
The 78th Annual Catholic Health Assembly 

A 

A healthcare revolution is at hand, and not just in Washington, DC. The 78th Annual Catholic Health 

Assembly, held June 6 to 9 in New Orleans, drew 1,300 Catholic health providers from across the 

nation to explore the progress of healthcare reform—at the federal level, in state initiatives, and in 

cities across the nation where providers are collaborating to provide more comprehensive, cost-

effective care. Culminating in an affirming address by First Lady Hillary Rodham Clinton, the assembly 

afforded attendees opportunities to discuss the operational opportunities ahead, innovative care 

approaches, and strategies to maintain their Catholic identity and values under a reformed system. 
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Hillary Rodham Clinton 

he Catholic Health Association and 
its members will be at the forefront 
of the Clinton administration's 
healthcare reform efforts, Hillary 
Rodham Clinton predicted in the 
assembly's concluding session. "I 
think you already know better than 

perhaps some of the for-profit organizations 
how to put caring and service at the center of 
the healthcare system," she told the audience. 

Speaking via satellite from Wash
ington, DC, the first lady said she found it 
amazing that CHA's healthcare reform pro
posal has reached many of the same conclu
sions and recommendations as the White 
House task force on healthcare reform, which 

she headed. "Your proposal is right in line 
with what we're thinking," Clinton told the 
audience. "Your role will be very much like 
what is oudined in CHA's reform proposal." 

CHA's healthcare reform proposal 
calls for the creation of a unique public-private 
partnership to provide affordable, high-quality 
healthcare services to everyone in the United 
States. The proposal eliminates adverse incen
tives in the delivery system, complex bureau
cracy, and system accessibility. Moreover, it 
provides strong incentives to providers to 
improve both the quality and cost efficiency of 
their services. 

At the heart of CHA's plan is the inte
grated delivery network ( IDN) , a set of 
providers organized to offer a coordinated, 
comprehensive continuum of services. These 
networks receive risk-adjusted, capitated pay 
ments and are held accountable for improving 
or maintaining the health status of their 
enrolled populations. An important part of the 
vision is a national global budget administered 
through risk-adjusted capitated payments. 

"I think the opportunities for not-for-
profit, tax-exempt hospitals and their affiliated 
organizations should only increase in the years 
to come," Clinton predicted. 

She said the president is moving 

"I think the opportu
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—Clinton 
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toward final policy decisions regarding his 
administration's healthcare plan. First, the 
plan will call for universal access as soon as 
possible. "Security is what the healthcare 
debate is all about," she said. 

When the reform plan is up and run
ning, "every American will have a health secu
rity card that will guarantee all Americans 
access to a comprehensive package of bene
fits," Clinton said. 

Cost control is a second fundamental 
goal of the reform plan. "We must strip away 
the incentives that reward doctors for doing 
more tests and procedures and encourage 
cost-effective, high-quality care . . . so deci
sions are not based on how something will be 
reimbursed, but on what a doctor thinks is 
best for the patient." 

Other components of cost control she 
mentioned are to reduce bureaucracy and 
micromanagement, require healthcare institu
tions and providers to live within a budget, 
require drug companies to lower their prices, 
and require employers to cover their workers. 

A third goal is a wholesale reduction 
in the paperwork that eats up healthcare dol
lars and time, she said. "Instead of a system 
where forms enforce the rules, we have a sys
tem ruled by the forms," Clinton observed. 
The new system would have one insurance 
form for everybody. 

The fourth fundamental goal is to 
improve long-term care coverage for the elder
ly and disabled by expanding home and com
munity-based care and improving coordina
tion of services, the first lady said. She noted 
that during a visit earlier this year to Saint 
Agnes Hospital, Philadelphia, she learned the 
hospital could not get reimbursement for 
adult day care. So families who cannot afford 
the $35-a-day fee are forced to put their 
elderly loved ones into nursing homes. 

"The system is complex and disjoint
ed, and it fragments the care people receive," 
she said. "If the long-term care system is left 
unchanged, all that will only get worse." 

The final goal Clinton outlined is to 
improve the availability of healthcare in under-
served areas such as rural communities and 
urban centers by targeting funds for these 
areas, strengthening their healthcare infra
structure, and providing incentives for doctors 
to practice there. 

Clinton said she was especially proud 
that CHA had awarded an Achievement 
Citation to St. Elizabeth Health Care Center, 
Gould, AR, which serves a community that 
other providers had abandoned (sec p. 67). 
Because of an enduring mission of advocacy 
for the poor, the center provides family-ori
ented preventive and curative healthcare ser
vices on a sliding scale for persons of all ages. 

"The president's plan will bolster 
efforts such as diese," she said, "and strength
en the healthcare infrastructure by linking 

community-based centers to hospitals and 
other providers." But "achieving reform is not 
going to be easy," Clinton predicted. Many 
groups profit from the existing system, she 
pointed out, and will fight these changes. 

"I hope that many of you and those 
you know and serve will be part of this effort 
to reform our healthcare system because you 
know what's at stake," she said. "We do not 
have the choice to stand still and accept the 
status quo." 

Sen. John D. Rockefeller IV 

ight the "prophets of doom" in 
Congress who want to preserve the 
status quo, Sen. John D. Rockefeller 
IV, D-WV, implored CHA mem-

| bers. Pledging his own support for 
President Clinton 's healthcare 
reform plan, Rockefeller said: 

"Don't let the advocates for the status quo 
seize control" of the reform debate. 

"Help us make reform a reality," he 
appealed to assembly-goers via videoconfer-
ence. The senator decried politicians who are 
causing reform efforts to experience "death 
by delay." Such tactics only alienate people 
from Congress, he said. 

Rockefeller urged CHA members to 
inform the American public about the issues 
surrounding healthcare reform and enlist 
them in making the "prophets of doom" 
accountable. Although the Clinton plan has 
not been finalized, he said the White House 
task force on health reform has done its job 
honesdy. 

He characterized the Clinton plan as 
"competition under a budget. It proposes a 
marriage of free-market dynamics and regula
tor)' discipline." The plan will be privately run 
and largely privately financed. The new sys
tem will cost more, but over time will 
squeeze out waste and abuse. 

It will be free of bureaucratic tangles, 
he said. "I think we will be able to put the 
costs and sacrifices in perspective with what 
will be gained." 

Two groups that will oppose the 
plan, predicted Rockefeller, are the insurance 
and small business lobbies. "The insurance 
industry is going to be reshaped, reformed, 
and diminished" in the new system, he said. 
"The small business people think it will cause 
them to go out of business. They are not 
going to look at the plan kindly." 

He called for CHA to take the lead in 

"The American pub

lic has to understand 

the cost of doing 

nothing. Our econo

my will never regain 

its strength if these 

costs continue." 

—Rockefeller 
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—Reinhardt 

organizing a core group of bipartisan sup
porters of the Clinton proposal. "It has to be 
an intense and ferocious group," he said. 
"The American public has to understand the 
cost of doing nothing." By the year 2000, the 
healthcare budget will grow to S2 trillion, and 
20 percent of American incomes will go to 
healthcare, he said. "Our economy will never 
regain its strength if these costs continue." 

IB .BHfE in HCUS 
Uwe E. Reinhardt, PhD 

n 
resident Clinton's budget problems 
have stalled the momentum of the 

I healthcare reform movement, 
I Princeton University political 

economist Uwe E. Reinhardt told 
assembly-goers. He warned that the 
delay has given special interests an 

opportunity to change the terms of the 
debate and urged Catholic healthcare 
providers to speak out on the importance of 
universal access. 

The United States has been unable to 
control healthcare costs in part because the 
government has been reluctant to establish 
mechanisms for deciding how healthcare 
should be distributed and providers paid, 
Reinhardt said. That reluctance stems from an 
ingrained set of assumptions that have histori
cally made healthcare reform difficult in this 
country. These include the beliefs that: 

• Healthcare should be available to all 
regardless of ability to pay. 

• Only physicians and patients should 
decide how to treat a given illness. 

• Someone in society should make 
the resources available to implement that 
decision. 

• Someone in society should pay the 
supplier of resources "properly," without ran
cor or questioning. 

To change the healthcare system, 
Reinhardt said, some of these assumptions 
will have to be contested. He predicted that 
many Americans will find such change pro
found!)' unsettling. "To reform the healthcare 
system is to intervene massively in the life of 
America," he warned. 

As the nation comes closer to enact
ing healthcare reform, Reinhardt said, people 
are going to have to decide which issue to 
concentrate on. Until recently, he noted, 
there seemed to be general agreement that 
the most urgent problem was guaranteeing 
everyone access to healthcare. But he said this 
consensus seems to be breaking down. "I'm 
astounded at how many people are now say
ing, 'Do costs controls first, then address the 
access issue,'" he told the audience. 

Reinhardt suggested the argument 
that healthcare costs should be brought under 
control before guaranteeing access to people 
rests on the assumption that healthcare is a 
commodity. As such, he said, it can be viewed 
as a basic good, but not as something to 
which everyone is entitled. The competing 
ideology, which informs the Catholic Health 
Association's reform efforts, is that healthcare 
is "a social good that should be available to all 
on fully equal terms and at the same level of 
quality, regardless of income," Reinhardt 
explained. 

"Mostly we debate this through 
euphemism," he pointed out. But he warned 
that a euphemistic debate at this stage in his
tory is exactly what the proponents of the 
commodity view of healthcare want. For 
Catholic healthcare providers, the critical task 
now is to ensure that the public understands 
the terms of the debate and the moral and 
ethical assumptions that underlie the Catholic 
position. "There is no more time for being 
polite on this issue," Reinhardt emphasized. 
"If you ever wanted to shout, now's the time 
to shout and make yourself heard." 

Ill 

Richard J. Davidson, ErJD 

merican hospitals cannot afford for 
the president and Congress to fail 
to reform the country's healthcare 
system. That is the opinion of 
Richard J. Davidson, president of 
the American Hospital Association 

I (AHA). "The opportuni ty for 
healthcare reform probably won't come 
again," added Davidson. "Clinton is the first 
president to stake out healthcare as an impor
tant campaign issue. Don't expect the next 
president to take on healthcare reform if 
Clinton fails." 

Davidson said the success of 
Clinton's proposed budget is critical to the 
future of healthcare reform. "The president 
must take care of the budget problem first," 
Davidson said. "His reform proposal may 
come at the end of July; it may come after 
Labor Day. "[But] you don't need to wait 
for Washington, because reform is happening 
all over the country. If you are not already 
involved, I would urge you to move quickly 
into integrated delivery." 

Davidson's vision of the future is one 
in which healthcare is local. "Our healthcare 
system is going to be rebuilt community by 
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c o m m u n i t y , " he said. " I t ' s a ' m a d e - i n -
America' approach." Institutions will move 
away from competition for market share into 
collaborations with other providers of health 
services. 

D a v i d s o n cal led for u n i t y and 
strength in a grassroots campaign. "Call your 
senator. We've got to win the struggle on 
this current budget debate," he said, caution
ing that a retreat from the energy tax could 
b r i n g a b o u t new c u t s in M e d i c a r e and 
Medicaid. "Members of Congress still listen 
to their cons t i t uen t s at h o m e . C H A and 
AHA can only quarterback this effort. You 
will deliver the goods. You must be activists 
in vour role," he said. 

eon lira 
Dick E. Merritt 

Duane Benson 

Richard Heim 

William J. Hagens 

esp i t e the push for h e a l t h c a r e 
reform at the federal level, states 
continue to pursue initiatives that 
address their citizens' unique needs, 
said Dick E. Merritt, director of the 
In te rgovernmenta l Heal th Policy 
Project, George Washington Uni

versity, Washington, D C . States have good 
reason to look for their own solutions to the 
healthcare crisis, he said, because access and 
cost issues are as acute at the state level as at 
the federal level. 

He added that healthcare reform was 
an important campaign issue in many states 
and states need reform now. They know 
from experience they cannot assume that a 
reform package will come from the federal 
government , he said. Even if a healthcare 
reform proposal does pass Congress , states 
believe they will be better prepared to com
ply with its provisions or request adjustments 
if they have their own programs in place, 
Merritt said. 

Most states have concentrated their 
healthcare reform proposals on the issue or" 
access, Merritt said, but many are now begin
ning to tackle meaningful cost-containment 
measures and strategies to reform the deliv
ery system. 

One recently passed p rogram that 
addresses all these issues is M i n n e s o t a ' s 
Heal thRight Act. Minnesota state senator 
Duane Benson, an author of the legislation, 
said the act calls for the creation of local inte

grated service networks that provide a con
tinuum of services to enroliees at a fixed rate. 
"The approach combines cost-cutting mea
sures with measures t o improve access ," 
Benson said. The act also sets a goal for the 
state to reduce healthcare expenditures by 10 
percent a year. 

In New Mexico, legislators are look 
ing for ways to create access for the 28 per
cent of the state's citizens who lack health 
insurance and canno t wait for passage of 
national healthcare reform. Richard Heim, 
cabinet secretary of the New Mexico Depart
ment of Human Services, said the state has 
elicited pledges from providers t o accept 
reductions in Medicaid reimbursement. In 

Hr M 
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addit ion, emergency room visits and inpa 
tient hospitalizations have declined as a result 
of the Primary Care N e t w o r k , a p rogram 
available to c i t izens in t w o - t h i r d s of the 
state's counties. The state covers care provid
ed only by primary care physicians who are 
part of the network, Heim explained. Also, 
he said a newly created Health Reform Task 
Force is studying all opt ions for healthcare 
reform in New Mexico. 

Far-reaching initiatives are under way 
in Washington State, according to William J. 
H a g e n s , s en io r research analyst tor t h e 
Health Care Committee of the Washington 
State House of Representatives. East April 
the legislature passed the Washington Health 
Services Act of 1993 , an employer based 
model aimed at ensuring universal access hv 
1999. The act includes provision of benefits 
through a reformed insurance model, capitat 
ed managed care provided by existing health 
maintenance organizations or new integrated 
delivery systems, a five-member commission 
to administer the system statewide, and four 
h e a l t h c a r e p u r c h a s i n g a l l iances t o give 
employers access to the plans in their region, 
Hagens said. Employers will be required to 
pay at least SO percent of the costs of the 
lowest-priced benefit package available, and 
premiums will be capped. 

Merritt, Benson, 
and Hajjens 
describe state-
attempts to tackle 
access and cost 
problems. 
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"The handbook 

describes how 

Catholic healthcare 

providers can move 

quickly to take a 

leadership role in 

what is our future." 

-Sr.Coyle 

lie Catholic Health Association's 
draft document Renewing the 
Catholic Healthcare Ministry: A 
Handbook for Planning and 
Developing Integrated Delivery 
articulates a contemporary expres
sion of Catholic mission, Sr. 

Maryanna Coyle, SC, told attendees at a gen
eral session of the assembly. She said the doc
ument "describes how Catholic healthcare 
providers can move quickly to take a leader
ship role in what is our future." Sr. Coyle 
recommended that attendees use the hand
book to evaluate their own readiness for inte
grated delivery, as well as the readiness of 
their communities and other providers in 
their areas. 

CHA will incorporate member feed
back on the draft document before it is pub
lished this fall. A copy will be sent free to all 
CHA members. 

J. Michael Watt, vice president, 
Lewin-VHI, Washington, DC, and Timothy 
J. Eckels and Philip Karst of the Catholic 
Health Association, who have worked on the 
handbook, described the book's contents. 
The handbook covers the reasons for imple
menting integrated delivery, the elements of 
integrated delivery, how to implement inte
grated delivery, and practical accounts— 
vignettes—of healthcare providers who are 
dealing with change. 

Putt ing the book together was 
daunting, speakers said, because of the diver
sity of CHA members. But the document 
takes these differences into account and is 
adaptable to all situations. The handbook has 
a "mission check" throughout. 

The handbook explores how to 
develop a vision, examine options, determine 
a facility's readiness for integrated delivery, 
and build integrated delivery networks 
( IDNs) . The handbook urges Catholic 
healthcare providers to be especially sensitive 
to needs of their communities and the per

sons they serve. It offers guidelines for lead
ers to think through decisions they will face, 
including physician relationships and partner
ships with insurers. 

Three healthcare providers already 
implementing integrated delivery described 
what they have accomplished and what they 
have learned during the process. They 
stressed the importance of a tool like the 
handbook. 

Florida now has on the books tem
plate legislation undergirding managed com
petition that calls for creation of purchasing 
cooperatives and "accountable health plans" 
in 11 areas across the state, according to 
Michael Bice, president and chief executive 
officer, Franciscan Sisters of Allegany Health 
System, Inc., Tampa. Allegany is developing 
IDNs in four areas—Tampa; St. Petersburg, 

FL; West Palm Beach, FL; and Camden, NJ. 
The system is doing this, Bice no ted , 
through acquisition and networking (e.g., 
joint ventures). 

To achieve integration, Bice said that 
Allegany has learned it needs to "retool its 
corporate services," moving from a manage
ment culture to a development culture. 
Managers, he noted, should be spending 50 
percent of their time on integrated delivery 
to make the kind of impact necessary for suc
cess. 

John P. Lee, vice president for oper
ations, Sisters of Providence Health System, 
Portland, OR, said that his organization 
began looking at integrated delivery systems 
12 years ago. Eventually, "systemic injustice 
and our stewardship values called us to 
action," remarked Lee. 

Since then, Sisters of Providence has 

Lee, Rice, and Sr. 
Willert stressed the 
importance of a 
tool like the hand
book. 
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developed a health maintenance organiza
tion, the state's largest home health agency, a 
nursing home without walls, and 12 off-cam
pus clinics, and it is embarking on housing. A 
year ago primary care physicians in the area 
were all in solo practice. Today, they are 
employees of a multispccialty clinic, his sys
tem, or the other hospital in the area. 

Five years ago Tucson had no man
aged care, said Sr. St. Joan Willcrt, CSJ, pres
ident and chief executive officer, Carondelet 
Health Services, Inc. "Today between 90 
percent and 95 percent of our business is 
managed care," she said. She described her 
organization's foray into capitation through 
Mercv Care Plan, which offers care to 
Arizona's Medicaid recipients (see p. 57 for a 
more detailed description of Mercy Care 
Plan). 

David A. Anderson 

integration of physicians and health
care systems and of functional areas 
like information systems appears to 

I contribute to higher levels of effec-
I tiveness and performance. But pre-
I liminary results of a study of health-
B care systems indicate little move

ment toward physician-system and functional 
integration. 

David A. Anderson, a partner in the 
National Healthcare Strategy Practice of 
KPMG-Peat Marvvick, Chicago, presented 
the early findings and recommendations from 
the Health Systems Integration Study. The 
three-year study, begun in December 1990, 
surveyed board members, corporate and 
noncorporate managers, and physicians in 
nine healthcare systems throughout the 
United States, including the Franciscan 
Health System, Aston, PA, and Sisters of 
Providence Health System, Seattle. 

The study, conducted by Anderson's 
firm and Northwestern University, is testing 
the hypothesis that higher levels of perceived 
integration within the system will result in 
higher levels of perceived effectiveness and 
performance. Survey results indicated board 
members often assume their systems are 
moving into integration more smoothly than 
they are. Board members may not be aware 
of their organizations' readiness for integra

tion, Anderson said. 
Based on early results of the study, 

Anderson recommended four prescriptions 
for higher integration and organizational 
effectiveness and performance: stronger lead
ership, governance reorganization, manage
ment reorganization, and an "integration 
tool kit." 

To promote stronger leadership, he 
said, those sponsoring change must under
stand the resistance to change .\nd have sys
tems in place to manage that resistance. 
"Sponsors of change must increase the pain 
to promote stronger leadership. You have to 
create a sense that your people are standing 
on a burning platform," he added. 

Anderson also advised that to 
strengthen leaders, "you must define the 
implications of strategy on people's jobs and 
their role in the system. Nobody understands 
Strategy until they know what it means for 
their jobs." 

Change agents need to define and 
better communicate how hospitals fit into 
the overall strategy, Anderson added. 
"Hospitals are used to thinking of themselves 
at the center of the system." In the future, he 
said, they will need to think about business 
ecosystems in which they are interactive par
ticipants. 

With regard to governance reorgani
zation, Anderson recommended reeducating 
some boards. In some cases, he added, it may 
be appropriate to completely replace a board 
with one that has the skills needed to ensure 
successful integration. 

Anderson also advocated deempha-
sizing or eliminating local operating boards 
in favor of increased efficiency through a 
regional board governance. "Speed of deci
sion making and clarity of responsibility are 
keys to success," he noted. Management 
reorganization might include a restructuring 
of the role of facility CEOs in a region, 
changing their focus from individual hospi
tals to broader, regional responsibility. 

"Sponsors of 

change must 

increase the pain to 

promote stronger 

leadership. You 

have to create a 

sense that your peo

ple are standing on 

a burning platform." 

—Anderson 

Breaks between sessions gave attendees a chance to 
II ci work. 
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The patient-focused 

care concept will be 

complemented by a 

comprehensive 

computer informa

tion system that will 

allow information to 

be entered at 

patients' bedside 

and accessed by 

physicians in their 

offices. 

- S o h 

Young S. Suh 

John P. Lee 

\ e c u l ives from Genesys Hea l t h 
System in Flint, MI, and Sisters of 
P r o v i d e n c e H e a l t h Sys t em in 
Portland, OR—two healthcare sys
t e m s on t h e c u t t i n g e d g e of 
reform—presented the "how-to" of 
integrated delivery networks. 

At one time seven hospitals (2,200 
beds) served the Flint area, in which General 
Motors ( G M ) is the major employer , said 
Young S. Suh, president of Genesys. layoffs 
at GM changed the economic picture, lead 
ing four hospitals, which had been staunch 
compet i to r s , to affiliate t o form Genesys, 
with the objectives of improving quality, 
cost, and access. 

The consolidation calls for the build
ing of a "revolutionary and futuristic" hospi
tal, the first built specifically to meet the 
needs of "patient-focused care," Suh said. 

When the new, 4 3 9 - b e d facility— 
Genesys Regional Medical Cen te r , Grand 
Blanc, M I - i s completed in 1997, the 908 
beds of the four older hospitals will be con 
verted from acute care to emergency and 
outpat ient services. The consolidation will 
mean the elimination of some 600 positions, 
Suh said, but it will allow the system, which 
is sponsored by the Sisters of St. Joseph, 
Nazareth, MI, to operate with a high occu
pancy rate. 

To fulfill its mission as a patient ecu 
tered care hospital, the medical center will 
have nontraditional structures in such areas as 
management, operations, and even architec
ture, noted Suh. Genesys predicts S12 mil
lion will be saved each year as a result of the 
patient-focused approach, said Suh. 

Suh e x p l a i n e d t ha t t h e p a t i e n t -
focused care concept will be complemented 
by a comprehensive computer information 
system that will allow in format ion to be 
entered at patients' bedside and accessed bj 
physicians in their offices. 

Today, Genesys hospitals have eight 
h ie ra rch ies of m a n a g e m e n t , n o t e d Suh; 
Genesys Regional Medical Center will have 
four. 

A physician office bui lding will be 
integrated with the medical center. Suh said 
that the goal is lor specialists to walk for no 
more than 30 seconds to reach a patient. 

The medical center will be jointly 
owned by the health system, a newly formed 

phys ic ian-hosp i ta l o r g a n i z a t i o n , and an 
existing health main tenance organiza t ion 
( H M O ) . Because the H M O covers proce
dures that conflict with Catholic moral teach 
ings, many moral and ethical issues of the 
new arrangement still need to be worked out , 
Suh said. 

In Portland, the Sisters of Providence 
Health System is working toward an integrat
ed health system that will serve the full range 
of p e o p l e ' s hea l thcare n e e d s . "We have-
stopped investing in acute care," said John P. 
Fee, vice president for operations. Instead. 
the system is speiuhng some $30 million to 
purchase primary care physician practices and 
establish ambulatory care settings. 

Sisters of Providence is following 
several strategies in regard to primary care, 
said Lee. The system now employs 45 prima
ry care physicians, but has a goal of 200. And 
the system sponsors a medical staff organiza
tion for primary care physicians who are in 
solo or two-person practices and do not wish 
to become system employees. The system 
also is developing strategic alliances with 
large clinics that want to remain indepen
dent. Finally, part of the program in Portland 
includes retraining physician specialists to 
become primary care givers, Lee said. 

For the future, Lee noted that health
care providers should prepare for increased 
numbers of patients in H M O s ; more physi
cians as employees; increased numbers of 
physician extenders, such as nurse practition
ers and physician assistants; and significantly 
fewer patient days. 

ack of Pr mary C 
] lpi i: lefts' 

l f i« 
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Gerald C. Keller, MO 

Ronald G. Blankenbaker, MD 

nder a reformed U . S . heal thcare 
system, all Americans will have a 
primary care provider to coorelinate 
their care, provide basic care, and 
walk t h e m t h r o u g h the m a / e ol 
subspecialists. But a severe shortage 
of primary care providers could be 

the "Achilles ' heel of healthcare re form," 
according to Ronald Ci. Blankenbaker, senior 
vice president of medical affairs and aca
demics, F.rlanger Medical Center , Chat ta 
nooga, T N . 
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"If you want to inte

grate and you don't 

have enough prima

ry care physicians, 

you better start 

doing something 

about it now." 

-Kel ler 

Only 30 percent of U.S. physicians 
are primary care providers, down from 50 
percent in 1 9 6 1 , said Gerald C. Keller, a 
physician and teacher at O s c h n e r Cl inic , 
Mandeville, LA. In contrast, 50 percent of 
C a n a d a ' s p h y s i c i a n s and 7 0 p e r c e n t of 
England's .ire in primary care, he said. 

With the shortage of trained primary 
care physicians —that is, family physicians, 
internists, and pediatricians—obstetrician/ 
gyneco log i s t s and subspecia l i s t s may be 
tapped to till the role after healthcare reform, 
Keller noted. Bui they will not be effective 
substitutes, he claimed. Subspecialist physi
cians are taught to use technology, not to 
provide cost-effective treatment, and, com
pared with primary care physicians, tend to 
overprescribe some technologies. Although 
physicians' salaries are about only 20 percent 
of the annual healthcare bill, Keller pointed 
out that their behavior—the tests and treat
ments they order—make an enormous differ
ence. 

Mm cover, subspecialists' training is 
too narrow, neglecting such basics as treating 
an ingrown toenail or performing a vaginal 
examination, Keller said. "Family physicians 
need a broad spectrum of knowledge," he 
said. They have a background in acute and 
preventive care, as well as in psychology so 
they can communica te with their patients. 
They are trained to handle 85 percent to 90 
percent of the problems that patients come in 
with, ,\nd they know their own limitations. 
when to refer patients, and to whom. 

Fur thermore , added Blankcnbakcr, 
primary care physicians "must be willing to 
deal wi th a b s t r a c t s and the u n k n o w n . " 
Specialists tend to want to know everything 
about an organ or disease and order expen
sive tests to discover the exact cause of a 
patient 's problem. Primary care physicians. 
on the other hand, are generalists who know 
a little about a lot, Keller noted. They are 
taught to order tests only if the results will 
affect their treatment plan. 

T o prepare for heal thcare reform, 
Oschner Clinic (a tertiary care center with 
satellite clinics throughout New Orleans) has 
hired 25 to 30 primary care physicians and 
established a residency program in primary 
care. Keller no ted that the clinics are no t 
making enough to pay for all the primary care 
physicians but are commi t ted to carrying 
them to ensure their availability later, when 
demand will be higher. 

T o increase the supply of primary 
care physicians nat ionwide, Keller said the 
education system will have to teach students 
in ambulatory settings, not just hospitals. 
Schools also need to examine their admission 
criteria to give greater weight to why candi
dates are applying (salary or service?), where 
they want to practice, and what they want to 
spec ia l i ze in , he said. And h e a l t h c a r e 

providers will need t o correct the inequities 
in salaries for primary care physicians, who 
are at the bottom of the pay scale. 

Despite this inequity, studies have 
shown a positive correlation between a com
munity's health status and percentage of pri
mary care physicians, Keller said. This will be 
important in integrated delivers- networks of 
the future, which will compete on cost, qual
ity, and, most important, outcomes. 

ospital-fljsira i f ation 

Wende L. Fox 

Sr. Suzanne Brennan, CSC 

Travis Froehlich 

arkct pressures are driving physi
cians and hospitals along a continu
u m of i n c r e a s i n g i n t e g r a t i o n , 
according to Wende L. Fox, princi
pal, APM, Inc., Chicago. Fox told 
assembly par t ic ipants that physi
cians are fearful of the future, afraid 

of losing control. 

Fox said her firm looked at 46 mar
kets across the country with regard to man
aged care penetration and physician-hospital 
in t eg ra t ion . T h e evo lu t ion goes from an 
"uns t ruc tu red" condi t ion—no longer very 
c o m m o n —to a " m a n a g e d c o m p e t i t i o n " 
model. 

In be tween , markets may d e m o n 
strate a "loose framework" stage, in which 
health maintenance and preferred provider 
organizations | 1 IMOs and PPOs) are gaining 
market clout and hospitals and physicians are 
beginning to discount services. This will be 
followed by the "conso l ida t ion" phase of 
mature H M O s , physician groups growing, 
and physicians and hospitals forming united 
fronts in contracting. 

The APM study showed only o n e 
market, Minneapolis, operating in the "man
aged compet i t ion" model , with most mar
kets cur ren t ly at t h e " loose f r amework" 
stage. 

Fox has worked with a number of 
clients to develop physician-hospital organi
zations (PHOs) . She advised healthcare exec 
utives beginning a P H O to offer physicians a 
range of opt ions , from managed care con
t r ac t s t o e m p l o y m e n t , t o a c c o m m o d a t e 
physicians at different levels of readiness. 

She warned the audience to head off 
conflicts by involving physicians early in dis
cussions about P H O design. "Have physi
cians as the principal authors of the program. 
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Have a high percentage of primary care 
physicians, and offer options to accommo
date physician diversity," she said. 

Joining Fox in the presentation were 
Sr. Suzanne Brennan, CSC, president and 
chief executive off icer, Mercy Hospi ta l 
Anderson, Cincinnati, and Travis Frochlich, 
vice president for program development, 
Seton Medical Center, Austin, TX. 

Sr. Brennan, whose hospital has 
recently developed a P H O , shared lessons 
learned. "The creation of a PHO must be a 
response to market t rends," she said. In 
Cincinnati managed care has a 30 percent 
market penetration. Employers are forcing 
providers to examine excesses in inpatient 
capacity, she said, and a third o f the city's 
hospitals may close in the next three to five 
years. "We had to overcome physician fears 

o f losing control,''' Sr. Brennan said, "and we 
learned that managing health is very informa
tion dependent." 

Froehlich described Seton's chal
lenges in entering a P H O : gaining physi
cians1 unders tand ing, accept ing legal 
restraints on the hospital, .md finding experi
enced talent to implement the P H O . He 
cautioned listeners to "be sure to integrate 
the new organization into the parent organi
zation to avoid ' f ight ing children1 in the 
future." 

" P H O development requires more 
time than I ever imagined, but it pays off,* 
he said. "You must maintain a structural 
preference for primary care. Trust is hard to 
earn from physicians, and you must reinforce 
it daily. But once the medical staff is ready for 
change, they want it done instantly." 

nvolving community agencies and restructuring services to meet commu

nity needs: These approaches secured the survival of their urban hospi

tals, according to speakers at a one-day symposium that preceded the 

assembly. The June 5 conference, "Building Community Partnerships: 

Strategies for Urban Health Ministries," attracted 175 participants. 

JoAnn Mower, president of Misericordia Hospital, West Philadelphia, PA, told 

attendees that a needs assessment conducted with more than 100 community 

agencies led the hospital to establish women's healthcare programs and a center 

to reduce the community's morbidity and mortality from cardiovascular disease 

and cancer. 

St. Joseph Hospital, North Providence, Rl, formed a community liaison 

committee, reported hospital President John Keimig. With the committee's guid

ance, the hospital replaced its misused emergency room with St. Joseph Center for 

Health and Human Services, a primary care facility. 

Patrick Madden, president of St. Mary's Hospital, Rochester, NY, has 

focused on social problems—homelessness and unemployment—to improve the 

community's health. By threatening to close St. Mary's, Madden convinced major 

companies in Rochester to pledge $5 million to build a community college near the 

hospital and to found a development corporation to renovate homes. Madden also 

described how he aggressively recruited primary care physicians and opened 16 

primary care centers. "We have become the model of primary care in the state," he 

said, noting that New York pays St. Mary's a higher Medicaid rate for patients 

receiving care through the centers. 
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V N N llll 1 

"The market may 

guarantee efficiency, 

but by itself it will 

never guarantee jus

tice. That's why the 

debate must be 

framed in a wider 

set of principles." 

- f r . Hehir 

In 

Rev. J. Bryan Hehir, ThD 

B
ew participants bring richer re
sources to the current American 
healthcare debate than the people of 
the Catholic healthcare ministry, 
R.CV. J. Bryan Hehir said in his 
keynote address. 

Fr. Hehir, a parish priest in 
Cambridge, MA, and a professor at the 
Harvard University Divinity School and 
Center lor International Affairs, said that 
those committed to healthcare reform can 
benefit from reflection on where healthcare 
tits in the larger ministry of the Church, 
where the Church fits in the framework of 
American society, and where Catholic health-
cue's voice and vision might fit in the U.S. 
healthcare debate. 

The American Catholic Church in 
the 1990s is in one respect a postimmigrant 
Church, Fr. Hehir observed. Over the past 
150 years the Church's schools and other 
institutions have succeeded in moving its 
immigrant members from the social and eco
nomic edges of society to the center. 
Catholics are now present in even' sector of 
American society and thus have a powerful 
voice in effecting social and economic 
change. 

At the same time, he added, "we are 
also a newly immigrant Church," with mem
bers recently arrived from Latin America and 
East Asia who are struggling at the edges of 
society. He noted that few institutions in the 
United States span this "center edge" 
dichotomy and that the Church's commit
ment to both these populations challenges it 
to be a mediator and reconciler, bringing the 
resources of the center to address the prob
lems at the threatened edges of life. 

Between the center and edge, Fr. 
Hehir added, exists a newly vulnerable popu
lation one or two paychecks away from losing 
their homes and their health insurance. He 
emphasized that the healthcare reform 

debate touches all three of these groups. "To 
get healthcare reform," Fr. Hchir said, "we 
must take the political center with us. 
Without healthcare reform, the problems of 
the newly vulnerable population will deepen 
and persons at the edges of society will be 
worse off than eve!"." 

The Catholic Church brings three 
major concerns to this debate, Fr. Hehir told 
assembly-goers: healthcare as a social justice 
issue, healthcare as a bioethical issue, and 
institutional pluralism. 

In the area of social justice, be said, 
the debate has moved beyond whether 
healthcare is a right to determining whose 
obligation it is to fulfill that right. Fr. Hehir 
noted that the Catholic argument gives 
healthcare professionals primary responsibili
ty for guaranteeing access to healthcare. "For 
Catholics," he explained, "professionals have 
always been moral agents, with a covenanted 
responsibility to society." He said that cor
porations M-[d governments also have a role 
in ensuring that the right to healthcare is 
honored. 

The provision of healthcare cannot 
be left lo market forces, he added. "The mar
ket may guarantee efficiency, but by itself will 
never guarantee justice. That's why the 
debate must be framed in a wider set of prin
ciples that make sure that certain goods the 
market does not know how to value, such as 
healthcare, are given their proper moral sta
tus," Fr. Hehir said. 

The key value from the Catholic per
spective, Fr. Flehir said, is the protection of 
human dignity from the beginning to the end 
of life. This emphasis on human dignity is the 
basis of the Catholic argument on both 
bioethical and social justice issues (e.g., abor
tion and healthcare access), he noted. 
Despite this common root, Fr. Hehir sug
gested "the most difficult problems come up 
when you connect these issues." 

He acknowledged, however, that the 
Clinton administration's reform proposal 
might make such a connection inescapable. 
If abortion is included in the benefits pack
age, Hehir advised, "we're going to have to 
pursue an argument knowing that there are 
two moral goods at stake: how to protect 
human life and how to preserve and foster 
human life through healthcare." 

The argument for institutional plu
ralism is less urgent morally, but a concern if 
Church institutions are to continue to make a 
useful contribution to the public good, Fr. 
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"The paradigm shift 

calls for different 

strengths, not our 

ability to provide 

beds, bricks and 

mortar, and facili

ties. We'll need to 

try a variety of 

approaches, keep 

what works, and dis

card what doesn't." 

—Pelham 

Hehir said. He suggested that the position 
need not be argued from a perspective of 
self-interest, but in terms of efficient, effec
tive care. "A pluralist system gives you more 
opportunities to reach the range of different 
needs in American society. A community like 
ours that covers the ground from the center 
to the edge has good empirical reasons for 
saying, 'We need the space to function 
according to our own religious, moral tradi
tions as part of the wider public arena,'" Fr. 
Hehir said. 

But the most difficult challenge fac
ing those who present the Catholic argument 
in a debate of this scope and intensity, Fr. 
Hehir concluded, will be "to keep in mind 
what's at the heart of the discussion." Those 
who present the Catholic position must con
stantly emphasize "that healthcare, before it 
is a commodity, is a moral good, and it is a 
moral good because it is linked uniquely to 
the reality of human life and human dignity." 

lil 

_ . 

Judith C. Pelham 

s providers restructure to form inte-
grated deliver)' networks, Catholic 
ownership of "bricks and mortar" 
may give way to "intellectual" prop
erty exercised through influence, 
predicted Judith C. Pelham, presi
dent, Mercy Health Services and 

Sisters of Mercy Health Corporation, Farm-
ington Hills, MI. 

One of the major challenges for the 
Catholic healthcare ministry' "is to move from 
a position of institutional and congregational 
loyalty to one of community conscience," she 
said. "The paradigm shift calls for different 
strengths, not our ability to provide beds, 
bricks and mortar, and facilities. We'll need to 
try a variety of approaches, keep what works, 
and discard what doesn't." 

Addressing the implications of health
care reform for Catholic sponsorship, she said, 
"We will emerge transformed by these chal
lenges, but the question is, transformed into 
what?" Pelham predicted that Catholic identi
ty in integrated delivery would be expressed in 
one of three ways. 

In communities where the Catholic 
provider is dominant, which she said is not 

Pelham touched on 
emotional issues at 
the heart of spon
sors' ministry. 

typical, the non-Catholic operations will be 
merged into those of the Catholic facility. 
"That may not always be acceptable to the 
community," she said, and "it raises questions 
about how to handle issues in the Ethical and 
Religious Directives for Catholic Health 
Facilities." 

In the second and most common sce
nario, the Catholic organization is not the 
dominant player and may contract with a 
delivery system. This may be the first step in 
the consolidation process, Pelham said. "It 
raises fundamental issues of what is most 
important in terms of Catholic identity and 
witness to our values." 

The third possibility is multiple 
Catholic providers coming together to form 
one or more integrated delivery networks, 
especially in large cities with several Catholic 
providers and sponsors. 

The concern in this scenario is 
whether there will be "a consensus or basis for 
Catholic identity to replace congregational 
identity," she said. "These are Very emotional 
issues that lie at the heart of sponsors' 
charisms and concepts of how they sponsor 
ministry." 

The role of multi-institutional systems 
is also being reevaluated in the reform debate, 
Pelham said. A system with geographically 
proximate facilities that can be integrated into 
a network may have a different role from a sys
tem with widely dispersed facilities. How the 
system continues as a vehicle for sponsorship 
and whether it adds value to integrated deliv
ery networks are other unresolved issues. 

In dealing with these challenges, 
Pelham reminded participants of the pioneers 
who founded Catholic healthcare in the 
United States. "They let go of the structures 
of the past, as they did in leaving the safe 
havens of their home congregations and coun
tries," she said. 

"As wc are faithful to our values, we 
will be faithful to our founders and found
resses and committed to Catholic identity 
through social justice. The vision of integrated 
delivery provides a contemporary expression 
of our values. That will be what sustains us." 
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n Mai 

ilfcfiiit 
oratve Reationshi 

Rev. Frank Horrisey. (Mil. JCO, PhD 

Br. Peter Campbell, CFX, JD 

s healthcare reform progresses and 
I integrated delivery networks 

become a reality, religious institutes 
that sponsor healthcare facilities are 
faced with how to preserve their 
Catholic identity in collaborations 
with other Catholic and non-

Catholic entities. Although the issues are 
complex, two experts on canon and civil law 
offered optimistic advice regarding the possi
bilities for creative new arrangements. 

One of the most important steps in 
preparing for integrated delivery, according 
to Rev. Frank Morrisey, OMI, is for religious 
communities to inventory their works to see 
which are juridic persons, that is, the equiva
lent of civil corporations. Fr. Morrisey, who is 
a professor of canon law at St. Paul 
University, Ottawa, Canada, said congrega
tions must separate their assets from those of 
sponsored healthcare facilities to avoid losing 
assets if they later enter into a collaborative 
arrangement. Congregations with older apos-
tolatcs—such as hospitals founded at the same 
time as the congregation—may have to go 
through historical documents to determine 
whether they are juridic persons. "You can't 
do this in 30 days," he said, "and if you wait 
until it's too late, the congregation may lose 
all its assets." 

Morrisey said canon law makes no 
specific reference to hospitals or healthcare 
facilities—an advantage that provides flexibili
ty. He noted, however, that paralJels can be 
drawn from "Ex Corde Ecclesiae," Pope 
John Paul El's "Apostolic Constitution on 
Catholic Universities" (1990). This docu
ment's approach to determining catholicity is 
less rigid than that of the Code of Canon 
Law, with less direct involvement of Church 
authorities, Fr. Morrisey said, and makes it 
easier for Catholic organizations to enter into 
agreements with others. 

But the bottom line is "It's Catholic 
if the bishop recognizes it as Catholic," 
Morrisey said. A hospital could be considered 
Catholic on one side of a river and pagan on 
the other, depending on the respective bish
ops' interpretations, he said. "So when you're 
thinking of new arrangements, don't let the 
bishop be the last to know," he advised. 
"Bring him in from the beginning, and 
remember you may need to educate one 
another." 

Our current understanding of spon
sorship is changing, emphasized Br. Peter 
Campbell, CFX, senior attorney at the 
Catholic Hcaldi Association, St. Ixniis. "If we 
stick to the traditional structures and the long 
list of reserved powers that arc held up at the 
top, collaboration may be difficult if not 
impossible to achieve," he said. Although 
sponsors have emphasized control in the past, 
they may need to stress influence or support 
more in future relationships. He said it is 
important to distinguish the powers that pro
tect Church interest from those which are 
needed to run an operation efficiently. 

Br. Campbell said religious institutes 
have "lots and lots" of options in choosing 
joint sponsorship arrangements. Sponsors 
coming together can form an entity in which 
each has an equal voice, although the assets 
they bring to the table may differ. 
Alternatively, he said, they may have a pro
portional arrangement, in which one partner 
holds more power than the others. Or they 
may work together for a time and then one 
partner may move on to other ministries. 

"Whatever you decide to do," Fr. 
Morrisey advised, "reassess it in three to five 
years to ensure it's still what you want." He 
and Br. Campbell stressed that mistakes will 
be made as new canonical arrangements are 
tried. But they oftered hope for freedom and 
creativity—provided sponsors arc careful in 
drawing up new arrangements. 

.'alio ic denti 
loiprata h 

Joseph DeSilva 

Rev. Michael D. Place, STD 

• o carry on the traditions of Catholic 

I
I healthcare, providers must begin to 

I participate in regional healthcare 
I systems that integrate Catholic and 
I other providers, physicians, and 
I managed care plans, Joseph DeSilva 

H told attendees. 
DeSilva, president and chief execu

tive officer of St. Joseph's Hospital and 
Medical Center, Phoenix, said his hospital's 
commitment to regional networking 
prompted it to take a leading role in the 
establishment of the Arizona Healthcare 
Alliance. The alliance consists of 1,500 physi
cians, 8 hospital campuses, 4 long-term care 
facilities, and other ancillary services. St. 
Joseph's is the only Catholic hospital in the 
network. 

According to DeSilva, one of the cri-

"When you're think

ing of new arrange

ments, don't let the 

bishop be the last to 

know. Bring him in 

from the beginning, 

and remember you 

may need to edu

cate one another." 

—Fr. Morrisey 
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"We must not allow 

our deep commit

ment to preserving 

the charism of 

Catholic healthcare 

to lead us to an 'end 

justifies the means' 

approach, nor can 

we allow ourselves 

to retreat into the 

sectarianism of a 

purely Catholic 

approach." 

-Fr. Place 

teria for selecting hospitals to join the alliance 
was whether their mission, philosophy, and 
values were c o n g r u e n t wi th those o f St. 
Joseph's. With such mutuality, he said, "any 
barrier can be overcome. On the other hand, 
if yoi | don't have mutual vision and philoso
phy, even the smallest differences become 
insurmountable." 

A second criterion for finding part
ners, DeSilva said, was whether the health
care organization under consideration helped 
to meet the community's need for cost-effec
tive, accessible, high quality healthcare in a 
vertically integrated system. 

T o e n s u r e tha t a l l iance c o n t r a c t 
n e g o t i a t i o n s r e spec ted the Ethical and 
Religious Directives for Catholic Health Fa
cilities, St. Joseph ' s leaders required pro
spective members to adopt policy statements 
that provided clear direction for at least three 
issues: abortion, charity care, and an ongoing 
ethical review process. 

A critical quest ion for St. Joseph's 
was whe the r par t ic ipa t ion in the alliance 
would create a public perception that the hos
pital was involved—even remotely—in the pro
v is ion of services i n c o n s i s t e n t wi th i ts 
Catholic identity. "We came to the conclu
sion," DeSilva said, "that there is a tine line 
b e t w e e n p r o t e c t i n g C a t h o l i c values and 
imposing those values on others. We there
fore decided we could not require the other 
hospitals to abide by our values, but we insist
ed that our values be protected at our hospital 
in the context of the contract negotiations." 

Learning how to frame such ethical 
questions will become increasingly important 
for Ca tho l ic hospi tals as they e n t e r i n to 
cooperative ventures with other providers. 
Rev. Michael D. Place told the audience. 

Fr. Place, research theologian for the 
Curia, Archdiocese of Chicago, said funda
mental issues of identity and integrity arise in 
any such venture. The identity question pro
vides the fundamental perspective for the 
principles that guide ethical exploration of 
integrity issues, Fr. Place said. The two basic 
principles that have evolved in Church teach
ing to address the ethical integrity of specific 
actions are toleration of evil and material 
cooperation with evil. 

An example of the application of the 
first p r i nc ip l e w o u l d be for a C a t h o l i c 
p rov ider t o buy a laundry jointly within 
another healthcare entity that performs elec
tive s ter i l izat ions . T h e a r r angemen t in to 
which the Catholic provider enters with the 
other entity does not relate to the steriliza
tion issue, and the Catholic facility can "tol
erate" the other 's practice because it is not 
required to combat every evil in the world. 

The second principle, which asks to 
what extent a person or organization may 
cooperate with the performance of an evil, 
can guide Catholic providers in addressing 

the thornier issues that arise when they enter 
into more complex arrangements with other 
healthcare organizat ions. The ethical chal
lenge is to determine the nature of the coop 
eration and when it becomes a violation of 
integrity, Fr. Place said. 

" F o r m a l c o o p e r a t i o n " ( e . g . , if a 
Catholic hospital were to espouse a prosteril-
ization policy for an integrated delivery net
w o r k [ I D N ] ) is o b v i o u s l y u n e t h i c a l . 
" I m m e d i a t e c o o p e r a t i o n , " in w h i c h an 
action would not occur without the partici
pation of the provider, is also unacceptable. 
An example would be a Catholic hospital 
owning a clinic that performed abortions. 

Cases of "material cooperat ion," in 
which the actor is to some extent involved in 
the performance of an evil, are most directly 
relevant to the ethical issues that arise when 
Catholic hospitals join IDNs. Here the key 
ques t ion is whether the coopera t ion pro
motes a good greater than the evil it allows. 
Thus a Catholic hospital might agree to pro
vide fertility testing and counsel ing when 
some other facility in the IDN performs in 
vitro fertilization. "In such a case, the good 
of maintaining the whole may outweigh the 
evil of the specific procedure," Fr. Place said. 

The one consideration that overrides 
all others , he noted, is when a contractual 
arrangement between a Catholic and a non-
Catholic entity creates the potential for the 

At a concurrent 
session, members 
break into small 
jvvups to discuss 
board leadership. 

perception of scandal. "If it appears that a 
hospital 's claim to be merely another con
tractor in an organization will unduly confuse 
people, that can be grounds for not entering 
an I D N , " Fr. Place said. "This area will give 
bishops the most trouble in appraising." 

In t h e e n d , Fr . Place sa id , t h e 
Church must avoid either of two extremes in 
addressing the ethical issues related to partic
ipating in IDNs: "We must not allow our 
deep commitment to preserving the charism 
of Catholic healthcare to lead us to an 'end 
justifies the means ' approach, n o r can we 
allow ourselves to retreat into the sectarian
ism of a 'purely' Catholic approach." 
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iffliis 1 : 1 lime for 

The survey indicates 

that successful lead

ers have a deep faith 

in God, a need for 

personal achieve

ment, and a clear 

vision of the congre

gation's potential 

impact. 

—Fr. Nygren and 

Sr. Ukeritis 

Rev. David J. Nygren, CM, PhD 

Sr. Miriam D. Ukeritis, CSJ, PhD 

t is time for religious institutes to 
assess and reaffirm their mission and 
focus their energies and resources to 
address critical unmet needs. This 
was a conclusion of the three-year 
Religious Life Futures Project, a sur
vey of more than 1 (),()()() religious 

sisters, priests, and brothers conducted by 
Rev. David ). Nygren, C M , and Sr. Miriam 
D. Ukeritis, CSJ. They led a discussion of the 
issues facing religious institutes as they look at 
cultural and values integration. Fr. Nygren is 
director of the Cen te r for Applied Social 
Research, DePaul University, Chicago, and 
Sr. Ukeritis is a research associate there. 

T h e study described and analyzed 
changes begun dur ing the Second Vatican 
Council, identified underlying values that dis
tinguish religious life, articulated an under 
standing of commitment ,\nd mission, and 
provided strategies for selecting and shaping a 
desired future. 

IT. Nygren said the population of the 
United States has increased 40 percent since 
Vatican II and the number of U.S. Catholics 
has grown 35 percent , but membership in 
religious institutes has steadily declined. The 
number of Catholic elementary schools has 
dropped 30 percent, and Catholic-sponsored 
hospitals declined 23 percent, he said. In light 
of these facts, the Religious Life Futures 
Project indicates the next decade will be a 
time for religious congregat ions to clarify 
their vision and hold members accountable 
for putting that vision into practice. 

It is imperative, the researchers said, 
that religious congregations identify potential 
leaders and give them the authority to posi
tion their communities to renew their dedica
tion to serving human needs. They said the 
survey indicates that successful leaders have a 
d e e p faith in G o d , a need for pe r sona l 
achievement, and a clear vision of the congre
gation's potential impact. 

During the past 30 years, they said, 
many religious communities have concentrat
ed 011 finding jobs for every member with lit 
tie attention to how these positions relate to 
the institute's mission and charism. T o reach 
their goals, however, institutes need to locus 
on collective intent ion. Many respondents 
involved in the healthcare ministry indicated a 
commitment to work with the poor but also 
felt unprepared. The researchers recommend 

ed providing education and mentor ing for 
members. They said more than 90 percent of 
religious are willing to work in sponsored 
institutions, which indicates an opportunity 
for religious institutes to address this area of 
their mission. 

As the healthcare system is restruc
tured, Fr. Nygren and Sr. Ukeritis recom
mended religious congregations focus on: 

• Protecting the mission and Catholic 
character of their institutions and providing 
for die unmet needs of those they sent' 

• Speak ing ou t on ethical i ssues , 
including the dignity of person 

• W o r k i n g t o w a r d c o l l a b o r a t i v e 
efforts, such as integrated delivery networks 

• Providing leadership development 

III 
l 

Mary Fisher 

hen she thinks of the 14 million or 
more people with the AIDS virus. 
Maty Fisher thinks of a long, shuf
fling band of pilgrims. "I visualize-
that band as a rag tag army of peo
ple drawn from every race and tribe, 
color .md character," said Fisher, a 

m e m b e r of the Nat ional Commiss ion on 
AIDS who drew national attention when she 
addressed the Republican National Conven
tion last year. 

She uses the pilgrim metaphor, she 
explained in the Rev. John J. Flanagan lec
ture, so those who are HIV positive know 
they belong somewhere, in a great crowd of 
common people. "I want them to know they 
have a c o m m o n dest iny based on what is 
rapidly becoming a terribly common virus," 
said Fisher, who is infected with the AIDS 
virus. "And I want them to think of them
selves as moving not only toward AIDS but 
also toward God." 

Fisher said she also uses the pilgrim 
band image "as a reproach to the religious 
c o m m u n i t y in America . T h e images and 
metaphors which have been used as brands to 
mark people in the AIDS communi ty . . . 
have of ten reflected moral and re l ig ious 
stereotypes that are unworthy of our great 
religious traditions," she said. 

It is important that religious leaders 
hear her story, she cont inued, because it is 
also their story. "You are the ones who call 
for faith, even when your own is fragile. You 
are pressed to give answers of certainty, even 

L 
"The barriers 

between the com

munity of faith and 

the community of 

need must be taken 

down if we are to 

move forward." 

—fisher 
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The process of 

working from a val

ues base to a clear 

position on health

care reform "enables 

you to evaluate vari

ous national and 

state proposals with 

a clear idea of 

whether they 

achieve what you 

want." 

—Kramer 

when you are uncertain; to offer prayers, even 
when you doubt the value of prayer." 

Faith, she said, "reminded me that I 
am not the giver or keeper of my life, and that 
I cannot save it; therefore 1 would be wise to 
give it away before it is squandered. Faith 
made a difference. Because faith matters, you 
matter," she went on. "Your insistence that in 
all things there is God's handiwork, that the 
whisper of comfort drifting over the pilgrim 
band is God 's voice . . . it matters." 

F i sher asked a t t e n d e e s t o apply-
s t rong moral leadership in responding to 
AIDS. **Let the core of your policies be the 
essence of your faith," she advised. "The bar
riers between the community of faith and the 
community of need must be taken down if we 
are to move forward. If you arc not the ones 
to do that, who is? And if this is not the time, 
then when?" 

( G 
Richard Kramer 

ST. Susan Vickers, RSM 

• roviders can establish a position on 
healthcare reform by taking a struc
t u r e d , values-based app roach t o 
defining and resolving critical issues, 
said Richard Kramer, president of 
San F r a n c i s c o - b a s e d Ca tho l i c 
Healthcare West (CHW). 

Kramer cautioned that arriving at a 
consensus about what an organization should 
advocate is often difficult. In its first attempt to 
define a position on healthcare reform, C H W 
asked each of its three regional boards to 
choose one of the following broadly defined 
options: a modified public utility approach, an 
approach mandating employer-based insur
ance, or an incremental reform approach. 

When this produced no consensus, 
the system turned t o its senior managers, but 
they were also split. Finally, C H W adopted an 
approach that began with values and built from 
there to healthcare reform positions. "We 
decided we should begin by focusing on key 
issues and evaluating the range of options avail
able on each," said Sr. Susan Vickers, RSM, 
CHW's director of advocacy. 

The system convened a scries of four 
sessions at which m o r e than 100 people 
throughout C H W examined how a reformed 
healthcare system would address three key 
issues: universal access, shared financial respon
sibility, and allocation of limited resources. 
After being introduced to the overall issues, 

participants broke up into small groups, where 
they pursued a decision-making process involv
ing the following steps: 

• State the issue as a question 
• Present op t ions with suppor t ing 

rationale 
• Discuss relevant value questions 
• Identify- value conflicts and how they 

can be resolved 
• Take time to reflect to bring all (ac

tors into the light of religious beliefs, rradi-
dons, and personal conviction 

• Discuss options for action and agree-
on a recommendation and action plan or final 
decision 

W i t h th i s va lues-based a p p r o a c h , 
C H W arrived at a consensus. The system's 
final proposal calls for a national definition of a 
uniform benefit package that emphasizes 
health promotion and primary, preventive, and 
long term care. C H W also advocates unitary 
financing with a reformed delivery system. On 
the issue of allocating limited resources, the 
system called for the creation of a national 
policy-making board with state or regional 
assessment of health needs. 

Kramer no ted tha t the process of 
working from a values base to a clear position 
on healthcare reform has some immediate tan 
gible benefits for an organization. "First of all, 
it enables you to evaluate various national and 
state proposals with a clear idea of whether 
they achieve what you want out of a reformed 
healthcare sys tem." H e added that go ing 
th rough the process makes managers ami 
sponsors effective advocates for the organiza
tion's position because they can articulate and 
defend it with peers from other organizations. 

At the assembly's opening liturgy, Rev. John Francis Karanaugh, SJ, PhD, 
told participants that the desire to know and to lore is what "generated the 
founding of religious orders of men and women who respond to the great 
suffering of the world and who speak of a community of care, of justice, of 
personal integrity." h'r. Karanaugh, who is professor ofphilosopliy. Saint 
Louis University, urged persons working in the Catholic healthcare min
istry not to lose heart, reminding them that Cod loves the world and will 
"rescue it from chaos." In response to God's lore, "the greatest gift we can 
bestow on this world is our yes, which is the affirmation of lift; the affir
mation of lore," noted Fr. Karanaugh. 
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Leonard Kirschner, MD 

Sr. St. Joan Willert, CSJ 

o prepare for healthcare reform, 
hospitals and state and local govern
ments can study the experience of 
payers and providers with the 
Arizona Health Care Cost Con-

I tainment System (AHCCCS, pro-
I nounced "access"), Leonard Kirsch

ner told an assembly audience. 
AHCCCS was formed in 1982 as an 

experimental Medicaid program. In 1981, 
with the state's county health system break
ing down financially, the Arizona state legis
lature met in an emergency session to set 
goals for a Medicaid system that would con
tain costs and improve access to care. 

In place of the standard retrospective 
fee-for-service system, the legislature called 
for the creation of networks that would bid 
competitively for enrollees with prepaid capi
tated contracts. A primary care gatekeeper 
network would ensure that enrollees had 
access to appropriate healthcare services, and 
copayments would help control utilization. 
Organizations winning contracts with the 
state would ensure their clients access to a 
full continuum of services, but the clients' 
freedom of choice would be significantly 
restricted. 

Kirschner, who until recently was the 
director of AHCCCS and is now director of 
healthcare initiatives for Dallas-based 
Educational Data Systems, said the state had 
to secure a number of waivers from the feder
al government to make the program work. 
For example, AHCCCS is allowed to have 
only one plan in rural areas, whereas 
Medicaid law requires at least two. In addi
tion, a person who qualifies for the AHCCCS 
program must be enrolled in an approved 
health maintenance organization (HMO). 
Arizona is also exempt from rules stipulating 
that a certain percentage of enrollees in an 
HMO be non-Medicaid clients. 

A simplified eligibility system is 
another valuable AHCCCS feature. "Two 
percent of America's population goes 
through a Medicaid-eligibility determination 
every month, and we as a nation spend S10 
billion a year on the eligibility process," 

Kirschner noted. "If we went to some sort of 
national health insurance with universal 
access, we could do away with this madness." 

Of Arizona's 3.8 million citizens, 
500,000 are now enrolled in the AHCCCS 
program, which contracts with 14 different 
health plans. Capitation rates are developed 
based on cost and utilization patterns of 
clients within a particular system. In the past 
decade, Kirschner said, the state and 
providers have built up a strong public-pri
vate relationship, resulting in reduced costs, 
improved quality, and enhanced client satis
faction. 

AHCCCS has also proven to be pop
ular with the Arizona provider community, 
Sr. St. Joan Willert, CSJ, told the audience. 

In 1985-86 Sr. Willert, who is now 
president and chief executive officer, 
Carondclet Health Services, Inc., in Tucson, 
helped form Mercy Care Plan, which cur
rently provides network services in \~wc 
Arizona counties. The HMO was developed 
jointly by the Health Care Corporation of 
Sisters of St. Joseph of Carondclet, St. Louis 
(which sponsors three hospitals in Arizona), 
and San Francisco-based Catholic Health
care West (which sponsors one hospital in 
the state). 

"Our goals at the time," Sr. Willert 
said, "were to improve collaboration 
between the two systems, to find a way to 
continue our mission and better serve the 
poor, and to contribute to the success of the 
AHCCCS program by providing it additional 
stability." 

Sr. Willert noted that the state's 
cooperation with organizations offering plans 
under AHCCCS has contributed much to 
die program's success. For example, AHCCCS 
officials will inform an organization if they 
think a bid to provide services to a certain 
county is high or low. But working under a 
capitated reimbursement system remains a 
challenge, Sr. Willert warned. To succeed. 
organizations have to establish utilization 
and quality oversight programs, develop 
effective information systems, learn how to 
manage complex cases, and learn to live with 
fixed reimbursement for a two-year period, 
knowing that many forces, some of them 
unpredictable, cm affect costs. 

Sr. Willert added that AHCCCS 
providers must also ensure that physicians 
and hospitals are wellness oriented. To 
achieve this, Mercy Health Plan has set up a 
nurse case management program; developed 

"We as a nation 

spend $10 billion a 

year on the 

Medicaid-eligibility 

process. If we went 

to some sort of 

national health 

insurance with uni

versal access, we 

could do away with 

this madness." 

—Kirschner 
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a pa t i en t - cen t e r ed nurs ing p r o g r a m tha t 
places resources at the point of care; and 
joined a national chronic care consor t ium, 
which explores innovative ways to address 
chronic care issues. 

Identity, values, and 

norms of behaviors 

"form a powerful 

entity that can be 

difficult to change. 

So a vision is essen

tial if we're going to 

shape change." 

—Brennan 

In 

Donald A. Brennan 

D
atholic multi-institutional systems 
have a strong sense ol shared min
istry and mission. But their corporate 
cul tures , centered a round s t rong 
ins t i tu t ional m a n a g e m e n t , could 
impede their transition to new deliv
ery models in which hospitals play 

important but not dominant roles. 

This was one of the lessons Donald A. 
Brennan, president and chief" executive othcer 
of Sis ters of Providence Hea l th System, 
Seattle, learned from participation in a study 
on health systems integration. "A high degree 
of shared values does not translate into other 
measures of systemness ," such as clinical, 
human resource, and marketing integration, 
he said. 

Administrators at the health system 
agreed on the central hypothesis that "trans
format ion to in tegra ted delivery systems 
requires a shared culture throughout the orga-
ni/ation," Brennan said. But when a manage
ment team began examining the system's cor
porate culture, it discovered some potential 
barriers to integration. 

The team looked at three cultural ele
ments: identity, values, and norms of behav
iors. "All three together form a powerful enti
ty that can be difficult to change," Brennan 
said. "So a vision is essential if we're going to 
shape change." 

In terms of identity, the team decided 
the system would need to move away from a 
culture defined by strong, dominant hospitals. 
The system is expanding its non-acute care 
activities, such as long-term, home, and hos
pice care And it is beginning to form integrat
ed systems at the regional level. 

Brennan also stressed the need to 
retain the richness of the organizations' histo
ries and heroes. "We need to think about how 
we can bring some of those stories forward 
with us while trying to create new stories" in 
integrated delivery systems, he said, 

Sisters of Providence Health System 

also looked at some of its key management 
values thai "may be dysfunctional in the cul
ture that's transforming our system," Brennan 
said, l o r example, "fresh new ideas may be tat-
more valuable than hard work alone." And the 
system will have to alter its analytical, risk-
aversive decision-making process in a world 
that is changing quickly, he said. 

Finally, the management team looked 
at the sys tem's behavioral n o r m s , which 
Brennan said are ingrained, almost ritualistic, 
and thus difficult to change. Among the find
ings, he said, was a reluctance to relinquish 
control that may impede building bridges with 
other providers. He also pointed to a need to 
make decisions based on the interests of the 
total system rather than its individual compo
nents. 

One of the system's first steps toward 
integration came with the reorganization of its 
facilities in Portland, OR. Now, they have one 
hospital administrator instead of three; a direc
tor of clinical integration across the region; 
and combined human resource, finance, and 
information systems. 

Brennan said hea l t hca re sys tems 
seeking change must overcome a number of 
barriers: 

• Ex i s t ing t i t l e s , s t r u c t u r e s , and 
departmental boundaries that stifle coordina
tion and c(K)peration 

• Lack of vision and leadership to alter 
"memory and traditions frozen in place*1 

• Internal resistance to change 
• The past success of the system's 

dominant hospitals 
• The fear of failure and the tendency 

to locus n\\ short-term results and profits 
• Limited expertise outside of that 

required to manage hospitals 
• The need to develop new manage

ment, human resources, and information sys
tems that allow integration 

l 

Richard E. Connell, JD 

he tax exempt status of hospitals is a 
privilege, not a r ight , and it is a 
privilege that increasingly is being 
challenged, according to Richard E. 
Connell. 

Conne l l , a pa r tner in the 
law firm Ball, Skelly, M u r r e n & 

Connell , Harrisburg, PA, said it is time to 
"sound the alarm" about the efforts of state 
and local governments to impose tax burdens 
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Oil not - for -prof i t heal thcare ins t i tu t ions . 
Th i r ty - two states have moun ted tax chal
lenges to various charitable institutions, he 
said, and 12 states have considered withdraw
ing tax exemptions across the board. 

Hospitals account for 1 percent of all 
tax-exempt organizations but 40 percent of 
tax exempt organization revenues, Connell 
said. And healthcare represents a potential 
windfall of S3.5 billion In new tax money to 
government. 

As not-for-profit healthcare institu
tions behave more n\d more like for-profit 
businesses—with high salaries linked to bot
t o m - l i n e financial pe r fo rmance , opu l en t 
buildings and offices, mergers and acquisi
tions, aggressive collection activity, and mini
mal donations from benefactors—it becomes 
more difficult for them to show they are enti
tled to tax exemptions, he said. 

"There are no standards; there is no 
basis o n wh ich t o measure y o u r perfor-

Members exchange views on healthcare reform. 

m a n c e , " C o n n e l l sa id . H e n o t e d t h a t 
Pennsylvania has imposed five criteria that 
must be satisfied by all charitable organiza
t i ons , b u t t h e cr i te r ia are imprec ise and 
impossible to unders tand, leading to long 
and involved legal battles for those resisting 
the c h a l l e n g e . H e also w a r n e d tha t tax 
enforcers in different states communicate fre
quently and share ideas for getting more rev
enue o u t of no t - for -prof i t s . Therefore it 
helps to be aware of what is go ing on in 
other states. 

To preserve their tax-exempt status, 
Connell said, healthcare facilities must ask 
themselves a vital question: Are you fulfilling 
your mission? Connell advised attendees to 
take the initiative in demonstrating that they 
provide service t o their communities. He rec
o m m e n d e d u s ing the C a t h o l i c H e a l t h 
Association's Social Accountability Budget, a 
workbook that helps facilities review and doc
ument their contributions to the community. 
In add i t ion , he said, C H A ' s C o m m u n i t y 
Benefit Standards can help facilities strength 
en their standing in the community. 

Connell also advised administrators 

t o upda te their bylaws and mission state 
ments to reflect a commitment to communi
ty benefit and, even more important, "make 
sure those at the working level know what 
you're about ." 

He added that administrators must 
become "legislatively sophisticated." Get to 
know your representatives and senators, he 
advised, MU\ make sure they understand what 
you do . "You have to begin your humble 
self-praise,1' he said. "Don ' t sit back and wait 
until you have to justify yourselves later." 

Woody Ritchey 

nhancemen t s of communica t ions 
technology will enable healthcare 
providers to improve patient care, 
c o n t r o l c o s t s , and d i s t r i b u t e 
resources more efficiently, accord 
ing t o W o o d y Ri tchey , divis ion 
manager of product marketing for 

A T & T ' s Global Business Communicat ions 
Systems, Bridgewater, NJ. Ritchey said the 
pace of improvements is accelerating in part 
because of collaborations between vendors 
who "match their s t rengths to deliver the 
best in tegra ted p roduc t s available." Such 
cooperative ventures have led to enhance
ments in real-time and non-real time voice 
communications, as well as video, image, and 
data transmissions. 

I n t e r a c t i v e v i d e o c o n f e r e n c i n g , 
Ritchcv suggested, should be at the center ot 
any hospital's plans for telemedicine imple
menta t ion . This emerging technology will 
allow physicians and other care providers to 
make "video housecalls" to patients, lower
ing healthcare costs and at the same time 
enhancing accessibility. In-home diagnosis 
via video may be the best source of medical 
t reatment for many rural persons, Ritchey 
noted. 

I le added that improvements in tel-
eradiology will also make healthcare delivery 
more efficient, pointing out that images can 
now be transmitted more quickly and with 
greater clarity than ever before. Increasingly 
powerful computer networks are also making 
teleradiology more effective. 

But as vendors position themselves 
to furnish better, more cost-effective services, 
healthcare providers face ail inevitable ques-

Update your bylaws 

and mission state

ments to reflect a 

commitment to 

community benefit 

and, even more 

important, "make 

sure those at the 

working level know 

what you're about." 

-Connell 
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t ion , Ritchcy said: " H o w will I know the 
bes t v e n d o r w i t h which t o p a r t n e r , and 
which technologies make the most sense for 
my facility?" 

Ritchey acknowledged tha t these 
quest ions have DO simple answers, but he 
caut ioned providers t o examine vendor s ' 
commitment to standards. "Yirtuallv every 
technology has a cor responding standards 
body that drives its development. . . . It is 
certain that all these technologies and appli
cations will continue to evolve in the years 
ahead. Adherence to standards will be one 
more assurance you won't be left in the lurch 
as your needs change." 

Carol Kinsey Goman, PhD 

mi d o n ' t have to like change to 
thrive on it. With that t h o u g h t , 
Carol Kinscv Goman, president of 
Kinsey C o n s u l t i n g Serv ices , 
Berkeley, C A , d i scussed he r re
search and o b s e r v a t i o n s fo rmed 
while working nationally and inter

nationally with industries that have cxpcn 
enced various forms of change. "We cannot 
direct the wind," she said, "but we can adjust 
our sails." 

Goman said she knows three things 
for sure: 

1. C h a n g e is o c c u r r i n g in every 
country and industry; so the challenge is how 
to help people cope. 

2. The pace of change is accelerat
ing; so the chal lenge is how to pos i t ion 
change as "business as usual." 

3. T h e m o s t d i f f icul t c h a n g e is 
changing what made us successful in the past; 
so the challenge is to avoid becoming obso
lete. 

In a rapidly changing environment, 

Goman said, it is important to deal with indi
viduals honestly and show appreciation on an 
ongo ing basis t h rough verbal and writ ten 
comments and gifts and awards. Providing 
for professional and personal growth also 
builds peoples ' confidence M\L\ feelings of 
being appreciated. 

Goman listed five characteristics of 
people who thrive on change: 

1. Confidence. It is important to be 
aware of one 's strengths and use each change 
as a learning process. " In the future, people 
will be hired on their ability to learn." 

2. Love of challenge. Optimists see 
the opportunities, but pessimists' first reac
t i on is n e g a t i v e . W i t h i n f o r m a t i o n and 
enough t ime to adjust , pessimists can be 
t u r n e d i n t o " c h e e r l e a d e r s of c h a n g e , " 
Goman said. 

3. Coping strength. When change is 
i n t r o d u c e d , p e o p l e g o t h r o u g h s t a g e s . 
During denial, they want as much informa
tion as they can get, quickly. In the resistance 
stage, they need a place to talk about the 
change. Dur ing the grieving stage, people 
finally start to let go, arriving at the explo
ration stage, when they ask how the change 
will affect them. 

4. Counterbalance. Individuals who 
handle change most effectively have outside 
interests and take care of themselves through 
such means as exercise, proper diet, hobbies, 
and religion. 

5. C r e a t i v i t y . " W e are n o w in a 
wor ld o f m u l t i p l e r i g h t a n s w e r s , " said 
Goman, "and sometimes our own expertise 
can get in the way of being creative. When 
that happens, it might help to bring someone 
new into the discussions." 

D u r i n g t imes of c h a n g e , G o m a n 
said, it is impossible t o overcommunica te 
with people. Individuals need to be told the 
good and the bad news, and then we must 
trust that they will make the best decisions 
for t h e m s e l v e s and t h e o r g a n i z a t i o n . 
"Progress always involves risk," said Goman. 
"You can't steal second base and keep your 
foot on first." 

Twelve general ses
sions and eighteen 
breakouts gave 
assembly attendees 
food for thought. 
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Jennie Chin Hansen 

roviding a full range of capitated « •, health and social sen ices to a popu
lation certified as nursing home eli
gible, with an average age of 83, is 
old hat to On Lok. The success of 
On Lok—a not-for-profit, commu
nity-based long-term care organiza

tion for the frail elderly located in San 
Francisco—has implications for health policy-

M 
Long-term care is manageable, Chin Hansen 
reported. 

makers, according to Jennie Chin Hansen, 
director of On Lok Senior Health Sen ices. 
Long-term care is manageable, and the 
model can be successfully replicated, she said. 

On Lok means "peaceful, happy 
abode" in Chinese and is built on the philos
ophy of primary, home, and adult day care 
provided in the community. The model's 
360 participants receive a comprehensive 
range of services, including transportation, 
meals, pharmaceuticals, and hospital care. 
Because the model emphasizes preventive 
services for this frail, at-risk elderly popula
tion, only 6 percent of On Lok participants 
arc in a nursing home, while 94 percent live 
in the community. When hospitalization or 
nursing home placement is required, On Lok 
pays its contract hospitals and skilled nursing 
facilities out of its capitated fees and has been 

able to keep its capitation days for acute care 
to about 0.5 percent 

The On Lok model differs from 
more common managed care arrangements 
because it actually provides the care. On Lok 
employs four full rime physicians who moni
tor participants through their nursing home 
or hospital stay, delivering truly personalized 
care. 

On Lok\ success has spurred a num
ber of replication projects called PACE 
(Program of All-inclusive Care for the 
Elderly). Currendy, 12 PACE sites are opera
tional, including one sponsored by the Sisters 
of Providence in Portland, OR. 

Jennie Weyant, RN 

Donna Swindle 

n an enlightened healthcare deliver.' 
system, patients make informed care 
choices based on their needs, abili
ties, resources, and personal prefer
ences. In Wichita, KS, they can do 
this through St. Joseph Medical 

^ ^ ^ H Center's ComnuinitN Based Nurse 
Case Management program. Nurse case 
managers offer clients personalized care in an 
otherwise impersonal healthcare system, 
asserted Jennie Weyant, a nurse case manager 
at St. Joseph. Weyant emphasized that the 

Friends greet each other between sessions. 
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Program originators had to show how nurse case management could off
set costs, Swindle explained. 

one-on-one care provided by nurse case man
agers and the trust relationship they build 
allow them to get to the core of patients ' 
p rob lems , someth ing physicians may not 
have the opportunity or time to do . 

T o secure the g o - a h e a d for t h e 
Community Rased Nurse Case Management 
program, program originators had to show 
h o w it c o u l d offset c o s t s , said D o n n a 
Swindle, St. Joseph Medical Center 's senior 
vice president. Patient ("are Services. Thus 
they set a goal of shortening length of stay by-
one day and r educ ing by 50 percen t the 
number of patients readmitted. The program 
has been a success. Average length of stay per 
admission is down to 10.3 days from 11.1 
days, a 7.2 percent reduction. T h e average 
number of readmissions per patient dropped 
from 1.8 to 0.7. 

St. Joseph's launched the program in 
1989 with two nurse case managers . T h e 
goal was ro provide integrated, cost-efficient, 
round-the-clock care outside the hospital, 
Weyaiit said. Today each of the eight case 
managers cares for 20 persons. Four are pedi
atric patients. To become a ease management 
client, persons must have at least two hospi
tal a d m i s s i o n s and $ 7 , 0 0 0 in hosp i t a l 
charges. 

At first, program originators targeted 
frail elderlv patients on Medicare because 
they believed the program would have the 
most immediate and positive effect on that 
population. Now, said Weyant, the program 
reaches out to any population with chronic 
illnesses and is participating in a Medicaid 

demonstration project. 
St. Joseph Medical C e n t e r offers 

addiction treatment, psychiatric care, rehabil
itation, wellness eare, and acute care. Nurse 
case managers integrate all these services as 
they coord ina te pa t i en t s ' care over t ime , 
according to Swindle. The program empha
sizes the c o n t i n u u m of h e a l t h c a r e and 
enables nurses to use their full expertise in 
promoting health. 

T o become fully integrated into St. 
Joseph's system of care, the program had to 
be pan of the medical center's strategic plan 
and infrastructure, Swindle explained. Nurse 
case managers collaborate with other staff to 
ensure that social workers, home health nurs
es, and physicians refer clients t o the case 
management program when appropriate anil 
to avoid duplication of services. The program 
also has created processes for review, feed 
back, medical record documen ta t ion , and 
evaluation. 

Ill 

Craig Holm 

• he day is coming when ambulator)' 
care will make up half of a hospital's 

I revenues . And the revenues may 
I come from some surprising sources. 
I For instance, today's indigent pop-
I i l la t ion may b e c o m e luc ra t ive 
I a m b u l a t o r y care p a t i e n t s af ter 

healthcare reform, predicted Craig Holm, a 
principal with C H I Systems, Inc . , Phila
delphia. 

H o l m said c o m m u n i t y hosp i t a l s 
report twice as many outpatient visits as inpa
tient days. Ambulatory care now accounts for 
about one fourth of total hospital revenues. 

But in their rush to ambulator)' care, 
hospitals sometimes apply the mistaken theo
ry, "If you build it, they will come." Many 
times, people do not come, he said. A thor
ough operations-planning process is neces
sary before building a facility, Holm insisted, 
to understand the role of ambulator)' care in 
the o r g a n i z a t i o n and t h e c o m m u n i t y . 
Hospitals should develop positioning strate
gies and ways to enhance access, according to 
Holm. 

In the end, he said, success in ambu
latory care depends on the same factors that 
determine overall success: market control , 
aggressive anticipator)' behavior, and respon
siveness to market needs. 
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T r n n n T n 
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William Dowling, PhD 

Sara Lyon 

G. Richard Erick 

e ing a c c o u n t a b l e to the pub l i c , 
reporting community benefits, and 
taking leadership positions in col
l a b o r a t i v e e f for t s will b e c o m e 
increasingly i m p o r t a n t as newly 
formed health delivery ne tworks 
assess and respond to communi ty 

needs. Many healthcare organizations are in 
a good position to "serve as the catalyst and 
offer leadership skills in a community needs 
assessment process," said William Dowling, 
vice president, Sisters of Providence Health 
Sys tem, S e a t t l e . Equal ly i m p o r t a n t , he 
no ted , is involving knowledgeable people 
from outside the organization to gain a bet
ter unders tanding of problems and garner 
community support. 

M 
• v 

^ 

k 

f 
# 

Ann Ncalc of Franciscan Health System, Aston, PA, raises a question 
durinn a neneral session. 

Lyon praises C.HA 's Social Accountability Budget. 

Howling recommended assigning to 
one person the management responsibility 
and au thor i ty for the c o m m u n i t y service 
p r o g r a m , " just as we assign d e p a r t m e n t 
heads for oncology and cardiology." 

He cautioned that external demands 
on healthcare providers will intensify' as oth
ers learn of their commitment to community 
service and outsiders become involved. But 
community service will strengthen the orga
nization's public accountability, responsive
ness, and support. 

D o w l i n g said t h a t t h e C a t h o l i c 
Health Association's Soctal Accountability 
Budget "crystall izes" healthcare organiza
tions' ongoing effort to help their communi
ties and offers a systematic and structured 
m e t h o d of inc lud ing c o m m u n i t y benefit 
when they are planning and budgeting. Sara 
Lyon, vice president of marke t ing , Fran
ciscan Health Services, Tacoma, WA, added 
that system member St. Joseph Hospital & 
Health Care Center, Tacoma, found that the 
Social Accountability Budget provides guid
ance on inventory systems, cost analyses, 
measuring and moni tor ing programs, and 
reporting results for community benefit pro
grams. 

G. Richard Erick, administrator, St. 
Joseph Villa, Salt Lake City, believes the 
175-bed long-term care facility would not 
have had its tax-exemption status questioned 
in 1986 if it had had the guidance of CHA's 

St. Joseph Hospital 

& Health Care Center 

launched its com

munity benefit pro

gram because "we 

felt the erosion of 

the community's 

faith in hospitals and 

healthcare organiza

tions and systems." 

-Lyon 
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Many healthcare 

organizations are in 

a good position to 

"serve as the cata

lyst and offer leader

ship skills in a com

munity needs 

assessment pro

cess." 

DowJing 

Social Accountability Budget. Failure to 
communicate its community services cost 
more than $70,000 in legal tees and four 
years in hearings and other proceedings at 
the local and state levels, he said. This expe
rience, as well as the Social Accountability 
Budget, has shown the facility the impor
tance of assessing community needs and 
working with others to meet them. 

In 1991 St. Joseph Villa conducted 
its first community needs assessment, a sur
vey completed by persons and service 
providers familiar with community needs. 
Based on the information received, a team 
comprising employees of St. Joseph and 
other healthcare facilities and representatives 
from community advocacy groups decided 
its first community benefit program would 
be a quarterly newsletter for all elderly per
sons in Utah. The newsletter contains infor
mation about available services from various 
providers, the cost of these services, and 
how to access them. 

Erick insisted long-term care facili
ties will be included in partnerships for pro
viding health services if they lead in assessing 
the elderly's needs and act on those needs 
with others now. If they delay, they will lose 
their potential to lead in the future, he 
warned. 

In describing what prompted St. 
Joseph Hospital & Health Care Center to 
launch its community benefit program, Lyon 
asserted, "We felt the erosion of the com
munity's faith in hospitals and healthcare 
organizations and systems." 

To stop this erosion, the organiza
tion established a Community Health 
Advisory Board (CHAB) to: 

• Identify unmet community health 
needs 

• Foster programs and services to 
address those needs 

• Report programs1 progress to the 
community 

CHAB members include St. Joseph 
employees, employees of St. Joseph's com
petitors, and other community advocates. At 
its first meeting in November 1992, the 
committee reviewed a community health 
assessment from the county health depart
ment and decided to implement a child 
immunization program. A CHAB subcom
mittee developed vision and mission state
ments to guide the collaborative program. 

Lyon shared the lessons St. Joseph 
Hospital & Health (enter has learned in 
addressing community needs: 

• The community health assessment 
must focus on the underlying causes of poor 
health, rather than medical intervention. 

• Collaboration means giving up 
power and control. 

• The board and chief operating offi
cer must have a "paradigm-busting" vision. 

Thomas B. Dnmimond, PhD 

Sr. Carla Przybilla, OSF, PhD 

9 he holistic health movement will be 

I
I a driving force in revolutionizing 
I today's healthcare system, especially 

acute care hospitals. Catholic health-
| care providers have the resources 
I and the courage to transform cur-
I rent thinking on health to a body-

mind-spirit relationship, according to 
Thomas B. Drummond, president, and Sr. 
Carla Przybilla, OSF, spiritual director, New 
Life Center, The Plains, VA. 

r 

r 
New Life Center is one healthcare-

organization that uses the body-mind-spirit 
approach to healing. Opened five years ago, 
the center is a coed residential community 
than can house six clients at a time. It offers 
an alternative to hospitalization for religious 
and clerics who have psychological disorders. 
According to Drummond, the goal of New 
Life Center is to help clients find the core 
beliefs that control their lives and get the life 
they want for themselves when they return to 
their religious communities. 

Drummond noted that persons with 
no resources require hospitalization; howev
er, those who have at least one resource, such 
as the desire to overcome depression, can 
learn strategies to return to their communi-

Matiajjement teams 
from member facil
ities attended this 
year's assembly. 
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Board member 
Daniel ]. 
Woltermati 
addresses the mem
bership assembly. 

ties as holistically healthy persons. 
While at New Life Center, clients 

design their own life programs by first mak
ing a list of 10 desires. They then learn nego
tiating skills to achieve them. Clients practice 
these skills with the group as they learn how 
they will integrate their life programs when 
they return to their communities, he said. 

Our health, asserted Sr. Przybilla, is 
affected by our roles as members of families, 
communities, and cultures—our relationships 
with the world around us. Similarly, through 
the Catholic Health Association's proposed 
integrated delivery networks, providers' vital
ity will depend on how successful they are in 
their roles as members of their own net
works, communities, and cultures. 

People "make their own reality," said 
Sr. Przybilla. If we decide we will be well, we 
will stay well, she added. Healthcare 
providers can make healthcare reform a posi
tive force by integrating holistic healing into 
their services. The call for holistic healing is 
coming from all directions, she said: 

• Patients who are shying away from 
medication 

• Healers who are looking for alter
native care options 

• Payers, who see prevention as a way 
to control costs 

Sr. Przybilla believes every person 
needs to have a philosophy —a mission—to 
live by. She said we need to ask ourselves 
every day, "Why do I exist?" The same can 
be applied to healthcare institutions, many of 

which are finding they must change their 
mission so they provide appropriate services 
to the communities they serve. 

Citing a report on how holistic heal
ing will affect the future of acute care, Sr. 
Przybilla noted that change will not come 
without some pain: Jobs will be eliminated; 
and legislators will struggle to amend health 
policy. She said the few remaining acute care 
hospitals will act as repair centers for crisis 
care, and many medical centers will be used 
as health education md fitness centers. 

William Beery 

roup Health Cooperative of Puget 
Sound believes the health of the 
whole community affects the health 
of its members. The Seattle health 
maintenance organization (HMO 
has adopted community service 
principles that include a commit 

ment to high-quality healthcare beyond its 
enrollee population, said William Beery, 
Group Health's director of community ser
vices. The principles emphasize health pro
motion and disease prevention services for 
the poor and medically underserved. 

Group Health Cooperative, a staff 
model HMO, provides healthcare services 
throughout the state of Washington. It has 
480,000 enrollees, 8,000 employees, 700 
physicians, 3 hospitals, and several primary 
care clinics. 

Through its Department of Com
munity Services, Group Health participates 
in outreach programs to prevent HIV disease 
in drug users, their sexual partners, and pros
titutes. Other programs address child immu
nization; infant mortality, particularly in the 
African-American population; and healthcare 
for the homeless. With the Seattle Zoo and 
Pacific Science Centers, the HMO has pro
duced health promotion programs for chil
dren and adolescents. 

Group Health contributes S250,000 
annually to fund the Department of 
Community Services. Grants and contracts 
with program partners raised the total 
department budget to SI.5 million in 1993. 

Measuring the impact of his depart
ment's activities is difficult, Beery said, but 
Group Health is developing community ser
vice evaluation techniques with a grant from 
the Kaiser Family Foundation. 

Providers' vitality 

will depend on how 

successful they are 

in their roles as 

members of their 

own networks, com

munities, and cul

tures. 

-Sr. Przybilla 
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"Catholic healthcare 

will find ways to 

thrive. We will con

tinue to find ways to 

grow in the service 

of people. We will 

find new ways to 

bring Christ to the 

people we care for." 

-Curley 

he Catholic Health Association's 
long-standing commitment to 
improving the efficiency of the 
delivery system and ensuring access 

| to healthcare is one reason for the 
association's extraordinary impact 
on the healthcare reform debate, 

CHA President and Chief Executive Officer 
John E. Curley, Jr., said at the annual busi
ness meeting. (The complete text of Curley's 
speech appears on p. 14.) 

To adapt to changes in the health
care system and pursue its vision of CHA 
2000, the association today changed its arti
cles and bylaws to broaden membership. 

The Membership Assembly unani
mously adopted six amendments that will 
enable any organization to belong if it pro
motes Catholic values, supports CHA's mis
sion, and has its bishop's approval, formerly, 
only sponsors, systems, and acute and long-
term care facilities were eligible to be mem
bers. 

Recommended by the Membership 
Study Task Force, the changes will enable 
CHA's membership to reflect the new types 
of structural arrangements likely in a 
reformed healthcare delivery system. And, for 
the first time, taxable entities will be able to 
belong to CHA if other requirements 
(including the bishop's approval) are met. 

According to Dan Wolterman, chair 
of the bylaws committee, eliminating the pre
vious membership categories "will enable all 
forms of Catholic healing ministry to join 
CHA and collaborate in pursuit of our vision 
of the future." 

Wolterman added that the prior cate
gories and the tax-exemption requirement 
were artificial and no longer necessary. 

following passage of the bylaws 
amendments, Sr. Maryaniia Coyle, SC, was 
installed as chairperson. In her acceptance 
speech, Sr. Coyle remarked, "When I accept
ed this nomination, I didn't know I was 

being called to lead a revolution." But based 
on the prospects for healthcare reform, Sr. 
Coyle invited all CHA members to be revolu
tionaries. 

"Engage in an internal revolution of 
discernment and dialogue," she urged. 
"Renew and release your institutions for the 
new partnerships, structures, and relation
ships needed for integrated healthcare." 

Outgoing Chairperson Ron Aldrich 
reviewed the history of CHA's healthcare 
reform efforts and the association's influence 
on reform. In particular, he cited meetings 
with Hillary Rodham Clinton, testimony 
before the administration's reform task force, 
and meetings with White House and Capitol 
Hill staff. 

In other actions the assembly elected 
Dan Russell to chairperson-elect and elected 
eight new board members. (For a complete 
list of the 1993-94 board, see pp. 68-69.) 

In addition, newlv elected to the 
CHA Nominating Committee were Sr. 
Annellc Fitzpatrick, CSJ, vice president, mis
sion, Catholic Medical Center of Brooklyn & 
Queens, Jamaica, NY; Sr. Patricia Forret, 
RSM, senior vice president, sponsorship, 
Eastern Mercy Health System, Radnor, PA; 
and Osborne W. Strickland, Jr., vice presi
dent, corporate affairs, Benedictine Health 
System, Duluth, MX. 

J 
oday, persons most in need of cru
cial social, healthcare, and mental 
health services often find it difficult 
to secure them. Three programs 
that provide such services have 
proven themselves leaders in the 
healthcare resolution. CHA award 

ed them Achievement Citations at the awards 
banquet. 

In Philadelphia homeless mothers 
and pregnant women who wish to improve 
their lives through education or job training 
can turn to the Drueding Center/Project 
Rainbow, sponsored by Holy Redeemer 
Health System. 
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"Engage in an inter

nal revolution of dis

cernment and dia

logue. Renew and 

release your institu

tions for the new 

partnerships, struc

tures, and relation

ships needed for 

integrated health

care." 

-Sr. Coyte 

Launched in 1987, Project Rainbow 
offers participants housing (for two years), 
day care, social services, early childhood 
intervention services, medical services, refer
rals and housing assistance, after-care ser
vices, and a children's library. Contact Sr. 
Veronica Schuck, CSR, for more information 
on Project Rainbow (215-769-1830). 

Urban areas like Philadelphia are not 
the only ones needing health and social ser
vices. In many rural areas throughout the 
United States, such services are difficult to 
obtain. Before the Daughters of Charity 
National Health System-West Central 
Region established St. Elizabeth Health 
Center, residents of Gould, AR, most of 
whom lived in poverty, faced an 18-mile trip 
to the nearest physician. 

Open since December 1990, St. 
Elizabeth Health Center has had more than 
6,000 patient visits. St. Elizabeth provides 
family-centered preventive and curative 
healthcare services on a sliding fee scale for 
persons from the surrounding area of all 
ages. Sr. Seraphine Ferrero, DC, can provide 
more information on St. Elizabeth Health 
Center (501-263-4317). 

In addition to social and healthcare 
services, mental health services are often 
essential to persons' overall well-being. Since 
1982 the Indochinese Psychiatric Clinic, 
sponsored by St. Elizabeth's Hospital of 
Boston, has helped Southeast Asian refugees 
deal with traumatic events such as losing a 
family member, surviving near starvation, or 
being a victim of sexual assault or torture. 

Psychiatric services are free to 
patients. St. Elizabeth's Hospital pays 50 
percent of the clinic's operating costs. State 
and federal funds cover the remaining 50 per
cent. Contact Richard Mollica, MD, or 
lames Lavelle for more information about 
die Indochinese Psychiatric Clinic (617-782-
3400). 

Ill 

orty hospitals celebrating 75 or 50 
vears of CHA membership w ere 
honored at a reception preceding 
the assembly. 

The following 36 hospitals, 
observing 75 years' membership, 
joined CHA in 1918: St. Edward 

Mercy Medical Center, Fort Smith, AR; St. 
Joseph's Regional Health Center, Hot 
Springs, AR; St . Michael Hospi ta l of 

Texarkana , Texarkana, AR; Mercy 
Hospital, Bakersfield, CA; Mercy Medical 
Center, Denver; Mercy Medical Center, 
Durango, CO; Saint Joseph's Hospital of 
Atlanta, Inc., Atlanta; Mercy Center for 
Heal th Care Services, Aurora, IL; St. 
Francis Hospital of Evanston, Evanston, 
IL; St. Mary's Medical Center, Evansville, 
IN; St. Mary Medical Center, Gary, Gary, 
IN; St. Joseph Hospital, Mishawaka, IN; 
St. Joseph's Mercy Hospital, Centervillc, 
IA; St. Joseph Community Hospital, New 
Hampton, IA; Marian Heal th Center , 

Sioux City, IA; St . Joseph H o s p i t a l , 
Concordia, KS; St . An thony Medical 
Center, Louisville, KY; Mercy Hospital, 
Portland, ME; Alexian Brothers Hospital, 
St. Louis; C a t h o l i c Medical C e n t e r , 
Manchester, NH; St. Elizabeth Hospital, 
Elizabeth, NJ; O u r Lady of Mercy 
Medical Center, Bronx, NY; Mercy Com
munity Hospital, Port Jervis, NY; Mount 
Carmel Medical Center, Columbus, OH; 
St. Joseph Hospital & Health Center, 
I-orain, OH; Mercy Hospital, Toledo, OH; 
St. Elizabeth Hospital Medical Center, 
Youngstown, OH; St. Elizabeth Hospital 
8c Health Care Center, Baker City, OR; 
St. Anthony Hospital , Pendleton, OR; 
Saint Vincent Health Center, Eric, PA; 
Mercy Hospital, Scranton, PA; St. Joseph 
Hospital and Health Center, Memphis; 
Saint Joseph Hospital, Fort Worth, TX; St. 
Joseph's Hospital and Health Center, 
Paris, TX; St . C a t h e r i n e ' s H o s p i t a l , 
Kenosha, WI; and Divine Savior Hospital 
& Nursing Home, Inc., Portage, WI. 

Four hospitals commemorated 50 
years of CHA membership: Saint John's 
H o s p i t a l and H e a l t h C e n t e r , Santa 
Monica, CA; St. Joseph Medical Center, 
Stamford, CT; Providence Medical Center, 
Portland, OR; and Saint Eugene Com
munity Hospital, Dillon, SC. 

Outgoing 
Chairperson Ron 
Aid rich passes the 
baton—in this ease, 
an umbrella—to 
Sr. Maryanna 
Coyle, sc, CHA's 
chairperson of the 
board for 1993-94. 
In an address to 
the assembly, Uwe 
Reinbardt had 
suggested that 
grassroots advocates 
of healthcare 
reform use umbrel
las to "smack tin-
cars" of politicians 
who do not support 
universal access. 
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