HEALTHCARE REFORM

Entering the Debate

BY WILLIAM E. KESSLER

The Catholic
healthcare min-
istry has a vital

‘ interest in the
YS issue of health-
care¢ reform.

NATIONAL

HEALTHCARE Our history and
| REFORM B tradilim?_s
— uniquely qualify
us to influence the debate over designing a new
healthcare system. Moreover, our values can and
should support the development of a credible,
just, and comprehensive healthcare system for all.
These values derive from the roots of our
Christian tradition, which calls us to work on
behalf of societal good, rather than to focus
exclusively on the good of individuals.

The CHA Leadership Task Force on National
Health Policy Reform has been working since
December 1990 to develop a healthcare reform
proposal to recommend to the Catholic Health
Association (CHA) Board of Trustees for adop-
tion and policy guidance in the escalating debate
on healthcare reform (see “CHA Seeks Input on
Systemic Reform Proposal,” Health Progress,
December 1991, pp. 12-16).

VaLue TrADITION
CHA’s entry into the healthcare reform debare
begins with its value tradition and with a solid

history of advocating for righting the wrongs of

the healthcare system:

e In 1984 the CHA Stewardship Task Force
recognized that the needs of the healthcare poor
were central to the Catholic healtheare ministry
and helped shape a consensus on basic assump-
tions related to justice in healthcare.

e The publication of Ne Room in the
Marketplace: The Health Care of the Poor in
1986 reestablished CHA’s support for universal
access and reaffirmed CHAs belief that the feder-
al government has the ultimate responsibility for
ensuring this obligation is met. It also recom-
mended an enhanced commitment by CHA
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members to the provision of healthcare services
to the poor.

e As a companion piece to No Room in the
Marketplace, the CHA publication A Time to Be
Old, a Time to Flourish: The Special Needs of
the Elderly-at-Risk (1988) advocated integrated
healthcare services and a continuum of care as the
preferred method of delivering long-term care
services to the frail elderly and urged that health-
care reform efforts focus first on the delivery sys-
tem.

o In 1989 The Social Accountability Budget: A
Process for Planning and Reporting Community
Service in a Time of Fiscal Constraint called on
healthcare facilities to work collaboratively with
other public and private organizations to find
solutions to healthcare problems in their commu-
nities.

e In 1990 CHA developed Charting the
Future: Principles for Systemic Healthcare
Reform to serve as the policy directive for CHA
advocacy efforts with regard to systemic health-
care reform.

e The CHA 2000 Task Force report, published
in 1991, emphasizes CHA’s role as an advocate at
the federal level on a broad range of healthcare
and access issues and as a leader in the movement
toward a redesigned U.S. healthcare system that
is just and equitable.

e Finally, With Justice for All? The Ethics of
Healthcare Rationing was developed in 1991 to
assess the ethical defensibility of current or pro-
posed rationing schemes, especially those shaped
primarily by government policy decisions.

THE ReaL Focus
Thus the CHA Leadership Task Force on
National Health Policy Reform has rich resources
to draw on in developing a healthcare reform
proposal that is true to our values and “sets rela-
tionships aright.” But even as we debate the tech-
nical and political aspects of this issue, we know
that the real focus is men and women and chil-
Continued on page 64
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Continued from page 17

he task force
ofters a vision
of reform distinctly
different from
other proposals.

dren in this blessed country who,
through no fault of their own, are
being excluded daily trom full partici-
pation in the world’s most techno-
logically advanced and sophisticated
healthcare system.

In proposing a delivery system that
responds to the healthcare needs of
people, families, and communities,
the task force offers a vision of health-
care reform that is not only distinctly
different from other reform proposals
but also is in perfect harmony with
our ministry values and Catholic
social teaching. In forthrightly
addressing the problem of unsustain-
able healthcare inflation, the task
force has, by suggesting an essential
reform of the current system, placed
at risk the status quo and thus
achieved, in my opinion, a credibility
that guarantees CHA a seat at the
political table to debate the issue of
systemic healthcare reform with all
stakeholders.

A Just AND EQUITABLE SYSTEM

This initiative is drawn from our
CHA 2000 Task Force report, which
calls CHA to be a leader in the move-
ment toward a redesigned U.S.
healthecare system that is just and
equitable. This same vision statement
challenges us to refrain from secking
casy solutions or making proposals
that provide comfort by preserving
the status quo. Our vision and our
proposal do neither, burt they are
worthy of the important work to
which we have been called. o

REVISE OR PRESERVE?

Continued from page 41

in addition to their ongoing regular
cxamination activities. Also, for the
second time in two years, the IRS is
revising and expanding the examina-
tion guidelines for hospitals.

The Treasury Department and the
IRS have told Congress that it can
cxpect compliance in the rax-exempt
sector to improve if it authorizes inter-
mediate sanctions, short of revocation,
for certain abuses. IRS agents often
find it difficult to propose revocation
of exemption for an important com-
munity resource such as a hospital
when the abuse involves only a small
part of its activities. This reluctance
may have insulated some misconduct
or may have encouraged aggressive
transactions that could cross the line
into prohibited private inurement.
Charitable hospitals should watch
developments in this area carefully and
begin thinking now about whether any
recent activities or arrangements in
which they have engaged warrant
reconsideration.

DEMONSTRATE COMMUNITY BENEFIT

Midway through the 102d Congress, it
is impossible to predict whether the
standards for hospital tax exemption or
the sanctions for failing to meet them
will be revised. For now, individual
facilities should heed the questions
being raised at the federal, state, and
local levels and take stock of how well
they fulfill their tax-exempt purposes.
Although views on what standards
should apply may vary, one thing is
certain: Hospitals will be best prepared
to meet any challenge to exemption—
judicial, legislative, or administrative—
by being able to demonstrate how they
benefit their communities. o
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