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my. The new economic models that stress the 
importance of intangibles, among them people, 
were developed in response to the realization that 
intangible assets are the primary drivers of"value 
(i.e., wealth) in the new economy. These models 
are promoted as necessary tor business success, 
not because of any expressed conviction about the 
intrinsic value of the person, but because they 
drive value (i.e., wealth). Nevertheless, they arc 
welcome theories and tools in the hands of health 
care managers who do believe in the importance 
of people as people M^\ who can use them to 
more adequately integrate the important steward
ship function in health care sen ices. 

The tension between the market and the pro
fessional paradigms in health care is not a battle 
between health finance personnel who are con
cerned only about money and caregivers who care 
only about the health Mid well-being of people. It 
is not a statement about the irrelevance of health 
care costs in the face of more important human 
realities. I believe that the tension is an unex
pressed realization that the philosophical under
pinnings of the market and those of health care 
are incompatible, and that the uncritical applica
tion of market tactics in the health care sector 
jeopardizes the verj essence and purpose of that 
important realm of human activity. 

The tension is, in one sense, inevitable because 
health care is carried out within two frameworks: 
a moral framework set by the nature of the per
son fully understood and an economic framework 
shaped by the market with a different anthropol
ogy. The social teaching of the Catholic Church 
offers, in broad strokes, insight into the resolu

tion of this problem when it insists that the econ
omy and production are for the good of the per
son and the community—not the other way 
around. Economist Robert Hcilbroner has put it 
this way: "the market is a good servant, but a ter
rible master " • 
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PATIENT ADVOCACY 
Patient advocates are people who must 
not lose sight of the patient and the fam
ily despite the herd of elephants stam
peding through the halls of our organiza
tions. We struggle on a daily basis to bal
ance potentially conflicting missions. 
Despite these distractions, we need to 
stay focused on the patient and gently 
remind coworkers why they chose their 
noble professions. Health care providers 
are simply honored guests in the lives of 
patients and their families, and as such 
they must earn patients' respect. 

We advocates act as liaison among 
patients, staff, and physicians. Our job is 

BY JULIE ANDREWS 

to recognize and remove institutional 
barriers in order to provide high-quality 
care. Our goal is to help patients and 
family members push the envelope: to 
question care decisions, be included in 
care delivery, and challenge bureaucrat
ic rules. 

As we make our daily rounds, we look 
for people in trouble. We look for unat
tended elders left in the emergency 
department by nursing homes, unattend
ed children, repeat admissions, patients 
with sickle cell anemia, and patients who 
are dying. We look for those with cultur
al and language barriers, those with poor 

prognoses, and those with a history of 
noncompliance. Most often overlooked 
are the quiet elders. When I ask a typi
cal quiet elder how he is, he says, "How 
are you, my dear?" They are silent peo
ple who may be in trouble. 

We ask everyone to be on the alert 
for high-risk patients, to be an advocate, 
and to question the ethics of all our 
actions. As patient advocates, our goal 
is to work toward our redundancy. We 
ask everyone to have the courage of 
their convictions, such as advocating on 
behalf of a patient being discharged pre
maturely. When a patient's rights are 
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