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So, what does a chief mission integration offi-

cer do? The chief mission integration officer is 
an executive-level leader who brings an exper-
tise in theology and ethics, coupled with a strong 
familiarity with health care operations, to ensure 
that the mission and values of a Catholic health 
care ministry are fully integrated into the day-
to-day operations and strategic direction of the 
ministry. This work can manifest itself in a num-
ber of ways, including contributing as a strategic 
partner, assisting in the navigation of complex 
ethical issues and advocating for both high-qual-
ity spiritual care and the needs of the poor and 
vulnerable.

In our roles as CMO and CMIO, we have 
developed a close working relationship. By 
sharing examples of how we have mutually 
benefited by bringing our skill sets and expe-
rience together, we hope to invite others in 
these roles to consider how closer collabora-
tion could better serve the ministry.

ETHICAL ALLOCATION OF A SCARCE RESOURCE
On May 1, 2020, in the midst of the COVID-19 

pandemic, the Food and Drug Administration 
approved remdesivir for patients under certain 
conditions through an Emergency Use Authori-
zation, with the stipulation that it be administered 
in a hospital or health care setting capable of pro-
viding acute care comparable to inpatient hospi-
tal care.1 This was the first pharmaceutical treat-
ment to receive FDA approval for COVID-19, and 
shortly thereafter was released in limited supply.2

Two weeks later, on May 14, 2020, Providence 
Holy Cross Medical Center received its first allo-
cation of remdesivir. The amount received was 
enough to treat, at most, four of the 61 COVID-
positive patients being cared for at the time.

Following the recommendations of both the 
Providence Office of Theology and Ethics and 
the California Department of Public Health, lead-
ership at Providence Holy Cross formed a clini-
cal discernment team to wrestle with questions 
about the just and ethical allocation of such a 
scarce resource. Participants included physi-
cians from palliative care and infectious disease, 
as well as hospitalists, intensivists and clini-
cians from infection control, pharmacy, nursing  
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administration and ethics. Together, as CMO and 
CMIO, we chaired the discernment team.

The team was aware that unconscious or 
implicit bias had the potential to cloud our pro-
cess. Therefore, as a safeguard, we established a 
set of inclusion and exclusion criteria that was 
grounded in the medical literature existing at the 
time, drawn from the initial finding 
of the remdesivir study,3 and con-
sistent with guidelines provided by 
the California Department of Public 
Health.4

The value of the collaborative 
partnership between the two of us 
became particularly evident when 
the team found itself spending a 
significant amount of time discuss-
ing issues around quality of life and 
whether or not this should be a fac-
tor in determining if a patient would 
be offered the medication. Through 
team discussions and literature 
review, some argued that reduced physical capac-
ity and the dependence upon others for assis-
tance with daily activities of living should “count 
against” a particular patient when assessing their 
suitability for receiving this medication.

This was not merely an academic exercise — a 
slight drop in a patient’s overall assessment could 
remove them from consideration for this invalu-
able medication. Combining our skill sets — the 
medical knowledge and professional credibil-
ity of a CMO with the ethical training and moral 
credibility of a CMIO — we made a persuasive 
argument that only evidence-based, objectively 
observed factors should be considered. Ulti-
mately, our discernment team developed a pro-
cess that made this treatment available to the most 
appropriate patients in the fairest possible way.5

ADVANCE MEDICAL DIRECTIVES AND DISCERNMENT
For any provider, ensuring that patients have suf-
ficient information to make informed decisions 
dates back to early training in medical school. 
Medical students absorb lessons by watching 
more experienced colleagues speak with patients 
or their surrogate decision-makers.

When talking to a patient, doctors routinely 
describe potential risks, how treatments may 
help them and additional options or information 
they may need when deciding next steps. In cases 
where patients are no longer able to speak for 

themselves, doctors rely heavily on both advance 
medical directives and physician orders for life-
sustaining treatment. But for a chief medical offi-
cer in a senior decision-making role, it is critical to 
understand that there are nuances to these tools 
that a particular physician may not have been able 
to fully appreciate.

Recently, the two of us responded to a medi-
cal/surgical floor where the nursing staff had 
alerted us to a concerning situation. A chart 
had a note from the attending physician that the 
patient lacked decision-making capacity. There 
was an advance medical directive that named the 
patient’s husband as her durable power of attor-
ney for health care. The consulting surgeon had 
read the chart and spoken to the husband, receiv-
ing his consent on behalf of his wife to proceed 
with the procedure. The patient’s nurse, however, 
felt strongly that capacity should be reevaluated 
in light of conversations she had with the patient 
that morning. However, the consulting surgeon 
had already left for the operating room and was 
reluctant to return.

Upon arriving to the floor, the chief medical 
officer spoke with the patient to get a sense of 
her capacity while the chief mission integration 
officer reviewed the advance medical directive. 
There were several subtle elements that called 
the validity of it into question, one being that the 
first page was missing. Also, one of the witnesses 
on the signature page was the husband (California 
law does not allow for an advance medical direc-
tive to be witnessed by the appointed durable 
power of attorney) and the second witness had 
the same last name of the husband, which further 
called the authenticity of the document into ques-
tion. Finally, the number of pages recorded by the 
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notary public did not match the number of pages 
in the advance medical directive, nor did it even 
come close.

When we were able to speak with the attend-
ing physician, he admitted to us that he had not 
personally reviewed the document, nor would 
he have necessarily noted those inconsistencies. 
Ultimately, the surgeon did reevaluate the patient 
and affirmed that she did have decision-making 
capacity. He thanked the nurse and had a very dif-
ficult conversation with the husband as to why we 
might not be moving forward with the procedure. 
Additionally, we explored in more detail with the 
patient who she wished to serve as her durable 
power of attorney in the event she did truly lose 
decision-making capacity.

While working within the parameters of 
informed consent is critical to our work, the real-
ity is that subtle complexities can confound even 
the most attentive physician. Because this issue 
is so fundamental to the autonomy and dignity of 
the patient, the CMIO can be a valuable resource 
to partner with in this area. Physicians might also 
consider speaking to their facility’s ethics com-
mittee or risk management team for advice.
 
NAVIGATING SENSITIVE OBSTETRICS ISSUES
The birth center of a hospital can be a wonder-
ful place and can sometimes feel comparatively 
like the one location where good things happen 
in a hospital. However, things can — and do — 
go amiss there, and when they do, the provider 
is often in need of a listening ear and mutually 
respectful dialogue.  

To provide some consistency in how ethi-
cal issues are addressed in health care delivery 
throughout the country, the Ethical and Religious 
Directives for Catholic Health Care — drawn from 
the Catholic Church’s theological and moral 
teachings — cover a wide range of issues, includ-
ing significant attention to matters at the begin-

ning of life. An important aspect of the chief mis-
sion integration officer’s job is to ensure that the 
local ministry acts consistently with the collec-
tive identity of the ministry within the Catholic 
tradition, something that relies on true collabora-
tion with providers.

For example, the directive regarding the Catho-
lic commitment not to directly take a life through 
abortion is clearly stated. But what about those 
times when the clinical situation is such that an 
indirect termination is required in order to avoid 
losing the lives of both mother and unborn child?  

A typical situation might evolve as follows: It 
is late at night when a pregnant woman comes to 
the emergency room due to her membranes rup-
turing prematurely. She is 18 weeks pregnant and 
is devastated with the news that she may lose this 
pregnancy. The medical team has informed her 
that the onset of infection is nearly inevitable and 
that it will not only result in the termination of the 
pregnancy, but will also put her life at substantial 
risk.

Despite having worked with such cases in the 
past, and despite caregivers and providers having 
worked for many years within a Catholic hospital, 
such cases almost always invite additional con-
cerns and discussion. Thus, it is quite common 
for a chief mission integration officer to arrive 
fairly quickly — despite the late hour — and to 
gather the providers and nurses together for a 
conversation.

In this case, the treatment team affirms their 
understanding that the premature rupture alone 
is insufficient a reason to initiate termination of 

the pregnancy. But few may 
be able to articulate the ethi-
cal rationale that grounds this 
course of action. Some may 
even voice their concern that 
religious beliefs are interfering 
with their ability to provide the 
best possible care.

The chief mission integra-
tion officer can reassure the 
treatment team that religious 

beliefs and medical practice are not incompat-
ible. The principle of double effect — which rec-
ognizes that significant harm, even death, can be 
morally tolerated (but never embraced) when it 
is the inevitable secondary effect of a primary, 
intended, proportionally justifiable action — 
requires that one has a valid and current medical 

While working within the parameters of 
informed consent is critical to our work, 
the reality is that subtle complexities 
can confound even the most attentive 
physician. 
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reason for initiating an intervention that has such 
serious consequences.

When speaking directly to the physician, the 
chief mission integration officer attests that it is 
neither his intention nor within his scope to ques-
tion the doctor’s clinical judgment as to when 
intervention is needed, and only asks that the pro-
vider acts in good faith, proceeding with a mor-
ally undesirable intervention only when there are 
clinical grounds to do so. He goes on to list a few 
examples such as a rising temperature or rising 
white blood count and reiterates that this deter-
mination is medical rather than ethical in nature. 
Through this communication, the chief mission 
integration officer subtly invites the 
physician into a covenant of integrity, 
working together to honor a princi-
ple that is held dear in Catholic social 
teaching.

As a ministry, we trust that our 
providers are people of integrity 
who will collaborate to uphold these 
principles, and we predicate that cov-
enant on an agreement that the pro-
vider is the medical expert who will determine 
when to move forward, addressing the not-so-
hidden fear that “doctrine” will trump medical 
judgment. Through this partnership of trust and 
understanding, a chief mission integration offi-
cer can help to ensure a good relationship exists 
between the obstetrics department and hospital 
administration.

SUPPORTING MEDICAL TEAMS IN TIMES OF DISTRESS
One of a chief medical officer’s primary responsi-
bilities is attending to the well-being of the medi-
cal staff, something that became even more imper-
ative during the COVID pandemic. One helpful 
approach is to be accessible to them by offering an 
open-door policy and encouraging them to reach 
out at any time. When a CMO meets with a phy-
sician, it is essential to listen intently and try to 
assist them in any way possible.

Unfortunately, a CMO is only one person and 
does not have eyes and ears everywhere, thus may 
only be aware of a portion of those in need. There 
is a void that potentially exists at hospitals if the 
CMO is attending to the medical staff alone.

At Providence Holy Cross, the chief mission 
integration officer fills this void successfully, even 
without being asked. Although he is not a medical 
doctor, over time, he has gained the trust of physi-

cians, and several members of the medical staff 
have a long-standing relationship with him as a 
confidant and sounding board.

Together, the chief medical officer and chief 
mission integration officer offer two access points 
for medical staff to reach out to when they need 
someone to talk to. Although rates of physician 
burnout have been higher than ever these past few 
years,6 we are optimistic that our unified approach 
at Providence Holy Cross likely contributes to our 
ministry having one of the highest rates of physi-
cian well-being across all of Providence in a 2020 
survey.7

 

CONCLUSION
By working as true partners, a CMO and CMIO 
can address some of the most challenging issues 
faced in health care. At Providence Holy Cross,  
we have found through pairing our unique — but 
complementary — skill sets, we can navigate even 
the most complex issues faced today.

We have found our collaboration to be invalu-
able. It is likely that others have found the same to 
be true. But for those who have not yet capitalized 
on the potential of this relationship, we suggest 
that what is true in both medicine and ministry 
is certainly true in our experience: when people 
with good intentions join their talents together, 
the results are not merely additive, but truly 
transformative.

REX HOFFMAN is chief medical officer of 
Providence Holy Cross Medical Center in Mission 
Hills, California. D.W. DONOVAN is chief mission 
integration officer of Providence Holy Cross 
Medical Center.
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QUESTIONS FOR DISCUSSION

Chief Medical Officer Rex Hoffman and Chief Mission Integration Officer D.W. 
Donovan at Providence Holy Cross Medical Center in Los Angeles describe the 
importance of partnerships and knowing where one job ends and another begins 
as the roles relate to challenging medical and ethical decisions in health care 
environments.

1. If you are in a chief medical officer or chief mission integration officer role, 
do you make time to talk about how and when you communicate with each other? 
When more people need to be a part of a conversation, is a good, prompt system in 
place that allows for that?

2. Does your health care organization have clear guidelines in place to avoid 
bias in complex decision-making? Is there a clear understanding of foundational 
standards and the timing and process of decision-making? What can be done to 
make sure you’re communicating with patients and their loved ones in a way that 
is empathetic, clear and provides them with the information and support they 
need?

3. How can senior leaders do a better job making sure other employees 
understand the responsibilities of chief medical officers and chief mission 
integration officers and how they can convey questions or concerns to them?
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