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HEALTHCARE 

REFORM 

M
embers of the 
Catholic Health 
A s s o c i a t i o n 
(CHA) Lead
ership Task 

Force on National Health Policy 
Reform are encouraged ,\\\d 
excited about the many possibili
ties contained in the association's 
plan for healthcare reform. We believe it is a for
ward-looking plan that would accomplish many 
worthwhile goals, such as: 

• Providing real access to needed healthcare for 
the growing millions of uninsured Americans 

• Controlling healthcare costs effectively and in 
a manner that will improve the quality of care 
while retaining the best features of the current 
pluralistic system 

• Providing new opportunit ies for a fuller 
expression of the Catholic healthcare ministry 

The task force recognizes that the implementa
tion of CHA's plan would result in profound 
changes in the way providers deliver healthcare in 
the United States. CHA's plan would: 

• Result in fewer acute healthcare facilities 

Healingthe 
System 

J NATIONAi 

• Challenge some acute care 
facilities to refocus their missions 
and to begin providing addition
al healthcare services needed by 
the community 

• Require each Catholic health
care provider to engage in mean
ingful collaboration with Catho
lic providers and others to main

tain a strong presence for the Catholic healthcare 
ministry 

THE PREEMINENCE OF MISSION 
One of the first questions the task force asked 
was. Should CHA's reform effort focus primarily 
on the needs of healthcare facilities, or should it 
first consider the needs of patients, clients, and 
families? The task force decided that providers 
must focus first on doing a better job of meeting 
people's healthcare needs. 

The task force believes this approach recog
nizes the primacy of mission without diminishing 
the important and legitimate needs of healthcare 
facilities. It also accords favorably with the reli
gious origins of Catholic healthcare facilities, all 

S u m m a r y The Catholic Health Associ
ation (CHA) Leadership Task Force on National 
Health Policy Reform has offered a proposal that, 
if enacted by Congress, would result in profound 
changes in the way providers deliver healthcare 
in the United States. The proposal would result in 
fewer acute healthcare facilities, challenge some 
acute care facilities to provide additional ser
vices, and require each Catholic healthcare 
provider to collaborate with Catholic providers 
and others. 

Two features distinguish CHA's plan from the 
many other healthcare proposals that have been 

offered. First, CHA's plan is rooted in six tenets of 
Catholic healthcare. Second, the plan primarily 
focuses on client-centered delivery reform rather 
than on financing issues as other proposals have 
done. The task force believed it first had to create 
a vision of what the nation's future healthcare 
delivery system should look like. 

The task force decided that providers must do a 
better job of meeting clients' healthcare needs. To 
be a credible leader in the healthcare reform 
debate, the task force believes that CHA must offer 
a plan that primarily focuses on the needs of peo
ple and, second, controls costs effectively. 
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of which were established in response to commu
nity need and were "sustained in faith often under 
difficult circumstances and at considerable per
sonal, material, and financial sacrifice" (CHA, A 
Time to Be Old, a Time to Flourish: The Special 
Needs of the Elderly at-Risk, 1988). 

Once the task force decided it would take a 
mission perspective, other questions followed: 
Mow well is the current healthcare system deliver
ing services? How could it be organized in a man
ner that would better meet the needs and prefer 
ences of clients and their families? Catholic 
healthcare providers have a wealth of knowledge 
and experience and can and should mobilize to 
help the task force answer the tough questions 
that remain. 

THE FACES OF THE HEALTHCARE POOR 
CHA's plan, which responds to the nat ion 's 
healthcare crisis, is essentially economic, social, 
and statistical—that is, conceptual. The nature of 
this task does not obscure the fact that the U.S. 
healthcare crisis and CHA's attempt to address it 
have real consequences for real people. 

The following stories, about uninsured people 
who needed healthcare but did not receive it, 
remind us that these situations arc not unique, that 
they occur daily in the current healthcare system: 

• A woman enters a private hospital to give 
birth. In the deliver)- room she mentions to her 
physician that her husband recently lost his job 
and his health insurance. Although she is in labor, 
the physician then sends her to the county hospi
tal that caters to the area's poorer residents. 

• A public clinic refers a desperately ill baby to a 
regional medical center for treatment. The baby's 
parents are indigents and haw no family physician. 
Alter waiting in the center's emergency room for 
four hours, the baby is finally admitted. The pedia
trician on call had refused to treat the baby because 
he did not want to serve as a backup for a "free 
clinic." The baby dies a few hours after admission. 

As C H A ' s No Room in the Marketplace 
(1986) reminds us, "These stories are not mere 
anecdotes; they are paradigms for the nation's 
suffering poor who are uninsured and require 
healthcare." We must keep them in our minds 
anil hearts as we discuss how our healthcare sys
tem might better serve them. 

A UNIQUE APPROACH 
Two features distinguish CHA's plan from the 
many other healthcare reform proposals that have 

been offered to date. First, the task force clearly 
and precisely articulated its values (see Box). The 
task force derived these values from Catholic 
social teaching and employed them in two ways: 
to develop a social critique of the existing health
care system and to form the foundation of the 
task force's approach to reform. 

The task force modeled its vision of healthcare 
reform on the biblical notion of Jubilee. Sr. 
Juliana Casey, IHM, PhD, STD, explains Jubilee 
in the January-February 1992 issue of Health 
Progress ("The Vision of Jubilee," pp. 29-31). 
Jubilee represents a new vision for society, a pro
found reform that would reverse the wrongs of 
previous times—and set relationships aright. The 
Jewish people developed the concept during one 
of their Babylonian exiles. 

Jubilee is most of all an expression of hope. 
Although most scholars believe that the actual 
Jubilee never took place, what is important is that 
hope prevailed in a time that encouraged despair. 
The vision of Jubilee reminds Catholic healthcare 
providers that faith will not allow us to give up on 
the one who goes with us. It urges us to dream 
and to believe the dream will become real. Jubilee 
challenges us to make the dream come true. 

Vaclav Havel also helped the task force in its 
understanding of hope. Currently president of 
Czechoslovakia, this courageous poet was once in 
prison behind the Iron Curtain. He says, "Hope-
is definitely not the same as optimism. It is not 
the conviction that something will turn out well, 
but the certainty that something makes sense 
regardless of how it turns out." 

The second unique element of the task force's 
approach is its emphasis on client-centered deliv
ery reform. Other reform proposals begin with the 
financing issue. The task force believes that before 
addressing the means to achieving reform, it had 
to create a vision of the nation's future healthcare 
delivery system. 

SIX TENETS OF CATHOLIC HEALTHCARE 
Catholic healthcare is a ministry. 
Every person is sacred and the subject of human dignity. 
Public policy must serve the common good. 
There must be responsible stewardship of resources. 
The needs of the poor have a special moral priority. 
Tasks should be performed at appropriate levels of organization. 
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VALUES AND V I S I O N 

A LEADERSHIP PLAN 
CHA\s Leadership Task Force on National 
Health Policy Reform has taken very seriously the 
association's Vision 2000 s ta tement , which 
asserts that CHA should be a "leader in the 
movement toward a redesigned U.S. healthcare 
system that is just and equitable." Leadership 

requires many things, but most of all it requires 
credibility. To be a credible leader in the health
care reform debate, CHA must offer a plan that 
primarily focuses on the needs of people and, sec
ond, controls costs effectively. 

As a representative of bo th the Cathol ic 
Continued on pajje 77 

OVERVIEW OF CHA'S WORKING PROPOSAL 
CHA's comprehensive reform plan 
responds to the needs of millions of 
uninsured or underinsured Americans 
by providing for universal access to 
healthcare under a modified single-
payer plan. All individuals would be 
included in a national health program 
covering primary and preventive care, 
acute care, and long-term care. 

The plan creates integrated delivery 
networks (IDNs), which would link vari
ous types of providers in a community 
to provide a broad range of services. By 
treating patients in the setting that is 
the most appropriate to respond to 
their particular needs, IDNs would 
ensure a healthcare system that is 
client centered. The IDN system would 
contain costs by reducing duplicative 
services and excess hospital capacity. 

State health organizations (SHOs) 
would charter the IDNs and distribute 
to them a risk-adjusted capitated pay
ment for each person they serve. To 
ensure a one-tier system, IDNs would 
be required to offer the comprehensive 
benefit package to all persons. 

A national health board (NHB), func
tioning independently of the executive 
and legislative branches, would admin
ister the system. Since the NHB would 
establish national health expenditure 
levels and the basic comprehensive 
benefit package for IDN clients, its inde
pendence from political pressures is a 
crucial aspect of the plan. 

The program would be financed 
through a payroll tax, funds currently 
devoted to state and federal health ben
efits programs, and additional revenues. 

THE PLAN'S DEVELOPMENT 
CHA's Leadership Task Force on 
National Health Policy Reform devel
oped the final plan and presented a 
preliminary proposal to CHA members 
last October. In response to members' 
suggestions and to concerns raised by 
recent legislative proposals that man
date employer-based insurance, the 
task force considered the implications 
of many funding arrangements, espe
cially the pros and cons of including 
employer financing in its plan. 

After looking at possible options in 
which employers could either "pay" (be 
assessed a payroll tax to fund employ
ees' insurance) or "play" (provide insur
ance plans directly to their employees), 
the task force decided against including 
employer-based financing in its final 
proposal. Task force members feared 
that, although all people would have 
the same basic comprehensive pack
age of benefits, such a system would 
likely perpetuate two tiers of care. Task 
force members were also concerned 
that continuing to link access to health
care with employment would perpetu
ate the funding, regulatory, and bureau
cratic problems that plague the 
nation's current system. 

The task force considered the disad
vantages of disrupting existing financ
ing streams and relationships among 
the current system's various stakehold
ers. The group determined, however, 
that the reorganization contained in its 
plan would be the most effective 
means to address service fragmenta
tion and escalating costs, as well as to 

substantially improve Americans' health 
status. 

CHA members responding to a sur
vey about the preliminary proposal last 
fall agreed that the plan would increase 
opportunities for their institutions to 
fulfill their mission. Of 116 respon
dents, almost half were CEOs. A large 
majority (more than 65 percent) sup
ported the plan's tax-based financing. 
More than half said their facilities could 
easily become part of an IDN. 

CHA BOARD ADOPTS PROPOSAL 
At its February meeting, the CHA Board 
of Trustees voted to adopt the task 
force's report. The board identified its 
recommendation for U.S. healthcare as 
"one working proposal for systemic 
reform that embodies the values of the 
Catholic healthcare ministry." 

The task force will continue to report 
to the board concerning members' con
cerns and recommendations for 
change. Sr. Coreil noted that this "will 
enable our members who may disagree 
with one or more aspects of the propos
al to make formal presentations sug
gesting changes or modifications that 
are consistent with our values. 

"Where such recommendations make 
good sense and are agreed to by the 
board, they could be incorporated into 
the advocacy strategy," she continued. 
She said the task force should develop 
programs "to help members better 
understand the forces driving the health
care reform debate, the various reform 
proposals, the values underlying the CHA 
proposal, and the proposal itself." 
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THE MEDICAL 
WASTE AUDIT 

Continued from page 74 

studies being planned for the labora
tory, the emergency room, radiology, 
standard patient rooms, intensive care 
units, and other areas. 

PREPARING FOR THE FUTURE 
Increasing levels of public concern are 
focusing attention on the hospital as a 
source of medical wastes. The EPA is 
now directed to uncover the true 
health hazards associated with infec
tious medical wastes. More stringent 
documentation, disclosure require
ments, and regulation are sure to fol
low. Hospital managers can prepare 
for future regulation and manage 
their medical waste generation, han
dling, and disposal activities more 
cost-effectively. The hospital medical 
waste audit is the first step in this 
process. D 

The author wishes to thank Dennis C. 
Werner and Peter Wolff, of the University 
of South Florida's Department of Health 
Policy and Management; and Ben Pethe, 
Carol He in en, Mary Herbert, Lori 
Hindenlang, and Paula McGinnis, of St. 
Joseph Hospital, for their assistance in the 
medical-surgical waste pilot audit. 
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liabilities, hospital waste handling, 
and future issues and developments in 
waste management. Almost 400 per
sons participated. Representatives 
from 28 DCNHS facilities viewed the 
teleconference live via on-site equip
ment. Eight member facilities from 
the Sisters of Charity Health Care 
Systems, Cincinnati, participated in 
the conference as well. Tapes of the 
conference were made available to six 
other DCNHS members. 

ENVIRONMENTAL CHECKLIST 
As awareness of the importance of 
preserving planetary resources grows, 
providers will become increasingly 
interested in developing recycling and 
waste management programs. Hospi
tals just beginning such programs 
may find some of the following sug
gestions helpful: 

• Contact other hospitals or sys
tems with established recycling pro
grams for suggestions on get t ing 
started and estimates of the potential 
net income recycling may generate. 

• Arrange for a staff member in
volved with a successful program at 
another hospital to give a presenta
tion to managers and other employ
ees explaining how the program was 
set up and what it has accomplished. 

• Determine whether a full- or 
part-time position should be estab
lished to coordinate recycling efforts, 
or specify which existing manager 
should coordinate the program. 

• Contact local recyclers to find 
out what materials can be recycled. 

• Have the communications staff 
publicize the program, give it a Dame, 
and create a logo. 

• Explore possibilities for working 
with business or community groups 
to increase recycling options, educate 
community members, and develop a 
community-wide campaign. 

• Ask employees who are enthusi
astic about recycling to help coordi
nate the program. 

• Contact a medical waste manage
ment firm for information about dis
posal and recycling options and their 
costs. — Phil Rheinecker 

VALUES AND 
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healthcare ministry and dues-paying 
membership organizations, the task 
force has had to consider many com
peting interests and claims in the 
d e v e l o p m e n t of its approach to 
national health policy reform. The 
task force believes this plan is a good 
starting point for balancing those 
interests while retaining its credibili
ty. However, the task force has cer
tainly not answered every specific 
question. 

In the final analysis, however , 
Catholic healthcare providers must 
recognize that, because we are talking 
about the future, we will never be 
able to address all of the possible 
obstacles that might arise. At some 
point, Catholic healthcare providers 
will have to press forward—much as 
our founders did—in faith, in charity, 
and in hope, with the certainty that 
what we are proposing makes sense 
"regardless of how it turns out." 

Direction can be found in these 
words by Sr. Joan Gallagher, CSA, 
from her foreword to Pioneer Healers 
(Sr. Ursula Stepsis, CSA, and Sr. 
Dolores Liptak, RSM, eds., Cross
road Publishing, New York City, 
1989): 

Today the healing mission and 
ministry requires new linkages, 
new forms of involvement and 
d ia logue , to build t rus t , to 
enable all of us to move beyond 
our security to address the 
needs of the medically indigent, 
the lonely, the homeless, the 
abused, and the displaced. All 
of us have been created to share 
in the divine life through a des
tiny that goes far beyond our 
human capabilities. God now 
asks us to sacrifice and to reflect 
on our reverence for human 
dignity and on our service and 
discipleship, so that the divine 
healing for the human family 
and this earth can be fulfilled, D 
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