
SPECIAL SECTION 

atholic health c u e is increasingly 

\ * held accountable for tracking 

x I ,\\K\ r epor t ing resources com 

mit tcd to c o m m u n i t y benefit. Today ' s 

health care organiza t ions are expected t o 

report back to the larger communi t i e s they 

serve. In response , Cathol ic organizat ions 

have developed software to help them 

gather such information in a s tandardized 

format and track their c o m m u n i t y benefit 

activity from year t o year.* 

However, organizations would do well, before 
tracking and reporting community benefit initia­
tives, to reflect on why doing so is important and 
to communicate a meaningful rationale tor it to 
those who will be called on to report. Although 
Mercy Medical (enter-North Iowa (MMC) has 
done much to support the poor and undcrserved 
in its community, we who are the facility's leaders 
understand that a good deal of this activity never 
gcis reported. Several years ago. we realized thai 
we must encourage staff members to list such 
activities so that we could compile a complete 
report. 

SOCIAL ACCOUNTABILITY 
("atholic health care providers are accountable 
not only for their financial performance and 
investments bui also tor how well they demon­
strate their mission and \alues. A Catholic hospi­
tal's mission should dine everything it does. The 
facility's stakeholders include government, insur­
ers, sponsors, ihe church and local bishops, 
patients .\\u\ residents i and their families!, staff 
members, physicians, volunteers, and the mem-
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bers of its community. Among other things, a 
Catholic hospital must, to maintain its tax-
exempt status as a not-for-profit organization, 
satisfy the Internal Revenue Service (IRS) that it 
contributes significantly to the welfare of its com­
munity. Doing so is usually not difficult because 
Catholic providers tend to be generous in their 
community benefit contributions. 

Having Catholic hospitals in a community is a 
good thing, according to a study released a few 
years ago.1 Indeed, the numbers reported by 
Catholic health care systems are impressive, mea­
sured as they are in the millions of dollars of 
uncompensated care annually. The fact that such 
care is needed is a compelling argument for pre­
serving the social "safety net" in the United States, 
in which Catholic hospitals play a major role. 

However, we have found preservation of the 
safety net one of the less satisfactory' incentives in 
persuading MMC staff members to report com­
munity benefit activities. The idea of a national 
safety net probably seems abstract to them. Also 
abstract is the notion of bringing together such 
information from Catholic and other not-for-
profit providers across the nation to show law­
makers how badly health care reform is needed in 
the United States. And, finally, MMC staff mem­
bers have little interest in the complexities of tax 
law and are therefore not inclined to gather com­
munity benefit data simply to support MMC's 
tax-exempt status. 

So how were we to persuade MMC's staff, 
which was already burdened with increasing work­
loads, to report community benefit activities? 

THE WALKING NUNS 
One MMC staff member, thinking about the 
facility's mission, compared it to her own person­
al need to learn about her family's roots overseas. 
The best way to motivate staff, this person said, 
was to tell them about the life and spirit of 
Catherine McAuley, foundress of the Sisters of 
Mercy. 

Mother McAuley was born in Dublin, Ireland, 
in 1778. Her father, lames McAuley, was a 
wealthy man who reached out to the poor street 
children and invited them into the McAuley 
home. His generosity and compassion had a last­
ing influence on his daughter. However, James 
died when Catherine was only five, and, like many 
young children in America today, she grew up in a 
single-parent home. The family became impover­
ished because of Mrs. McAuley's inability to man­
age money. Catherine experienced grief, poverty, 
homelessness, and religious discrimination. 

After her mother's death, Catherine was herself 
taken into the home of a wealthy Dublin family, 
where she lived for 20 years. In rime, she inherit­
ed her benefactors' fortune, and she used it to 
build what she called the House of Mercy, a 
home and school for poor children. Other 
women joined her in this endeavor, and in 1831 
they became the Sisters of Mere)'. 

In a sense, Catherine McAuley can be 
described as an originator of community needs 
assessment. Refusing to be cloistered, she spent 
much of her time traveling around the country­
side looking for poor people to help—a practice 
that later caused her congregation to become 
known as the "walking nuns." Mother McAuley 
never forgot her own experience with poverty. 
She knew that the indignities suffered, not lack of 
money or food, were the worst thing about being 
poor. She believed in furnishing people with the 
skills they needed to help themselves—what we 
today call "empowerment." 

POVERTY OF SPIRIT 
It's easy to get into an "us and them" mentality 
when talking about community benefit ministry. 
We who are involved in the Catholic health min­
istry help "them," the poor. But, in seeing things 
that way, we overlook our own problems—rising 
costs, increased financial uncertainty, labor short­
ages, stress, burnout—which themselves amount 
to a kind of impoverishment. Being in touch with 

S U M M A R Y 

Mercy Medical Center-North Iowa (MMC), Mason City, IA, 
has done much over the years to support the poor and 
underserved of its community. However, in recent years, 
the facilities leaders came to see that much of its commu­
nity benefit activity went unreported. They decided to 
launch an initiative to improve this reporting. 

They began, in the summer of 2002, with a campaign to 
educate staff members about the facility's sponsor, the 

Sisters of Mercy, and that congregation's foundress, 
Mother Catherine McAuley. In December, MMC adopted a 
biannual reporting cycle for community benefit activities. 

Such reporting was facilitated by putting it online. More 
recently, MMC has begun publicizing its community benefit 
activities. As a result, both the facility's staff and the com­
munity have gained a clearer idea of the services that 
MMC provides in north Iowa. 
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our own impoverishment, as Catherine McAulcy 
was with hers, reminds us to minister with an 
authentic sense of caring. Getting in touch with 
our own "poverty of spirit" helps to break down 
those "us and them" dualities. 

We need the stories of people like Catherine 
McAuley, and the founders and foundresses of 
other religious communities, both past and pre­
sent, to continually inspire us. Shifting the focus 
from the individual to the larger community puts 
the need to report community benefit in a whole 
new light. At MMC, we decided that telling our 
staff about Mother McAuley might prove to be 
an effective, authentic way to solicit community 
benefit information. Helping staff members con­
nect to their own "poverty of spirit" facilitates a 
greater commitment to reporting, as an expres­
sion of solidarity with the community—being at 
one with, not standing over, the people we serve. 

THE CATEGORICAL IMPERATIVE 
The 18th-century philosopher Immanuel Kant 
argued that people should exercise good will not 
as a means to an end but because it is good in 
itself.2 The rightness of an act, he believed, is 
determined independently of a person's or organi­
zation's particular self-interest; any right action 
has inherent merit that can stand on its own. Kant 
called this the "categorical imperative." Hollowing 
Kant, we who serve Catholic health care ought to 
report community benefit activities simply 
because doing so is right, regardless of the context 
or possible outcomes, either positive or negative. 
Reporting community benefit in this spirit 
expresses our intent to be guided by higher moral 
principles. Charity and service modeled by our 
corporate culture can inspire other forms of vol­
unteer sen ice that, although they will never be 
included in m official community benefit report, 
will nevertheless work toward the common good. 
( ommunity and individuals grow .md flourish 
collectively through expressions of charity, in 
keeping with the vision of Catherine McAuley. 

At MMC, we asked ourselves: Are we advocat­
ing a Kantian approach because, in the long run, 
the message to staff will be more effective in 
soliciting community benefit reporting? Or 
should we simply drop all expectations, urge staff 
members' cooperation in reporting, and invite 
their responses? As we planned our staff educa­
tion sessions, we debated this question, question 
ing our own motives. 

We recognized both utilitarian MU\ philosophi­
cal influences at play. Certainly we had a job to do 
and a responsibility to report the data to other 

stakeholders. We did, however, acknowledge a 
deeper sense of duty. Our intention to engage this 
activity, to stand before stall" members and edu­
cate them about the value of community benefit, 
was guided more by a desire to be ethical—to be 
an ethical organization and to do the right thing. 

There is, of course, a very practical reason for 
reporting community benefit—to allow more 
good to be done. This was the original purpose 
of the tax-exempt status. At MMC, we are cer­
tainly accountable to the IRS. Rut we are even 
more accountable to ourselves and our mission, 
and ultimately to God. As one writer has said, 
"Christians and moral theology must, however. 
live with M\ eschatological tension between the 
present time of redemption and the unrealized 
future of resurrection destiny. We are called to 
improve on and change what exists here and now 
but also to realize that our fullness of redemption 
will never be here."1 This "eschatological ten­
sion" calls us to do more than file a report. Our 
actions must be motivated by a higher reason. 

TAKING ACTION 
In the summer of 2002, MCC launched a cam­
paign to educate its staff about Catherine 
McAuley and the Sisters of Mercy. As a result of 
that campaign, we were able to persuade MMC 
staff to report community benefit activities. Our 
next question was: How do we make such report­
ing operational? 

We soon realized that accomplishing that would 
require more than an educational blitz. In 
December 2002, MMC adopted a biannual 
reporting cycle for community benefit, in 
December and June (the end of the fiscal year I. 
This frequency helps to keep staff members aware 
of the need to report. People get so busy that they 
simply forget to record community benefit activi­
ties. Having biannual (or, as in some health care 
organizations, quarterly) reporting, relieves one of 
the necessity to remember every activity. At 
MM('., we circulate "prompter lists" of communi­
ty benefit programs and services undertaken in pre­
vious years, reminding staff of all we've been 
involved in. The prompter list is also a powerful 
educational tool because it points out the many 
good things done by the organization, clearly 
demonstrating how MMC lives its mission. 

ELECTRONIC REPORTING 
At MMC, wc are becoming more savvy about 
reporting community benefit electronically. We 
used to be a very paper-dependent culture. In 
those days, MMC's administration would mail out 
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community benefit ministry (CBM ) forms to each 
department, where they would be tilled out and 
returned to the hospital's CBM coordinator. The 
CBM coordinator would then re-record the infor­
mation on a computer, but frequently not before 
making several phone calls to clarify illegible hand­
writing. This process required hospital wide mail­
ing of forms, staff filling in the CBM reports and 
sending them to our CBM coordinator, who in 
turn had to re-record the information on the com­
puter, sometimes not before several back-to-back 
phone calls to clarify illegible handwriting or to 
gather data inadvertently left off the form. 

Paper forms added another, time-consuming 
layer of complexity to community benefit report­
ing, increasing the probability of a poor response. 
It was cumbersome, inconvenient, ,\\u\ viewed 
with suspicion by people who were privacy con­
scious. 

Online reporting has significantly improved 
our response, allowing staff members to quickly 
access the online CBM site from their desktop, in 
most cases without invoking the CBM coordina­
tor. However, our CBM coordinator is always 
available to help with electronic reporting, field 
inquiries, or process written forms submitted in 
paper format. Not even' staff member has access 
to or proficiency with computers, and we do not 
want to inadvertently screen out submissions filed 
in the traditional way on paper forms. 

There will always be some staff members who 
do not report, either with paper forms or elec­
tronically, no matter how persuasive and inviting 
the appeal. This is something we just accept, 
attempting to capture the data through other 
participants involved in the same community 
benefit initiative, or, if necessary, through anec­
dotal evidence.* 
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Information technology specialists at our facili­
ty conduct several training sessions a year to help 
staff acquire proficiency in using our online sofi 
ware. This training is part of a wider effort to 
promote an electronic reporting culture in the 
hospital. We arc beginning to make some real 
progress in this area, but continual reinforcement 
and encouragement is required. 

"MISSION MOMENTS" 
Despite growing success with online community 
benefit reporting, we continue to hold face to 
face meetings with departments and sen ice line 
staff, often in conjunction with regular depart 
ment and team meetings, so as not to burden staff 
with yet another mandatory meeting. The person­
al contact provides an opportunity not only to dis-
cuss reporting community benefit but also to 
praise staff members for the ways they are already 
living the mission, providing additional communi­
ty benefit through their dedicated service. 

We call such meetings "Mission Moments." 
I lealth care employees sometimes fail to see their 
work as mission related, especially if they are hot 
involved in bedside care or work in clinical units. 
Our Mission Moments are opportunities to 
affirm and thank staff for their commitment in 
living the mission, as well as to educate them 
about our community benefit ministry and the 
need to tell the larger story. 

We have come to realize that MMC's commu­
nity benefit activities should be widely publi­
cized—and as often as possible. Roth staff mem­
bers .^nd the community need to he aware of the 
many good things the hospital does. Such public­
ity is not self' promotion —it is being accountable 
to our mission, as well as being good stewards of 
our reputation in the community. Reporting 
once in an annual report is ,\n important first 
step. Rut it should not be the only time we tell 
our story. 

Affirming the charitable role of our organiza­
tions encourages staff members to report on 
community benefit activities that their depart 
ments provide. Staff members should not feel 
admonished to give alms publicly. Rather, they 
should feel they arc helping to demonstrate that 
the giving spirit is alive in their organizations. • 

"The CBISA software accommodates the recording of 
both quantitative and qualitative data. 
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