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“Whether it be the sweeping eagle in his flight, or the 
open apple-blossom, the toiling work-horse, the blithe 
swan, the branching oak, the winding stream at its 
base, the drifting clouds, over all the coursing sun, 
form ever follows function, and this is the law. Where 
function does not change, form does not change. The 
granite rocks, the ever-brooding hills, remain for ages; 
the lightning lives, comes into shape, and dies, in a 
twinkling. It is the pervading law of all things organic 
and inorganic, of all things physical and metaphysical, 
of all things human and all things superhuman, of all 
true manifestations of the head, of the heart, of the 
soul, that the life is recognizable in its expression, that 
form ever follows function. This is the law.”1

Although this principle is usually associated with 
late 19th- and early 20th-century architecture and 
industrial design, Sullivan would say this law can be 
applied to anything — including human organizations. 
The “manifestation of the head, heart and soul” in 
Catholic health care, especially as it relates to the 
preservation and promotion of Catholic identity, has 
greatly changed in the last 50 years. The functions of 
sponsorship, governance, management and mission 
have greatly changed over the last five decades and so 
has their form. That is good, according to Sullivan.  
It shows Catholic health care is adapting, changing  
and alive!

This article focuses on one particular aspect of Catholic 
health care that has been evolving for almost 50 years 
— mission integration. “Mission integration is the sum 
of the processes, programs, and relationships that serve 
to enhance our understanding and commitment to the 
tradition and values from which the healing ministry 
originated and in which it continues. It is more than 
programs and celebrations; it is the work of the soul. It 
translates into day-to-day language and struggles with 
complex issues and brings light to significant decisions.”2

The form of mission integration has greatly changed 
through the decades. The position of mission leader 
has grown in prominence and influence. Competency 
models continue to change to express the increasing 
functions and responsibilities associated with the role. 
This article weaves together the historical highlights 
of mission integration, with the shifts in function and 
form in Catholic health care, so the reader will see how 
mission has always adapted to serve the needs of  
the ministry.

EARLY BEGINNINGS — MID 1970s

The role of the mission leader in Catholic health care 
in the United States was created in the mid-1970s. The 
process began when sponsoring congregations had 
fewer members to send into Catholic hospitals as nurses 
and administrators. They assigned women religious to 
leadership positions at the system headquarters under a 
title we now refer to as “mission services,” although the 
title then varied from system to system.

CHA’s archives indicate the first reference to this role 
was in 1976. The Sisters of Mercy Health Corp. system 
in Farmington Hills, Mich., started a department of 
ministerial development. It was led by Sr. Concilia 
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Moran, RSM. Other systems soon followed with their 
own version of mission departments including Holy 
Cross Health System’s office of apostolic development 
in Indiana and the philosophy department of Mercy 
Health System in Burlingame, Calif.3 The early 
system mission leader’s primary role was to keep the 
connection between the Church and the ministry 
alive and to develop a structure for identifying and 
training mission leaders for the member facilities. 

“Mission leader positions were sometimes held by sisters 
experienced in health care, but frequently one of the 
congregation’s educators or even former members of its 
leadership team took the job.”4

“The early mission leaders usually had to define, as well 
as legitimize, her own position in the organization.”5 
The skill set varied from leader to leader with some 
having backgrounds in theology, formation, pastoral 
care and spirituality and others having clinical and 
administration backgrounds. As a result, there 
was great variation in job descriptions, functional 
responsibilities and salaries. Accountability varied 
across the systems. In some cases, the mission leader 
was appointed by and reported to the sponsoring 
congregation; in other cases, the leaders were appointed 
by the congregation and reported to the congregation 
and the corporation’s CEO, while still others were 
appointed by the congregation and reported solely to 
the CEO.

CHA SHIFTS ITS FOCUS: 1973–1987

Meanwhile, CHA recognized the health care 
environment was rapidly changing and new member 
needs were emerging, especially in the area of 
sponsorship. In 1970, the Board of Trustees of CHA 
appointed Sr. Mary Maurita Sengelaub, RSM, as 
chief executive director. By far the most significant 
development during her administration was the work 
of the CHA Study Committee that began in 1973.6 
It addressed CHA’s long-term needs, and in 1975 a 
committee for long-range planning was formed.

In early 1976, the Long-Range Planning and 
Development Committee commissioned the consulting 
firm of Arthur D. Little to determine how well 
members’ expectations and needs were being fulfilled 

by CHA. In September 1977, the consulting firm 
made 30 recommendations. Some of the most notable 
recommendations implemented over the next three 
years included:

 � Expediting the movement toward a more dynamic 
and responsive CHA with a major leadership role 
in the health ministry of the church

 � Giving CHA a more Catholic and  
ecclesial orientation

 � Focusing CHA’s central mission on education and 
advocacy as its primary functions

 � Placing less emphasis on the technical aspects of 
health services (for instance, eliminating CHA’s 
dietary, X-ray and housekeeping departments, 
which at the time collected and shared related 
best practices) that duplicate the work of other 
associations and are unrelated to CHA’s mission

 � Developing alternatives for sponsorship, with an 
emphasis on building systems (the formation of 
larger health care systems required sponsors to 
think more strategically and as a system)

 � Encouraging initiatives to establish and strengthen 
relationships with appropriate church-related 
and other national and regional organizations by 
building formal and informal communications 
networks and relationships

 � Taking the initiative for developing guidelines and 
criteria for a self-evaluation process that members 
may use in assessing their apostolic effectiveness

 � Changing CHA’s name from the Catholic Hospital 
Association to the Catholic Health Association of 
the United States

 � Strengthening the association’s advocacy and 
government efforts and opening an office in 
Washington, D.C.7

With this new focus, CHA restructured and created 
the mission services department in 1980, hiring 
Sr. Margaret John Kelly, DC, Ph.D., as its first vice 
president of mission services. The department grew 
and developed in the early 1980s and included staff 
responsible for mission, sponsorship, theology and 
ethics, church relations and pastoral care.
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In 1980, CHA published the Evaluative Criteria for 
Catholic Health Care Facilities to enable members 
to evaluate their mission effectiveness. In their 1981 
pastoral letter, Health and Health Care, the U.S. bishops 
cited the Evaluative Criteria as a “commendable” 
effort because it was designed to draw attention to 
questions related to Catholic identity. In 1987, a new 
CHA publication, The Dynamics of Catholic Identity 
in Healthcare: A Working Document, subsumed the 
Evaluative Criteria as an instrument for assessing and 
enhancing a health care facility’s Catholic identity. It 
was written primarily by Laurence J. O’Connell, STD, 
Ph.D., then CHA’s vice president, division of theology, 
mission and ethics. The book was designed in the words 
of O’Connell “to provide an orientation or point of 
departure rather than extensive definition of  
Catholic identity.”8

EVOLUTION OF THE MISSION  
LEADER ROLE: 1980–1995 

In the early 1980s, the mission leader’s responsibilities 
and roles were often unclear and as a result, some 
mission leaders lacked legitimacy in their organizations. 
Those without health care experience reported feeling 
marginalized and relegated to leading prayer at meetings, 
organizing retreats and overseeing charity drives. This 
early phase was labelled the “Mascot” period by Mary 
Kathryn Grant, Ph.D., Holy Cross Health System’s 
vice president of sponsorship and mission services. The 
mission leader was viewed as a cheerleader, reminder 
or symbol that the sponsors were trying to ensure a 
connection between themselves and the organization. 
In reality, mission leaders were rarely able to influence 
strategy, operations, budgets or decision-making 
processes. Some reported their CEOs felt threatened 
because they saw themselves as the primary mission 
leader, while others experienced resentment during times 
of staff reduction because the mission leader position, 
usually held by a woman religious, was secure.9

As systems were coming together in the late 1980s and 
early 1990s, new mission statements and core values 
were developed by sponsors, and mission services 
departments were expected to help educate staff on how 
to live the mission and values. This second phase Grant 
referred to as the “Mentor” period. Mission began to 

be seen as something everyone in the organization 
was responsible for. The mission leader provided 
mission education and formation to help staff see 
how their work contributed to the mission and how 
they could live the organization’s values through their 
behaviors. This meant mission services and human 
resources began to work closely together. At times 
this was expressed by human resources reporting to 
mission services and vice versa. Sometimes this led to 
tension between the two departments as both sought 
resources to shape organizational culture and provide 
the educational and formational programs needed for 
leaders and others working in the ministry.

By the mid-1990s, system competency models for 
executives, including mission leaders, began to 
emerge. System mission departments were trying to 
elevate the role of the facility mission leader so they 
would become part of the senior leadership team and 
participate in strategic planning and decision making. 
Grant called this third phase in the evolution of the 
mission leader role “Mainstream.”10 While these 
early mission leader competency models showed 
some variability, they all concurred that mission 
leaders needed to have “pastoral” qualities such as 
compassion, approachability and the ability to listen 
as well as business savvy and organizational skills.

CHA had been hosting an annual forum for system 
mission leaders since the mid-1980s to share learnings 
and find solutions to common challenges. By the early 
1990s, one theme that emerged from these forums 
was the need for a common set of mission leader 
competencies and a way for mission leaders to grow in 
order for the profession to develop, become relevant 
and truly “mainstream.”

EMERGENCE OF SENIOR LEADERSHIP AND 
MISSION LEADER COMPETENCY MODELS 

It is important to know that during the time the 
ministry was discussing a set of mission leader 
competencies, CHA was simultaneously working 
on a general senior leadership competency model. 
In 1992, the Center for Leadership Excellence of 
CHA began and initiated a project in 1993 with 
the Center for Applied Social Research of DePaul 
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University in Chicago and Hay McBer in Boston to 
conduct a large-scale competency research effort. The 
research methodology included 1,200 CHA members 
nominating leaders they felt exhibited the leadership 
skills and competencies necessary for carrying the 
ministry forward. From those nominated, the top 10% 
(60 individuals) were interviewed and given leadership 
tests. The resulting study, Transformational Leadership 
for the Healing Ministry: Competencies for the Future, 
provided a unique framework for identifying and 
fostering the qualities that define excellence in health 
care. The research found that spirituality, professional 
expertise and integration and action are the key 
components of leader competencies necessary to 
preserve the Catholic healing tradition.

The most revealing finding in the research was 
that the majority of competencies that drive 
superior performance in executives are rooted in 
the “Spirituality Cluster.” That is the presence of a 
personal, integrated spirituality that is comprised of 
three elements: 1) positive affiliation or concern for 
relationships, 2) faith in God and 3) finding meaning 
through reflection.11

The Mission Services Department of CHA conducted 
the first survey of all known mission leaders 
(approximately 100 people) within the ministry in 
1993. Because the profession was so new at this point, 
the purpose of this non-scientific survey was to simply 
gain demographic information on who was filling 
these positions and what professional development 
they could use to further their development. The 
survey revealed that 66% of the respondents had been 
a mission leader less than two years and 78% had never 
worked in a health care organization before becoming 
a mission leader. Only 12% were lay persons. The 
majority of respondents indicated that a background 
in theology, ethics, spirituality and ministry would be 
the best way to professionally prepare for the role of 
mission leader.

In 1999, CHA published the first CHA Mission Leader 
Competency Model. These competencies were primarily 
designed for academic institutions to develop courses 
and programs that would help educate and form 
mission leaders to have the desired knowledge base and 

necessary personal qualities. The CHA Mission Leader 
Competency Model assumed that the formation of the 
mission leader would include theological, spiritual, 
ethical and social knowledge as well as practical 
understanding of the operations and dynamics of 
health care organizations.

The Model also assumed there would be a need 
for formal educational programs combined with 
internships under the guidance of a mature, credible 
mission leader to help apply and integrate the 
knowledge into the daily work of mission integration. 
In addition, there was the understanding that the 
mission leader would be committed to lifelong learning 
and formation since the mission role would continue to 
evolve to meet the changing needs of the ministry.12

COMPETENCY DEVELOPMENT PROGRAMS  
FOR MISSION LEADER

CHA started an in-person workshop for new mission 
leaders named Prophetic Voice in 1998, later renamed 
in 2016 to Essentials for Leading Mission in Catholic 
Health Care. In addition, CHA began to offer 
biannual mission leader seminars beginning in 2003 
aimed at competency and skill development for entry 
and mid-level mission leaders.

In 2006, the Aquinas Institute of Theology sought to 
expand its academic programs to include offerings in 
health care mission. The Ashley-O’Rourke Center for 
Health Ministry Leadership (named for theologian Fr. 
Benedict Ashley, OP, and ethicist Fr. Kevin O’Rourke, 
OP) was created to provide educational and formational 
programs for those who are leading health care mission. 
Offering both a master’s of arts in health care mission 
and a certificate in mission leadership, the Aquinas 
Institute has collaborated closely with CHA to ensure 
its offerings run parallel with the current CHA Mission 
Leader Competency Model.

The Neiswanger Institute for Bioethics and Healthcare 
Leadership at Loyola University Chicago began a 
master’s program in health care mission in 2012 and 
also offers a certificate in health care mission. The 
first doctorate program in mission leadership began in 
January 2020.
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A SHARED STATEMENT OF IDENTITY

Sr. Doris Gottemoeller, RSM, Ph.D., president of 
the Sisters of Mercy of the Americas and chair of the 
CHA Board of Trustees at the time, helped steer the 
ministry to name what constitutes Catholic identity 
in Catholic health care. Writing in Health Progress in 
1999, Sr. Gottemoeller acknowledged this was a difficult 
task but strongly laid out the case for why this was 
necessary: “Why is the question of Catholic identity so 
difficult to address? We all agree that Catholic identity 
involves concern for the poor, adherence to the Ethical 
and Religious Directives, recognition by the church, and 
the other characteristics I’ve mentioned. But the topic 
remains painful, confusing, and even divisive because 
of our respect for pluralism of beliefs and legitimate 
diversity; because of what sometimes seem like arbitrary 
and inconsistent exercises of church authority; and 
because of the difficulty of quantifying and measuring 
adherence to ideals. The latter, especially, is not easy to 
implement and monitor in the real world of partnerships, 
mergers, and joint ventures. Not all of our potential 
partners share our beliefs; some of our employees have 
conflicting motives; neighboring bishops differ in their 

assessment of comparable situations; the average 
Catholic seems indifferent to our fortunes—and who 
is to decide it we are ‘Catholic enough?’” She proposed 
fundamental characteristics. “To be effective, they 
will have to be enacted and interpreted by real people 
in real situations within the context of the entire 
Christian community. Doing so will never be easy, 
neat, or without controversy. But the struggle itself can 
be productive.”13

In 2000, the membership of CHA voted and approved 
a new Shared Statement of Identity for the Catholic 
Health Ministry and listed seven core commitments 
recognizing that formation of the ministry’s leaders 
would be necessary to succeed. An updated version of 
the shared statement is still in use today.14

We are the people of Catholic health care, a 
ministry of the church continuing Jesus’ mission 
of love and healing today. As provider, employer, 
advocate, citizen — bringing together people of 
diverse faiths and backgrounds — our ministry 
is an enduring sign of health care rooted in our 
belief that every person is a treasure, every life 

THE SHARED STATEMENT  
OF IDENTITY for THE  
CATHOLIC HEALTH MINISTRY 

We are the people of Catholic health care, a ministry of the church, 
continuing Jesus’ mission of love and healing today. As provider, 
employer, advocate, citizen – bringing together people of diverse 
faiths and backgrounds – our ministry is an enduring sign of health 
care rooted in our belief that every person is a treasure, every life a 
sacred gift, every human being a unity of body, mind and spirit. 

We work to bring alive the Gospel vision of justice and peace.  
We answer God’s call to foster healing, act with compassion and 
promote wellness for all persons and communities, with special 
attention to our neighbors who are poor, underserved and most 
vulnerable. By our service, we strive to transform hurt into hope.

AS THE CHURCH’S MINISTRY OF 

HEALTH CARE, WE COMMIT TO:

 � Promote and Defend Human Dignity
 � Attend to the Whole Person
 � Care for Poor and Vulnerable Persons
 �  Promote the Common Good
 � Act on Behalf of Justice
 � Steward Resources
 �  Serve as a Ministry of the Church

2019 Version
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a sacred gift, every human being a unity of body, 
mind, and spirit.

We work to bring alive the Gospel vision of justice 
and peace. We answer God’s call to foster healing, 
act with compassion, and promote wellness for all 
persons and communities, with special attention to 
our neighbors who are poor, underserved, and most 
vulnerable. By our service, we strive to transform 
hurt into hope.

As the church’s ministry of health care,  
we commit to:

 � Promote and Defend Human Dignity
 � Attend to the Whole Person
 � Care for Poor and Vulnerable Persons
 � Promote the Common Good
 � Act on Behalf of Justice
 � Steward Resources
 � Act in Communion with the Church

“In order to fulfill this commitment, the Catholic health 
ministry needs leaders who recognize and respond to a 
call to service … a call that comes from God and from 
the communities in which these leaders live and flourish. 
They come to leadership in the ministry sensing a 
personal congruence with the mission and values of 
Catholic health care. They are formed for leadership in 
the ministry in and by the communities to which they 
belong — church, professional, civic, family.”15

Following up on the Shared Statement, CHA’s Board of 
Trustees adopted the 2003–2005 strategic plan for the 
ministry with a new focus “on the need for qualified, 
prepared, and formed leaders who will carry Catholic 
health care into the future.” This began a new era for 
CHA aimed at creating a ministry-wide understanding 
of what is ministry formation, what are the key content 
areas needed and what are the metrics that demonstrate 
the impact of formation.  

2006 CHA MISSION LEADER SURVEY

Knowing the number of mission leaders had greatly 
increased since 1993, CHA launched its second 
mission leader survey in 2006. This survey was sent 
electronically to approximately 700 mission leaders with 
more than 50% responding.

A comparison of responses between the 2006 and 1993 
mission leader surveys showed tremendous advances in 
the field. More people were serving as mission leaders 
throughout the ministry. An additional 600 mission 
leader positions had been added to the ministry over 13 
years at both the vice president and director levels. In 
addition, they were now serving across the continuum 
of care (acute, non-acute, long-term care and managed 
care offices). The percentage of religious to lay mission 
leaders was now 64% to 36%. Responsibilities, salaries 
and benefits for mission leaders had increased and now 
were closer, though not yet on par, to the salary and 
benefits of other senior leaders.16

In 1993, networking among mission leaders within 
systems and across the ministry was fairly informal. 
Competencies and even the expectations for the 
positions were not very well established. By 2006, the 
role was more widely acknowledged and respected 
throughout the ministry. The areas of responsibility 
and number of direct reports had increased for mission 
leaders. Salaries and benefits for mission leaders had also 
increased during this 13-year time frame and now were 
closer, though not yet on par, to the salary and benefits 
of other senior leaders.17 

Thirty years into the profession, it was becoming clear 
there were three distinct pathways by which people were 
coming to the mission leader field. The first pathway 
by which the majority of mission leaders, then and 
now, enter the field is the “external” model. These were 
women and men who come to health care leadership 
as a second or third career, bringing their excellent 
educational and leadership backgrounds. They eagerly 
embrace the health care learning curve by entering 
graduate studies, internships or mentoring programs.

The second pathway, the “internal” model, was taken 
by women and men already in health care, sometimes 
clinicians, chaplains, patient advocates or community 
activists. Often these are individuals in whom 
administrators recognize key characteristics that seem to 
naturally fit them for mission leadership. The learning 
curve for these persons is in theology and ministry, 
and many of them have entered graduate programs to 
complement other skills.

The third model weds the “external” and “internal” 
models. Some system mission leaders appeal directly to 
young people currently enrolled in ministry programs 
in Catholic universities and schools of theology and 
bioethics. To help them consider health care mission as 



Catholic Health Association of the United States | Form Follows Function 7

PERSONAL QUALIFICATIONS
Mission leaders are talented, 

faithful and competent 
executives who embody holistic 

and healthy qualities which 
enable them to make a positive 

and lasting impact on their 
organizations.

LEADERSHIP 
Mission leaders bring 

strategic direction, thinking 
and guidance as well as a 
collaborative spirit to the 

organization to ensure that 
it is faithful to its purpose, 

identity and values.

THEOLOGY
Mission leaders have a working 
knowledge of Catholic theology 

and are acquainted with 
 the plurality of religions that  
will be encountered among  
the employees, physicians, 

trustees, patients and others  
who are served within our 

institutions.

ORGANIZATIONAL  
MANAGEMENT

Mission leaders have the 
management competencies needed 

to be recognized as productive 
contributors to the organization.  

They understand the interrelationship 
of shared beliefs, behaviors  

and assumptions of  
the organization.

SPIRITUALITY 
Mission leaders are able to 
articulate their lived faith 

experience and the meaning it 
brings to their lives as well as 
encouraging and empowering 
individuals and organizations 

to do the same.

ETHICS
Mission leaders promote  

ethical behavior throughout the 
organization with a focus on 
organizational ethics, clinical  
ethics and the Church’s social 

justice tradition.

THE 2013 CHA MISSION LEADER COMPETENCY MODEL 
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a career path, internships and fellowships are created to 
help them transition from the theoretical to the practical.

The success of these programs relies on a long-term 
commitment of both financial and mentoring resources. 
Trinity Health was the first system to offer a mission 
fellowship program in 2002 and continues to do so. As 
a result, Trinity Health has brought several new mission 
leaders into that system and also into the wider ministry.

2009 CHA MISSION LEADER  
COMPETENCY MODEL 

Remembering Sullivan’s maxim, “form follows 
function,” it was no surprise with the huge influx of 
new mission leaders and new expectations for the role 
that the CHA Mission Leader Competency Model 
needed to be revisited. There were now clear areas of 
responsibility that mission leaders were overseeing: 
mission integration, church relations, ethics, pastoral 
care, spirituality and community benefit. In addition, 
expectations were being set by sponsors and other 
senior leaders as to what they wanted mission leaders 
to provide the organization. It was time for key 
stakeholders to express their experience of mission 
leaders thus far and the necessary competencies 
mission leaders needed to meet the responsibilities and 
expectations of the ministry.

Working with The Reid Group of Seattle, CHA engaged 
the ministry in a series of online surveys, focus groups 
and personal interviews with more than 200 key senior 
leaders to understand the challenges, needs and hopes 
of sponsors, CEOs and other stakeholders. While the 
1999 CHA competency model was aimed at academic 
institutions to develop courses and programs to assist 
in the formation of new mission leaders, the 2009 
competency model was created for four  
distinct reasons: 

 � Reflect the competencies and behaviors that are 
essential for a successful mission leader now and in 
the future at the system, regional and facility levels

 � Act as a guide for sponsors, CEOs and human 
resource leaders as they shape the responsibilities 
of mission leaders now and in the future at the 
system, regional and facility levels and set criteria 
for selection of appropriate candidates

 � Aid Catholic health ministries in the development 
of succession plans for future mission leaders

 � Promote the role of the mission leader as a viable 
career path for persons in graduate and doctoral 
programs as a well as a second career path for 
current associates and clinicians

The 2009 CHA Mission Leader Competency Model 
begins with Personal Qualifications that include being 
well formed in the Catholic tradition and a person of 
faith who is committed to and models the mission and 
values of the organization. The second competency, 
Leadership, calls out the ability to bring strategic 
direction and guidance in a collaborative spirit to ensure 
the organization is faithful to its purpose, identity and 
values. Theology (pastoral, ecclesial and canon law) is 
the third competency followed by Spirituality (personal, 
communal and change). The fifth competency, Ethics, 
includes promotion of organizational and clinical ethics 
as well as justice. Finally, Organizational Management 
includes the necessary management competencies of 
communication, collaboration, business acumen and 
human relationship skills.

FORMATION PROGRAMS

Leadership development and formation programs grew 
concurrently as systems tried to help leaders internalize 
the mission and values of Catholic health care with the 
hope these leaders and their organizations would be 
transformed. System mission leaders worked with both 
internal partners (human resources and organizational 
development) and external groups (schools of theology, 
spirituality and lay formation programs) to develop 
the first formation programs. These first formation 
programs were primarily developed for executive leaders 
(sponsors, governance and C-suite executives). Some 
systems, such as Ascension, Catholic Health Initiatives 
and St. Joseph Health System in Orange, Calif., 
developed their own formation programs in the 1990s. 

Other systems established collaborations where senior 
leaders from multiple systems participated in cohort 
groups. In 1998, Partners for Catholic Health Ministry 
Leadership was founded with John Fontana of Chicago 
as the executive director. Several health systems 
including CHA were members. 

During this time, CHA’s Foundations of Catholic 
Health Care Leadership program was updated and 
revised. A group of mission and formation leaders 
including Tom Nehring, Dan O’Brien, Carol Tilley, 
Betsy Goodwin and Thom Morris were tasked with 
revising the Foundations program. The original faculty 
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for this program included Brian O’Toole; Sr. Beverly 
McGuire, RSM; and Sr. Pat Smith, RSM. This two- to 
three-day program, intended for all leaders new to 
leadership in Catholic health care, has been replicated 
and adapted by other systems over the past 20 years. 
It has become the gold-standard for leaders who are 
beginning ministry formation.

Partners for Catholic Health Ministry Leadership 
officially folded in October 2000, but Bon Secours 
Health System, Catholic Health East and Covenant 
came together and began a joint formation program 
closely following the curriculum of Partners for Catholic 
Health Ministry Leadership. The leaders and faculty of 
this program included Betsy Goodwin, later replaced by 
Sr. Cathy O’Connor, CSB, from Covenant Health; Sr. 
Juliana Casey, IHM, Philip Boyle and Martha Conroy 
from Catholic Health East; and Fr. Joseph Driscoll 
and Thom Morris from Bon Secours. This collaborative 
offered the revised Foundations program across all three 
systems with shared faculty from the three systems and 
participation by leaders in any of the courses offerings. 
Additionally, all three began to look at other formation 
opportunities for senior executives. Bon Secours and 
Catholic Health East developed their own programs in 
collaboration with universities, Bon Secours with the 
University of Notre Dame and Catholic Health East with 
Seton University. Once Catholic Health East became 
part of Trinity, the collaboration decreased and eventually 
ended. Bon Secours and Covenant Health continue to 
offer joint programs and still share some faculty.18

The Ministry Leadership Center in Sacramento, Calif., 
grew out of the St. Joseph Health System Center for 
Ministry Leadership program, developed by Suzanne 
Sassus, CSJ, and Barbara Cox. This three-year senior 
leadership formation program began in 2004 under the 
leadership of Laurence O’Connell and included Catholic 
Health West, Daughters of Charity Health System, 
Providence Health, Sisters of Charity Leavenworth 
Health System and St. Joseph Health System. The 
partnership between the Ministry Leadership Center and 
the sponsoring systems dissolved in 2017. 

LEADERSHIP FORMATION AND  
MINISTRY IDENTITY 

Reflecting on her 15 years at CHA, first as senior director 
of theology and ethics (2000–2003) and then as vice 
president, sponsorship and mission services (2003–2015), 
Sr. Patricia Talone, RSM, Ph.D., stated that from 2000–

2015, “the highlights for mission integration  
were the increased professionalism for the role of 
mission and the growth and development of formation 
programs for health care executives and sponsors.”19  
The simultaneous professionalization of the mission 
leader role and the development of formation programs 
can not be underestimated.

Mission leaders began to realize the best metric to 
demonstrate the effectiveness of the formation process 
is by measuring the strength of the organization’s 
ministry identity. The ministry’s adoption of A Shared 
Statement of Catholic Identity for the Catholic Health 
Ministry in 2000 prompted the creation of more 
rigorous ministry identity assessment tools including: 
the Catholic Identity Matrix (2005), which was the 
collaborative work of Ascension Health, based in St. 
Louis, and the Veritas Institute at the University of 
St. Thomas in Minneapolis, Minn.; a tool produced 
in 2012 by CHAN Healthcare, St. Louis, and Dignity 
Health; the Promoting Catholic Identity appraisal 
(2014) developed by Trinity Health20 and the CHA 
Ministry Identity Assessment (2019). The mission leader 
of an organization typically oversees their ministry 
identity assessment process and corresponding quality 
improvement plan.

FRAMEWORK FOR SENIOR  
LEADERSHIP FORMATION

Under the guidance of Brian Yanofchick, CHA’s 
senior director, mission integration and leadership 
development, the CHA Ministry Development 
Committee worked for six years (2005–2011) and 
came to consensus on a Framework for Senior Leadership 
Formation, published in 2011.21 The background for 
this publication involved looking at the 18 existing 
system senior formation programs in the ministry 
and synthesizing the learnings and best practices. The 
Framework gives a common description of ministry 
formation. The description states, “ministry formation 
is a personal and communal process rooted in Catholic 
health care tradition and ministry that engages and 
inspires, integrates, articulates and implements the rich 
tradition of Catholic health care and strengthens and 
transforms individuals so that Catholic health care may 
flourish in the present and future.” 

The Framework also offers several models for how 
formation can be delivered including retreats and mixed 
or team-based cohorts with pilgrimages, volunteer 
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service and mentoring suggested to supplement 
in-person sessions and assist with content integration. 
The models include 10 core content areas for senior 
leadership formation: 

1. Heritage, tradition and sponsorship
2. Mission and values
3. Vocation
4. Spirituality and theological reflection
5. Catholic social teaching
6. Ethics
7. Leadership style
8. Holistic health care
9. Diversity 
10. Church relations

The Framework did not give specific metrics by which to 
measure the impact of leadership formation but offered 
four key outcomes that should be part of any measurable 
outcomes developed:

 � Engages and inspires the lived experience of women 
and men in their ongoing growth as persons  
and as leaders

 � Integrates, articulates and implements the rich 
traditions of Catholic health care

 � Strengthens and transforms individuals, 
organizations, communities and the people  
they serve

 � Grounds leaders and the organization in the 
foundational values that enable the Catholic health 
ministry to flourish in the present and for the future

2013 CHA SURVEY ON  
FORMATION EFFECTIVENESS

One of the next steps articulated in the Framework was 
to establish effective assessment frameworks that measure 
the impact of formation on individual leaders and the 
organization they serve. In 2013, CHA conducted the 
first national survey, using the Framework model, of 
senior leaders who have participated in a leadership 
formation program of at least one year. The survey 
attempted to answer two questions: 1) Are the formation 
programs offered to leaders useful and applicable to 
integrating what they learn in their areas of responsibility? 
2) Are the dollars and time being spent on executive 
formation good stewardship?

CHA partnered with the Center for Applied Research 
in the Apostolate (CARA) at Georgetown University, 
Washington, D.C., to help design and distribute the 
survey as well as to analyze the data gathered. CARA 
sent 2,100 senior leaders the survey, which was 
completed and returned by 1,200 people (a 55% return 
rate) from 64 organizations across the ministry. 

Respondents to the CARA survey overwhelmingly 
viewed most of the content being offered in formation 
as new to their learning and useful to their current 
work. Leaders said they believed they were integrating 
their formation into their personal and professional 
lives, as indicated by what they found they learned 
from formation and how they made decisions affecting 
the organization. Yet this self-reporting was only one 
kind of measurement. CARA concluded that objective 
data from other sources was necessary to validate the 
conclusion that formation has positively affected the 
behaviors and decisions of leaders and that the Catholic 
ministry is flourishing under the leadership of the laity. 
That was beyond the scope of the 2013 survey.

Also, beyond the survey’s scope is settling questions 
about formation and stewardship. In an era of shrinking 
reimbursement, how will the ministry afford the 
time and money to fund robust leadership formation 
programs? Each system must determine how to offer 
formation according to its economic reality; however, as 
Sr. Talone, vice president of sponsorship and mission 
services at the time, stated that “to not offer any 
leadership formation, or an occasional module now and 
then, is not being a good steward of the value of the 
Catholic health care ministry.”

2013 MISSION LEADER SURVEY 

The 2013 Mission Leader Survey was designed by 
Brian Smith and Sr. Talone of CHA’s mission services 
department in collaboration with The Reid Group. The 
CHA Mission Advisory Committee gave feedback and 
piloted the survey tool before it was sent to 702 mission 
leaders and returned by 50%.22

About 70% of respondents were women, 62% of whom 
were between the ages of 55 and 65. The majority (93%) 
of the mission leaders returning the survey were white/
Caucasian. One noticeable demographic shift between 
2006 and 2013 was the percentage of mission leader roles 
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filled by religious sisters, brothers and clergy compared to 
lay women and men. The survey showed the majority of 
mission leaders, 55%, were lay and 45% were religious or 
clergy. Approximately 87% of those responding noted they 
were Roman Catholic, down from 94% in 2013.23

The largest number of respondents were between the 
ages of 55 and 65. Thirty percent of the mission leaders 
surveyed planned to retire by 2017 and 60% plan not to 
be working by 2022.24 This telling piece of information 
resulted in an all-out effort by the ministry to recruit 
and form the next generation of mission leaders and to 
especially strive for recruiting a diverse team of leaders 
that better reflects the communities we serve.

2013 Mission Leader Survey at a 
Glance: Distributed to 702 mission 
leaders, with 50% responding.

Respondents Include:

 � 70% of respondents were women 
 � 62% between the ages of 55 and 65 
 � 93% white/Caucasian 
 � 55% were lay, and 45% were religious or clergy 
 � Approximately 87% noted they were Roman 

Catholic (down from 94% in 2006)
 � 30% planned to retire by 2017 
 � 60% plan not to be working by 2022

The results of the 2013 Mission Leader Survey 
demonstrated that, indeed, mission leaders have become 
part of senior leadership teams in most Catholic health 
organizations and that the types of competencies 
and skills of these leaders continue to expand as their 
profession evolves. Their salaries and benefits also  
have increased.

The mission leader role has evolved beyond acute and 
long-term care, and in many cases includes outpatient 
services, home care and rehabilitation services, hospice 
and palliative care, physician practices and new models 
of care delivery. Many mission leaders have oversight 
of mission integration in more than one of these areas. 
This requires ongoing professional development and 
formation, and mission leaders are asking for more 
resources (such as formal courses, mentoring and 
projects) to further their development.

In addition to the traditional responsibilities mission 
leaders have overseen (mission integration, ethics, 
spirituality, pastoral care and community benefit), the 
survey indicated there are new areas of responsibility. 
Not surprising, formation is a new and major area 
of responsibility for mission leaders. More than 50% 
reported their organizations were in some stage of 
discussions or negotiations with possible new partners.25 
Many mission leaders report they need more expertise 
in working in situations where Catholic health 
organizations are merging or partnering with other 
Catholic institutions or other-than-Catholic entities.

Mission leaders began to realize 
the best metric to demonstrate 
the effectiveness of the formation 
process is by measuring the strength 

of the organization’s ministry identity.

THE NEXT GENERATION OF  
MISSION INTEGRATION 

The next generation of mission integration is already 
taking shape. The CHA’s Mission Leader Competency 
Model is currently being revised and updated. Again, 
CHA is partnering with The Reid Group. The process 
began in June 2019 and so far includes interviews with 
more than 30 key stakeholders (sponsors, CEOs and 
other senior executives), a survey of more than 600 
mission leaders and three focus groups with system 
mission leaders, who reviewed a first draft and gave 
input in December 2019. System mission leaders and 
other key stakeholders will review the second draft in 
spring 2020 with publication of the revised model 
expected in summer 2020.

One thing already determined is that the new model 
will be a three-tiered model (entry, mid-level and 
executive). While the competencies to be named will be 
the same for all three levels, the behavioral expectations 
will vary depending on the tier. The hope is this will 
create a better understanding for mission leaders and 
those they work with as to what is expected of them and 
how they can progress on their career path.

After the competency model is published, CHA will 
be working on the next mission leader survey in fall 
2020. We already know from the CHA database that 
the demographics of mission leaders is changing as are 
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process improvement plans so ministry identity is seen 
as part of continuous quality improvement. In short, 
mission leaders will have responsibilities and areas of 
accountability with objective metrics, just like their 
senior leader counterparts.

Many mission leaders will continue to have oversight 
over the traditional areas of responsibility such as 
mission integration, Church relations, ethics, pastoral 
care, formation and community benefit; but we will 
also see new types of mission leaders who will specialize 
in areas such as ministry formation, population health, 
managed care and in new technological arenas such as 
virtual care and artificial intelligence.

This history of mission integration in Catholic health 
care is still unfolding and will continue to do so as the 
needs of the community change, health care delivery is 
transformed and sponsorship and governance models 
evolve. The architect Louis Sullivan would remind us 
that as function changes, so will the form. And that is a 
good thing. It means the ministry is alive and thriving.

BRIAN SMITH is vice president, sponsorship and mission 
services, Catholic Health Association, St. Louis.

their titles and the location of ministry. The percentage 
of religious and clergy in the mission leader role as 
compared to laity is now 32% to 68%. In 2013, it was 
45% to 55%. The number of men entering into the 
profession has increased. In 2013 the ratio of female to 
male was 70/30 and in 2020 it is 66/34.26

More levels of mission leaders have been created in the 
last five years. While there are fewer senior vice presidents 
and vice presidents according to the CHA database, there 
are more directors and managers. It may be that systems 
are creating entry-level positions and creating a career 
path for mission leaders that parallels that of their peers 
in other departments. Hopefully, it does not mean the 
mission leader is being marginalized from the senior 
leadership table and key strategic and decision-making 
processes. The 2020 mission leader survey will attempt to 
answer that question.

Finally, the CHA database shows approximately the same 
number of mission leaders working at a system level 
as in 2013, with more working at a regional level and 
fewer working at a facility level. It appears some systems 
have eliminated facility mission leader positions and 
consolidated these roles into a regional vice president 
who oversees the mission activities of several facilities, 
physician groups and outpatient services, with perhaps a 
director or manager to assist. As a ministry we will need 
to closely watch what impact these new structures of 
mission leadership have on the day-to-day operations of 
a facility and the way mission integration and Catholic 
identity are impacted.

CONCLUSION 

Mission leadership in 2020 looks very different than 
it did when it started in 1976 with Sr. Moran in 
Farmington Hills. The profession has grown through the 

“Mascot, Mentor and Mainstream” periods Kate Grant 
described in 1999 and appears to be at the threshold of 
a new period — still too soon to be named, but one that 
perhaps can be described. In the next generation, there 
will be a presumption that mission leaders will already 
have general leadership skills such as strategic thinking, 
business acumen, communication and organizational 
skills. Their unique contribution to the senior leadership 
team and the ministry they serve will be the ability to 
translate and apply theological and ethical principles 
into strategy and day-to-day clinical decision-making 
and operations. They will be responsible for measuring 
Catholic identity within the organization and developing 
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