REFLECTIONS

—

A Tale of Two Reports

BY FR. MICHAEL D. PLACE, STD

Knowing is not enougl; we must apply.
Willing is not enough; we must do.
—Goethe!

here are many reasons for looking tor-
ward to a vacation. For me, the main
reason, right after not being on an air-
plane, is catching up on reading I have
set aside for “when I have more time.” During the
time | was away this winter, I read several items
that relate to two of our more significant initia-
tives. In what follows I will share some of the
more important elements of my reading. They will
be provided in a summary format in order to pro-
vide a foundation for further reflection. They will
be followed by a presentation of some ethical
principles that should guide future reflection as we
engage what has been summarized.

SoMe “Take-ALONG” THOUGHTS

The first focus of my reading was the Institute of
Medicine’s (IOM’s) report Insuring America’s
Health. 1t is the sixth and last report in a series
issued by the IOM’s Committee on the Conse-
quences of Uninsurance. In a preface to the
study, the committee’s cochairs, Mary Sue Cole-
man, PhD, and Arthur L. Kellerman, MD,
MPH, write:

In light of the many consequences of unin-
surance, and the continuing stress it impos-
es on the very fabric of America’s health
care system, this problem can no longer be
ignored. Uninsurance can be eliminated,
but it will require the support of the public,
considerable technical expertise by palicy
makers, a spirit of compromise among
stakeholders, and courage from our elected
officials. We firmly believe that universal
coverage of the U.S. population is both
feasible and imperative (p. xii).

The report begins by summarizing, under the
heading “Why Should Policy Makers and the
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Public Worry about Coverage:?
the previous five studies:

the findings of

® The number of uninsured individuals
under age 65 is large, growing, and has
persisted even during periods of strong
economic growth.

® Uninsured children and adults do not
receive the care they need; they suffer from
poorer health and development, and are
more likely to die earlier than are those
with coverage.

e Even one uninsured person in a family
can put the financial stability and health of
the whole family at risk.

® A community’s high uninsured rare can
adversely affect the overall health status of
the community, its health care institurions
and providers, and the access of its resi-
dents to certain services.

® The estimated value across the popula-
tion in healthy years of life gained by pro-
viding health insurance coverage is almost
certainly greater than the additional costs of
an “insured” level of services for those who
now lack coverage (pp. 2-3).

The report’s authors, after reviewing earlier
attempts to resolve the problem of the uninsured,
conclude that “the persistence of uninsurance in
the United States requires a national and coher-
ent strategy aimed at covering the entire popula-
tion. Federal leadership and federal dollars are
necessary to eliminate uninsurance, although not
necessarily federal administration or a uniform
approach throughout the country. Universal
health insurance coverage will only be achieved
when the principle of universality is embodied in
federal public policy” (p. 7).

As the authors of Insuring America’s Health
look to the future, they propose a vision state-
ment that outlines an approach to health insur-
ance that will promote better overall health for
individuals, families, communities, and the nation
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by providing financial access for everyone to nec-
essary, appropriate, and effective health services
(p. 8).

Then, to guide the realization of that vision, and
utilizing the research and findings of the previous
five studies, the authors enunciate five principles:

e Health care coverage should be universal.

e Health care coverage should be continu-
ous.

e Health care coverage should be attordable
to individuals and families.

® The health insurance straregy should be
affordable and sustainable for societv.

e Health insurance should
enhance health and well-being by
promoting access to high-quality
care that is effective, efficient,
safe, timely, patient-centered,
and equitable (pp. 8-9).

Back 1o THE QuALITY CHASM
Helpful though these principles are,
I was more intrigued by a section in
the introduction that discussed
“health care reform and health
insurance reform.” In this brief sec-
tion, the authors note the interrelat-
edness of delivery system reform with
the strategies they propose to reform
health insurance. When speaking of
reform of the system they refer to issues
“such as cost control mechanisms, quality =
improvement, health work force training, medi-
cal liability compensation systems and implemen-
tation of information technology systems to pro-
mote more effective care patterns and administra-
tive procedures™ (p. 27). It is in this context that
the authors make note of an earlier conclusion,
reached by the IOM’s Committee on Quality of
Health Care in America, thar “‘the American
health care delivery system is in need of funda-
mental change” and system-wide reform.” They
then go on to observe that “the quality and cost
of health care certainly can be affected by the
health insurance system and the reverse is true.”
Finally, they conclude by recommending that
“extension of health coverage not be delayed until
the whole health care delivery system is retformed
first, nor should the transformation of health care
delivery be delaved until all Americans are
insured.”™

The passage, quoted from the 2001 IOM
report that is best known by its title, Crossing the
Quality Chasm, c¢ncouraged me to read once
again that landmark report.” Perhaps one of the
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most important findings of the earlier report was

that quality improvement ultimately is a matter of

systems. Some of the report’s more pertinent
observations include the following:

“This higher level of quality cannot be
achieved by further stressing current systems of
care, The current care systems cannot do the job.
Trying harder will not work. Changing systems of

N care will” (p. 4).

“Health care has safety and quality problems
because it relies on outmoded systems of work”
(p.5).

“If we want safer, higher-quality
care, we will need to have redesigned
systems of care, including the use of
information technology to support
clinical and administrative processes”
{pib);

“In some areas, achieving this ideal
will require crossing a large chasm
between today’s system and the possi-

bilities of tomorrow™ (p. 5).

To help achieve this transformation,
the authors of Crossing the Quality
Chasm laid out an agenda for redesign-
ing the 21st Century health care system.
They recommend:

® That all health care constituen-
cies, including policymakers, pur-
chasers, regulators, health professionals,
health care trustees and management, and
consumers, commit to a national statement
of purpose for the health care system as a
whole and to a shared agenda of six aims
for improvement that can raise the quality
of care to unprecedented levels.

e That clinicians and patients, and the
health care organizations that support care
delivery, adopt a new set of principles ro
guide the redesign of care processes.

o That the Department of Health and
Human Services identify a set of priority
conditions upon which to focus initial
efforts, provide resources to stimulate
innovation, and initiate the change process.

e That health care organizations design
and implement more eftective organiza-
tional support processes to make change in
the delivery of care possible.

e That purchasers, regulators, health pro-
fessions, educational institutions, and the
Department of Health and Human Services
create an environment that fosters and
rewards improvement by (1) creating an
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infrastructure to support evidence-based
practice, (2) facilitating the use of informa-
tion technology, (3) aligning payment
incentives, and (4) preparing the workforce
to better serve patients in a world of expand-
ing knowledge and rapid change (p. 5).

In pursuing that agenda, the carlier report’s
authors proposed six aims, all addressing areas in
which today’s health care system is funcrioning at
levels lower than it should. They proposed that
health care should be:

e Safe—avoiding injuries to patients from
the care that is intended to help them

e Effective—providing services based on
scientific knowledge to all who could bene-
fit and refraining from providing services to
those not likely to benefit (avoiding under-
use and overuse, respectively)

e Patient-centered—providing care that is
respectful of and responsive to individual
patient preferences, needs, and values and
ensuring that patient values guide all clini-
cal decisions

o Timely—reducing waits and sometimes
harmtful delays for both those who receive
and those who give care

e Efficient—avoiding waste, including
waste of equipment, supplies, ideas, and
energy

e Equitable—providing care thar does
not vary in quality because of personal
characteristics such as gender, ethnicity,
geographic location, and socio-economic
status (p. 6)

ReesiGNING THE PRoCESS

The authors of Crossing the Quality Chasm went
on to propose 10 rules that would guide the
manner in which private and public purchasers,
health care organizations, clinicians, and patients
would work together to redesign health care pro-
cesses, The rules were:

L. Care based on continuous healing
relationships. Patients should receive care
whenever they need it and in many forms,
not just face-to-face visits. This rule implies
that the health care system should be respon-
sive at all times (24 hours a day, every day)
and that access to care should be provided
over the Internet, by telephone, and by other
means in addition to face-to-face visits.

2. Customized based on patient needs
and valwes. The svstem of care should be
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designed to meet the most common types of
needs, but have the capability to respond ro
individual patient choices and preferences.

3. The patient as the source of control.
Patients should be given the necessary
information and the opportunity to exer-
cise the degree of control they choose over
health care decisions that affect them. The
health system should be able to accommo-
date differences in patient preferences and
encourage shared decision making.

4. Shaved knowledge and the free flow
of information. Patients should have unfet-
tered access to their own medical informa-
tion and to clinical knowledge. Clinicians
and patients should communicate effective-
ly and share information,

5. Evidence-based decision making.
Patients should receive care based on the
best available scientific knowledge. Care
should not vary illogically from clinician to
clinician or from place to place.

6. Safety as a system property. Patients
should be safe from injury caused by the
care system. Reducing risk and ensuring
safety require greater attention to systems
that help prevent and mitigate errors.

7. The need for transparency. The
health care system should make informa-
tion available to patients and their families
that allows them to make informed deci-
sions when selecting a health plan, hospital,
or clinical practice, or choosing among
alternative treatments. This should include
information describing the system’s perfor-
mance on safety, evidence-based practice,
and patient satisfaction.

8. Anticipation of needs. The health
system should anticipate patient needs,
rather than simply reacting to events.

9. Continnous decrease in waste. The
health system should not waste resources
or patient time.

10. Cooperation among clinicians.
Clinicians and institutions should actively
collaborate and communicate to ensure an
appropriate exchange of information and
coordination of care (pp. 8-9).

For us in Catholic health care, these conclu-
sions and recommendations resonate with our
own experience. In fact, when we completed the
environmental assessment that served as the con-
text for the development of our current strategic
plan and asked the ministry to describe elements
of a “preferred future,” the issues of the unin-
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sured and reform of health care delivery were top
priorities. Consequently, “access” and “access to
what™ are addressed by three of our measures of
success. Two of the measures were part of our
original 2003-2005 strategic plan. They are:

o Still committed to our goal of universal cov-
cerage, we have played a leadership role in the pas-
sage of legislation that results in coverage for at
least 15 percent of the uninsured population.

® Grounded in our moral imperatives, and work-
ing with others, we have developed principles for
transforming health care delivery to best meet the
needs and changing demographics of persons and
communities—and we have encouraged a national
policy dialogue regarding the same.

Recently CHA’s board adopted an additional
measure of success that commits the association
to mobilizing the ministry to play a major leader-
ship role in a national effort to achieve our ulti-
mate goal of ensuring that the necessary legisla-
tion is passed to ensure aftordable and accessible
health care for all as soon as possible.

ETHicaL FouNDATIONS

We are fortunate, as we pursue the realization of
these measures of success, to have as both a
resource and a guide our church’s rich tradition
of ethical reflection. Aware of our measures of
success and of the various IOM reports, col-
leagues on vour CHA staft have begun to identity
what they understand to be the values that should
guide our efforts to achieve coverage for all and
transformation of health care delivery:

o The inherent dignity of all persons Because
cach person is created in the image of God, each
one is sacred and possesses inalienable worth. For
this reason, individuals should be treated with
profound respect and utmost regard from concep-
tion until natural death. One of the most impor-
tant ways of respecting human dignity is to ensure
that all persons have their basic human needs met
s0 as to promote their well-being and flourishing.
Health care is one of those basic human needs.

o Health carve as a fundamental human good
Health care is one of the fundamental conditions
required for human flourishing. For this reason,
it cannot be considered a mere commodity,
dependent on one’s ability to pay. Because it is a
basic human good, a moral society has an obliga-
tion to provide access to basic and compassionate
quality health care, regardless of age, income, ill-
ness, or condition of life.

e The social and interdependent nature of per-
sons Because persons are made in the image of a tri-
une God, they are social by nature and achieve their
flourishing only in communion with others. This
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interdependency of all human beings grounds their
responsibilities for each and for all. The health of
individuals and the health of society as a whole are
inextricably linked. Persons have a right and duty to
participate in the health care system to meet their
own needs and serve the common good.

® Promotion of the common good Becausc per-
sons are social by nature, cach has a responsibility
to work for and contribute to the “creation of
those conditions of social life by which individu-
als, families, and groups can achieve their own ful-
fillment in a relatively thorough and ready way.™
A just, efficient, and eftective health care system is
one of those fundamental conditions of social life
essential to human flourishing. Each member of
society has a responsibility for its development, its
maintenance, and its functioning.

o Equitable distribution of societal resonvces
Just as individuals have an obligation to con-
tribute to the well-being of all, so, likewise, soci-
ety has an obligation to distribute its benefits and
burdens in a manner that 1s fair and just. Health
care, because it is a social good, must be dis-
tributed equitably to all members of society. It
must be available to all in a manner that is fair.

o Care for poor, sick, and vulnerable persons
Because of the social nature of persons and the
requirements of justice, socicty and its individual
members have a special obligation to care for
those who are disadvantaged and not able to tully
participate in sociery. In a particular way, this
applies to meeting basic human needs and to
enabling participation in social life. This suggests
a social responsibility to provide access to appro-
priate quality health care for the uninsured and
underinsured. Those with greater needs should
receive services that address their needs.

Furthermore, because Jesus had a special aftec-
tion for poor and vulnerable persons, Catholic
health care “distinguish[es] itself by service to
and advocacy for those people whose social con-
dition puts them at the margins of our socicty
and makes them particularly vulnerable to dis-
crimination” (Directive 3).* Catholic health care
is characterized by its efforts to alleviate the con-
ditions that perpetuate the structures of poverty
and vulnerability in society.

e Prudent and vesponsible use of resonvces
Because creation is a gift of God intended for the
benefit of all, the goods of the earth must be
used responsibly with the recognition that they
arc for the benefit of all and not the possessions
of a few. A just health care system should be
characterized by equity, etficiency, effectiveness,
good stewardship, and a keen recognition of the

Continued on page 61
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Continned from page 9

limits on societal resources, on health care resources, on
human desires and aspirations, and on human existence
itself. In the light of limits, it is necessary to set appropri-
ate priorities with regard to societal needs and within the
health care system itself.

® Respect for the religious and ethical values of both
individuals and institutions The role and values of reli-
giously affiliated health care institutions and plans should
be protected.

[f one were to put these principles alongside our current
experience and ask what direction they invite us to take,
one would see, [ suggest, that they compel us in the same
general direction outlined in the [OM reports: systemic
reform. The gap between how things ought to be and how
they are cannot be overcome by patchwork efforts.
Instead, there must be a real transformation of how per-
sons maintain access to health care and how health care is
delivered in our country.

Over the last two years, your board has become con-
vinced of the need for such transformation and of the obli-

gation we in the ministry have to take a leading role in
bringing it about. In a future column, I will reflect on
what it will mean for us as ministry gathered and engaged
it we take on the task of mobilizing ourselves and others to
bring about systemic change in these two areas. o

NOTES

1 Quoted in Institute of Medicine, Insuring America’s Health, National
Academies Press, Washington DC, 2004, p. iii. The 10M report can
be found at www.nap.edu/books/0309091055/htmi/.

2. Institute of Medicine, Crossing the Quality Chasm: A New Health
System for the 21st Century, National Academies Press, Wash-
ington, DC, 2001, which can be found at www.nap.edu/books/
0309072808/html/.

3. “Gaudium et Spes.” in Austin Flannery, ed., Vatican Council Il
The Congciliar and Post Conciliar Documents, vol. 1, St. Paul's
Editions, Boston, p. 981.

4. U.S. Conference of Catholic Bishops, Ethical and Religious Direc-
tives for Catholic Health Care Services, 4th ed., Washington, DC,
2001, pp. 9-10.
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