings this unit is idealized: 
Mom and Dad working and living in harmony, 
the children obedient to their parents. Though 
these idealized notions are frequently contradict­
ed by reality, the family remains one of the social 
units most important for human fulfillment. 

One grows up and leaves the family to experi­
ence life in larger communal groups. These 
include the neighborhood, the congregation, the 
community of co-workers, and the many other 
groups one passes through because of one 's 
social, leisure, and cultural experiences." 

"Solidarity" describes the chief characteristic of 
such groups, whether they be familial, local, na­
tional, or geopolitical. Because we are essentially 
one in the family of God's creation, we are to 

look after one another . And the face of the 
"other," stranger and lover, calls one to a rela­
tionship that is fundamentally characterized by 
justice. Our solidarity with one another calls us to 
care for and do justice to those in need. Solidarity 
also raises questions about those "limited" social 
resources that the well-off so frequently cite when 
they are confronted by the needs of the poor. 
The Option for the Poor The Church's social justice 
teachings posit a preferential option for the 
poor, suggesting that they base a particular claim 
on justice. "The poor," in these teachings, arc 
those who arc economically disadvantaged and 
hence suffer oppression and powerlessncss. 
There is no 'Victim blaming" in the preferential 
option lor the poor. On the other hand, the 
Church, in its concern for the common good, 
does require that the poor share responsibility 
for overcoming the devastating and evil effects of 
poverty. 

Many Church organizations—for example, 
Catholic Chari t ies , the St. Vincent DePaul 
Society, Catholic healthcare institutions—have 
provided genuine service to the poor. But ten­
sions can arise between the struggle against 
poverty (which is often systcmically rooted) and 
the demands of charity (which, while helpful to 
the poor, is unlikely by itself to overcome the 
causes of poverty). 
The Common Good The Church is also committed 
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to the common good, 
a concept denoting not 
simply a sum of panic 
ular goods but, rather, 
the conditions of com 
mUnal life in which 
human beings thrive. 
Included in the com­
mon good are eco­
nomic, political, social, 
and cultural structures. 
In recent years the 

D ecisions should 

be made at die level 

where thev will have 

decis ions should be 
made at the level 
where they will have 
the greatest impact. 

Economic justice re­
quires that all individu­
als share available re­
sources in an equitable 
fashion. This involves 
every level of human 
society: communa l , 
institutional, national, 

Church has used this international. And it 

die greatest impact. 
concept to discuss the 
increasingly heavy 
impact of transnational 
political and economic 
structures. 
Human Rights Affirming as it does the fundamen­
tal dignity of each person, the Church believes 
that each has certain political and economic 
rights. The political rights include those found in 
many national constitutions and the Charter of 
the Uni ted Na t ions , such as r ights of tree 
speech, political involvement, and emigration 
and immigration. More important, the Church's 
social teachings say human beings also have 
rights to food, shelter, work, education, leisure, 
the possibility of acquiring private property, the 
exercise of religious beliefs, and—according to 
Health and Health Care, the U.S. bishops' pas­
toral letter of 1981-a certain level of healthcare 
services.4 

Catholic institutions influence the exercise of 
these rights. Because of their role in the larger 
social nexus, such institutions inevitably affect-
either positively or negatively—the pursuit of jus­
tice, expressions of solidarity, and respect for the 
dignity of individuals. 
Social Justice: Political Participation, Subsidiarity, and 
Economics From political participation individu­
als derive a sense that they are helping make 
those decisions which will most strongly affect 
their dignity and liberty. Government and insti­
tutions, which have the power to either increase 
or reduce this sense of citizen participation, 
should examine their activities in light of the 
common good. 

The principle of subsidiarity says, on the other 
hand, that such decisions should be made not in 
the general interest but, whenever possible, at 
the local level—by those individuals who will be-
most seriously affected by the decisions and who 
will therefore know intimately which choice is 
best for them. Subsidiarity does not require that 
every decision be made at the low est level of a 
polity or institution; there are roles for govern­
ments, trustees, and managers. The point is that 

not limited to the shar­
ing of resources. The 
concept of economic 
justice also involves 
ques t ions about the 

nature of work and the workplace, such as 
whether individual workers are allowed to realize 
to the fullest extent possible their human and 
communal desires. Economic justice requires that 
concerns about ownership, management powers, 
and profitability be subordinated to concerns 
about the meaning of work and just wages for 
workers. 

Stewardship The Church's social teachings about 
stewardship require both individuals and institu­
tions to recognize that all goods, property, and 
assets have a social mortgage. The resources of 
the earth are to be shared and respected by 
everyone. It is through the appropriate use of 
these resources that we arc co-creators with 
God. No single person or group of people is 
entitled to reserve significant social resources 
solely for themselves. 

Liberation The Church has in recent years devel­
oped certain teachings around the social-theolog­
ical theme of liberation. This principle describes 
as unacceptable those social, political, and eco­
nomic s t ructures which benefit some while 
oppressing others . Such structures must be 
changed so that both individuals and communi­
ties can realize their full potential. The liberation 
principle raises significant questions about health­
care in particular: For example, why shouldn't a 
society provide at least limited healthcare sen ices 
to each of its members? 

APPLYING THE TEACHINGS 
These eight social justice themes are not the 
whole of the Catholic Church's social teachings. 
They are, however, particularly relevant to the 
healthcare debate going on in our country 
today. Although these teachings and principles 
might be applied to many areas, I would like to 
address five specific healthcare issues that I 
regard as critical. 
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THE PATIENT-PHYSICIAN RELATIONSHIP 
In discussions of healthcare ethics and changing 
healthcare roles, nothing has been considered 
more sacred than the relationship between a 
patient and his or her physician. According to 
this philosophy, patient and physician stand in a 
particular relationship that is marked by solidari­
ty, confidentiality, trust, and fiduciary obliga­
tions. The physician is obliged to: 

• Furnish the patient with information neces­
sary for his or her medical care 

• Be the patient's advocate; fight for his or her 
interests regardless of personal costs 

• Shield the patient from institutional and 
insurance claims that, in the physician's eyes, 
result in poor care 

This relationship should not be compromised 
by financial incentives o tie red to physicians to 
withhold treatment. One problem with health­
care reform is that it impinges on the patient-
physician relationship by (1) possibly requiring 
the patient to change physicians from time to 
time, and (2) requiring the physician to assume 
such roles as gatekeeper for a health maintenance 
organization (HMO) or rationcr of care in cer­
tain insurance programs. 

If Catholic social teachings are applied to the 
changing healthcare paradigm, two aspects of 
that teaching seem to conflict. On one hand, an 
individual's dignity and right of access to health­
care services depend on p ro tec t ion of the 
patient-physician relationship. On the other 
hand, the relationship is never experienced in a 
vacuum. Any particular relationship between a 
patient and a physician is immediately tied to 
numerous other relationships, including those 
involving family, employer, insurance cohorts, 
and society at large. 

Because of the fundamentally communal 
nature of human life, patient-physician relation­
ships are never exclusive. This tact causes endless 
tension. How are we to balance, for instance, the 
physician's perception of what is in the best inter 
est of the patient (sometimes known as benefi­
cence) with the patient's freedom to make his or 
her own choices (usually known as autonomy)? 
Recent examples of this tension —including the 
well-publicized stories of Helga Wanglie, Baby K, 
and others-abound. The tension demands reso 
lution, even though resources are limited. 

Although the following principles are at best 
sketchy, they may at least provide a jumping-off 
point for a discussion of this issue: 

• The relationship between a patient and a 
physician is not primarily an economic one. It is 
characterized more by the patient 's need for 
healthcare than by the physician's need for com­
pensation. 

• Certain decisions must be made about the 
limits of a patient-physician relationship. These 
may be made by small social units—by the rele­
vant members of an H M O , for example—or they 
may also need to be made at the governmental 
level. Governmental participation may be neces­
sary to facilitate significant steps in this process, 
including care of the poor. 

• All healthcare choices are circumscribed by 
limits. The ultimate limit is death, but anyone 
covered by private insurance or an entitlement 
program also faces limits. In the future, individu­
als may be restricted in the amount of care they 
are allowed to purchase, even out of pocket, 
especially if such purchases deplete the resources 
available to all. 

ISSUES OF CHOICE 
The exercise of choice is one of the fundamental 
values found in most healthcare reform propos­
als." Patients should be able to choose which 
physicians, hospi tals , and H M O s they use. 
Physicians should be able to choose which 
patients they treat, where they practice, and what 
their subspecialty is. Leaders of institutions 
should be able to choose where their facilities are 
geographically located and which services they 
provide. And the list goes on. 

But choice is nor the only value, and it some­
times clashes with others. Obviously some bal­
ance must be achieved among competing values. 
In the United States this balancing is usually left 
to the market. But, to the extent that U.S. 
healthcare is regulated by market forces, some 
patients will not be able to use the physician or 
institution they wish; and some physicians will 
not be able to practice the specialty they wish, or 
practice it in the location they wish. 

This is the rub. As long as market forces are 
employed to balance values in healthcare, choice 
will be dictated by those forces, not by patients 
and professionals. If, on the other hand, market 
forces were disregarded, choice would have to be 
exercised by some government agency, either 
state, regional, or federal. Neither option is 
entirely acceptable in the current political cli­
mate. The first is too ineffective and expensive, 
and the second is seen as a res t r ic t ion of 
American freedoms. 

A more careful analysis of these problems, in 
light of the Church's social teachings, could pro­
vide us with a powerful critique of the current 
distribution of U.S. healthcare services and the 
value of choice. Such a critique might have radi­
cal implications not only for patients and profes­
sionals but also for ins t i tu t ions , including 
Catholic institutions. After all, there is no guar­
antee that Catholic institutions would survive a 
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critique that is both rational and ethical. Here 
are some rudimentary principles: 

• Because one must have health to realize 
other values, healthcare services are not goods 
like other market commodities. 

• Choice must be structured in a way to serve 
the common good. 

• Government intervention may be necessary 
to ensure healthcare for the poor. 

HEALTHCARE AS A COMMUNAL GOOD 
The current healthcare crisis demonstrates what 
happens to certain members of the community 
when they lose access to a variety of healthcare 
services. The Church's social teachings say the 
crisis must be addressed in its communal con­
text, which has three aspects: delivery, finance, 
and services beyond the medical model. 
Healthcare Delivery In Catholic healthcare the 
delivery model has changed from women reli­
gious caring for the destitute and dying to com­
plex organizations providing a sophisticated 
range of curative, chronic care, and palliative ser­
vices. But the current healthcare crisis and the 
social teachings of the Church may combine to 
challenge the relevance of both these models. 
Some care is likely to be delivered at sites other 
than hospitals and clinics. And some is likely to 
be delivered by different kinds of professionals-
persons who are not necessarily physicians, nurs­
es, or registered therapists, for example. 

Such changes will be necessary if the common 
good is to be realized; if justice is to be served; if 
stewardship of resources is to continue; and if 
patients are to feel liberated in the contexts of 
their own communities, rather than oppressed by 
a large medical complex. This vision calls for a 
revaluation of the traditional delivery structure, 
but not, in my opinion, for abandonment of it. 
Financing Healthcare Closely related to the ques­
tion of delivery structures is that of finances. The 
U.S. government currently provides more than 
50 percent of the money spent annually on 
healthcare. Most of the remainder is controlled 
by major payers, particularly private employers. 
Both the government and employers, contend­
ing that they can no longer afford the current 
system, plan to reduce the number of healthcare 
dollars they spend. 

The question for the Catholic health ministry 
is: How should principles concerning economic 
justice and subsidiarity, combined with those 
concerning the appropriate role of government, 
be applied to financing healthcare? First, these 
principles make it clear that government partici­
pation is not "evil." They tell us, second, that nei­
ther patients nor professionals can behave as if 
they have unlimited choices with no connection 

to the larger world. 
A principled look at healthcare might produce 

other conclusions, such as the following: 
• Expenditures for healthcare services should 

constitute only a reasonable fraction of the cost 
of doing business. If, therefore, the market con­
tinues to drive prices blindly upward, society 
could legitimately cap expenditures at some 
point . Finding the appropr ia te point is, of 
course, the problem. 

• Government should provide overarching 
support for those left outside the healthcare mar­
ketplace—especially since private healthcare cov­
erage is so closely linked to employment, and 
our society has apparently decided that a certain 
level of unemployment must be tolerated for the 
free marker system to work well. 

• The stewardship of resources principle is not 
limited to acute care. Americans have gotten into 
the habit of applying the medical model of care 
to a wide range of social problems (drug abuse, 
for example). But hospitals cannot solve these 
dilemmas. At some point we must begin dis­
cussing personal, corporate, and social responsi­
bility for health status. 

If, as Catholic social teachings hold, each per­
son has innate dignity, it follows that each also 
has responsibilities, including responsibility for 
his or her own health. This docs not mean that 
sick people should be punished for their failure 
to care for themselves adequately. But neither 
does it mean that society must satisfy unlimited 
claims by people regardless of their behavior. 

On the other hand, society—including the pri­
vate corporations that are such a large part of it— 
is responsible for some of the causes of sickness. 
These include environmental and ground pollu­
tion, the destruction of waterways and healthy 
drinking water, lead paint on the walls of govern­
ment-subsidized homes, the overall neglect of 
communal infrastructure, and the lack of mean 
ingful educational opportunities in poor commu­
nities. The point here is not to enumerate all the 
sources of disease but, rather, to argue that if 
health status has a communal dimension, the 
medical model is too narrow for it. Healthcare 
must also have a communa l d imens ion . 
Government and business may be justified in cut­
ting the number of dollars they spend on health­
care, narrowly considered—but only if those dol­
lars are used to promote good health in the 
broader areas of individual and communal life. 

RATIONING AND LIMITS 
Debate continues about whether healthcare 
rationing—the deliberate denial of certain benefi­
cial services to some or all people—is necessary. 
Many contend that if administrative, legal, and 
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from the current health- M / M / of sponsors, trustees, 
care sys tem, there m / m / a i u^ senior managers. 
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reasonable services to sions, leaders can rely 
all who needed them. J 1 J * o n r n c , i r m guidance 
Others argue that even WOIKplaCe aClJUSt3TientS, of the Church's social 
if waste were eliminat- teachings. Work is one 
cd, the remaining of the fundamenta l 
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insufficient to care for I C t f M & e L-cli 1 I C l y ( J l l Q I C tf)e S ( ) C j a | question, to 
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since more sophistical OT Jj/j^OCC O l t l l C C h U T C h S U n d e r P r i n c i P l c c « 
ed medical technolo- & workplace rcconfigura-
gies and extended life t ion, a company may 
spans will always en- i i • not simply eliminate its 
gender new healthcare S O C l c l l t C t l C l l l l l l Z S . highest- or lowest-paid 
problems.6 employees. In fact, al-

Once again , the though payroll is usual-
Church's social teach- ly the biggest operating 
ing may provide some guidance: expense, a company should spread cuts across all 

• Rationing must be governed by concern for areas of its budget; employees should not bear 
the common good, and therefore must be done the entire burden. The following guidelines 
only after all have been given access to a minimal should be considered: 
level of care. • Organizations must recognize the impor-

• Rationing schemes cannot be the work solely tance of the dignity of the worker and assign it a 
Of those who are economically advantaged and higher priority than productivity and profits, 
already have access to care. • As workplaces are reconfigured, their owners 

• In the Catholic perspective, based on beliefs should have a fundamental concern for those 
about the death and resurrection of Jesus Christ, workers most in need of employment. Training 
death is not a final defeat. Nor is the application programs, outplacement services, and financial 
of all available resources to stave off death resources must be made available to the lowest 
respectful of human dignity. paid workers, not just senior managers. 

It may not be possible for a religiously based • An organization should clearly explain to its 
dogmatic truth about death and afterlife to affect workers the economic rationale behind work 
healthcare service delivery in general. But this place reconfiguration. It should also explain the 
t r u th should certainly have an impact on principles it intends to follow in making that 
Catholic institutions as they address questions reconfiguration—and then stick to those princi-
about rationing and limits. pies. 

• Employers should provide workers with 
WORK AND ITS IMPLICATIONS opportunities for reeducation to keep their job 
In general, healthcare reform has come to suggest or obtain a new one—and employees should take-
layoffs, " r e s t ruc tu r ing" of services, "re- advantage of these opportunities, 
engineering" of activities, and the other buzz­
words that signify lost jobs for members of all A FAILING SYSTEM 
healthcare professions. Catholic institutions are The current healthcare system is failing, on all 
not immune to these processes. Many institution- levels. It fails in its delivery aspect. It fails in its 
al leaders are agonizing over such layoffs—which care of those who are impoverished. It fails as an 
break what many workers saw as a commitment to employer. It fails in its resolution of professional 
lifelong employment. But Catholic healthcare conflicts. It fails in its ethical analysis, especially 
simply cannot afford to keep all of its current when that analysis is reduced to the principles of 
employees, especially as care-giving settings beneficence, nonmaleficence, patient autonomy, 
change. Institutional leaders know they are recre- and justice. 
ating a work force for today, for the year 2000, I am not saying that these principles are bad or 
and for the changes to come in the century ahead. destructive; they are simply too limited to help 

Adjustments in the workplace are a funda- Continued on pajjc 40 
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us solve the current healthcare crisis. 
But Catholic social teachings may 
well provide the principles on which 
healthcare can be restructured for the 
/cars ahead. 

We must remember, however, that 
an analysis of healthcare delivery 
based on Catholic social teachings will 
have as heavy an impact on Catholic 
healthcare as on non-Catholic forms. 
It is indeed possible that, in some cir­
cumstances, Catholic healthcare may 
have helped develop practices and 
standards that are at odds with its 
own teachings. That should not stop 
us from employing these teachings for 
a structural reexamination of Catholic 
healthcare. It will be painful, but it 
must be done. a 
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and further study, including inquiry 
into theological as well as clinical data 
and materials. 

• Appropriate regard for the goods 
of marriage and family and respect for 
unborn human life require much 
more than mere adherence to the pre­
scriptions and proscriptions expressed 
in Part 4. Although specific directives 
set the parameters for determining 
appropr ia te ac t ion on behalf of 
human good, they do not exempt 
decision makers from reasoned analy­
sis and conscientious decision mak­
ing. 

• The nature of the material 
addressed in Part 4 should lead ethics 
committees in Catholic healthcare to 
educate themselves and ensure they 
understand the issues. Moreover, 
ethics committees should carry out 
ongoing educational activities to pro­
mote better understanding of the 
issues and help shape organizational 
policy and practice in ways that pro­
mote the goods and values in ques­
tion, a 
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