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OF SPONSORSE

EvorviNng NATURE
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Recent Decades Have Brought Changes

Both in Theory and Practice

ne can, by following the evolution

of the concept of “sponsorship,”

trace the changing relationship

between the Church and Catholic

healthcare organizations in the
United States.

Until after the Second Vatican Council, that
relationship was rather straightforward: Religious
institutes of men and women, dioceses, or groups
of Catholic laity operated hospitals, homes for the
elderly, and other social service agencies. These
organizations were typically managed by person-
nel from religious institutes, usually at minimal
salaries, or none at all. The institute often owned
the organization’s property and assets, and also
provided it with access to capital.

LAY ADMINISTRATORS

Things began to change in the late 1960s and
carly 1970s, when lay men were appointed as
administrators in religious institutes’ hospitals.
This occurred not so much because of a reduction
in the number of religious as because of institutes’
insistence that administrators be educated and
professionally qualified for such positions.

In doing so, the institutes were continuing their
tradition of educating their members. In the early
years of this century, sisters pursued nursing edu-
cation not only for themselves; they also opened
many schools of nursing for lay women, thus
ensuring that their hospitals always had a pool of
qualified recruits.

Thirty years ago, hospital administrators often
came from the ranks of sister nursing supervisors.
But as the demand grew for specially educated
hospital administrators, the number of sisters with
such educations could not keep pace. Thus more
and more lay men took on the role of administra-
tor. By the 1980s, lay women had begun to move
into these positions. At the same time, the num-
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ber of women religious available for hospital work
was diminishing.

LEGAL CHALLENGES

Another factor that changed the relationship was
the law concerning institutions of charity. Until
the 1940s such institutions enjoyed immunity
from lawsuits.! Since then, however, courts have
held them liable for malpractice. Many religious
institutes incorporated their hospitals to protect
themselves from such suits. Some institutes
appointed nonmembers to seats on their hospi-
tals’ boards of directors. As a result, some people
began to ask serious questions about the role of
religious institutes in Catholic hospitals.

CLARIFICATION OF SPONSORSHIP

Civil Law Perspective W. A. Regan, writing in
Hospital Progress in 1970, presented one of the
first analyses of sponsorship from a civil law per-
spective:

Commitment to apostolic service by a reli-
gious institution is called sponsorship. In
the U.S.’s pluralistic society, the concept of
Catholic sponsorship of voluntary nonprofit
hospitals is traditional and is recognized by
both the federal government and state gov-
ernments. Further, nothing in the civil law
concept of separate hospital incorporation
and the consequential concept of local
trustee ownership and control of these hos-
pitals militates against the fundamental con-
cept of sponsorship by a religious order,
congregation, or institute.’

Regan recommended that religious institutes
determine the kinds of power they wanted to
reserve to themselves and the types of corporate
structure they wanted to use and then formulate
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their legal documents
accordingly.

Canon Law Perspective
Two years before Re-
gan’s article appeared,
J. J. McGrath had ad-
dressed the issue of
institutional organiza-
tion in terms of canon
law. McGrath postulat-
ed that, in many cases,
civil incorporation re-
moved a Catholic insti-

healthcare, including
the creation of integrat-
ed delivery systems and
the formation of new
partnerships. Many of
these arrangements are
too large and complex
to be sponsored by a
single congregation.
Some may require
sponsorship by several
congregations; some,
indeed, may involve

tution from the realm
of Church property and
direct control. He ar-
gued that religious in-
stitutes should maintain
their relationships and roles in these civilly incor-
porated—but now, in his opinion, non-Catholic
institutions—through provisions in the legal docu-
ments and congregational membership on the
boards of directors.?

Reserved Powers To counter McGrath’s argument,
A. J. Maida (roday the cardinal archbishop of
Detroit) wrote Ownership, Control and Sponsor-
ship of Catholic Institutions. He argued that
Catholic institutions must follow both civil and
canon law. Incorporation, he wrote, protected the
property and assets of a Catholic institution under
civil law, and did not affect its canonical status: A
Catholic hospital remained Catholic after civil
incorporation.

Although the issue was much debated, every-
one agreed that, to protect an institution’s
Catholicity, a sponsoring institute should control
both the institution’s civil documents and its gov-
ernance functions, through the reservation of cer-
tain powers to the sponsor.

SHIFT T0 MissioN CONCERNS
During the 1980s, Catholic sponsors shifted their
focus to mission concerns. They realized that
unless a healthcare organization was thoroughly
imbued with the spirit of Jesus’ healing mission,
neither ownership nor control of governance
could ensure its Catholic identity. This led spon-
sors to make concerted efforts to clarify the funda-
mental values of Catholic healthcare.* Most
Catholic healthcare facilities also developed mis-
sion integration programs to ensure that their per-
sonnel and practices stayed focused on mission.
The 1990s have brought great changes in

HEALTH PROGRESS

non-Catholic sponsors.
In this changing envi-
ronment, sponsorship is
again shifting its focus,
moving now to the fun-
damental issues of Catholic identity, especially ser-
vice to the poor and disadvantaged.

MissioN AND CoMMUNION

Catholic identity has two main components, #is-
sion and communion. Catholic institutions exist to
participate in the salvific mission of Jesus, while, at
the same time, maintaining some sort of structural
communion to the whole Church. The Ethical
and Religious Directives for Catholic Health
Care Services provide one way healthcare institu-
tions can address issues involving mission.®
Communion comes through an institution’s
structural relationship with the Church or
through a bishop’s recognition of it as Catholic.
An institution can relate itself to the Church
through integration with a formally established
entity, such as a religious institute or diocese. In
the past, nearly all Catholic institutions were relat-
ed to the Church in this manner.

Today, however, healthcare institutions and sys-
tems are forging new types of relationships with
the Church. They can, for example, be integrated
into formally established associations of lay
Catholics. They can also be established in their
own right as juridic persons, the Church’s coun-
terpart to civil corporations. There are two kinds
of juridic persons:

e Public juridic persons, which have the closer
relationship to the Church. They participate in the
mission of Jesus in the name of the Church and
are more obligated to follow canon law. Their
assets are Church property.

® Private juridic persons, which have the more

Continued on page 60
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Pastoral Care Policies and
Procedures for the 1990s

Now from CHA: a complete
guide to pastoral care policies and
procedures covering five essential
components of pastoral care man-
agement: purpose, policies, sacra-
mental policy, position descrip-

tions, and performance appraisals.

Pastoral Care Policies and
Procedures for the 1990s will
guide pastoral care departments
as they attempt to integrate pas-
toral care into the total life of the
healthcare facility. This workbook
has a blank page for notes adja-
cent to each policy statement.
Under each policy statement are
suggestions for discussion for
developing procedures to imple-
ment that policy and to reflect
the facility’s personality and its

commitment to pastoral care.

Copies of Pastoral Care Policies
and Procedures for the 1990s are
available from the CHA Order
Processing Department for $20

each.

Call 314-253-3458.

em:

THE CATHOLIC HEALTH ASSOCIATION
OF THE UNITED STATES

IMPROVING QUALITY

Continued from page 59

One of the more developed ongo-
ing projects is high-risk maternity
management. This team has devel-
oped a prenatal screen to identify
women at risk for early deliveries or
other problems. The team has also
redesigned staffing for labor and
delivery and implemented case man-
agement for high-risk pregnant
patients. This group is collecting and
analyzing the risk screens, assessing
outcomes such as cesarean birth rate,
low birth weights, and frequency of
prenatal care. After this analysis, the
project team will continue its quality
improvement efforts.

The low back pain team is the only
one that has officially “finished” its
project. It consisted of an observa-
tional study of low back pain treat-
ments in a large primary care clinic,
with the goal of proposing a treat-
ment guideline. The limited study
enrollment, lack of unmet needs or
opportunities for improvement
among study enrollees, and pressures
from other projects led to the prima-
ry care group’s decision not to devel-
op a formal guideline. Instead, the
group’s members are awaiting the
GEAR project’s quality recommen-
dations, which will span the continu-
um of care to address primary and
specialty care treatment and specific
interventions such as physical therapy
and surgery.

The high-urtilization Medicare and
Medicaid projects started with the
fewest and least-defined available
resources. Both have developed evi-
dence-based risk screens, with the
goal of proactively identifving people
at risk for poor health and high
healthcare costs. These risk screens
are now administered to newly
enrolled members of the health main-
tenance organization. o

The authors gratefully acknowiedge David
J. Lansky, PhD); Nancy L. Erckenbrack; and
Deboral M. Gannon for their contributions.

,‘3‘ For more information, call Marla
London at 503-216-7169.
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ponsorship
will continue to
change as healthcare
changes.

distant relationship to the Church.
They act in their own name, and their
assets are not Church property.

Juridic person status can be granted
by cither the diocesan bishop, the
U.S. Conference of Catholic Bishops,
or the Vatican.

In addition, there are healthcare
organizations that, although they do
not seek institutional ties to the
Church, are formally recognized as
Catholic by the bishop.

CHANGE IN THEORY AND FORM

Sponsorship has changed both in the-
ory and in form over recent decades.
It will most likely continue to change
as healthcare changes, because it
serves the Church as a useful way to
maintain its focus on the essential
components of the Catholic mission
in healthcare. o
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