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Abstréct~'

Conscientious objection within health care is deﬁned‘as_‘ a refusal to comply with a

medically sanctioned requeét based on personal bmdral, or religious moral reasons.
" Although conscientious objection is an impértant foundation in bioethics, most research
has focused oﬁ the legitimacy of its use by individual health care professionals. The
following éthiéal analysis examines the ethical implications of Catholic hospital
conscientious objections to providing reproductive services to which they are morally
opposed within the context of the Canadian health care system, and more specifically
 within rural areas. Conclusions of the analysis suggest that héspitals do not possess a
conscience according to the dominant view of consciencé i‘n bioethigs and that limitations
on the objectidné of Catholic hospitals are warranted in a number of important
‘circumstances, many of which include rural areas. This analysié will help further thev
limited body of knowledge concerhing conscientious objections by Catholic‘ ﬁospitals in-

Canada and inform future health policy decisions.

Keywords
Conscientious objection, conscientious refusal, conscivence, Catholic hospitals, Canada,

rural health, reproductive health, normative/applied ethics, health care ethics, bioethics
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Chapter 1. Introduction

11 ‘Puroble‘rn Statemént &‘:Purpos‘e :

In the summer of 2007, the peaceful town of Mrdland Ontario, Canada, population
16, 000 was unwrlhngly thrust 1nto the llmellght when the reproductrve health services on
Wthh they relied were threatened (Gandh1 2007) Followmg a year of closed door
d1scussrons on June 15 2007 trustees of the reglon s only two hosprtals Huronla
| General Hosprtal (secular) and Penetangulshene General Hosp1tal (Roman éatholrc) not
ﬁve k1lometers away voted to merge (Gandh1 2007) What was troublmg to both health
care professronals (HCPS) and community members re gardmg thls merger however was
they proposed to do so as a Catholic organrzatron ThlS would result in the 1mmed1ate loss
of a number of reproductive services to the communrty as well as to the region. As news
of the merger spread,’ so did pub}lic opposition.rFinally,'on-August 2"2007, after ~
resignations from four Huronia General Board members (including the‘Chair) and six
physicians from the Huronia District Medical Advisory Council, as well 'as mounting
protests from the community and surrounding regions, the proposed merger was reversed
(Abortion Rights‘ Coalition of Canada, 2007; Glynn, 2007a, 2OQ7b; “Simcoe county :

hospital”, 2007). - e

Although Mldland was success-ful in preserving access’ to 1ts full complement of
reproductrve services, thesamecannot be sald for others A case in pomt was the removal
of tubal llgatrons from the services provrded by St Ellzabeth S Hosprtal in Humboldt,
Saskatchewan in 2006 This procedure was found to be contrary to the Health Ethics

Gulde (Catholrc Health Assocratron of Canada [now Cathollc Health Alliance of Canada]




[CHAC], 2000) and as such was discontinued in the rural community, at first completely
and then after significant public pressure, for birth control purposes only (Yaworski,
2007). -

‘.As these'c‘ases suggest,while the provision of health care by Cathohchospitals, or
mergersfbet\yeen 'secular and ‘Catholic;hospitals may seem harmless at iirst a closer |
examlnation reveals they can pose significant bamers to accessing certam reproductive
health care services. ThlS is because religious phllosophyisv allowed to ~]‘ustifyrefusals to |
prov1de seryices therapies and procedures that contradict their guiding religious yalues
Thus the scope of services offered by Cathohc hospitals as opposed to secular hospitals
is dlrected by the doctnne and pr1nc1ples of the Roman Cathohc Church and not always

by medical guidelines or the needs of the community it serves.

Prohibited or immoral interventions include' Abortion; sterilization (e. g., vasectomies
and tubal ligatlons) for birth control purposes cryopreservation; artificial insemination by
‘a donor in vitro fertillzation surrogacy, and “means that deliberately and 1ntent10nally
interfere with the procreatlve aspect 1n sexual 1ntercourse” (CHAC, 2()00, p.40, artrcle
50) To yarying:degrees and‘circumstances,‘ th'esve means can mclude refiisals' '_to dispense
eondomis;hormonal contraception, and emergency contraception (EC) (CHAC, 2000).
Interestingly, final decisions relating to services that are and are not provided are often
left to the local Bishop (McGowan 2005 'ROChe 20 10; D. MacDermott, personal
comrnunicauon September 20, 2010 J Roche personal communication September 17,
2010) Because the Health Ethics GUIdC (CHAC 2000) isa guide and not a
‘compendium of directives, differences in oplnion or interpretation by local Bishops can

lead to variablhty in services offered amongst Cathohc hOSpl’[alS across the country.




Although a popular. and impbrtant foundation ih bioethics, research and diséussion
about cxonsciehtious objection has usually focused‘on the legitimacy of its use by 'I ,
| individual health practitioners (Alta Charo, 2005; Blustein, 1993; Brock, 2008; Cantor &
Baum, 2004; Cartl,_ 2007; Sayulgscu, 2006; Fenton &w'Lom‘askyv, 2005; Wicclair, 2000). A
review 0f the literathté ’reveals h signiﬁcant gap in thh reéeatch addfessing the legitimacy
of rellglhhély attﬁhated hospltals to conscxentlously obJect to serv1ces that contradlct their
gu1d1ng rehglous bellefs (chkens & Cook 2000 Fogel & Rlvera 2003 2004 Gal}agher
& Goodsvteln, 2002; _Galtagher, 1997; Pellegrmo, 2002; Ryan7 2006; Shtmasy', 2008;
: Wicp]air, 201 1, Wildhs, 1997) Less rgsearch still, addrésséé thé igst]t: With.‘in:Canada or
'i‘n t'ufal areas (Donotzéh, 1996; Stobdda, 2001). In order to ac'ld,re'sks‘ th.é gah, 'th’e. phrp_ose of
thisﬁzthqgis is to e);amingz the ethical i"mpl’icatilori_s Qf Catholic hbépit;;onsgichtihus |
ohjectiohs to prQVidt: réppodht:tiyé servi’ce‘s to »vAvhich they are motally opphsed Wlthm the

context of the Canadian health care system, and more specifically within rural areas.

In the following sections I ﬁl’rther_discuss the topic of conscientious objection, the
~ history and current status of Catholic hospitals in Canada, and the unique nature of the
rural Canadian context. I cohclude by outlining the methods used as well as proposing the
two focal questions for analysis.
1.2 Conscientious Objection =

. Const:iéntious‘objection.Within heélth care, also known as’co‘nscientidvus refusal, is
defined as a refusal to corhply with a niédically sanctioned requést based on personal
m'ofal,‘ or religious moral reasons (Childress; 197‘9’, 198-5). In this respect, refusing to

offer requested services is not due to a lack of expertise or of resources, but because




B doing so would represent a fundamental mo_ral conflict for the individual HCP or
institution. For the purposes of this thesis I will use the terms conscientious objection and

conscientious refusal interchangeably.

The place of conscientious refusals within health care reﬁlains an important topic of
diséus'si.on-within‘ thé discipline of bioethics, as well as Within relevant academic (e.g.,
philosophy, theology, health law and policy) and professional-practice discourse ('e.g.,‘ ,
relevant policy recommendations, guidelines, statements, and opinién pieces specific to
the practice of nursing, pharmacy, midwifery, médiciné, étc). Indeed, the topic continues
to generate debate not ju’sg in North America, but also in many other\cornerls of the globe,
as media outlets, legislators,' religious leaders, bioethicists, ,various h_IjIkCPs? and the general
public weigh in on the morally appropriate limits to conscientious objections tb health
care services, within applicable national and international contexts (Alarcon, 2009; Card,
201 1; Casas, 2009; Céok & Dickens, 1999; Kelly, Eliis & Roséhth"al, 2011; Mishtal,

2009; Sacchini & Antico, 2000; Van Bogaert, 2002).

Fueled in part, perhaps, by the lightning speed in which medical advanéemeﬁts occur,
procedures and intérventionsin theif infancy a mere ten to twenty years ago are nbw
common practice. This'rapi‘d evolution of medical options has caused somé to’questiqn
their role in delivering services to which th‘ey‘ okbje‘ct (Curlin, Lawrence, Chin & Lantos,
2007). Pfesumably, as plrogreSs is made, the lines between what we can and what we
shouid do, will only continue to blur, thus leading to increased rates of coilscientioﬁs
refusals. In addition, Benjamin (1995)' sugge'st: 1) the intimate involvement of our
personal convictions regarding the “nature én.dtm'é'a'nihg of "cr'eat‘ihg#,: ;s{ustainviri'g, and

ending life” (p.515); 2) the potential for radical value differences between HCPs,




.patie\hts., and families; and 3) the frequent need for “agreement and cooperation on a
single course of action” (p.515), will only continue to contribute to the prevalence of :

appeals to conscience in bioethics.

Théfé ar‘e"a ﬁumber of i)fotcédures, interveritiohs, andi sér;lices'in healfh care té"Which‘
1nd1v1duals can objévct'.-rl-ilowéver; “the most commbfi éxamplés ih :the livteréture and ih
‘déy~fo;dé{y ‘r‘ne‘dicél pr;éticé continue to involve repro’du’ctiv.ev rilrljédiicine’:: épeciﬁcally, the
préVisidﬁ bf tiiérapeﬁtié ébbrtion services ahd access ibv'c:dntréic’ér;t;ve deVibés and
medlcatlon” (Biackméf, 2007, p.16). Mést recentiy, debatésiha\:}e fdcﬁsed oh the
éonscieﬁfious refﬁsafs of pharmacists to dispénse erriefgenéy cbﬁfraééﬁtié)ﬁ (Aléfédﬁ,
2009§ Caﬁfor & Baum, 2004; Fenton & Lomasky, 2005; Davidson, }_’_e_:ttis, Joiner, Cook &

Klugman, 2010; Kelly et alf, 2011; Wicclair, 2006) and whether HCPs have an obligation
| to inform, treat, or refer patients for reproductive interventions to which they ébjeét
(BluStein, 1993, Broqk, 2008; Chervenak & McCullngh, 2008v; Dickens & Cook, 2000;
May & Aulisio, 2009; McLeod, 2008; Savulescu, 2006). -

\A‘rgﬁm-ents%c‘an, al;d> have Béén méde, on "éll éides of the cohsc\ieiiliti‘(')iiltslijéévti:bn
deb‘ate’;rPotential'advantagesr" of allowing HCPs to invoke conscience include permitting
tﬁém to rémain true to théir mora'l's”and \‘Iallues,'thus preéefving théiir'pcl:rs'onal ihiegﬁty, as

well as supporting the exercise of independent judgment (Cantor & Baum, 2004;

! Other areas of conscientious refusal include, but are not limited to: euthanasia, physician assisted suicide,
experimentation on human embryos, the rejection of blood products by Jehovah’s Witnesses, the
prescription of human growth hormone (HGH) to short but otherwise normal children, and the removal or

continuation of patients from or on artificial life support (Benjamin, 1995; Blackmér, 2007).




. Wicclair, 2000). Allowing individuals to refuse participation in acts that violate their -
personal, ethlcal, moral, or religious convictions is also an essential element of a free and
democratic society (Benjamin, 1995; Cantor & Baum, 2004; Pellegrino, 2002). On the -
other hand, “in the biomedical context, respect for conscience may be inconvenient,_
inefficient, or detrimental to medical outcomes” (Benjamin, 1995, p.515). It may also
serve to impose the values and personal morals o.f‘the HCP, while neglecting those of the
patient (Savulescu,7200'6). In face of these arguments, the salient question becomes: how
do wemanageto be respectful of a HCP’s (or hospital’s) conscience, while also
safeguarding the patient’s reproductive health and entltlement to autonomy and self-

determination?

'»'Although the debate regarding the precise scope of legitimate con?s.cientious ohjection' 3
continues,/‘it isv generally accepted that individual HCPs may refuse,'With;in llrnlts, to
prov1de serv1ces and medications, as well as refuse to dlrectly part1cxpate in p‘rocedures
' to which they morally oppose. In Canada a number of dlfferent professxonal assoc1at10ns

and regulatory colleges have released relevant policy statements and guldelmes on or

2Of note, profeSslonal codes of ethics Iorovided by nat‘ional asso'ciations such as the Canadian Medical

4 Association (CMA) (2004), the Canadian Nurses Association (CNA) (2008), and‘ the National Association
of Pharmacy Regulatory Authorities (NAPRA) (1999) are guidelines provided from within the profession
relevant to 1ts members In contrast pract1ce standards outlined by professwnal colleges such as the ,
College of Phy51c1ans and Surgeons of New Brunswxck (CPSNB) (2002), and the College of Reg1stered
Nurses of Brmsh Columbla (CRNBC) (2010), outline the criteria for which professionals are held '

accountable to the public. That being said, each may be used to indicate those values of importance to

professionals. .




-related to the topic (Novel Tech. Ethics, 2010). For instance, both the Canadian Medical
Association (CMA) (1988 2004) and the Canadian Nurses Association (CNA) (2008)
agree that physxcnans and nurses should be permltted to follow their conscience, as long
as‘ it does not unduly burden patients or compromise their well- being. ThlS position is
also suppOrted by' a number of the provincial regulatory c’olleges (College of Nurses of
Ontario [CNOYJ, 2009; College of Physicians and Surgeons of Alberta [CPSA], 2010;
College'of :Ph}'isi’cian:s' and Surgeons of New Brunswick [CPSNB], 2002;,College of
Phannacists' of British Colunlbia [CPBC], 2010; Saskatchewan College of ‘P‘harmacist's
[SCP]; 2000)1 For nurses who do wish to object, the CNA states that‘reﬁlsals'cannot be

r“ba‘sed‘)on prejudice, fear, or oonvenience” (CNA, 2008, 'p.45). Altbough each
organiiation"s statements are slightly different, doctors, nurses, and:}\)‘harrnaois'?ts'muSt

generally inform either the person requesting the service, or management, of their reasons
for obj eoting, and as much as posslble should do so in advance of any recniuest‘(.CMkA,

1988; CPSA, 2010; CPSNB, 2002; National Association of Pharmacy Regulatory

Authorities [NAPRA], 1999; Nova Scotia College of Pharmacists [NSCP], 2607; SCP,

\

2000). This practice allows for alternate arrangements to be made so that a patient’s .-

-~ choice for the procedure or medication is not significantly affected. . - .

' ‘ln‘contras't to the proliﬁc debate regarding the conselentlous‘objections of individual
HCPs, lrttle attention has been nard to the consc1ent10us refusals of Catholxc hospitals
k(D1ckens & Cook 2000 Fogel & R1vera 2003 2004 Gallagher & Goodstem 2002;
Gallagher, 1997; Pel‘legrmo, 2002; Ryan,‘2006;‘ Sulmasy, 2008, Wicclair, 2011; Wildes,
l997). Fewer still have addressed the unique concerns of the rural environment’or a

Canadian focus (Donovan, 1996; Sloboda, 2001). While certain points of debate may be




s

. similar, there are a number of issues that require special attention and analysis. These

~ particularities will be addressed in the analysis — chapters two and three.

1.3 Catholic Health Care

. The Catholic Church maintains a steadfast commitme:nt_ to fulfilling the teachings of
Jesus Christ in a manner that espouses his compassion and healing presence (CHAC,
2000; Mchwan, ‘2065). Faithful to its mission of édministeiing care to the poor, the

vulnerable, the sick, and the suffering, the Catholic Church remains *...the single largest

: 'provider‘of health care in the world, truly faithful to the mission given by Christ to teach

and to heal” (McGowén, 2005). Globally, the Church is responsiblé for upwards of

111,000 Catholic health care institutions — this comprises approxi'i‘h‘a’[ely 6,000 hospitals;

| 17,000 clinics and primary care institutions; 12,000 homes for the égin’g and chronically

ill; 800 leprosariums; and 25,300 centers of health care ministry (McGowan, 2005).

Furthermore, 26.7% of the centers around the world providing treatment for people .

infected with HIV/AIDS are Catholic—b.ase('i (Barragan, 2006)." -

\

The Cathohc Church (recognlzed Jud1c1a11y as the Holy See’ ) also plays an 1nﬂuent1a1
role on the wor]d d1p10mat1c stage The scope. of 1ts 1nvolvement mcludes part1c1pat1ng in

various international organizations, as well as mamtammg formal dlplomatlc :

-3 The “Holy See” is the supreme and central gerr‘nment Of the Roman Catholic Church. It is also

recognized internationally as possessing a legal personality, allowing it to enter into treaties as the juridical

‘ equal of a State and to send and receive diplomatic representatives (U.S. Department of State, 2008). The

Holy Sce is lead by the Pope who exercises ultimate legislative, executive, and judicial power as authorized

to him through' Canon law (Libreria Editrice Vaticana, 1983, Canon 33 1).




- relationships with 177 countries. It is also a perrnanent observer” to the United Nations,
the World Health Organization (WHO) (through the World Health Assembly), the World
Food Program (WF P), the World Trade Organization:(WTO), the International Labor
Orgamzation (ILO) and the United Nations Educational Smentiﬁc and Cultural

Organlzatlon (UNESCO) among others (U S. Department of State 2008)

1.3.1 Catholic Health Care in Canada

Wlthln Canada' the Rbman Catholic Church’s involvement in adminiStering health
care predates the country itself. In fact three Soeurs of the Auéustmes Hospitalieres |
estabhshed the ﬁrst hospltal in North America in 1639 (Hotel Dieu) in Quebec Clty,
Québec (Humbert, 2004). Gradually, other orders of Roman Cathollc Sisters followed
suit ‘and (Jatholic hospitals were opened across the country (Humbe'rt, 2004). These
hospitals include: St-Boniface Hospital, in St-Boniface, New Brunswick (1 847) by the
Grey Sisters; St. Michael’s Hospital, in Toronto, Ontar}io (1892) by the Sisters of St.

J oseph; Misericordia General Hospital, in Edmonton, Alberta (1900) by the Soeurs de

\

* Observer status is a privilege granted by a number of Intergovernmental Organizations allowing for the -
participation of non-member States and international ‘nOngovemmental organizations (INGOs) in the
organization’s activities. While observers must generally apply for‘.member status within a fixed number of
years, the status of permanent observer is reserved for those who do not qualify for full membership or who
"do not 'wi_sh to become full members but whose participation remains of mutual benefit (Carbon *
Sequestration Leadership Forum [CSLF], 2005). Permanent Observer status is often based on practice and
for the United Nations dates from 1946 (United Nations . d). Permanent observers generally have free

" access to meetmgs and documents, as \yell as the authonty to make presentanons and statements but Iacki

the ablhty to vote on resolutions (CSLF 2005 Umted Nations, n. d.).
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.Miséricorde; and St. Joseph’s General Hospital, in Comox, British Columbia (1926) by

fche Sisters of St. Joseph, Toronto (Humbert, 2004).

While the number ef C‘ethiolic hospitals in Canada haé Huetuete.d througheht‘fhe |
years, the total nuinhér of Cath_elic health care facilities/'eulirehﬂ);dperating within the |
country is 'afhbiguehsf;;;'A comprehehsive review of the li”telr‘;ture,’relevaht da‘tabases,yand
pers‘(u)ﬁhéhlf eerhhq{;nication (September 17, 2010) with the Eiecutive Direetor of the
:Catholic Health Alliance of Canada k(CHAC)5 , James Roche, revealed that a
comprehehsive and up to datelist.of Cetholic health care faeilitlieé’ih Canada dpes not
presently exist. In order to provide an overview of the nu-rhbke_r'o,f Cathohc hQspitals
-Curhently operafing in the country, an inVentory of Cvatholie‘health A-C;E‘IP ‘ffecili:t_i‘es was

compiled. ‘ o

‘The document was assembled through a systematic review of the Canadian -«
Healthcare Association’s, Guide to Canadian Healthcare Facilities (2011). Facilities

marked as religious (Rel.)® were noted and wherever possible cross-referenced with

Ny

* The Cathoiie Health Alliance of Canada [‘CHAC],vformerly the Catholie Heahh Asspeiatieh of Caneda, is
e nationally based, voluntary alliance of_Cathovlic health care providers in Canada. Its mission is to
“strengthen and support the ministry of Catholic health care orgenizations' and providers” (CHAC, n.d.b).
Its mandate is 1) Advocacy: “to be the national voice of Catholic health care organizations” (CHAC, n.d.b),
and 2) Governance:“‘to foster the distinctive mission and organiiatic‘mal culture of Catholic health care

organizations” (CHAC, n.d.b). They also publish the Health Ethics Guide (CHAC, 2000).

6)Huealth care facilities were defined as religious if they were “owned end controlled by a church or one of

its branches, a religious order, or by a corporation, association, or society with religious objectives”

- (Canadian Healthcare Asso‘ciatien', 2011, p.S).
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,organiZational and provincial websites, as \ilell as the online CHAC directory (n.d.a)’.
Results of the inventory reveal that there are currently 136 Catholic health care facilities
‘operating in nine Provinces across the country. Of these 136 facilities, 51 are listed as
| hospitals, 68 are long-term—care facilities and i7 are a combihation of treatment centres,
hosplces retirement homes outpatlent centres nursing statlons home care, and others

(see Appendlx A )

1.3.2 Catholic Health Care Facility Sponsorship -

To qtialif'yﬁas a Catholic health care facility,an institutiori must have a sponsor.
Sporisors 'ensuret’acilities “remain true to ‘C”atholic values andidentity” (McCioWan 2005,
p- 4) Examples of sponsors mclude religious 1nst1tutes such as the U"s’uhne Sisters the
| Sisters of Providence, and the Grey Nuns Dioceses such as the Archdiocese /of Winnipeg
‘and the Diocese of Victoria; and associations or corporations such as the Catholic Health
Corporation of Ontario and the St. Joseph’s Health Care Society (McGowan, 2005). " :.-
Although Sportsors'can contribute financially through the adniinistration of foundations
- and land ownership, the operating budgets of Catholic hospitals are alIocated by

provincial governments and administered through their respective funding systems (e.g.,

4 Iri revrewing the ]oages of the Guidc to Cariadlan Healthcare hacxhtles (Canadian Healthcare Assocla‘tion
201 1) 1 came across a number of mstitutions that were mis- Iabeled (e.g., mrssmg the ‘rel’ [rehgmusi B
desrgnatlon or havmg the ‘rel” designation when the facﬂlty was no longer religiously affiliated). Although
every effort was made to cross-reference any facility noted on the CHAC directory list blit missed in the
Guide to Canadian Healthcare Facilities (Canadian Healthcare Association, 2011) or suspected as being -

mis-labeled in the Guide to Canadian Healthcare Facilities (Canadian Healthcare Association; 2011),

human error is such that a few institutions may have béen missed.
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. thréugh regional health authorities)(Canadian Institute for Health Information [CIHI], : -

2005; D. MacDermott, personal communication, September 20, 2010). ‘

| 'j As the CapaCitybf fouﬁdihg religious institutes to mamtam ’thc' governance a'n‘d\ :
spohsorship Of th"e‘ir health care facilities dwindles, fﬁany new entities, in the form of lay
organizations and sbcieties, have been established to assume the fole of sponsc;r
(McGowan,{ 2005; Roche, 201 0). In additioh to their formal canonical status as public
juridic persoﬁs (PJP)® of pontifical or diobcesar‘l right, these organizations have also
adopted corporate status, ‘permitti'ng th‘em reserved authority under bdth Civil and Canon
Law (Roche, 2010). For founding institutes, the transfer of aufhority,to a public juridic
sponsor is 'generally viewed as a favoﬁrable option, as it assures thggfﬁcial continuation

of the institution’s Catholic rnihistry as well as their legacy.-(McGowah, 2005)..

In Canada, an example of the PIP of p(‘)yntiﬁcal‘right model is the Catholic Health
Sponsors of Ontario, who operate civilly as the Catholic Health Corporation of Ontario
(CHCO). Operating within a decentralized framework, each sponsored institution

maintains its own Board of Trustees and chief executive officer (CEO). In order to retain

oversight, directors of the CHCO sit as members of each institution’s Board, deferring

certain reserved rights - such as the approval or dismissal of the CEO and directors, as

well as'the’s’iaéndinlg or sale 6f major assets - to th\e‘lﬁooa‘rd'o‘f the CHCO (Roéhe, 2010).

5 As de)ﬁr.)ed‘by: Canon 11 6, “public jﬁﬁdic’pefééﬁs are Eaggregafés"of berSons or things which are
established by the competent ecclesiastical éuthority so that, within the limits allotted to them, they might
in the name of the church and in accordance with the provisions of law, fulfill the specific task entrusted to

them in view of the public good” (McGowan, 2005, p.7).
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As a PIP of pontifical right‘,' the CHCO is directly accountable‘to the Vatican (to whom it
reports annually) fon ensuring _its sp'onsoréd institutions maintain their Catholic i&enti;[y,
wniéh includes the consistent application of the Health Ethics Guide (CHAC,QOOO) |
approved by the Canadian Conference of Ca;[holic Bishops (Roche, 2010; McGowan,

2005).

7 Conversely, Catholic Health of Alberta, who acts as a sponsor for all health care

facilities who fall under Covenant Health Alberta, operates nnder the PJP of diocesan
right .niodel. Catholic Health of Albertn’s members include all the Bishons of Alberta
with theArchbishop of Edrnonton as the permanent chairpérsnn. Like the CHCO,
Catholic Health of Alberta maintains reserved rights but is directly. accountable to the
Alberta bishops (as opposed to thebHoly See) for thé promotionof institution Catholicity

(McGowan, 1999; J. Roche, personal communication, September 17" 2010).

" As Catnolic hospitals seek to provide health care in the twenty-first century, it will be
interesting to observe how they cope with evolving pressures from society, science, and
the potentially competing demands these may place on their religioﬁs beliefs.

1.4 The Rural Context

“The rural health care s‘et‘ting'is a uniqué. and Challenging environmént. Yet despite the
Zlistinct nature of theSe comlnunities, tnefe is a signiﬁcant lack of research surrounding
“thos,erlissues most pertinent to them (Kirby & )Le'er‘eto‘n, 2002a; Nelson & Schmidek,
2"(“)'O>8‘; Romanow, 20'02; CIHI, 2006).'Thi:s is compdunded by the lack of a singulaf
definition of what is meant by the term ‘rur'él’.llntberpretations of the term can for

insténqe‘, be popuiétion dep'endent (less than 10 000 inhabiténts), distance dependent (a
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- set number of kilometers away from an urban center), or dependent on social
- representation (culture and way of life) (Nelson & Schmidek, 2008; du Plessis, Beshiri,
Bollman & Clemenson, 2001, 2002). This variability has led to a great deal of ambiguity

regarding the meaning of ‘rural’, making it difficult to pinpoint a precise definition.

F or fhe I‘mrpose of this thesis I will assume the ‘rural and small town” deﬁnition of
rurallhds ‘outlyined by Statistics Canada. According to this definition “fdral fefehs to
indi\?iduels in towns or mnnilcipali.t’ies outside the comrndting zone .of larg‘e‘r‘urben eentres
(w1th 10 ,000 or more populatlon)” (du Ples51s et al., 2001, p. 6) I have chosen thls
definition for two significant reasons: first, because it is recommended by Statlstlcs
Canada asa starting benchmark for understanding Canada’s rnra‘II popnlation; and second
beeanse it is listed as an appropri.ate\ definition for describing issues with a eomlnunity
focus, inciuding issues related to accessing health care services (du Plessis et al., 2001,

2002).
1.4:1 The Importance of Studying Rural Health Care Ethics

"There afe four nfimdry feésons why the study of rural heelfhethic.s :is lof \ini.poft'ance.
' The ﬁrst ’con‘ce'rns the signiﬁeant number of :people who continde to live in rural‘
.corn'r‘;nnnifies. Aeeording to ouf definition this represents-approkirnately 22% of the
populatlon or 6 2 million Canadians (du Plessis et al., 2001 2002) The second ‘
con51derat10n concerns the often distinct characterxstlcs of rural communmes These -
include but :are not limited to .d'hi'gher concentretion of l’oW—’inc:or'neeamers,. h1gher i
: po{/erty' fates; ihcreased rates of "mental health .issues, and increased invoi\;ement in risky

sexual behaviour resulting in higher rates of teen pregnancy and sexually transmitted
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) infections (STIs) (CIHI, 2006; Dryburgh, 2000; Nelson & Schmidek, 2008; Romanow,
2002; Pong,f2007; Fairbairn & Gustafson, 20‘08; Kirby & .LeBreton, 2002a). Third, there
exist fewer‘health' care 'providers‘ and institutions per capita, than in urban areas, -
engendering shortages and longer wait times (Romanow, 2002; Kirby & LeBreton, - " .
2002a; Fairbairn & Gustafson, 2008). Finally, ethical issues such as: ‘safeguarding
confidentiality’, ‘boundary conflicts due to overlapping re_lations’, ‘access to health care
services’, ‘allocation of health care resources’, ‘reluctanee to seek a diagnosis due to
stigma’, and ‘community cultural value conﬂicts’ can each become serious problems and
are often negleeted in discussions concerning general ethical issues (Ne_lson, 2004;
'Nelson & Sehmidek, 2008). For these reasons, research that incoiporetes a ruial Iens or

r—

that comments on the rural context is important and needed.
1.5 Methods

Tfaditionally ethics‘ and nlorélitj} ére‘ studled 1n a nniiosophicai eontei(t w1th :a' focus
on noi;rnative. as Yopposedi to 'deserip"[i\:/e knowledge ciaims (Kagan,: >199l8). Therefore,r 1n |
oontrasg :todes‘crip‘tive etlhies:’(»é‘ \snbse’tﬂof non-nonnati\)e ethics) which uséé einniriceI‘
ine'thods to inuest:i‘ga‘fev}iowi people reason throu gh end react to p.artioulai moial situyations '
;(Beaueliamp & Childress, 2009), normative ethics “involueSISUbstkénﬁve prono‘sa‘ls
ooncerning how [one should] act, how [one should] liveu,»or' uvhat kind of person [one
should be}T In particular, it attempts to state and d’erfendt‘lie most basic nrinciip:lesib .
govefning t}iese matters” (Kagan, 1998, p 2). Normative analysis thus s;eks to describe
what ought to be the case or what ethical norms should guide ethical eonduct.

) ‘(Beauchar‘np & Childress, 2009; Kagan, 1998). = -

R R A
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; ,'Although both normative and non-normative approaches to understanding morality

are important and useful; one’s guiding questions as well as one’s purpose for asking -

these questions Will differ dependihg on the approach assumed (Kagan, 1998). For .
example, if we wis{h to uhderstand how'moral norms gaide professional practice in health
care or hovs; 'ihdividua:ls go about confrontihg difﬁeult’morai diielhmas oha daily basis, a
descriptrve faI')profzj:\ch is best (Beauchamp & Childress,‘ 2009) Curlirr, Lawrenc'e','Chin &
Lantos (2007) effeCtively used this method when mqumng how physieians interpret their

ethical rights and obligations when conflicts of conscience arise within clinical practice.

In covntrast to descrlptlve approaches normatrtle approaches‘are best stnted to
srtuatrons Where one seeks to “state and ct’efend substantlve moralyc}arms” tkagan 1998
P 8) Wlthm the category of normatlve ethlcs Beauchamp & Chlldress (2009) also add
ap’phed ethics. The focus of apphed ethlcs is the apphoatlon of norrnatlve moral - !

principles, theories, and precedents to specific complex cases and contexts (Beauchamp

. & Childress, 2009; Kagan, 1998). This approach is useful in outlining injustices as well

as drawmg attention to 1ncons1sten01es between how people, organizations, and socretres

| currently act and how they should act (ethlcally speaking) (e.g., simply because an actlon’_

is legal does not mean it is ethlcal and vice versa). Because the purpose of my thesis is to
analyze a relatively specific issue as well as to offer moral judgment and prescriptions
related to it, my thesis can most accurately be described as normative and localized more

specifically within the realm of applied ethics.

In assuming this approach I undertake a process of reasoned ethical analysis,

informed by various normative ethical constructs such as those related to justice;

“beneficence, non-maleficence, and autonomy: In so doing, relevant arguments are
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presented and the important task of determining which side presents the stronger case is
outlined (Kagan, 1998). Through this process one constructs an ethical analysis that is

expected to be both compelling and based on solid moral reasoning and justification.

1.6 Restatement of Purpose & Proposal of Research Questions

With 51 hospitals currently operating in eight provinces across the country (the
Province of Newfoundland does not currently have Catholic hospitals only one long term
care facility) (see Appendix A.), Catholic hospitals remain important players in the
Canadian health care system. Despite their significant involvement in providing health
care however, little attention has focused on the legitimacy of Catholic hospitals to
conscientiously refuse to provide services that contradict their guiding religious beliefs.
The purpose of this thesis is to examine the ethical implications of Catholic hospital
conscientious objections to provide reproductive services to which they are morally
opposed within the context of the Canadian health care system, and more specifically
within rural areas. Moving forward the following two questions will assume the focus of

the analysis.

1) Do hospitals possess a conscience according to the dominant view of conscience
in bioethics? *

2) Should Catholic hospitals be permitted to refuse to provide reproductive services
to which they are morally opposed within the context of the Canadian health care

system and in particular, within rural areas?
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This analysis will help further the limited body of knowledge concerning the
conscientious refusals.of Catholic hospitals in Canada,‘ spark dialogue and debate, and .

‘ﬁnall};,vto i‘lnyfoi‘m‘ and influence future health policy decisions.
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Chapter 2. ConsC{ien'ce:"Do' Hospitals Qualify?

2.1 Introduction

" The importance of establishing a firm understanding of conscience lies in determining
_whethei‘ those who claim objections based on conscience use the term appropriately.
Although there is a geﬁe_rél consensus that individual human beings can claim to have a

conscience (Benjamin, 1995), whethef institutions and therefore hospitals can reasonably

claim to possess a conscience, remains contested.

* According to Cook and Dickens (1999), “Conscience is a right of individuals, but not
of institutions such as hospitals and clinics” (p.85). They argue that, While corporations
may benefit from a ‘legal personality’ in the context of various National and International

laws; they are granted this status for purely pragmatic reasons (e.g., to allow

organizations to sue and be sued, enter into contracts, and conduct business as a single

entity) and therefore, unlike humans, do not possess a conscience. Given these

1imi_tatipns,rhlospitals they argue, é_re thereby precluded from gnqu‘ing the s\ame o
ev_:r})titlements‘ (e‘.gi , frengm of conscience) as ‘natural persc}:hs’ (humans) under
in.te(r‘nati'on\al hqman rigﬁts legislation (Dick;nsv&‘ Cook, 200:0)»._ This position is also
supported by‘Canadiavn Constitutiqnalnlaw, under Which“:‘corporations’_ do not enjoy or
: _¢xe_rqisq frgé.dom of religiqn or c_o’n’s\é_ien‘(’:e and,_th‘e_reforc, cannot_clai‘m’an infringement
 of their own rights. Freedom of religion or conscience is a freedom j[hat only individuals

possess” (Wynn, Erdman, Foster & Trussell, 2007 , P-258).

In contrast to these primarily legal points of view, authors such as Sulmasy (2008),

De George (1982), and Gallagher and Goodsteih (2002), argue that hospitals do-in fact
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- have a legitimate claim to conscience, which is largely afforded to them via their
established structures and processes. Although the possessmn of a conscience does not
autornatlcally engenderka rlght or entrtlement to make objectlons ba;ed upon it, it is the
base standard or first requlrement for it. As such, the questlon of whether 1nst1tut10ns

and thereby hosprtals possess a conscience is an 1mportant steppmg stone in explormg

the legltrmacy or 111eg1t1macy of a Catholic hosprtal’s clarm to conscrentrous refusal

. There are a number of ways in whi‘ch to understand co'nscience. The prevailing view
Within,bioethics, titled the “dominant view” by McLeod’(forthcoming), 1s that conscience
works to preserve dr promote integrity, and does so by influencing agentsf\tolact in line
with their moral values. The purpose of this ehapter rs to determine-whether the dominant
view of conscience allovt/s us to say that hospitals have a censcienee. Assurning vthe

" ‘Dominant View’ is _eorrect, I Will argue that hosnitals, asuinstit'utivons; :cannotnossess a

conscience because they fail to fulfill a number of the necessary criteria for it.

.-+ To pursue my objeetive, the first sectien of the chapter begins with a brief ..
introduction to the notion of conscience, followed by a deScrintion of the deminant view,
and a proposal of the criteria necessary for an entity to qualify as possessing a conscience
on this view. In the second section, using the developed criteria as a framework for
analysis, I will discuss reasons why hospitals might satisfy, the requirements for
‘conscience as well as reasons why they might not. .Ultirnately; I will conclude the

dominant view does not support the contention that hospitals have a conscience.
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-2.2 Conscience

221 A Brief Introduction to Conscience

' Originating in the discipline of Christian moral theology (Benjamin, 1995; Hardt,
2008), the COnéept of conscience remains a fixture in contemporary academic and sorcialﬂ‘
discourse. Referenbe to it can be obser\jIed throughout VariQus works; from the insightful
teachings of Mahatma Gandhi (Rattan, 19915 to the Universal Declaration on Human
Rights (United Nations, 1948, Articles 1 & 18). SQ engrained is thé concept Wi_thin the
_mbral fabric of contemporary North-American and Eurobeén sociéties that it has even
beeﬁ mOdéled ‘in‘toy cartodn form, as portrayed by Vt‘h:ej "16\'/:151& yc:luxakr;act‘éf J 1mmy :Cr;iéket in
Ijiéhey;é 1940 re‘hdit-ikon of Pinocchio. - _ SR —

v The concept of conscience has also receivekd' growihg attention 1n the ﬁelldlpf
m_cdic_ine and bioethics, as conscience is relc—;vant_‘ 'tho‘th’e_ ‘taskﬂ of moga_lly c‘:‘ompl‘qx dggisidn-
making within our-incrcasingly pluralistic .so'ci_,ev:ty.‘ ‘Pﬁresun‘lably, as sqigngg ‘c::gntlim.}es to
»pu’sh the boundarigs of medicine, and th¢ coimp’Ire:xiF‘y of heglthig‘:a’rc dec151ons grow, so
too will the number‘olf conflicts of conscience‘al}d cioyn”scj:c;n.ti;olklis:_v1‘~kefusa}1_.sf lﬁespite‘ the |
’ e’stablished presence of conscience within _§ociety, hoWe;yqr, schjglé;}_s Jthr_oughopt,history ,
ha;{e often disagreéd about its nature and,ha?gyl‘que‘schted, 'v‘arit?d and, at .tiII:I;eS,
c_ohtradiptory descriptiqns of the concept‘(Bcpjar,n‘ip,u 1995; Léw;ence & Curlvin,k2_007;
McGese, 2007) The existence of such oppos.ing}understandings‘ is brought_ltio bear in the
folldwing passage by Bernard Wand (1961); |

It has/lseén said of conscience that it is fallible (Broad), that it is infallible
(Butler); that its ultimate basis is'emotional (Mill), that its ultimate source is. = -

rational (Rashdall); that it is the voice of God (Hartman), or the voice of custom
. (Paulsen); that it is merely advisory (Nowell-Smith), that it is unconscious =
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¢ (Freud); that it is.[a] faculty (Butler), that it is not (any contemporary moral -
philosopher); that it is diSposition to have certain beliefs, emotions, and conations
which, when operative issue in conscientious actions (Broad), and that it is
conscxentlous action (Ryle) (p 771).

Although the debate contmues agreemg upon a deﬁnltlon of conscience is an essential
step in establlshmg the fundamental requirements for it. In other words, we must garner a
solid understanding of conscience before we can determine what would qualify an entity

for it.
2.2.2 Conscience: The Dominant View

Despite the_‘laek of consensus _about how to understatnd cio:hsciience’both lvyithin and

~ across many disciplinee (e.g., philosophy, theology), ther‘eﬂts some consensus on the
matter within bioethics. The relevant view of cohscieoce, aptly named the domtnaht viewt
by McLeod (forthcoming), proposes that conscience is best interpreted as a mode of
reﬂective c0n$eiousness, wherein one’s aCtiOI}S; or\p}rojec\ted{ a{ction.s, are_as}sessedhfor i
their consistency with one’s mora_l values and standards. Conscience, as soch, WbrkS to
promote anclly thaintain »moral_unityk - understood as integrity - bycompellmg in@ividuale_to
reliably act ahd eohduct :therhlselves in agreement with ’theitj‘ motat yalues. The main
advocates of this view are Martin Benjamin (1995), Jeffrey Blustem (1993) James '
Chlldress (1979 1997) and Mark chclalr (2000, 2006 2007) (as 01ted in McLeod

forthcoming). (Hereafter, “conscience” will refer to the term as understood on the

‘dominant view.)
2.2.2.1 Criteria For Conscience
In the following section I will Adesc/ribe the five criteria an entity would nee’d‘to fulfill

in order to qualify as possessing a conscience. To accomplish this objective, I first need
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-to develop the criteria, because a previously established list does not exist. T ogether these
criteria should serve as a reliable template for analyzing an entity’s claim to conscience.
In addition, each of the criteria is individually necessary and togethér they are jointly -

sufficient for something to have a conscience.

1) Thé e‘nt’it)} must be a réasbhab]e candidate for ﬁoral agehéy;
i) The entity must possess a set of values, which jointly contribute o the formation
-of 1ts idénat‘ity and self-concept.
111) The eﬁtity must posseés cognitive agency. By “cognitive agency,” I mean the
- entity must be able £o evaluate its acﬁons, intentioﬂs, and'desirés regarding a
situation based on its established set of valués. Stated differeﬁtly,.the entity
- must be able to preserQe or promote its inner moral unity by engaging in a
relevant form of moral reasoning.
iv) The entity must have e’nbﬁgh affective agency so thét it can épprppﬁately
- 'ekp‘érience guilt and shame. | |
V) ‘The entity fust ultimately be subject to internal sanctioning, whereby feélirig’s)bf
" sharne and guilt are self i"mposéd'éﬂd ’i'nter'nélly ‘ﬁier:diate"d.’ -
27'2'..,2."1,1 _‘C(r‘iterion O“.ne)— Cahdidacy ‘er Moré‘I,Agency
- The first requirement for conscience is that the entity. in question must be a reasonable
- candidate for moral agency. To be a moral agentrentails that one possesses the ability to
identify, understand, and comply wit»hA relevant and applicable moral standards -

(Eshleman, 2009; Himma, 2008). We assign moral blame to agents who fail to uphold

their moral obligations, because by virtue of their status as moral agents, they are
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: fesponsible for en'suring.that their actions and inactions conforfn to those obligations.
~ Because coﬁscience is a moral quality, it encourages peoplé to behave in accordance not
with their mcfe preferences, but with their moral values (Blustein, 1993; Childress, ‘1 979;
Wicclair, 20&)‘(()). To héve a conscience is to possess at leastr some ievel of mofal aéenby,
becaiise it 1s the role of ‘.(:"onscience to help keep us, and our actions, éccountable to our
own nidral'staﬁdards; as well as to alert us when we are at risk of violating them.
Tﬁéfefbre;\to have a conscience is at the very least to be among the group that could |

conceivably Qﬁalify as moral agents.

- This first criterion for conscience also encompasses the rest, in that the remaining
criteria are all elements of moral agency. Being the sort of moral'ag@gt then who

possesses these further qualities is sufficient for'having a conscience.
2.2.2.1.2 Criterion Two — Value Framework

A sécdﬁd impoﬁant requirement for conscience is thzyilt.th:é éﬁtit& m qﬁéStiéﬁpossesses
5 set of ;a]ueg, which »juointly contribute to the formatio/n“ ’6f ifsl' moral ildéﬁti‘fy: and rhoral
sélf—c;écept; Th.ese'commitments are especially importa:hg aé they form &Lie;;l’ora‘l |
ffafﬁework (y)r' ‘master liét’ of moral values, rules,.kan‘giy Sténdar‘c'lsltij'v»hiikc’h‘ c'onvgs'cjieh‘ce
ref;ré. ACCofdil{g to thé dominant view,v an agenfis ihtegrity, }or' fhéral unity; depéhds
upon their adhefeﬁée to their espoused mbfal ffameWofk. F aitll‘l‘rev fo "up.hoyltdit-hesé moral
.t;:‘o'mmvi'tménts érodeé theif moral identity érbl‘d::c{ausves e*héﬁénél distréasé (McLeod,
f(i)‘rtzhéo‘r’ning).. Heéding ’Conscience preservés or promotes inﬁei‘ unity Whilé transgressing

the verdicts of conscience results in the imposition of negative sanctions and the
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- experience of moral fracture. (These last points are further discussed under criteri'a‘ four
and five.)
2.2.2.1.3 Criterion Three - Cognitive Agency

Thirdly, conscience includes a cognitive or evaluative eer_nponent. This element is
esSential_ to the function of conscience; it permits the contextual application and
interpretation of the agent’s moral values, rules, and standards. ‘11;1 other words, having a
conscience requires not only a set of values but also being able to examine these values
and determine their weight, significance, and relevance to the situation in question. |
- Therefore, While an individual may strongly value respect for_huma_n' life in all its shapes

———

and forms, when faced with a decision to w_ithdraw flife-sustai(nling- treatment to a"patient,
in a persistent vegetative state (PVS), he/she may freely reconcile with a decision to do
50, knowingth.at it would eventuate 1n the patieht’s death, on the éfounds that he/she allsoi
values respecting expressed patient wtshes,- and that Vcontinuiﬁg treatment would
cotnpremise the patient’s basic human dignity by prolonging unnecessary pain and
‘suffering. As this example shows, when ‘evaluating a situation, individuals ;nust often
take into consideration multiple ‘values (in our case thtee:v reSpect fo‘t human life, for
autenorrty,' and for human dignity) and in turn decide on a course of action based on their
assessment of each value’s relevance and importance given the circumstance(s). |
gonversely, to maintain s'elf-harmony and unity, individuals must also evaluate their

actions, anticipated actions, and intentions regarding a situation based upon their

understanding of what these values require of them.
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The evaluative component of conscience also significs that while one’s moral -
commitments play a crucial role 1n informing conscience, they themselves do not equal
conscience (Childress, 1979). Childress (1979) makes this distinction, stating: “Although
a person’s appeal to his conscience usually involves anvappeal to moral staﬁdafds, .
conscience is not itself the standard. It is the mode of consciousness resulting ffom the
application of staqdards to his conduct” (ﬁ.3 19). Conscience Works to prombte and
maintain integrity by évaluatinga situation based on'whethér it ﬁts‘ thh one;s moral
values, z;nd informing the individual Whether he/she will feel guilt or shame as a fesult. In
sq"d(')ir‘lg, covnsycience_ operates both prospectively and retfospéctively: 'promOting ir{tégrity |
by highlightiﬁg pasf wrongs and warning of futufe disharmony, should conteﬁlp'lat;ed

————

wrongs be committed (Benjamin, 1995; Childress, 1979, 1997).
2.2.2.1.4 Criterion Four - Affective Agency

- The fourth requirement for conscience 1s affective or emdtioﬁal. As Childress (1979)
notes, conscience functions as an inner moral sanction, the uitimatf; and*ﬁnal arbiter,
whose ﬁegative verdicts i imposed through feelings of guilt, shame and ‘Sel\f-betrayal -.are
acéompénied by the aching cpnsciousness ofa fundamental loss of integrity. Whefeas a
good conscience - often described by terms such éé: ‘clean’, ‘whole’, ‘quiet’, and
‘integrated’ (Childress, 1979, 1997) - sits quie;tly on 1ts own, pure as a lamb and

' uninterruﬁted in its thoughts, a Bad éon;ciencé ﬁlakes it; ﬁresence distinctly known,
rearing its ugiy head with no apparent elé‘cap'e from the negative san'ctionsvvit wishes to
impose. Proponents of the dominant view postulate that conscience mediates behaviour
bvy.’ threéténing individuals with uynpleasant emotions;that they Wouid‘fnuch rathef avoid.

Because conscience works to promote positive behaviour through the threat of negative
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. sanctions, it is logical that an entity moved by conscience must first posseés the capaéity
to experience the negative emotions (guilt and shamé) with which it is threatened. An
entity must therefore have enough affective agency to feel and experience the émotioné
of moral guilt and shame: the emotions that conscience'uses to ensure agents remaiﬁ ‘

accountable to their own moral standards.
2.2.2.1.5 Criterion Five - Internal Sanctioning
In addition to its affective component, conscience on the dominant view requires that
the entity in question be subject to internal sanctioning. The judgments of conscience
come from within and reflect one’s own assessment of right and wrong as opposed to

o

exrte,mal judgments or sanctions ixﬁposea by others. ,As nqted abovg, thg th{rea\t».th’a‘t :
éonscience posesl is a loss of integrity; being kept in proper balan(':e.:yx{(ithrobr}e\tseklf ar}d not
necefssérily with others or with bopuiar society. To prohibit an agent frpm fqllovying the
dictates of her conscience would be to force her to commit a form of ‘se}li_fl-bet;rayajl‘and
sl_ﬂ:)mit to the,negative san_ctions of hér conscience (Wicclair, 2000, 2006, 2007). In short,
”‘ the capacity not only t.o-feel guilt and shame, but also to actively ‘punish.’ oileself with
these féelikngsxés" a‘.resurlt of misguided thoughts 6r actions is a necé’s‘gs‘z‘i‘f‘y paft kof -
posseésing a cénééiéncé, | - |

2.2.2.2 Support For the Dominant View. . -

McLeod (forthcoming) gives a number of reasons for thinking that the dominant view
is correct. Among the most compelling arguments is that the'dramatic language often
~used by conscientious objectors reinforces the threatening nature of conscience, while

- underscoring its commitment to preserving inner moral unity. Examples of such appeals.
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- include: “I must protect my sense of myself”; “I wouldn’t be able to live with myself if I

did [X]”; “I wouldn’t be able to look myself in the mirror/sleep at night”; “I could no 7
longer thmk of myself as a Jehovah’s Witness [Cathohc Jew, moral person etc.. Jif 1
were to do or assist in [Y]” (Childress, 1997, 2006; Benjamm 1995) Furthermore as
McLeod (forthcommg) notes, the ‘dominant view coheree lwelil with three other broadly
popuila‘r aspe’cts‘of conscience: namely that a conscience ie nneasy when it is guilty -
ﬂtting wrth the dominant View ] portrayal of conscience as causmg distress in the face of

moral discord (Childress 1979, 2006); that its jurisdiction to 1mpose sanctions is strictly

personal (1 €., 1ts verdicts are limited to our own actions or 1nactions and not the actions

or inactions of others) - suggesting a concern for the self and prOtection‘of one’s o'wn
integrity vs. a general concern for what is right (Benjamin,‘ 1995; l;:h:stcin,‘ 1993; Ryle,
1940); and that it respects the distinction between making a moral judgment (e. g, X is
morally wrong) and making an appeal to conscience (e. g., X is morally wrong and there

is an added wrongness for me to participate in X because it would compromise my -

integrity) (Blustein, 1993). :

Thus, the dominant view has compelling aspects to it. To sum up the view itself:
conscience is a mode of reflective consciousness which influences one to act, either

prospectively or retrospectively, in accordance with one’s moral values in order to

promote and maintain individual moral integrity. Failing to abide by one’s conscience

causes dlstress in the form of guilt and shame (negative sanctions) and leads to fractures
w1thin the self Usmg this deﬁmtion I established ﬁve criterla for having a conscience: 1)

being a reasonable candidate for moral agency; 2) possessmg a set of values Wthh help
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. to define the self; 3) possessing cognitive agency; 4) possessing affective agency; and 5)

being capable of internal sanctioning.

The dominant view is not immune to criticism (see McLeod, forthcoming).
Nevertheless, it is dominant in bioethics, and more importantly, it is compelling in many
ways. Thusj it is worth discerning whether the view would allow for institutional
conscience. In the next section, | use the criteria | have developed as a framework for

analyzing whether hospitals have a legitimate claim to conscience.

2.3 Assessing The Hospital's Claim To Conscience

While discussing in this section whether hospitals are reasonable candidates for
having a conscience, | will examine reasons that various authors offer for why hospitals
do possess a conscience. | will also ultimately argue that such a view about hospitals is

incorrect. u

2.3.1 Ciriterion One - Candidacy for Moral Agency

The literature on moral agency identifies two different kinds of agents: 1) individual

agents and 2) collective agents. To quote from this literature:

. While the notion of moral responsibility, traditionally understood, grounds moral
blameworthiness in the will of discrete individuals who freely cause harm, the
notion of collective responsibility associates both causation and blameworthiness
with groups and construes groups as moral agents in their own right (Smiley,
2011, p.2).

Conceptualized as such, groups are alleged, for all intents and purposes, to possess the
ability to formulate intentions and to act as a unified entity with similar rights, privileges,
and demands afforded to and imposed upon them as on individual moral agents (Smiley,

2011). To function as a collective agent is to act not as a mere aggregate of individuals,
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- but as a non-distributive entity that “transcends the contributions of particular group

members” (Smiley, 2011, p. 4).

An ideal example of such an agent is that of the-Borg’,a fictional pseudo-race of
‘cybernetic organisrns’ (beings with both biological and artificial parts) featured.in the
series Star Trek. Unaware,of being made up of discrete individuals; the Borg form an
integrated collective of drones who operate with a shared consciousness, or a ‘hive .
mind’ , which allows them to think and act as one (“Borg”, n.d.). Thus, it is impossible.to,
refer to the encounters, actions, and deliberations of one drone without referring to those

of the entire collective and vice versa.

Asl have sa1d the Borg represents the ‘ideal’ (collective agent) in practlce it is not
necessary for a group to achieve such a pervaswe level of 1ntegration in order toqualify
as a collective agent. What is necessary, however, is that agents move away from
thinking and acting only_ as discrete individuals and move to\yards ‘definingtheir -
th'oughts; actions, failures and accomplishnrents,intentions, and subsequent identity as

~one with the collective. Accordingly, proponents of colleCtiveresponsibility advocate that

!
§

groups through their own estabhshed structures and processes can brlng about actions
not posmble of 1nd1v1duals alone (Cooper 1968 French 1998 May, 1987 as cited in

Smiley, 2011). As Buchholz and Rosenthal (referrlng to Werhane 1985) suggest:

" ‘In a collective action each individual action is mixed with others and transformed
into an action or policy of the organization. Because of this process of
transformation, the collective action of the corporation is quite different from the

~ primary inputs of any of the individual contributors (Buchholz & Rosenthal,
2006, p 238)

Proponents also highhght that as a soc1ety, we are often qu1ck to assign generalized

blame to groups, corporations, and organizations, which presupposes that some level of
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" - collective responsibility/agency exists (Cooper, 1968; Tollefsen, 2006; as cited in.Smiley,

2011).

Thdse Wh(‘)i fz;vbr‘é"hospital’s claim to conscience (Gallagher & Goodstein, 2002;‘
Pkellje‘grino, 2002;: Siﬁmasy, 2008; Wildes, 1997) often speak of the organizatioh asa
collective moral agent, whose integrity reflects the actions and deliberations it.
undertakes. In this way, authors attempt, albeit in different ways, to characterize hospifals
as~légitimate moral agents who, in their own right, possess é collective conscience. While
there is still debate regarding whether vinstitutions, such as hospitals, often operate or truly
qualify as collective agents (Smiley, 2011),” it is sufficient fof the purposes of this paper
that they find themselves among those that are plausible candidates for moral agéncy.
Recall that the first criterion for conscience developed above Was théit the entity be a
candidate for moral agency. We can therefore accei)t, at least for.the time being, that
hospitals satisfy this criterion, not beéause they count as indvividual moral agents, but

because they could easily count as collective moral agents. -+ -« o
2.3.2 Criterion Two — Value Framework |

- Moving forward, in order to successfully fulﬁll‘,thc second criterion for conscience,

an entity must possess an established set of values, which in turn contribute to the

2 Those who ra_isé concerns about the legitimacy of coileé;civé reép;)nsit;ilit)./ higillight a number of -
: c;)nirbversies, two of which include: 1) whether groups/organizations can form intentions and act upon
these{int‘ent’ipns; 2) whether groups/organizations, as distinct from group/organization members, can be
mqrally blameworthy (Smiley, 2011). For a more in depth look at the cbntroversy and an overview of the

- current debate, see Sniiley (2011).




32

- formation of its identity and self-concept. To satisfy this condition, advocates of the idea
that hospifals can have a conscience are often quick to draw similarities between hospital
mission statements and their more personal counterparf, individual value frameworks

(Pellegrino, 2002; Su]masy, 2008; Wildes, 1997),

Mission. statements are primarily defined as management tools that serve to int’ernally
motivate staff while concurrently establiéhing the direction, objectives, and ideology of
an organization. At their fullest, they are formal documents that outline an inétitution’s
‘purpose, Vision, and values, and are sﬁbsequently meant Vto guide decision-making and
resoo{roe‘allocation (Bart, 2007; Bart & Hupfer, 2004; F oﬂ)es &“Seen_a, 2006) o
Undérstood as such,:m_ission statements, like personal v‘aluefr‘émcworl;(ls, can proyide
hoopitals and»those working within them, with an ontology, or para'digm of sorts, Zfor :
understandmg how the organization views the world and how health care should be
dehvered In thls way, as argued by Sulmasy (2008) and W11des (1997) estabhshed
| guidelines provide a framework of values upon whlch';ndlvlduals_‘ can draw ano suml_a; to
personal volue commitmenf[s, help to inform conscience and guivdc kdoois‘i‘on-mak‘ing
aoross the ofggnjzation. ‘Some say,:that in addition tovthei'r rolé as geno;al value N
‘ frgmeWO;ks, Im_ission otatements are both a source and an exoressioh kof the hospital’s |
sharéo ‘vall‘ues,' coﬁimitments, and culture (Bart, 2007), and thereby serve as a mechanism
through which it can manifest a distinct moral identity (Pellegrino, 2002; Sulmasy, 2008;
Wildes, 1997). |

*Integrated into the mission statements of Catholic hospitais are the established
pr1nc1ples and toachings of the Roman Catholic Churoh (Bar’t, A2’OO7;‘CI-“IA-C, 2006;

- O’Rourke, 2001). The values that inform these statements contribute to a moral identity
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. founded at least partly in the teachings of Jesus Christ. A religious institution’s’identity is
often strongly linked to its mlssxon (O Rourke, 2001; Smith Iltis, 2001 Stempsey, 2001;
Wildes, 1997) 1% which according to Pellegrmo (2002) provides it with a‘strong claim to

having a conscience. -

- The anale'gy:betWeen persdnal value frameworks and .missio:n is’tate‘menvts is; qubite'
st’rong. Nevertheleess, there are tWo reasons to be s'usn.ieiovus ef JWhether', de'sp’i‘te ha\'dng |
‘r‘nisSienstalte'rnents, some health care institutions satisfy the secdnd crlterlon fer
conicience, | B
o The first concern relates to the potentially vague nature _Qf mlss1on staterneﬁnts as
explieit value frameworks. Because these statements are generallyadé'si gned for high
level,‘ overarching guidance, they often sacrifice specificity in‘exchange .ff)r broader, more
gene'r_aiized themes of guidance.‘ Teasing out more than a few sneciﬁc ttaines mxght not ':’
a'l'\a}ay.s be possible, thereby t*equiring professionals to,simultaneonsly eensnlt and apply
th'ei.r own; or alternate, values to a situation. This process is ﬁlrthe‘rie‘ornplkieated by the
nature of mission statements as unranked decisviAon guidelines, making-ndt merely |
cognmon (jcriterien three) bnt the additien of further values, sueh as those that help rank

competing principles, necessary in cases of conflict.

3
' Note this does not preclude secular hospitals from forging a strong identity relationship with their own

mission statements. Nor does it mean that to have a strong identity a hospital’s values must be religiously
based The link between mlssmn statements 1dent1ty, and mtegrlty s1mply seems to be more emphasized in

the hterature regardmg the identity of Catholic hospitals.
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Consider for example the established organizational v_alues of St. Joseph’s Health
Care, London (London 'Ontario, Canada): respect excellence, and compassion (St.
' Joseph’s Health Care London 2010), or those of St M1chael’s Hospital (Toronto,
Ontarlo Canada) Human dlgnlty, excellence compassxon social responsibility,
community of service; and pride of achievement (St.' Michael’s Hospital, 2011). As value
statermients they are'certainlv’ representative of what the OrganizatiOn wishes to achieve as
a/whole, but as tangible and applicable values, they are vague and still require a great
deal of'sit’uational n'lani'pulati‘on and interpretation. Although dnder‘Criterion two, we are
concerned with the simple existence of an established set of Valnes, the factor of
va'r'nbigvu'ity‘ is important to note,? as it will return to play a decisive role i‘n the analysis of

-

later criteria.

The second important point of contention lies in the potential for collective ownership
of the institutional mission statement. As an administrative tool, common buy-in across .
various levels' and sectors ‘of', the organlzation is essential for collectlve appl1cat10n
_ (Wildes, 1997) If a m1s51on statement is not completely representatlve of the culture, or
is poorly developed for example if i 1t is developed too qulckly or w1thout sufﬁ01ent staff
consultatlon - 1ts legltlmacv and author1ty, as an overarchlng value frarnework and
' identity-conferring tool, vvill be weak. ThlS pomt too w1ll return in our discussion of the

remaining criteria for conscience.

Despite these concerns, mission statements, if they are well developed, can work to
establ‘ish a sufficiently recognizable set of institu'tional values, which in turn can
contr1bute to the formation of the hospltal s 1dent1ty and self—concept Thus, while havmg

some reservations about whether some health care facﬂmes satisfy the second criterion is
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. appropriate, hospitals whose mission statements genuinely define their identity can fulfill
both parts (set of values; moral identity) of this criterion.

2.3.3 Criterion Three — Cognitive Agency

The next and third important element is the ability for an entity to engage in moral
reasoning. This ability is what permits the contextual application and interpretation of
one’s value framework. Possessing a conscience is not only about adopting a set of
values as one’s own, but also about evaluating (either conscicasly, or sﬁbconSciously via
intuition or percepticn) one’s actions, or antiycipated actions and desires regarding a
Situation, based ﬁpon these values.

A number of authors assume or argue that hospitals exercise cognitive agency. For

example, Sulmasy (2008) claims that,

The conscience of an institution is rooted in the fact that it professes a set of -
fundamental moral commitments... and is exercised in making the moral
* judgment that a decision that it has made or is considering would violate "+
kthose commitments (p.143).

The assumptlon here is that hospltals possess the cognitive agency necessary for havmg a
conscience and that the 1nd1v1duals Who work for it, will Judge Whether or not the

hosp1tal has hved up to its values and moral expectatlons

Hospitals have this ability, according to Gallagher and Goodstein (2002), becau'se of

9, ¢

what these commentators call ¢ ‘mission discernment™: “...a core organizational process
that allows health care institutions to actively reflect on their mission an_d"ccre values and

confront the ethical challenges posed by the contemporary health care context” (p.435).

In this way, actors within the hospital, such as - members of governing Boards,
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. committees, policy councils, and ethics teams, m'ake decisions based on the hospital’s
n'loral values and cornmit_ments by reasoning together as a collective agent. According to
advocates of institutional conscience‘, these group‘s. .and bodies especially at the Board
and governance levelsv can‘ engage m collective moral cogmtron and reasomng, thereby

achievmg a collectrve mental state representative of the hospltal (Gallagher & Goodsteln

2002 Sulmasy, 2008)

.~ But in many ways; it remains problematic to attribute,cognitive agency — collective or
otherwise — to hospita]sor institutions. As Sulmasy (2008) and Gallagher and Goodstein
(2002) would have us believe,vhospitals do m fact possess the‘ability,to apply their-
established organizational values to particular contexts. They do soin the manner of a.
collective agent,-whereinbiemployees from the boardroom to the bedside, work
collectively, advancing and applying the values of the organization to everyday problems
and srtuations But are we really speakrng ofa truly collective conscience that can |
respondto >51tuat10ns in llght of the orgamzatlon s values in a consistent and morally
umﬁed way, or are vve rhore accurately referrmg toa number of agents who 1nd1v1dually,
through the efforts of their ownv conscience, work to 1nterpret and apply the estabhshed
values ’of the hospltal‘7 In the followmg paragraphs I will argue that hospltal employees
do not’fu‘nction asa collective cognitwe agen‘t,’bu‘t 1nstead, as individual agents, who
themselves engage. in cognitive reasonmg and reﬂection on behalf of the hospital in
umque introspective, and personally msplred Ways To do so, I will first examine the
mterpretatlon and applicatlon of hospital values at the level of the 1nd1v1dua] health care

professwnal (HCP)/employee and second at the Board level
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- .2.3.3.1 The Individual HCP or Employee Levél
Ina nﬁultic‘ul‘tvurral’ S;giéty, thé coﬁtént‘cﬁ; ‘peof)lé”‘s"‘é:ofglsc)iehce‘s w1ll vary éonsiderably
v dépendiﬁg oh their .pAersonal,v fﬁfc‘)fesisi}ohal',r an‘c:l's:oc“ial r;)iés dr values. Moyreo;ver, research
sﬁggesis thaf among H(V:OIKnplex Ofgﬁnizatiohs, espvekéi‘all)‘/wt;hésel divided alo.hg. clear
‘occup;atio‘nal linés, such as hospitais; vari‘ovués's{ubéuvlr;tﬁ,r’és:v&:fill eme"rge (S’é‘c.)tt', Mannion, |
- Da\i/kies, &:Marsh‘avl‘l», 2003). Although in\'cyl‘iivbi;d’ualys: V\;;thin theéé co-ex1st1ng ‘suBc‘u‘ltures are
lmked by a :com'mon thread - 1e., t(he d'eli've’ry‘ of health‘ .ca:re’ S‘:éfvicés w1th1n an
;Srganizatibl; - Scotf et al. (2003) iindicétle t.hvat eéch pe;r:s'o:h"stprrbffess‘i:c:)frmlv fafﬁvlviaiti’bn 'ﬂ
(;;vhethef tﬁey are adininistrators, doétofs; ‘riuvr'ses, theraplsts,clerks, p’(').fters, of clean.ers),
as well as their gender, ethnicity, soéiai class, religion, and even sub-specialty, can create

a distinctive sense of identity and purpose.

: Hea‘lthvcare is é Value-léden é'nt‘erpvrivsé. Accofdingly, there are callls. for prdfes.sionals

'ét ;111 levels of t'he' hgspitai to ‘beha\:/é not és, ;éuqunafons’, or ‘teéhnical clerks’ '(Wicclair,
2006), but aé conscienﬁous and‘ka‘lowle‘dg:ealble stéwérd_s of their profe’ssivon and affiliated
organization..‘To ask less of these peoplé would be to compromise their pefiqonal as well
as their professional infegrity. As hospitals grow in diversity and complexity, the mixing
of personal, prbfeésional, and organizational values will ihvariably create differences in
moral interpretation across the organization. While the values 6f the hospital may remain
those of the organization as a whole, their centrality to the everyday workings of

| individual‘ conscience will depend upon their’po‘sitioning as ‘deep moral éommitments’» —
those values most éentral to one’s core moral- identity — as well as the signiﬁcancc '

individuals see them having to particular situations.
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While governance Boards grapple with jeint decision-making, we might, for the time
being, considef their efforts as'channelingl those of a collective moral agent, whose
deliberations reﬂec(t a shared collective conscience. As weexpand frqm the core
governance of the organization however, the same does not vne.eessarily“ hold true.a"[h:e ’
capacity for Boards to reason together is largely predicated on their shared Underétanding'
of th:e;estz\lbl'i'shed core values of the hospital and their expected ‘cemmitment to Vkeep
th'em'et thé forefront of the decisio'n-making process. Once we start \ndioving 'éizgxlay 'from' |
the core of the efgenizatiOn,vhowever, we gradually denaﬁ ‘fron‘lﬁtihe absolute cen:‘trality of

these established values to the moral reasoning that informs conscience.

| | Just as a circular ripple of water emanating from a central pointef impaet gredually
dissipaﬁes and looses force the further it fravels from the core, S0 toe might the 4
established values of the hospital. Although we recegnize the_b’r_oa_der _rjpplee as
belonging to'the initial point of impact within an otherwise ealm lake, as the ripples grow

in diameter, they become more removed from this point and are less influenced by it.

Similarly, as‘weﬁexpan‘d from the core governance st-ru‘ctt_lre ef the organization, it

- becomes less likelyv that‘tne Values of the hospital wili _maint'ain the samestrength or‘ force
as they do at the Board level. It is more likely, as we move from governance to bedside,
that individuals will include and incorporate personal and pfofeeeional values (i.e., those
values strongly inﬂuenced by subculture, previous life experienCe etc.. 2 into their daily

under'stan_dilngv and judgments of conscience. This trend will appear regardless of whether

the hospital has a religious affiliation.
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Consider the results of a recent study comparing the content and mission-related
performance of Canadian hospitals (Bart, 2007): -
While the faith-based institutions in this study appeaf to excel in garnering |
- significantly higher levels of emotional conviction to their missions, they fail to. .

capture the same degree of advantage over their secular counterparts when it
.. comes to keeping the mission ‘front and centre’ as a decision making tool (p.688).

‘ In Qt_}_}?r Wo‘rds,_\While membe‘rs( of Catholic hospitals tended} to express a greater
emottonal commitment to the hospital’s mission, these hospitals struggled just as much as
secular ones in having mission statements guide ‘day-to-day decision—making’ (Bart,
2007) Whlle 1nd1v1duals workmg w1th1n the hospital, by v1rtue of agreemg to work there
. uvlll hkely have adopted and mtegrated the values of the hospltal into thelr own value
lsystems to some degree, for many these values w111 not be c’orekvalues - those most )
éeﬁtfai to the deliberations of conscience - as opposed1 to péfimeter ;orﬁperﬁzﬂvzef;al‘iralues, _
whlch areﬂstiI‘l ii_mportantto the moral decision-nﬁakinvg p’roees‘s but successwely iésé SO
thah values \at Vthe core (See | |
Fi gure .1). | |
IR THEORE
I use the terms perimeter «
C 8 - PERIMETER

ot

and peripheral here to illustrate o
PERIPHERAL

incremental differences
between those values closer to

" our core and those further

away. Furthermore, giveh‘ |

the existence of multiple Figure 1. Relatlonshlp between core, perimeter &

o eyl peripheral Values
subcultures within
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- organizations and the desperate need for health carenroviders across the country, even if
one argued thatto work at a hospital an employee’s eorevalues should align with those
of the organization, it is unlikely the values of all staff would precisely mirror those of |
their employer. Moreover, even if one’s core values did accurately align with those of the
hospital, it is further unlikely, considering differences in individuals’ perimeter and‘ S
peripheral values, that each verdict of conscience across an organization would be the

same.

bTo ‘elal)orate in as rnuch as. organizational values rnay inspire an understanding of
oneself asa hospltal employee each person will brmg w1th them their own values and
expenences Wthh to varymg degrees, must be balanced with those of the hospltal ThlS ‘
is not to say organlzatlonal values are unrmportant to the everyday dehberatlons of staff.b 7
S:imply put,' while we .may work for an organization,r and even agree ‘wi“th:many ot its';
: values,' at the end of the day, the values ;that will ‘r’emain at the forefront of our deciSion—
_nraking i)rocess w1ll be thoSe most central to our own 1ntegr1ty and:self-coneent. Gviven
.‘ the diversity of core values that ertist, as individuals 1ntegrate the values of the hospital
into 't;heirnraeti‘ce, they will inevitably do 50 in"dil“ferent vvays ‘and.to dlfferent ektents. It
1s therefore not surprlsmg, that 1nd1v1duals throughout an orgamzatlon wrll 1nterpret and
| ap‘ply orgamzatlonal values dlfferently, thus ]eadmg to vanatrons in dehberatlons and

Judgments of conscience across the hospltal.

As I’ve said, however, there may' also'be cases where the core values of a hospital and
of an employee align. Indeed an individual may have opted to join a particular
. organization because of its espoused values, or after having worked there for a period of

time, find that their values have become those of the organization. Unfortunately though,
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- even the alignment of core values does not ensure that \rerdicts of con'science‘Willibe the
same. To illustrate my. point, consider once again the core values of St. Joseph’s Health
Care, London - Respect,‘E'x‘cellence,k_and Compas‘sion (St J osﬁeph’s Health Care, London,
2010) - yiewed this time in the context of an ethical dilemma wh‘ere‘two hypothetical -
staff are asked to administerincreasing‘amounts of morphineto a dying patient." F or the
sake ofargument I w1ll assume that the core values of both staff members ahgn w1th
those of the hospital but that the staff members differ in thelr perimeter and peripheral
values. »Thus, both yalue respect, ex-cellence, and compasswm but{at the same time, one
sees the.admini}stration okf potentially iethal amounts of morphine. as being perrnis_sible :
and the other does not. Looking more closely, the first staff member see’s the high doses |
of morphine as respecting the patient’s dignity by easing his pain a;E suffering. Although
she understands it may hasten death by suppressing the respiratorjr system, the mtentlon '
of adminiStering the morphine is to ensure the patient’s comfort. In administering the
medication, the first staff member - informed bgr perimeter and.peripheral values about
beneficence (e.g., the reductio‘ni of pain and suffering)'and the pr'.eiser'vatiori of dignity\ ‘l
during this 'diffieult time - believes she is 'acting in the best interests of the patient and |
thus prov1d1ngexcellent and compa‘s‘sion‘ate care. Conversel§, 'ou.'ri'seeon‘d staff member
interprets th’e' administration of these high doses of morpihine aspOtentially eompromising
the sanctity of life and violating the principle of non-maleﬁcence. In this case, despite the
fact that the morphine will ease some of the patient’s pain, it will also ha\re the ‘ |

unacceptable effect of hastening his death. Therefore, for the second staff member, the

proposed actions - informed by perimeter and peripheral standards about non-maleficence
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. gnd the sanctity of life - are not in line with the fespectﬁll and qupassionate delivery of
| care.

In tﬁe pr"e‘vim:is ekai&ppié bovthl stélff members z’iArék éoﬁflinééd théy are accurately
ﬁrémdting the coré values of the hdsﬁital; HbWé{/er, as é} r.evsu‘l‘t of their conscience, each
is Cofnpelle_dy to foilow an bci)pposi’te path. This scena;ilo relnforces hdw the déliberations‘
aﬁ‘(\‘i"‘\;er'di’éts 0% boﬁséie:nce ce;n be uniqué, despite 1nd1v1duals posséssing thé same core
Qélués. Core"véluesy 'céﬁ aléo come to mean different things when informed by different
perimeter and peripheral 'Values. Once‘again we are reminded of the diversity of

conscience within organizations, and this time how a person’s perimeter and peripheral

values can play into it:

B In tﬁis:Wéy,_ élthough Sulmasy (’2()'018)‘é1nd: Gallagher .an‘d‘ Goodstem (2002)'afgue that
the shared understanding of a hospital’s governance Board permit it to reflect on -
situations in the manner of a collective agent, the truth is that theée people represent only
a srr;all number of those operating wifhin the organization. As we expand to encapsulate
_the» efforts of the broader érganizational community, we see that a greéter ﬁroportion of

: pegﬁie within it are not WOrkiﬁg as é:cdlle'ctive reflective agent, but rather as individual
agents working to preserve or promote inner unity, or unity between their values and

those of the hospital in unique ways.
- 2.3.3.2 The Board Level

Having explored the interpretation and application of hospital values at the individual
HCP/employee level, I now turn to the Board level. Here, I question whether it is enough

to say that because Board members have a common understanding of the organization’s
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. valﬁes, and toggther reach common decisions, that their deliberations afford them, and
fhefeby the hospital, the one mindedness necessary for a collectivé consciepce.‘ln as
much as Board rvn:e(mber:s, adhering to the same core values, might anive ata qollgctive |
Eiecigion, the rea’s}ons why each individual agreed to the decisbi‘(‘)’n ;:an 'bé striki{ngly: |
different. In ofher words, when wewlook mbre closely, our riiaplg analogy seems to fall
apart; even at the Bpard‘ level, the core df the organization, the iepicentér of the ripple,j :

things are not completely unified.

- As an example, let us examine a Board deliberating about dishonesty. Let us also say
that during this deliberation, the unequivocal answer from all members was that lying is
wrong. Indeed the final answer to any question is important, but W.l}f_t might be even .
more telling when examining conscience is the deeper reasoning behind its verdicts. -

Refurhirig to our 'example, let us probe further into the reasons why Board members
might decide that lying is wrong: ‘k
1) God says so,
2) It Violate_s a categorical moral imperative,
3) Deception contradicts the values of the medical profession,
'4) It produces undesirable consequences
Although the example is relatively simple, it makes a clear point. Each of these

j‘ustiﬁ‘cation's’ \pr{)duces the same result - dishonesty is Wrdng - but the juétiﬁ(‘:ati‘oyhs d'iffer.v

The decision-makers arrive at a collective verdict, but not for the same reasons. The
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. reasoning that informs conscience differs from one person to the next. There is no '~

collective cognitive agency.

By concentrating on the final answer to a question, we neglect important information
that hides beneath the surface. When small, seemingly insignificant details about the
question change, a' pljeviously established consensus could fall apart. This is especially
true in health care, where the weighing and balancing of values is a.freduent, exceedingly
~complex, and an ever-evolving process. Looking once again at our example, what banswer
| might our Board members give if the parameters were shi ghtly’,changed? That 1s, instead
of simply asking whether Iying was wrong, they were asked nvhether lying in order to
save a patient’s 1ife Was wrong. This time, we m‘ig_ht see some disagreement. Although
Board members with reasons 1) and 2) above might contmue to dlsapprove of lying, in
hght of the changes to the questlon Board members with reasons 3) and 4) mlght

: recon51der thelr verdlct Let us look more closely at each p0551b111ty |

1) _Lying Violates God’s eighth commandment (“You shall not bear false witness
G : against your neighbor” (The Holy See, n.d., A traditional catechetical formula,
. 8)). _Therefore, this Board member may choose to abide by his original decision.
_Alternatively, he could permit lying in this context, because not doing so may
g a.causehim to indirectly violate the fifth commandment (“You shall not kill” (The

‘Holy See,nd., A traditicnal catechetical formula, 9 5)) |

- 2) A categorical moral imperative is absolute and unconditional. This Board member

will definitely continue to view lying as wrong.
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- 3). Not lying would violate the Hippocratic oath — above all, do no harm. In this

- situation, this Board member will permit lying.

4) In this case, the death of the patient as airesultof not lyihg will likely produce
more undeé,.irabile chSequences than thoge cauged by lyipg. ‘Thus, this Board
| m%:mber IWill likely allow lying. | o |
The sllght changeln questién will cause most Board mg;pbers to Popder agéin ’Fhe ethics
Qf lying, an& for fnemberé with reasons 3) and 4) (and ﬁéssibly 1)), to‘ja.lt_e.r theif verdicts:
-ent:ireiy. ThlS exércise éug_g’ests that the consénsus ofa groﬁp d‘ole’svnof nécessérily.conie |
ffom‘vabl colleétive éognitive agént; the consensus can dis}guise»differences in moral

justification that come to the surface once the topic of discﬁss‘iéh_wcj_]‘gngési(’)nly shghtly '

Because deliberations of conscience are subjective, there ,vlvi‘llz presumably be s
differences (big and small) among agents as each of them applieé différent Valuéé toa
! situatibn or weighs different values differently. There may also ‘beﬁdiff.erehce;s"\i\v/ith‘in
individual aéenté ‘the'm'selves, éis. values are reassessed over time. ’l;héréfvc)ré,. aitﬁbi}gh 1t
hiight be tempting ihifia]ly'td view the decisions of Boards as those of a collective
‘cognitive agent, ubdn closer examination we see that this perce’ptidn" is false. Instead,
indi\)iduals at all lé\}els of an orga‘nization such as a hospital, engage in moral reflection

in an individual fashion.

" Thus, I contend that hospitals do not satisfy the third criterion for conscience. In
addition, because each criterion is individually necessary for conscience, hospitals
automatAic'ally‘fail on the larger scale. Assuming that Lmyjé'rgumén't is correct, I could end

the analysis here and reliably conclude that hosjjitals do not possess a conscience. But
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- since my argument might be flawed, I will move on to consider how hospitals fair with

respect to the remaining two criteria.

2.3.4  Criterion Four— Affective Agency

| In order for hospltals to have the affective agen‘cy needed for conscience, they must

‘ possess the capacrty to experlence shame and gurlt Unfortunately, accordmg to Campbell
‘ (l957) (as c1ted in Haskar 1998), the inner life that permlts 1nd1v1dual persons to
'experlence pleasant or unpleasant emotlons is precrsely what robots corporat1ons

governments and other similar entities lack.

[For] even if they instantiate rational systems or functional systems such that it -
makes sense to attribute actions ... to them, they do not have an irreducible inner
‘phenomenology. Thus a corporatxon or state is not joyous and does not suffer (in
the phenomenological sense) except in the sense that is reducible to the suffering
and joys of its members (Haskar, 1998, The inner l1fe and the Kantlan Vlew
section, 9 4). -

" From this perspective, hospitals cannot have the mental states required for :affectiye 2
agency. In “contrast to the healthcare professionals” that work within hospitals (Wicclair,
2011, p.130), hospitals themselves cannot experience feelings of physical or émotional -
distress, nor can they experience the effects of guilt or shame at the prospect ofa

fundamental loss to their ‘moral integrity’.

| Whrle thts perspectwe may indeed be correct, hospltals hke rnany organlzatmns are
1nherently drlven by thelr membership. As such, although hospltals as artrﬁcral ent1t1es.
of the law may not possess emotions, it is worth consrdermg whether hospltals as .}
collectrve moral agents can. In other Words can the feellngs of those within the

organization amount to a eollective or shared sense of guilt or shame sufﬁeiently united’
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- and reflective of the entire organization that we can say the organization feels guilt or

shame?

vMMost auth:or’seurrently writiﬁg in favour of the Iﬁo;al éigel;cy ehd eonéeieﬁce of
hospifais éo not'e){plicitly toueh on whether institutione can feel guilt or shaine, theugh
one might reasonably‘ assume that if they had, they would have poirited to the possibility
of a collective sense of guilt or shame within the institution. This possibility arises, for - -
example, when peeple who are affiliated with a hospital feel guilt by‘aseociation when -
the hospital makes Bad decisions. Consider the case of hematologist Dr. Nancy Olivieri.
In 1998, after publishing negative results on a drug she was testing, Dr. Olivieri was
subject to eublic attempts to discredit her reputat‘ion by fhe drug campany funding the
clinical trial she was heading (Apotex), her employers (the Hospital for Sick Children &
the University of Toronto), and various individuals within them. Despite threats of legal
action and the lack of support from the Hospital and the University — both anficipating
‘continued funding:from Apetex = Dr. Olivieri felt she had an ethical leigation to inform
her patients \and‘ the broeder,scie’nt}iﬁe Community of the drug’s hennful effeets. Dr.
. Olivieri has since been vindic_ated, but in the years that followed the:disvclos‘ure of her
ﬁndings? she was non‘ethelees subject_ed to continued reprisals froﬁ) tl?e ergenizatiohs
_involved‘(Olivieri,‘ 2091_; Thorr}psbon, ’B’airdv & Downie, 2001 ; 2005). In this‘case
employees of the hospital coulcil' eaeily have felt guilt from be_ing part of an‘organ_ization
that acted in such a defamafory a_nd negl%gent way. T}h‘er‘_e also could easily have been a

_collective sense of guilt within the organization.

- . I question, however, whether guilt by association is truly collective guilt, as opposed

to individual guilt that reflects not a collective bad conscience, but individual bad'
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. consciences. Consider that the magnitude of guilt felt by the individuals involved will
presumably differ from one person to the next depending on:'1) their involvement; 2)
their role within the organization; and 3) their personal value framework (including

which of their values are core vs. perimeter or peripheral). =

'Look/ifr'lg back at Vthe Olivieri case, while there may be a m1n1malbase ’sense of guilt
felt throuéhout the organization, individual experiences ofth1sgullt will ;/ary. For
example, lay members may feelv guilty for their association with the organization, but will
feel less guilt tharr the administrators Who had penned and authorized the defamatory

| allegations agalnst Dr. Olivieri. Similarly, colleagues who stood' by Dr..Olivieri. .-
~throughout her ordeal will feel quite differehtly than those who ahaggoned her during her
time of need. Individuals’ personél values will also affect their levél of guilt. Those who
deeply value the hospital’s role as a protector of the public’s health may interpret the

situation differently than those who deeply value its role in promoting clinical research.

Value drfferences will also 1nﬂuenoe the pervasiveness of gurlt felt eeross an
lorgamzatron Although 1n specrﬁc cases of. gross and obv1ous mlscohduct by the‘

. org_anrzatlon_— such as mthe case of Dr. Olwreu ;—‘—:t‘here wrll probably be;a“t least a base
le\rel ot‘ collective guilt/sharne felt across the organléation, m other cases, this rrrey not be
true -lnsteod ‘We mlght see people at oppos1te ends ofa spectrurn on feehng guilt versus

P.»feehng proud of the organlzat1on A case n pomt would be that of S1ster Margaret
MoBr1de a Cathohc nun in the Unlted States ‘who wus ﬁred from the hosprtal s ethics
commrttee where she worked and was ‘subsequently excommunicated from the Roman
Cathohc)Church after she authorlzedthe 'abort1on of ah eleven-week-old fetus to save the

mother s llfe (Krrstof 2010) In this case, , some employees firmly supported the
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. institution’s decision and felt guilty that such a procedure had been performed in their
place of work. Conversely, others were appalled that such action would be taken against
_ Sister McBride because what she did conformed to the Church’s doctrine of double
effect These staff felt gullty that the1r place of ernployment took such severe action
agalnst S1ster McBride As we see, orgamzations can be 31gn1ﬁcantly divided, whrch

prevents there from belng collective guilt at least across the orgamzation

Thus, although at times they may be similar, the emotions of those within an
organization can vary considerably fro‘m one person to the next, which means that there is
not the united manifestation of emotion that is necessary. for collective affective agency.
As we 'vﬁll soon see, these differences among individuals . will alsq_affect the possibility

for collective sanctioning within the organization.

2. 3 5 Cntenon Flve Internal Sanctioning |

Asa ﬁnal.requirement for conscience, the entity in question must ultimately be
subject to internal ‘sanctioning‘, Whereby feelings of shame and guilt ;are self ’im'posed and
1nternally rnediated. 'Once again, while authorsi Writing on the subjectdonot make
exphcrt refe‘rence’to the a'bility‘ of isuchorganizat_ionsﬁto elng'sig'e' 1n fo‘r‘m:s;of internal
sanctioning, thesl do speakof hospitals as moral agents subJect toi moral punishment. |
Therefore,in as :much' as hospitals'areirnoral agents responsible for their actions and
.inactions ks‘o too arethey Worthy of praise blanie : and the ‘impio:sition of sanctions
(Gallagher & Goodstem 2002 Sulmasy, 2008) These sanctions may‘come in various
forms and by Vlrtue ofa hospital S role w1th1n ls‘oc1ety, may be the result of 1mped1ments

to the law, intemal/external policy standards, political Will, etcetera. It is improbable,
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- however, that hospitals would possess the ability to adequately sanction themselves
internally in a manner that would be representative of conseience, g
| Hospitals, I argne; can only be sanctioned externally‘ or rely on those i)ifho work B

witliin the oréanization to either sanction one another or submit to tlie sanctionsof their
onzn conscienees. léut to mirror individual conse’ience, it” must l)e the hospital sanctioning
itself. This is an important element of conscience as its fundamental role is that of an
internal mediator whose verdicts are limited to the self and remain distinct from the
judgments or sanctions imposed by otliers. Consequently, the pressure of negative public
opinion, legal, or external policy sanctions could not count aslegitimate sanctions of -
institutional conscience. To be sure, a conscience may internalize and later incorporate

| cues from the external environment into its assessment of individual moral
\blameworthiness. Its verdicts, however, will necessarily reflect the subjective experiences

and values of the individual.

Moreoi/er, pen_alties meted out after employee dis)ciplinar“y hearings or the like do not» ‘
obviously count as sanctions‘of consciencer because conscience can tell the employee
.- who is punished that she i‘s, in fact, blameless. Individuals can maintain a clear
conscienc’_e,vwhile loeing fonnd to have violated established corporate policies or even the
law. Well-known examples include those of Jack Kevorki_an regarding his proVision of
| .aI‘SSisted?s’uieide in the United States (“Jack Kevorkian”, n.ti.);'the experience.of Dr.
Henry' Morgentaler regarding his administration of abortions in Canada :cliiring the 1970’si
a‘nd 1980’5 (“Abortio\n oruSader”; 2009); as well asthe case of R:obert' Latim’er, a
Saskatchewan farmer convicted of vsecond—degree murder in 1994 for what he maintains

was the ‘mercy killing’ of his severely handieapped daughter, Tracy (“Compas,sionate‘




51

. homicide”, 2009; “Latimer stiil defends”, 2011). in each of these cases the defendants )
maintained a clear ”and unaltered sonscience and probably believed that they would have
suffered a worse fate at the hands of their own conscience had they not acted as they did.
In short, legal sanctions are not sanctiops,of conscience because they are externally

imposed and do not reflect each person’s internal deliberations.

“ ith}ile‘ I hai;é established that external sz‘in'c‘tiions and those ishposai by others do not
clésriy count as sanctions of éthciéﬁce, the questidfl begs to Be as’k'echl, what of the
poss‘ibility\df ;a.kCOllectivevslahctidvﬁihg of kckonscience‘? Fortunately Lthe qﬁestion seems to
have élféady béén‘énsWG;r_’e:d. If guilt, ’sh;ah’.le, or reslac‘)nsil‘jizlvity;i'sE not éOllécﬁve, then ;[here
can be no hope of collective sanctioning. And if there is ns collectmg saﬁCtiiﬁ)ﬁiﬁg,‘thére
can be h0 collective conscience. Building upon the discussions ';ab;dut'ktl‘xé pré\}idﬁs" a
criterié, I srgué theré_' is a lack of compélling evideﬁce that individuals within hospitals
experience guilt or resp.onsibilityvco_llectively. Mbreover, the differences in how they will

sanction themselves preclude the possibility of a collective conscience. - '
2.4 Conclusion
2.4.1 Summary of Findings
Having reviewed the elements necessary for conscience, it seems conclusive the
dominant vie‘wy does not support the contention that *ho‘sll)itAals possess a conscience.
Alfhough they were modefately successful in fulﬁlling criteria one and two, hospitals l
cannot adequately fulfill criteria three, four, and five, and consequently fail to possess a

conscience.
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With respect to criferion one, we saw that hospitals could qualify as moral agents that
are collective in nafure. However, in light of ‘the evidence preéented about criteria three,
four, and five, whether hospitals fully meet the criterion of kmoral agency is now in doubt.
(Recall that criteria two to five all discuss capacities that are elements of moral agency.)
At least some hospitals fulfilled criterion two: those that possess well-developed and
fully-integrated mission statements could claim to have an established set of values which
contribute to the formation of their identity.. In criterion three, hospitals were assessed not
to meet the necessary requirements, as they do not function as collective cognitive agents.
DiscussiOn_ about criterion four revealed fhat hospitals do not reliably exhibit the truly
unified and collective sense of guilt and shéme necessyary for cellective affective agency.
Finally, with respect to criterion five, it was determined that hospi~t2a-l~s‘ do not possess the

ability to impose upon themselves internal sanctions.

From these findings we see that at the very least, hospitals do not meet three of the
five criteria for conscience. Given that candidates for conscience must fulfill a// of the
criteria, we can reliably say that hospitals do not possess a conscience; as conscience is

understood according to the dominant view of conscience in bioethics.

2.4.2 Future Focus |

Some readers might disagree with me about whether hospitals can possess a
.eonscience, ‘perhaps because they do not accept the dominant view. (They_ might accept |
instead a Catholic view of conscience.) All readers should agree, however, that
possessing a conscience does not automatieally' engender a right or entitlement to make

objeetiohs based upon it, or to have those objections respected in all circumstances. Thus,
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even if one assumes that hospitals qualify as having a conscience, one still must question
whether or to what degree they ought to receive conscience protection. Should Catholic
hospitals be permitted to conscientiously refuse to provide services within the context of
the Canadian health care system and in particular, within rural areas? This question will

be the focus of my next chapter.
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~ Chapter 3. Catholic Hospital Conscientious Objection
31 Introduction

It is a current practice in Canada that religiously affiliated hospitals may .
conscientiously refuse to provide services, therapies, and procedures that contradict their
guiding religious values. They are generally permitted to do so on the grounds that fallmg
to uphold their guiding re11g1ous bellefs would compromlse the1r 1dent1ty and 1ntegr1t)llw A
(Pellegrlno 2002; Sulmasy, 2008 W1ldes 1997) For Cathollc hosprtals these bellefs are
1nformed by the principles outhned in the Health Ethrcs Gurde (Cathollc Health H
Assocratron of Canada (now Catholrc Health Alhance of Canada) [CHAC] 2000) as
well as the general teachmgs establlshed by the Roman Catholrc Church (e g., Humanae
V1tae (Paul IV 1968), Donum Vltae (Congregat1on for the Doctrme of the Farth 1987),

_Dlgmtas Personae (Congregatlon for the Doctrme of the Farth 2008))

Prohibited or immoral interventions include: Abortion; sterilization (e.g., vasectomies
and tubal ligations) for birth control purposes; cryopreservation; artificial insemination by
a donor; in vitro fertilization; surrogacy, and ‘means that dellberately and 1ntent10nally

<. mterfere with the procreative aspect m sexual mtercourse” (CHAC 2000 p 40 artrcle
50). To varying degrees, these means can 1nolude refusals to drspense condoms l,

" Distributing condoms is a standard practice in public health for reduoing'the transmission of HIV/AIDS
and Sexually Transmitted Infections (STIs) (UNAIDS, United Nations Population Fund, World Health

Organization, 2009).
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.hQrmoﬁal contraception, and emergency contraception (EC)'? (CHAC, 2000).; R

Int'erestingly, final decisions relati‘ngvto. services that are and are ﬁbt provided are often
made by the local Bishop (McGoWan, 20'05). Differences in opinioh or interpretation by |
local Bishops can lead to variability in services offered amongst Catholic hospitals across

the country. '

B Anlmportant éspéct of éhy free and democratic soéie‘fy is réspécf_ fof co;lscience. In
C‘ha‘bfekr twb, }hé)\;ve-v'e_r, I ai‘gued against the view that such réspéctv is warranted in the case
of hos'pitt‘alsr,‘ as:fhéy do not have a conscience according to the détﬁihéht \vieiw‘.‘I-EIo'spittals‘,
on thlS viéw, cann;)t coﬁscientiousiy -objec‘:t in a legitimate manner At thé ;séihe tifne,
erv\e‘nb xf hbépitéls could be cénsidered kt‘(‘)‘be entivties thaf ha\}e é é‘ohs,gga_néegs.éontinuing to
pfovide biankefed prdtéction of their 6onscieﬁtious refus_éls may‘r:éﬁréSér'lzt‘an.
infriingeknienf on tflé personal autonomy of individual Canadians, and in some cases,
impose significant barriers to accessing standard reproductive services. Refusals may also
unjustifiably c'ompro_misé secular éthical.principles, such as those of beneficence,
nonmaleficence, and justice.

| In 'c’o’ritﬁf’ast tb'fh.e rlch deb_até vr.egafding ’the proper sc.op‘é: and hmlts fof (;(;nscientidus
f\éfuséls.by'indiVidual ﬁéaitﬁ cére professionals (ILICPS:),:fhéfé is“r.élati‘vely Iittié diécussibn
on the topic at the hospital level (Dickens & Cook, 2000; Fogel & Rivera, 2003, 2004;

Galiagﬁer & Goddsétin; 2002; Gallagher, 199‘7;7 PeIlégrino, 2002; Ryan, 2006, Sulmasy,

12 EC is frequently administered as part of the standards of practice for treating sexual assault victims who
- present at emergency departments (WHO, 2003; ACOG Committee on Practice Bulletins-Gynecology,

2010).
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. 2008; Wiccléir, 2011; Wildes, 1997; Donovan, 1996; Sloboda, 2001). While certain
points of debéte iﬁay be éimﬁar, there are a number of issues tHat recjuire special attention
and kanalysis. The p;;fpose of fhis‘éhapter is t‘ob exaiﬁine Wheth‘er, and to whét degrée,
Catholié'lvlo'Spi’ta'ls"sh:ould be permitted to éonscienfiéusiy réfuééfﬁ pfévide reproduétive
;érv‘ic‘esv fhat they morally oppose, within the context of the Canadian health care system
and in particuiar, within rural areas. I argue that, in as much as their refusals do not
disadvantage or impose significant burdens én individuals, the "communit‘y,ﬁor other
hospitals and HCPs in the service aréa', Catholic hospitals may legitimately receive some
conscienée protection’. “However, in cases where signiﬁcaht'bUrdens, limitations, or
injustices are imposed, or where reasonable and timely access to services is'

compromised, the protection of conscience is no longer ethically justified and limits on -

those protections are necessary.

I proﬁose to fulfill my objective throﬁgh é fwo-pa\ft“ anaini;: F1rst I W111 é)éi)iore .
reasons for béliéving that Catholic hbspitals shoﬁld.cont:iriue fo énj}'(ijy ’co'n‘écfi.éﬁ:ce R
pfoteétioﬁ anﬁ Vsecor‘ld, I Wﬂkl explore reasons for beliéving thaf th'eil should not. Through
my analysis, I conclude that in a number of important circumstances, the reasons against
protecting the conscientious refusals of Catholic hospitals‘ outweigh those in favour, and
that limitations on the conscientious objections of Catholic hospitals are warranted. I end
by'surhmarizing,thése key i)OiﬁtS and :suggestir’)‘g.;situafiohs in which limitations should be

imposed. -
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-3.2 Reasons in Favour of Protecting The Consmenhous Refusals of
Cathohc Hospltals

In the followmg paragraphs l wrll outlme a number of reasons in favour of protecting
the conscrentious refusals of Cathohc hospitals and provide additional insight into their

importance.

+ One of the most compelling reasons for.allowing Catholic hospitals continued
freedom of conscience, and one highlighted by Wicclair (2011), is the possibility that not
permitting them this freedom may cause their withdrawal from health care altogether.
From their perspective, Catholic hospitals are promoting the greater goodv by protecting
their own integrity (and from their point of view, that of the general public as well) by not
allowing acts that they view to be immoral to occur. Permitting presumed immoral acts to
occur under their jurisdiction would not only‘compromiseth,eir fundamental religious
beliefs but slgnify formal cooperation in ev1l practices and full moral complicity in the

1llic1t act (CHAC 2000) Being party to these practices may also srgmfy explicit approval

of the objectionable serv1_ces, sendlng conﬂicting messages to Catholics and the broader

i3 'Accordingeto the:liealth Ethics Guide (CHAC, 2000); the;principle of cooperatiori “applies to situations
where an action involves more than one person, ”and'sometime’s when the persons have different intentions.
- It is unethical to cooperate formally with an | immoral act, i.e. directly to intend the evil act itself. But

. sometimes it may be an ethical duty to cooperate materzally [also termed legitimate cooperation] with an
immoral Iact, i.e. one does not intend the evil effects, but only the goo‘d‘effects, when onlyin this V\;ay cana
greater harm be prevented” (p.l3-14). For example, when done to save the mother’s life, one may consider
' ending an ectopic pregnancy an act of legitimate cooperation. In this case, the intention is to preserve the
mother S hfe while the termination of the pregnancy is seen as an unfortunate and necessary requirement

for domg s0.
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-society regarding what is and is not, morally permissible. Instead of compromisihg their

identity and integrity, Cetholic hospitals may instead choose to close their doors entirely.
UnfOrtunately,' as Wicclair (2011) highlights, the most vulnerable would likely - »‘
experience the most detrimental effects ef this decision. “Moreover, in some
communities, the closing of one health care facilify [could] substantially reduce .
convenient access tQ health services for all residents” (Wicclair, 2011, p.132), thus
placing a higher burden on an already over-extended health care system and leaving other
hospitals to absorb the backlash. Given the potentially severe consequences of not .
alloWing Catholic hosp}itals to conscientiously obj‘ect, it is important to examine reasons
for believing Catholic hospitals are importanf and why we may value their continued

~ .

involvement in health care.

First, it is essential to acknowledge the significant contributions Catholic hospitals
have made throughout the years to both the Canadian health care system, and to the. - |
health of coun‘tless'r individual Canadians (Humbert, 2004). By not allowing Catholic

hospitals to continue operating within the Canadian health care system as Catholic

- hospifals not only are we devaluing their legacy and commitment, past and present, but

we also fail to preserve and respect them into the future. -

| 'Secohd, Witﬁexperienee "‘alse eemes é great deal of T‘e}‘q‘Jerﬁse.ﬁ}I:ike vmany‘ religieus
enterprises, Catholic hospitals are especially committed to delivering health care that is
not only inspired by the ‘healing ministry’ »of Jesus Christ, but that also nﬁrtures the
phys1ca1 mental, and social well bemg of patlents and staff, in 5 manner that treats
everyone w1th dlgmty, compassion, and respect (CHAC 2000 McGowan, 2005). Since-

the estabhshment of the first hospital i in North Amerlca by the Soeurs of the Augestines
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tHOSpitaliéres in 1639 (Hotel-Dieu, located 'in Quebec City, Qtlebec) (Hnmbert, 2004),
Catholic hospitals havepr‘ovided a number of necessary and beneficial health care
services across the country. In so doing, they have amassed a wealth of knowledge
pertaining to various aspects of hospital administration and health care delivery, while
also leading the way in many areasof health care, including palliative'care (Morrison,
Maroney-Galm Kralovec Meier, 2005) Given the1r depth of expertise and their
mnovative approach to certain health care practices (e g palliatrve care) we can
contlnue to learn a great deal from Catholic hospitals. If Catholic hospitals w1thdreiN
frorn health care tl‘llS opportumty for cooperative learnmgand knovvledge exchange could
belost. o
In a 2011 article focusing on the objections of Catholic hospitals to dispense EC to
rape victims in the United States, Mark Wicclair'* hi ghlights several additional reasons; :
why we might consider continuing to allow Catholic hospitals to conscientiously object.
First, “it can be important to physicians, nurses, pharmacists, and other personnel to be
able to practlce and work ina commumty that shares a commltment to a core set of goals,
values and prmcrples” (Wicclair 2011 p 131) chclalr (2011) continues to explam that

for some people 31mply workmg in an organization that permits actions that v1olatc their

core values could compromise thcir rnoral mtegrity and lead to si gmﬁcant moral distress.

14 Note.. In this same ar_ticle Mark Wicclair (201 1) goes on to argue that despite their claims of identity and
mtegrlty, Catholic hospitals have an obhgation to “ensure that rape victims no matter their age, who
present at the ED [emergency department] have an opportumty to receive mformation about EC without

delay and have timely and convenient access to it if they decide to take it” (p.136).
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-In order to avoid auch distress, some people may choese to work in' an environment
where they would be able to avoid such sit’uations.w In a case where the alternative is-for = -
the HCP to move,b or discontinue practicing all together (hoth of which would result in a
loss to the commUnity), ohe could argue that having Catholic hospitals serves a greater

good. -

:‘va:clo‘nd, it’ea‘n.be “important to patients to receive care in aifacilityvthat is cemmitted
tetheir lunaamental values” (W1ccla1r 2011 , p-131). Thus for some, knowrng one’s
values are reﬂeeted }1n these of the hospltal where one receives treatment, can be
reassurmg an;l help allevrate streas. Third, “ ‘ e_ven When they are not hospital or nursing
'homelpatients‘ memhers of a faith eommunity may have an interest-in the ekistence of
| hosp1tals that exemphfy 1ts fundamental prmcrples” (Wrcclalr 2011 p 131). For
‘Catholrcs admmlstermg to the srck and suffermg isan 1mportant aspect of their Christian
mlsswh and is an eesentlal part of llvmg out thelr falth in a modern socxety (CHAC

2000 McGowan 2005)

\

-.F o,urth‘, Wicclair (2011) suggests that one could claim - with the nqtable exception of
certain\oatliers such as the Nazi re gime - that “the existence of hospitals dedicated to
~uphold1ng perce1ved moral ideals is mtrmsrcally valuable” (p 131), and that a society
wherein such moral 1deals‘can be freely premoted 1s. a better socrety for it. Fifth, such
hospitals could be_interpreted as important to the malntenance and eneouragement of
religious diversity (Wicclair, 2011). In fact, as:previously stated, the hallmark of a free

and democratic society is its nurturing and support of diversity.

[

Finally, “it might be claimed that insofar as such hospitals have a social miss'ion,';
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- which is perhaps especially true of religiously affiliated facilities, they pr_orri‘cte social
justice and contribute to social Welfare” (Wicclair, 2011, p.131). This may be particularly 7
true ;in the American context (in which Wicclair writes“), where Catholic hospitals often
assume care for those who lack health insurance and those who do not have the resources
’to pay for seryices out of pocket (Catholics for a free choice [CFF C],’2005).His
statement ie elso rele\‘lalht’fo the”Canadian context, as the preferential treatment of the
p00£ end -mefgiriaiized 'fe;fneins a central value of Catholic health care (CHAC 2000;
McGowan 2005) Respect for soc1a1 _]USthG and welfare might have been what led the
Soeurs of the Augestmes Hospltaheres to first recogmze centuries ago, the need for
public health care (Humbert, 2004). |

Given the many positive contributions Catholic hospitals have“r;l;de and continue to
make, as well as the potentially severe consequences of not allowing them to
conscientiously object, any decision to limit or disa]low their objectbions must be taken
seriously. One must also soberly assess such a deciSion against what communities, as’
well as the broader health care‘systelvn, stand to gain by limiting the ability of Catholic
hospitele to conscientiously refuée and what they stand to lose through the imposition of
those saﬁe llirvﬁitthzicn‘s. | |
3.3 Reasons For Imposmg L|m|ts on The Conscientious Refusals of

Catholic Hospltals

. While there are certainly reasons to continue protecting the conscientiﬁous refusals of
Catholic hospitals, there are also a number of important reasons for imposing restrictions
~ on these same refusals. In short, just as HCPs are not permitted ‘carte blaﬁchef when -
conscientiously refusing, nor should Catholic hospitals. In the following section I Will

discuss reasons why we mi ght limit the ability of Catholic hospitais in Canada to make
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. conscientious objections. I will explore five main points: the concept of health care as a
socially-mediated and public enterprise, the potential imposition of beliefs on individuals
and its effect on autonomy, the use of public funds, the imbalance of conscience, and the

creation of barriers to access.
" 3.3.1 Health Care as a Socially-Mediated & Public Enterprise

. The first reason for placing limits on the refusals of Catholic hospitals relates to the
special status of health care as a highly valued and socially-mediated service and the

reciprocal obligatidns that ensue when endeavouring to provide these services.

- In contrast to the American health care system, the Canadian health care system is
largely predicated on a more socialized distribution and delivery of care (Fisher, 2009;
Romanow, 2002). Indeed, for many Canadians, the system’s shared values of “equity,
fairness, and solidarity” (Romanow, 2002, p.Xvi), have come to define “their -
understanding of citizenship” (Romanow, 2002, p.xvi) and in many respects what it
means to be Canadian. As outlined by the Honorable Roy Romanow (2002): -

- Canadians consider equal and timely access to medically necessary health care
services on the basis of need as a right of citizenship, not a privilege of status or
~"wealth. Building from these values, Canadians have come to view their health
care system as a national program, delivered locally but structured on
- intergovernmental collaboration and a mutual understanding of values. They want
and expect their governments to work together to ensure that the policies and
programs that define medicare remain true to these values (p. xvi).
This passage -highlights the importance Canadians attribute to the éqUitable and timely
access of health éare,services. It also reinforces fHaf, é]thbugh health care is not a legal or
constitutional right, Canadians have come to understénd it as such, or in the very least,

view it as an important‘social service that should be protected.
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’ By comniitting to provide health care as a publicly mediated service however,

- governments also assume the responsibility of ensuring the relevant health care needs of
'society are reaison_abliyf met For in as muchas) a‘ : good’ (in this case health care) has been
shielded from certain pressures of the market, a le\;el of cornpetition and the ability for
consumers to exercise direct purchasing power over the iservices they want and need have
been removed"”. In other words, because the publicly fundedis’ystem 1n Canada is the
only option, it must meet the needs of the population it serves in a tirnely manner, or risk
being rendered unconstitutional (Kirby & LeBreton, 2002b)l This was largely the issue in
the case of Chaoulli v. Quebec (Ati‘orney General) (2005).' Alt’htough constitutional law
does not generally recognize positive rights, such as a right_'to health care, it does protect
certain negative rights (Kirby & LeBreton, 2002b) — such as the right' tc‘nfe, liberty, and
security of the person as outlined in section 7 of the Canadian Charter of Rights and
Freedoms (1982). It s in this respect that challenges to the availability of health care
services, such as in the cases of R. v. Morgentalef(1988) and Chaoulli v. Quebéc e
(Attorney General) (2005), could be raised. In both these cases, delays in treatment and
availability were determined to give rise to situations where severe psychological and
physical suffering could compromise the security of the person. As Supreme ‘Cvo'urt

Justices McLachlin and Major, in the case of Chaoulli v. Quebec (Attorney General)

13 In saying this I do not pretend that Canadians are unable to have their wants and needs recognized by the
health care system. Indeed voting in govemmental elections, part1c1patmg in opinion polls or govemmental
: round tables (such as those held by the Romanow commissmn) and Jommg lobby groups/assocrations

focused on specrﬁc health needs, are each ways of havmg one’s voice heard. What Iam saying, however, is

that individuals are removed from directly determining market interests simply by their purchasing power.
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- (2005), write:

- The primary objective of the Canada Health Act,R.S.C. 1985, ¢. C-6, is “to.
‘protect, promote and restore the physical and mental well-being of residents of
‘Canada and to facilitate reasonable access to health services without financial or
‘other barriers” (s. 3). By imposing exclusivity and then failing to provide public

- health care of a reasonable standard within a reasonable time, the government
creates circumstances that trigger the application of s. 7 of the Charter ( 105).

While each of thcsé cases deais with particular situat.i’ons and interpretations of Charter
rights, taken as a whole they heip to clarify what Canadians ca\n\reaéonably expect:fyom v
their health' care ﬁystem. That is, although there is no specific legal right to health care in
Canada, by undertaking the role of providing socially-mediated health care services, that
have the overall effect of a government monopoly, these same governments are

Rt

responsible for ensuring, within reason, that the health care needs lotf Canadians are
adequately met. For their part, Canadians can reasonably expect not to be unduly delayed
or burdened in accessing these services. Furthermore, one could argue that because
Canadians int_erpret health care to be a genéral rbigh’t, (even though technically it is not),

 there is an added element of responsibility on governments (and by extension providers)

to ensure services properly reflect the public’s needs.

In the same w'ay" governments have a‘respOnsiBility to ensure health care services are
congruent with tbe health needs of Canadians, ho‘spi_tal_s,v by extension, have similar
obligations to both the governments who grant them this abilify and to the society, whom
they serve; In a 2006 article on the ’réicip‘rbt.:ai dbligatidﬁs bf phaﬁhécists_ and pharmacy
libeﬁsees, which similarly ap»p]‘ies to hospltals, Mark Wicclair ka‘rgiu.es tﬁat those whé ha@
been granted a monopoly by reIevaht licénsing authorities are‘afforded such licenses with

the understanding that they will uphold relevant standards and practices, and promote
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- specific ends. In the case of pharmacies, and of hospitals, these ends relate to ensuring
| | “the public health, safety, and welfare” (Wicclair, 2006, p.228). Therefore, in as much és
licenses are:granted with the expectation that certain relevant requirements -to the public
will be met (e.g., for Canadia’n hospitals, administering to the needs of the population
they serve), in freely accepting such a license,‘ licensees agree to meet them. This is what
Wicclair (2006) terms the ‘social contract obligation’; as failing to meet the outlined
terms is a failure to uphold one’s commitments to the licensure as well as to society. In a
- similar vrespect, Wicclair ‘(2006) hotes that an obligation to promote the. goals of the
hgalth care system can also follow f_rom requirements Qf reciprocal justice. In this case,
licensees who enjoy specific rights and privileges have a reciprocal obligation to ensure
the terms of their liCénse are met, che{wisgh“thgy do not mp;it the‘;;ht.san»d privileges
associated’ with [the] licéns¢’7 (Wicclair, 2‘0(‘)‘6, p229) B‘\ecg‘tbllsé Cathohc .h;)spitals hav¢
frggly chdsen to provide h‘eaklthkc‘arke servic_es as part of the p.uf_)livc‘ §ysterﬁ, and hav-e been
gré'rl‘t_ed, th¢ regu}qted (éﬁd largel‘yAmonopol‘istic). authbﬂty tq do 'S(‘)‘,"thvc.ay\ have é A:social
g{;.)ntr‘aci and .arecip‘rolc‘:al justice obligafion to ensﬁre tﬁaﬁ the reduiréfnepts éf the '
géycmrﬁents whp “.licensve’ them, and the‘neehdsi ,Of _’t.he pppﬁ}gtion_tiléy servé are met. In

cases where these obligations are not met, limitations may be warranted.'® 7

- In urban areas where reasonable access to reproductive services can be maintained by

16 Altﬁé)ugh license§ can engender obli’gationsAin a privéte s'iyst‘em‘, th.e obligations‘ on licensees in a public
vhealth care system are arguably even greater as organizations have freely agreed to parti;:ipate in providing
a publicly mediated service that must reflect (within reason) the needs of the general service population. In
these éircumétances‘o‘rganizations such as hoépiféis have ;;m‘evén‘ greater obligation to serve public interests

because they are public enterprises.




66

- local hospitals or facilities in close proximity, deferring a Catholic hospital’s
responsrbility to provide reproductlve services may be pemnssrble In these contexts,
while Catholic hospitals continue to fulﬁll their obhgations to govemments and the
community in othervareas(of health care the public safety and welfare are met through the
generalvavailabihty of reproductive servrces elsewhere Refusals by Catholic hospitals
w1ll not likely 1mpose srgnlﬁcant burdens on the communlty and may be justified.
Furthermore by maintammg a certain level of ﬂexrbility in srtuations where reproductive
services are otherwrse reasonably available we are establishmg an envrronment of

mutual respect Wherem Catholic hosp1tals are not unnecessarily made to provrde services

to Wthh they morally oppose

- In rural areas howeVer,‘ where availability of reproductive ser_vices cannot be
reasonably met within the vicinity, deferring the responsibility of Catho_lic_ hospitals to
provide these services may no longer be justiﬁed.iIn these contexts, even though Catholic
hospitals continue to provide a variety of services, their obligations'to meet the needs of
the_community, combined vvith a lack of general availability to reproductive services that
meet these n}eeds, may require them (Catholic hospitals) to provide these se_rvices.
Ot‘herwise they may‘ impose signiﬁcant burdens on the c.ommu‘nity andfail to meet
government responsibilities to promote the public healthvsafety and vvelfare. They may

also trigger claims under section 7 of Canadian Charter of Rights and F. reedoms (1982).
+3.3.2 ‘The Imposition of Beliefs & the Effect on Autonomy

- As the potential for the refusals of Catholic hospitals to impose their religious beliefs

on patients who do not share these beliefs increases, so does the justification for imposing
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- limits on these same refusals.

A gu1d1ng pnncrple in medlcal ethrcs is respect for autonomy Consistent with this
prmclple 1nd1v1duals should be perrmtted to make dec1s1ons and to act on their own
| accord free from the constramts of others (Beauchamp & Chlldress 2009) Accordmg to
the Amencan College of Obstetrrcrans and Gynecologlsts (ACOG) Committee on Ethics
(2007)
To respect a patient’s autonomy is to respect her capacrtles and perspectlves
- including her right to hold certain views, make certain choices, and take certain
actions based on personal values and beliefs. Respect for autonomy has particular

- importance in reproductive decision making, which involves private, personal,
and often pivotal decrsrons about sexuahty and chrldbeanng (p. 1205)

When conscrentlously obj ecting Cathollc hosp1ta1s 1mpose therr moral behefs on patients

who do not share these beliefs, respect for the patrent s autonomy is undermmed.

Canadians expect hospitals, within reason, to provide medically indicated and
generalized services that reﬂect the community’s:health care bnetedsi.: Reproductive
serv1ces are among these services and are often hlghly valued ’In aUS national survey
conducted by Belden Russonello and Stewart (2000) a maJorlty of women polled
belleved that community hospitals should provrde a broad range of reproductrve services.
More specrﬁcally, regardless of an mstltutlon S afﬁhatlon Wlth the Roman Cathollc
Church, a 'majority of Women\vvanted their hospital to offer: 'medically’indicated
abortions'” (general 87%; Catholics 86% strongly religious Catholics (SRCs) 829%), birth

control pills (general 91%; Catholics 90%, SRCS k82;%)/,nsterili2ation procedures (general

'7 Medically indicated abortions are defined as abortions provided when the woman’s life or health is in

~danger (Belden, Russonello and Stewart, 2000).
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. 85%; Catholics 77%; SRCs 67%), and morning-after pills for rape victims (general 78%;
Catholics 76%; SRCs 68%) (Belden, Russonello & Stewart, 2000). In addition, 50% of
women in general, 48% of Cathoiics, and 38% of SRCs, expressed support for a |
comrnunity‘hospital that performs elective abortions when the health of the woman is not
at risi<, over ‘ahospital that does not provide this ‘service (]%eiden, Russonello & Stewart,
2000) Whiie equivalent statistics are not available inivC’anada, reports suggest that
approximately: 7_4%‘ of Catholics in Canada believe “the doctrine of the Catholie FC’hurch
regardmg things such as abortion [and] contraception s dated and out of sync w1th the

: times” (CFFC 2004 p 23); 68 % belleve the “church should abandon 1ts opposrtion to,
the use of contraceptlon”(CFF C 2004, p.11); and 72% and 46% respectlvely beheve that

abortlon is not wrong at all’ or wrong only sometimes’ if a fetus has serious defects

(72%) orifa family has a very low income (46%)(CFF C, 2004)

These statistics point not only to the general desire of individuals to access
reproductive services, but to a considerable desire from Catholics to do the same. The
ﬁndings also suggest that Catholics are not homogeneous in their views, and that many
disagree with the official position of the Roman Catholic Church on reproductive issues.
It Wouid be misleading therefore to argue, even :in cases where a hospital serves a
pervasively Catholic p‘,opulation», that reproductive services are not desired or warranted.
Furthermore, even if it were true that most Catholics in a community did not want their
hospital.to provide certain reproductive services, in a publicly mediated health care
system, sacriﬁcing the needs of the few simply for the religious beliefs of the many is not
necessarily ethically ju‘stiﬁable. This is especially true when the sacrificed services are

easily provided by most hospitals and do not require specialized expertise or machinery
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. or can be provided without significant financial costs. Such is the case for many
reproductive services including EC, sterilizations, and even abortions (both medically

indicated and elective)(Ka'posy,' 2010; Trussell,‘Wiebe, Shochet, Guilbert, 2001).

- In health care systems where access to res’our:c(‘es is ;limited, p’riorities must be
established. Optimizing scarce resources often .r‘equires centraliiing specialized services
in urban centres \(Romanow‘,'200‘2). Ailitholug‘h 1t is unfor‘tunate:_that those who live outside
these centres must ltravel outside theircommunities to access certain treatments (e.g.,
radiation treatment) and diagnostic tools (e g Magnetlc Resonance Imagmg (MRI)
machines) sustaimng costly systems across a Vast geography Would be impractical and
place unreasonable ﬁnancial burdens on the entire system. In the c‘a‘sp_ of Catholic
hospitalshowever, decisions not to' offer certain medically 1nd1cated reproductlve |
services are nothased on financial limitations or a lack of hi‘ghly. spemahzed vtools and
stat‘f but instead on religious doctrine. Moreover, the values of _the hosn:ital may not’ali gn
with the values of the i)atient seeking medical attention. In this respect, the degree to
which refusals by Catholic hospitals constitute an imposition of their beliefs on those

who do not share them warrants concern.

| iIn urban areas other ‘hjoslpitals in the area will likely prov1de reproductive services that
the éatholic hospital does not. Therefore an acceptable level of access to these services
vvill'most likely be’ maintained. The iavailability.of serv1ces Withm the area means that
individuals can go el's'ewhere Without facing’sig‘nilﬁcant.burdens or impositions on their

autonomy. Access might be less convenient but is still available.




Some circumstanCes that bring people to the hospital however, might be so
burdensome that something as simple as going elsewhere (even in an urban area) may be
physically or emotionally unmanageable. When a Victim has already experienced severe
trauma, as in the case of sexual assault, refusmg appllcable reproductlve services would
only add .to the stress of the srtuation Providing EC for v1et1ms of sexual assault 1s a
standard med1cal practice (WHO 2003 ACOG Committee on Practlce Bulletms- |
Gynecology, 201 0) Not provrding EC for those who want 1t only hm1ts their autonomy
and can ‘further v1ct1mize already\vulnerable individuals by 1ncrea51ng their risk vfor an
unwanted pregnancy and possible abortion. It may alsoy expose lindividuals to having their |
requests for EC made out to be 1mmoral In these 51tuat10ns Catholic hospitals may have
an obligation to prov1de EC or at the very least facxhtate the procur;nent of EC through
| transportatlon assrstance toa provid‘lngvpharmacy or hospital.vTheykshouldalso have an
‘ obhgatron to fully infOrm victims about EC so that they can mak_t: a fullymformed and

autonomous decision about this option.

-In rural areas, the conscientious refusals of Catholic hospitals will also have a

- significant impact on the ability for individuals within the community to equitably access
services as well as to exercise autonomy over their reproductive health decisions. In this
context, the conscientious re:ﬁisals of Catholic ho.spitals’ comparativ}e to availability of
services become_highly pervasive. Instead‘of one or two l‘lCPS objecting it‘amounts to
hundreds as each HCP must abide by the hospital’s consmentxous refusal pohc1es When
hosprtals are the sole providers ‘for an area the chorce of whether to go elsewhere is

effectively removed from the patient, thus diminishmg their autonomy as well as th_eir
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- ability to access medically indicated services. The hospital is now acting as the moral

compass of the community and as such, exercising a monopoly over a public service.

7: Aécordihg to Alta Charo (2005):“‘cla_iniingk an unfettered ri ght th'hérsonal autonomy
while' ho'ldirig monopolistic control over a public good constitiites an abuse of the public
trust” (p.2473). This is especially true if }ieople expect to receive certain services and are
subsequently dénied, simply because hospital policy forbids it on religious grounds, or if
people are not familiar with what is and is not provided within Catholic hospitals. For
instance Belden, Riissonello & Stewafi >(2000) found that nearly:half (45%) of the women
they polled believed that if admitted to a Catholic hospitél, théy would be provided with
the medical services théy needed, even/if those services contradicted ( Catholic teachings.
In addition, while most women were aware of Catholic restrictions on abortions, few
knew that a broader range of repro;iuctive services were also restricted. Only three |
percent recognized that sterilizations were not provided and six percent knew that there
Wask no access to EC .(B‘elden, Russbnello & Stewart, 2000). In “Canéda, d:ete'riniiiing'
Whic;h services are and are not provided at particular hosp‘itals;is further c'o'ynzipliciatéd by
:theipoisisibility for differehces in interpretation of th"é Health Ethics:Guidé (CHAC, 2000)

by various sponsors and Bishops.

Women and men in rura‘l‘areas that have secular seryicgs also enj‘oy more
-reproductive autohcimy tha_n women in the commuhity that' hasvorily“a Catholic provider.
This is a form of discrirhination. Even if you were aware of a Cathoiié h(iépital’s sole
provider status when moving to a community: you might not be able to iiv:e elsewhere,
, and if you were able to live elsewhere you would have to proactively anticipate which

é'éi'vic_es you think you would want or need in the future. This can be highly
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-unpredictable. What an individual thinks they might do in a situation and what they - :
actually choose to do in a situation can be very different (e.g., circumstances might lead
an individual to have an abortion who never thought she herself would elect to have such

‘a procedure).

The- ability for hospitals to provide health care as a socially mediated good and then
for them to withdraw certain relevaht and highly Valaed services for religious reasons
represents an abuse of power. In rural areas, this also represents an abuse of trust as
Catholic beliefs may be forced on those who do not share similar convictions while
simultaneously not including the opportunity to go elseWhere. vIn this environment the
potential burdens imposed on an individual’s autonomy are’signiﬁoagt enough to warrant

limitations on the conscientious refusals of Catholic hospitals. |
3.3.3 The Use of Public Funds

| The third reason to consider imposing limitations on the conscientious refusals of

- Catholic hospitals.is that like most hospitals in Canada, they are publicIy funded. In fact,
in 2004 92% of fundmg for hospltals came from the pubhc sector (mostly through
prov1nc1a1 & federal taxes) (Canadlan Instltute for Health Informatlon [CIHI] 2005). The
remammg 8% came from various sources, ‘such as prxvate msurance (e.g., for extra costs
assomated tv1th prlvate rooms) ane111ary fees (e g food services & parkmg), donations,

and mvestments (CIHI 2005)

‘Simply stated, when a service is purchased with the taxpayer’s dollar it is no longer
the sole ihterests of the institution that should be promoted, but rather the needs and .

values of the public it serves. When organizations enter the public domaih, they should
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- play by public rules. In Canada, because hospitals ar_elargely funded by the public purse,
hospitals have a reciprocal obligation to meet the public’s needs. Even when a hospital is

administered by a Catholic organization, public funds are allotted.

Churches temples mosques and other rehgrous mstltutrons that are pnvately
governed and who serve a specrﬁc subset of the populat1on do deserve to be reasonably
sh1elded from laws that .wbuld requrre them to contradrct therr I‘CllglOllS bel1efs (e.g.,
forcing theCathollc Church to pr'eside'" oy.ersame sex mamages) Those who seek the
assrstance of these 1nst1tut10ns do so of therr own free w1ll and can decrde not to frequent
a partlcular place of worshlp should they dlsagree with 1ts bellefs Hosp1tals on the other
hand are pubhc pursults and even when governed by rehgrous orgamzatrons they should
be expected to step outsrde their rehglous rnsulatlon to ‘serve pubhc demands Because
Cathohc hospltals are pubhcly funded they cannot choose those Whom they serve, nor
will they only serve Catholics. (Even if it was allowable to only serve Catholics, as
| previously discussed, Catholics are not homogeneous in their beliefs regarding the
permissibility of different reproductive services [CFFC, 2004].)

o bifferencesjbetween\ the physrclanfundmg framework and theuf:ay hosp1ta]s are
funded may also be causefor impo'sing limits on the refusals of Catholic hospitals; In
contrast to the majority of phys1c1ans 1n Canada who are reimbursed on a fee-for—serVice
basrs hospltals are allocated standard operatmg budgets whrch they are expected to
drstnbute across therr orgamzanon (CIHI 2005) In most parts of the country, hospitals
are funded through regional or local health authorities. The amount of funding a hospital
receives is generally based on a combination of who is served (e. g.‘, proportion of seniors

in the area), the types of services provided (e.g., is the hospital a trauma centre vs. a
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- general hospital; number of hip repiacements, open heart surgeries, trénsplants
performed), how much the hospitél spent in .the past, and whether the hospital provides
services related to the government’s political plat'fo'rm (e.g., special funding may be
allocated for priérity prOgrams) (CIHI, 2005). Once a hospital’s funding is approved it is
generally responsible for allocating it as it sAees ﬁt; In this respect, whilé physicians are
not compensated for services they do not prdvide, hospitals will continue to receive
similar, if not the same, level of funding had they chosen to provide certain basic
reproduétive services (e.g., EC, sterilizations, abortions). By refusihg to provide these
services, not only are Catholic hospitals decreasing 6verall access to them, they are
reducing the financial flexibility of surrounding hospitals (since funds that could have
been allocated to these hospitals must be ‘shared Wiih Cathplic hos&ls), while

simultaneously increasing the burden on these hospitals and their HCPs to provide

reproductive services more frequently.

‘ Despite a 'Catholic hospital’s receipt of public funds, and the ‘pétential for increased
financial pressures on other hospif_als, reasonable ac’:‘Ces:é‘ to reproductive services within
ﬁrban areas will Vli‘kely be maintained. By con“tinui‘ﬁqg "t'o: prévidé éefvices to which kt.hey'do
not dbjéct; Catholic hospitals are also helpihg to lower ‘t.hei 'derr"land for these services at

| other h(l)spitals;.'Furthermo»re, any additional bﬁrdéns as a:qr'éksult Qﬂf)the Catholic h0spital’s
éonSCientioué refusal will most likely béCoﬁie diluted ambngst other hospifalé in the area
50 that no one ‘hospital or group of HCPs will be unreasénabiy burdened. ‘
In rﬁfél afeés where a Catholic hospital is an area’s sole proﬂ}ider or where accé’séiﬁg
ar‘idt}iér..h(‘)sp‘italz would be excessively burdéﬁsdr“tﬁe,hlimitations toa hospitél’-s‘ refusals

may be necessary, unless reasonable and timely access to those services are made =~
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- available to the community through alternate providers. By operating with public funds
and not providing basic reproductive services, Catholic hospitals once again exercise a
monopoly over a publicly‘mediated servjce. In rural areas»»individuals might not be able
to easily access-another bospital, in wbicb caee the needs of the popuiation are not
adenjuately bemg met. Furthermore because there are fewer hospltals in rural areas
(Romanow 2002 Klrby & LeBreton 2002a Falrbalrn & Gustafson 2008) each
hoep;tal, assummg they are reasonably acce531b1e, would be requlred to assume a
prcpoﬂicnaliy higher le\)el _qf burden in providing rebrodﬁctive services, compared to
tbejr urban courvlterparts. In this respect both individuals and hospitals in rural areas are

being disadvantaged and limits that minimize these disadvantages are necessary.

Ry

3.3.4 The Primacy of Conscience Imbalanc_e '

A fourth reason for imposing limits on the objections of Catholic hospitals is for what

I call the ‘primacy of conscience imbalance’.

If we accept that h_csjjitals beve a conéciehce, the qliesfioﬁ fnﬁst be asked —1isit
appfobbiate for the coﬁSciehce ef abosbifél tc sﬁpefsede aﬁ individuePs‘i? I argue that it is
not In fact; 'it c(‘)nt“rad‘ict’s. the ;/:ery 1dea0f consciehce as abefsonal mediétor, responsible
for one’s own ibtegﬂty endi livnnver umty and cof ‘tha‘t»cf othefsl .F-or fbis rcaéon, when the
con501ence of 5 bcspital ic ‘éilvowed tc cVerfide an :indi.\;/'idliell’ys,t arjlv unacceptable
imbalance 1s created. | |

vHealth, as defined by the World Health Organiiation (WHO), isa stafe of “complete
physical, mental an‘d- eocial well~being and not merely the absence of disease or

infirmity”(1946, p.1). Since contradicting one’s personal mcral values can cause serious
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- psychological harm and emotional distress, not allowing professionals to heed their |

conscience could result in serious health consequences.

 When hoSpitals consoientiously object, they doso on:the basis lof religious doctrine
set out and passed down by sponsoring yorganiz'at.ions.}HéPs are therefore restricted in
their ability to neoessarily follow the’tlictate‘s of thelrown conselence, as theyare
recjuired to work within the ethieal gui'clelines ‘dicta‘te'cl zand 1mposed by the sponsoring:
orgamzatron S rehglous beliefs. These guldlng prmmples may not accurately represent
the values of all those employed by the hospltal In order to preserve thelr conscience,
some employees may break the rules or res1gn (Freeriman Landy & Sternauer 2008;
Yaworskr 2007) while others may be requrred to suffer the fragmentmg of their

conscience in srlence as not Workmg is 51mply not an optlon they Would consrder

- Conscientious refusals by Catholic hospitals represent an imposition of beliefs from
the top downksimply beoause of the organization’s‘religiouslbelliefs'and 'ﬁbt beoause an
lntervention-vv'ould‘-contradict the values of medicine. Ar\guabkly the consmence ofan |
indivltiual bears a signiﬁoantly higher moral weight because of the risl< to personal
health.' Furthermore, as ‘a‘r'gued in Chapter two; hospitals (lo 'not:posysesjsi:affective agency _
and therefore do not have the ability to experience the same fragmenting o‘f 'integrity as
humans. Institutlonal objections based on hospital,policy th.at constrict the moral views of
those who must SUbsequently enforce thern impede’ autonomy andjeopardize the

potential well being of HCPs who have different valuesls.

'8 Of note these policies also limit the consciences of patients (e.g. the coniscience of a woman telling her to

obtain an abortion). Although this is an important topic, in order to limit scope, in this section I concentrate
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While this imbalance is certainly true, it is also true that individualé do not have the
right‘to work for a specific organization. For example, I may love‘ _books and :bg an' |
excclleillt éalespersoﬁ, but‘,I caﬁnot make a local‘Chapt'er;,‘or the 10cal public libfary, hire
me én these pérsonai p(iteria alone simpiy because | waﬁt fo work £ij¢re. .No.r éan I force
them to vco‘ntimll“e empléying me should I repeatedly con&ra’dict their poliCieé.'Therefore,
in urﬁan areés, there rﬁa& be a strong case for arguing that employees who disagrée with
the Catholic approaéh to heélth care should practice in a hdspital_ thz;tg more 'é‘(':.'c{iratély
reflects their Value;,'s‘:. F inding a position in another hospitél; Of ’trahrivsfzerfi:r:lg:té‘such a
ﬁosition may not be easy, but given the high demand for qu_aliﬁéd HCPs (Romanow, |
“ vz’o‘oz; Kirby & LeBreton, 2002a), it will not likely be impossible. Individuals may also
héed to be willing to take a job that is not iﬁ the de’barﬁﬁ_éﬁtfhey 1n:;;111y want or were in

before as supporting diversity requires flexibility.

In mral afeas however, or where the hospital is a regioh_’s s9i§ pﬂroy‘idgr,yHCPs have
le’ss‘ choice and ﬂexibility in where they work. Given their specigiize;d ﬁ?l%ills, énd the HCP
§h6_rtage - especiaily in rural, remote, and northern areas (Rorﬁénow, 2002; Kl;rby &
LeBreth, 2002a; Fai'rbairn‘ & .:G_u.sfébfs’on, 2008) if an individual is .Wiilir;g_yowork in their |
ptofessioﬁ .they éfiould be f_xsvna‘:bl,e‘d(tordo sb. In such cases, the au;ﬁnomy of the HCP as
well aé the hésbifal’s duty of Beneﬁcence tbwéfds society beér an added weight against
the ‘conscience’ _'of the hoépitai, z‘ls‘the HCP’s choice of Where ts ‘practicvé is more

Cohsti‘ained, and losing the HCP WOuId ‘pfeSQUmably’neigzitively impéct the'community.

solefy on the ethical implications of the conscientious refusals of employees to their employer"s

conscientious refusals.
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3.3.5 Barriers to Access

A fifth reason for iiﬁp‘osi‘n:g‘ilimits on the:conscientious refusals of Catholic hospitals
is':wh_en‘ they affect equitabie access to reproductive services. In these cases obstacles
imposed can become so great that they surpass the status of a mere inconvenience and
become \reritable barriers.

. ﬁesfiiiing. acce_ss }to healt}i care is cohtirigent upon imiltiple i/ariables. What migilt
constitliteire}asoriable acces's for on.e person may present consiiderablechallenges for
ariother. Trai/eling toa hospital 45 rriiniites aWay Will riot llkely present considerable
ciialllenges for an individual bwith’ a;car,ywzliereas bemg 'forcedv td‘ make the same trip when
reliarit'ori pilolic transportationcaii lie ekceptiionalll}:/ dlfﬁcultAt ti;n?as;iriequalities can
exist ‘oy virtue of their irnplicatior’rs.;Wfien copsideﬁné conscrentlous objections by |
Cat}iolic hyospitals, \ive must c’onsider the “d‘e;gree to Wthh E[r:efusals] create or reinforce
an urrfair tiistribution of the beneﬁts of reproductive ytecl’ino.log'yi”(A(:ZC\):G Committee on
Ethics, l2"007,1p. 1266) ;or 'access :‘torn‘edically indicated reprociuctive servrces Iir thlS |
respect, refusals that “anduly burden thev most vulnerable of society violate the core
comrriitment of justice in the distrioution}of health resources” (ACOG Committee on

~ Ethics, 2007, p.1206) and may need to be limited. =

Barriers to access cari presenttirer‘rlseli/esﬂ diff‘erentljlv/deperiding on the individual’s
rieeds and their ability to acidress those Iieeds. While similar baniers can exist in urban
areas, in rural communities a number of factors, including geographic distance and the |
lack of health care service ‘Options help to amplify the problem (Romanow, 2002; Kirby

& LeBreton, 2002a; Fairbairn & Gustafson, 2008). In rural communities where a .
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. Catholic hospital is the sole service provider, or where a merger would confer upon a
hospital corporation sole provider status, barriers to access can become so great that

essential services are effectively denied.

A case in point was the removal of tubal ligations from the services provided by St.
Elizabeth’s HoSpitel in Humboldt, Saskatchewan, in 2006. If we recall, this procedure
was found to be contrary to the Health Ethics Guide (CHAC,-2QOO) and as such was
discontinued in the rural community, at first completely and then for birth control
' purposes only (Yaworski, 2007). Tnis decision limits autonomy and poses a risk to
female reproductive health. The ACOG recommends that an abpropriate time for tubal
ligation is immediately following delivery (ACOG Committee on Practice Bulletins-
Gynecclcgly,i 2003). Religious beliefs prohibiting sterilization for birth control purposes
may subject a woman to an unnecessary procedli__re at a different facility. This increases
the risk of infection, recovery time, cost to the health care systenl, p'ersonali :
inconveniences, and risk_of additicnal pfegnancies until the p'rccedur:e can be completed

(Fogel & Rivera, 2003).

Accessing h.ealth care services‘vin a rural environment is challenging bat best». ‘When h
limitations imposed by Ca_thclic hospitals are added, challenges can quickfy become
barriers in which fair and eanal services are lost. Rura}l communities cften have higher
concentrations of low-income eafners, higher pcverty rates, _increased rates of mental
nealth issues, lower levels‘ of educaticn, and increas‘e’d .involnemenf in risky Sexuel
behavior resulting in higher rates of -teen pregnancy & STIs (CIHI, 2006; Dryburgh,
2000; Nelson & Schmidek, 2608; Romanow, 2002; Pong, 2007; Fairbairn & Gusfafson,

2008; Kirby & LeBreton, 2002a). While the entire ccmmuniiy will feel the restfiction of
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services by Catholic hospitals, those who are already vulnerable (e.g., women, the
minimally educated, those of low socioeconomic status, and teenagers) will be

particularly affected.

In the following paragraphs | will discuss potential barriers to accessing reproductive
services in the rural environment and how they relate to the diagram shown. Each barrier
is multi faceted and can present a wide array of challenges. For these reasons a detailed
discussion of each barrier is warranted. In addition, as figure 2 depicts, while each barrier
can exist independently, each is also influenced by the broader context (delineated here as

‘systemic influences’) and interrelated with one another.

Figure 2. Barriers to access
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3.3.5.1 , Transportaticn ‘

Access to public transportation is often limited in rural areas (Romanow, 2002; Kirby
& LeBreton, 2002a; Fairbairn & Gustafson, 2008) Schedules may be sporadic and long
‘walks and multlple transfers may be necessary. Roads can often be seasonally affected
impacting the ability for individuals to travel from one community to another and the

speed in which their journey can be accomplished.

3.3.5.2 Cost

Rural areas are characterized by a higher demographic of low-income earners
(Romanow, 2002; Klrby & LeBreton 2002a; Fairbairn & Gustafson 2008; Pong, 2007;
CIHI, 2006). While the restriction of services by Catholic hospitals.affects everyone,
low-income women and those who are poorly educated, are particularly Vulnerab]e.

Many of these people work at lower paying jobs that do not typicallycarry high security.
‘The luxury of sick days is often not an option and it remains difficult to take time from
work to seek medical services elsewhete. If they do, they experience the double burden of
pay loss, while con.currently absorbing the financial hardships of travel outside the region

which is often more costly in rural as opposed to urban areas (Fairbairn & Gustafson,

A2008). Other costs might include: accommodations, meals, as well as child or elder care.

In addltlon those with low incomes mlght not enjoy _]Ob beneﬁts that would cover the
~costs of medlcally mdlcated pharmaceutlcals (e g EC) and may be more rehant on thelr
local hosp1ta1 for access t0 these optlons Most hospltals w1ll cover the costs of most

medlcally indicated pharmaceutlcals when patlen_ts are under their care (CIHI, 2006).
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3.3.5.3 Time

7Thek increaééd time required to access services ‘o‘uv‘tsi‘de oné’s community may.impo'se
delays on tirﬁé sensi‘tive interventions. For instaﬁce, EC mu:st be administered within 72
~hours or it becomes significantly less effective (WHO, 2004; ACOG Committee on
Practlce Bulletms Gynecology, 2010) Because a hospital’s catchment area may be large
geogréphléally, in rural areas one’s local hospltal caﬁ be thlrty minutes away. If this
hosp1ta1 is Cathohc and will not prov1de the service, | the hext ;vallable hospital might be

hours-away, thus making the logistics more compllcated. ’

- 3.3.5.4 Confidentiality

Séfeguardiﬁg Cbnﬁdentiality in rural areas can bedlfﬁcultand is identified in the

literature as an important ethical issue (Nelson, 2004; Nelson & Schmidek, 2008).
Boundary conflicts due to overlapping roles and close-knit ties within the community can
remove elements of anonymity and compromise conﬁdentialify (Nelson & Schmidek,
2008). In some cases leaving the region might also reciuiré informing or soliciting the
help of ofhers. For those who fear severe répercussions vf‘rom family andvfri\ends,

expanding the circle of trust can be traumatic. -

3.3.5.5 Age

Youth havé an increased dependgncep‘n others. I.n.irural areas especially, they are
oftgn furthér li;mitedin their ability to access sgrvices, by‘ costs, access to ﬁtransportation,
}ti»me, _a‘nd‘cqmmunity values and stigmas. quthv grg_alsq geherally highly visible in_the‘ .
(Y:er_nunity‘allld along with seniors, represent a dispropdrtiqnate number of mral .

inhabitants (Kirby & LeBreton, 2002a). These factors help make their actions and
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-activitics more noticeable. For example, failing to show up for school will be documenited
and reported to parents or guardians. Furthermore, when seeking out abortion services,

teenagers are more likely to use hospitals (Dryburgh, 2000). 5
3.3.5.6 Health Literacy
The World Health Orgamzat1on (WHO) deﬁnes health llteracy as the “cogmtlve and
somal sk1lls Wthh determlne the motlvat1on and ab111ty of 1nd1v1duals to gain access to,
understand and use mformatlon in ways Wthh promote and mamtam good health”
(WHO 1998 p.10). Health hteracy is therefore more than be1ng able to read a pamphlet

It 1nvolves the capac1ty to access and use the 1nformat10n to make fully 1nformed

decmons about one’s health (WHO 1998 p. 10 & Peerson & Saunders 2009)

, “Health literacy is' itself dependent upon more general levels of literacy” (WHO,
1998, p.10). Those with lower levels of education, cognitive disabilities that affect
‘reading and comprehension, and those whose ﬁrst language is not predomlnate within the
reglon may face 51gn1ﬁcant burdens nav1gat1ng and understandmg health opt1ons’ |
(McKeary & Newbold 2010 Newbold & Wllhnsky, 2009 WHO 1998) In Canada |
educatlon and other 5001a1 varlables are strongly assomated w1th one’s knowledge and
use of reproductlve opt1ons (Black et al 20()9 Rotermann & McKay, 2009) As cited by
Black et al. (2009) “desplte many contraceptlve OptIODS Canadlan women [including
rural women} contlnue to use a narrow range of contraceptlve methods and to use
| contraceptlon 1ncon51stently” (p 627) In addltlon a 2005 study on knowledge about EC
~in the U S revealed that only 67% of women respondents answered that they were aware '

.-’x

of optlons to prevent pregnancy after sexual 1ntercourse (Abbott 2005) Moreover of
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.those who knew about EC, nearly half were unclear about the correct time constraints (72
hrs). Many mistakénly believed it must be taken within 24 hours (Abbott, 2005). In
situatioris where access to EC is not immediéte, this false belief could lead individuals to

put off _attempting to travel elsewhere, believing it is too late.

: Acccsé to detailed information about Catholic hosl.)itals;can be hard to find. Easily
accessible.lists‘of where each hospital is located and what reproductive services each
| provides, do not exist. In many cases, patients are left to creatively ihvestigate what their
options 5ré and where\ to go. Pvatiehts rﬁay alternatively discover first ha_nd what is not
provided. As previously stated, many women are not fully aWéréof what services
Catholic Hospitals do not provide (Belden, Russonello & Stewart, ,2;_0\0’0); Reduesting E
setvices where they are morally prohibited may subject patients to foral criticism,
poféritially dirhinishing their autonomy as well as their embti'Onal (ana perhaps physictal_)

‘well-being.

In rural aréas accessing infonnéfidn on a homé‘éoﬁ)plitér may be difficult as a number
‘of homes are still reliant on dial-up internet or do not have access to broadband internet
connections (McKeown, Noce &'Cz‘erhy; 2007; Fairbairn'& Gustafson, 2008).
Navigating across multiple high resolution we:b‘ pages rhéy be time consuming and
frustrating. Alternatively, aédes‘sing‘ihfohn’atiion in piiblic rnay'also presént challenges.
Depending on the location of réSoui’éés.'(e;g.;f?laceiﬁént:of computers énd pamphlets)
within a building, going to a public library or phaﬁﬁa'cy to access felevan't'information
ca’nld‘raw attention and reduce cohﬁdénti‘:;li‘ty (e.g., .a.ré computer screens éasily viéible to

other library patrons; are pamphlets locatéd_directly next to the pharmacist or cashier).
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3.3.5.7 Systemic Influences
No system ‘opérafés in a vacuum. Each of the barriers described will be influenced by

the broader context. These factoré, include, but are not limited to the economic status of
the>re‘gion, the number of health care p'roviders and institutions per 'capita, cultural
diversity, the influence ofreligious ideologieé, various social determinants of health, and
the 'present i)olitioal. climate — regionally, .pl;ovihciaily, and natlonally

3.3.5.8 How Barriers Interrelate

The rural health care setting is a unique and challenging environment. As mentioned

at the outset, while each barrier can exist independently, they are frequently interrelated.

———

. Togothef these\ihdi\}idoalybo;‘rieis compound and contrlbutetoeachother, lvéalioing to a
som oiucﬁ ylérgerv tnltlyan its kconstituent parfé. T.l‘lis"surﬁicontril:)otés to wh:atﬂ'I tehn, a; ‘totzél
‘:bllvlryde\ﬁvof :éccess (juotier‘lt’_.‘ | | | |
L For oxamplo, 5 teenager _iiving :i_n“a rural area faoed w1th an uowantogl prognapcy aod_
Sorvcd by o Catholic hospitai, might o\xperior‘lock aksignifllcant compoopding of barrie;o in
her attempts to terminate the pregnancy. Because of her age _and_‘dependence on-others,
our teenager, not Wanting to inform others of her sitoation, will be forceo to take public
tran‘spor,tationﬁahd incur costs sho'ca‘n'hot‘ afford. Her abson‘cekfrom sohool-‘i&ill .’b.e noticed
éﬁd felayed to parents, and the bosrhdri‘\;/e'r couid oosily be a famlly frviend.’Looking up |
résoufces online may not be easy Beoéose th‘efz'llr.nilytcomputer‘ ’is loootod 1n the livjir‘ig‘
room ahd .feachers monitor Schooi oomf)utero. Our ieonéger, exoectod to be home each |
c.lay,l‘)e‘tw‘eén four and five o’clock also ha.srvtirrixio voor'xstrainfs. Traveliﬁg be poblio;tror.l‘sit '

may'take'too long and not present a viable option.
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-+ Whena plopulation who does not have the means is automatically precluded from
equitable health care, it violates accessibility arid justice standards. In rural areas there
may be a two-tiered system when Catholic }iospitals limit the availabiylity of reproductive
- health care services, asthese limitations can place potentially insiumountableburdens on
those most vulnefable. This practice promotes unjust distributions of health care burdens.
It also Violate_s the\lpublic‘:’s interest in comprehensive and uiibiased he‘alth care. Needless
to say, in thcsev:) cirqliriistéiices, limiis on the cﬁnscieiitioils refuséls of Catholic hogpitais
are.warranted; - | o |

3.4 Conclusion

- In ia plliraliSt somety, Whére healt}i care i‘ls"ad.rniiiisitéréd a‘s‘ a pubTiE g.oo.d‘,‘iristifutibns
rhusi practice a wide range of tolerance in_order to ensure the needs of the population
they serve are adequately met. For Catholic hospitals, this requires limiting their ability to
conscigntiouSly refuse to provide reproductive services fo which they morally oppose, in
ciicumsfance;s where the ’nveeds of the population will not otherwise be met, or where their

refusals would impose significant burdens on individuals, hospitals, or other HCPs in the

arca.

’fhere are a numbéi 6f | good reasons to protect théc'onsciéntii)US refusals of Catholic
hospitéls. The promotion of religi(ius diversity, the liospitals’ integriiy, and_respect for
fhe_ir légacy and continued contributions to health care are each valid éoin_ts. As much as
their contributions are admirable however, their participation in the public system should
not come at the cost of reasonably accessible health care. E_urthermore, while IOOSiIig |

Catholic hospitals would represent a significant s.etback to the Canadian health care
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-“ system, if we are committed to the reproductive health and well being of individuals we
must accept this possibility and inﬁple‘ment contingency plans to address it, as opposed to
simply allowing the threat of witndrawal to override the reproductive autonomy and
'inte‘rests of thoso who ul_tjn;ately guide and fnnd the health care system (individual

Canadians).y

¥ -‘As‘establis‘hed in the previous discussion, while the implications of conscientious
refusals by Catholic hospitals may\b.e tolerable 1n urban areas, in r‘vuralvar»oas a strong case
for imposing limits on fnoir rofnsais ernefgesﬁ Given the preyiono d'}sonssion, ﬂin ordor to
safoguord the éutonorny o‘f individuals as well as promofc prinoiple:’s of beneﬁcence, non-
rnaleﬁcenco, and juotioe, refusals by Catholic hospitals must bethtg_d m s_itnéfions o

where:
1) A Catholic hospital is an area’s sole service provider,

2) Reasonable and timely access to reproductive services is not available elsewhere

within the community or region,
3) - Refusals would impose significant financial burdens on other hospitals in the area,
4) Refusals would impose significant burdens on an individual’s autonomy,

5) An individual HCP who is willing to work in a rural, remote, northern, or
underserviced area, would have their conscience overridden or negatively
impacted (when providing medically indicated care or care they feel is in the best

‘interests of the patient) by hospital religious policy, or
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6) Refusals would present significant barriers to accessing equitable health care
services or impose an unjust distribution of care on individuals or communities

with the least means to overcome such refusals.

* In these situations the interests of the public to accessing equitable health care services
override the interests of the Catholic hospital to conscientiously object and concessions

“on behalf of the hospital must be made.

Although a detailed policy assessment is beyond the scope of this thesis, I encourage
policy makers to be creative in incorporating these limitations into policy solutions and to
keep in mind important systemic factors that might affect their decisions. In the

discussion I offer a number of recommendations in order to providéinsight and to act as a

launching point for dialogue and debate.
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Chhapter 4: Discussion
4.1 Summary OfiFindihgs
Tilc purpose of tl;is thesis was to examine the ethical implications of Catholic yhrospital
cyonscienti_o{us reﬁ-ls‘als to provide reproductive services that they‘m_o_ra‘lly oppose, within

the context of the Canadian health care system and more specifically within rural areas.

Tq,achievé this goal two main questions were identified:

1) Do hospitals possess a conscience according to the dominant view of conscience
in bioethics?
2) Should Catholic hospitals be permitted to refuse to provide reproductivé services

to which they are morally opposed within the context of the Canadian health care

system and in particular, within rural areas?

Chaptér two l‘)egankWith a brief introduction to the conCépt bf conscience. This was )
followed by a description of the d_ominanf view, and a proposal of the criteria necessary,
for an entity to qualify as possessing a conscience on this view.“Using the developed
criteria as a 'framework for analysis, I discussed reasons why hospitals might satisfy the
requirerﬁerllts. of conscieﬁce as well vas\ reasons why they do not.. Ultiil;n;alt‘elyl,:l ‘kcolncbludédk
that the dominant view does not supbort the contention that hospitals possess a
conscience, as they fail to ll.neet at'leastjthree of the five criterifci necessary for it, namely
cognitiye agency, affective agenrcy.,:and internal sanctioning. For these 're<a%$on.s, uphélding
‘the same respect for conscience and conscientious refusal for hospitals asb_we;wquld for .

individuals is not warranted, as they do not properly possess a conscience.
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Because some could disagree with me whether hospitals possess a conscience — for
instance they may not accept the dominant view — in chaptér three I focused my attention
on determining whether and to what degree Catholic hospitals oﬁght to receive
conscience protections. In that chapter I argu¢d that, in as much as their refusals do no
disadva_ntagiel or impose si}gniﬁcant burdens on individuals, the éomlﬁunity, or other
hoSpiftals and health care profeésiéﬁals (HCPs) in the_serVice éreé, Catholic hospitals
might legitimately receive some conscience protection. However, in cases where
signikﬁ'c'ant burdens, iimitations_, or ihjustices are imposed, or where reasonable and timely
access to services is compromiSed, the protecti0n> of consciénce is no longer ethically
juétiﬁcd. Although there were valid reasons for protecting the conscientious refusals of" |

| Catholic hospitals, my analysis of both sides of the debate lead me to conclude that

limitations are warranted in cases where:
1) A Catholic hospital is an area’s sole service provider,

2) Reasonable and timely access to reproductive services is not available elsewhere

AN

" within the community or region,
3) Refusals would impose significant financial burdens on other hospitals in the area,
4) Refusals would impose significant burdens on an individual’s autonomy,

5) An individual HCP who is willing to work in a rural, remote, northern, or
underserviced area, would have their conscience overridden or negatively
impacted (when providing medically indicated care or care they feel is in the best

interests of the patient) by hospital religious policy, or
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6) Refusals would present significant barriers to accessing equitable health care
services or impose an unjust distribution of care on individuals or communities

with the least means to overcome such refusals.

In these situations the interests of the public to accessing equitable health care
services override the interests of the Catholic hospital to conscientiously object and
concessions on behalf of the hospital must be made. .-

4.2 Policy Recommendations

Although a detailed policy analysis and set of recommendations are beyond the scope
of this thésis, there are a number of preliminary suggestions that ma'y. serve as a piatform
for more detailed policy pfoposalé. In moving forward, I ehéohragé ,pcfﬂ‘i(':y makers to
consider innovative policy solutions that respect the contributions of Catholic hospiiéls to
health care, while upholding the interests of Canadians to access équitable health care

services. ..

1) ﬁnlésé ‘Cat-h"oili‘(; ho:spitéls agree'to prévide reasonéBIe:r}e‘;‘})rd(.l_uctivélsérvices, .
gc.)v'c.:,rmfne.r‘lt.s“méy COnsidéf not alyl-ow_ing éétholic hoéﬁitais to dpe;‘ate in
env1ronments where théy would be' ‘a‘ﬁ aféa;s sole prov1der, o"f'whe‘re‘ reasonablé
énd tiﬁleiy é‘ccve‘ss to fgprbdﬁbti;\/e serytiéé"s is not é.kva'lilébvle‘elsewhere within the

region. - . .
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2) Where Catholic hospitals are operational, governments should ensure
comprehensive reproductive services are provided through other means with

reasonable hours of operation and access."”® -

3) To help pfeserVe autonomy, all Catholic hospitals should be required to fully
inform patieﬁts of relevant and mediqally indicat_ed health care options, inclu&ing
’thosp‘ to which they mdrally oppose. Staff should also bé required to deliver this
iﬁférmation i.n an unbiased manner that focuses; on the medical implications of the
séfVic‘e, as bppos'ed to their pérceived moral implicatﬁibﬁ;s..ﬂ”

| 4) ‘In cases where patient dis}ress is high, and, g_oing; el_sewhére for ‘s’ervicves would be
lphysicail.lyy or emotionally unmanageéble, Catholic hosp#afs?sﬁould have an
-obligafion to préviaé fhe /servicc;or to facilitate tfansportation to a facility that
can.

5) ]i)iscyl(z)sure‘ statements regarding what reprqductiye serviges caph Cathélic hospital

| proyideé and does not pfovide, sh_oﬁld be éas_ily éccves_.?sii:;‘lglélil‘d v151b1e within .the
L ho_Shpital,‘ aé Well as posted on their weﬁsite. Stgff should)élsq _éisclose relevant
Seﬁi;e:s, to w_hicﬁ the’organizétion objects and ‘ler\;id§ th-eL ﬁatient wifh | .

information on how to access these services if they so choose.

7/

' Of note, in sofne circumstances, reliance on free standing clinics or health units @ay not provide adequate levels of

a_ccéss, as their capa'cityvto sﬁpply services (e.g., tubal l‘igat_ions and vasectomies), o'r:their hours of operation (e.g., If a

Woﬁan is se);ually. assaulted on a Friday night w:ll the’ clinic b; o;;en? Will' it be opén bn Saturday or Sunday?) may be
limited. Furthermore, in rural areas, given the ethical issues surrounding conﬁdéntiality, a specialized freestanding -

clinic devoted to providing these services, may not be a particularly viable option.
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6) ‘Where refusals by Catholic hospitals would impose significant financial burdens
~on other hospitals in the area special funding may need to be allocated to these

- hospitals in order to help compensate for the extra burden imposed.

Although these pohcy proposals are not exhaustlve they prov1de an 1mportant

startmg pomt for future pohcy discussions and de01510ns
4.3 Applications of Research

“To assuhte that the cases of Midlartd, Ontario, and St. Elizabeth’s in Humbolt,
Saskatchewan, t&ere_ one time isolated incidents would be erhoheous. The experiences of '
Midland ohd Humbolt can be extrapolated to rural (and urban) areei'iicro‘ss the Provinces,
the Nétioh;and beyond Canada’s borders.

| In the Un1ted States approx1mately 12. 7% of hospltals are Cathollc‘ (Cathollc Health
Assomatlon of the Unlted States 201 1). Cathohc orgamzatmns also own 11 of the 40
largest health care systems in the country (Ascension Health, the third largest system‘m
the U.IS'. counts ’l8 hospitals in 20 States as part of its orgaﬁiiational ‘s‘t‘ructure) (United
States ‘Conferehce of Catholic .BiShops,- n.d.) and control seven of the ten largest non--
profit hospitals (F ogel & Rivera, 2004). In 1999, there were‘ also 91 counties in the U.S.
where a Catholic institution was the SOIe hospital ptovider (Fogel & Rivera, 2004) and as
of 201 1; a third of Catholic hospitals afe located in rural areas (Catholic Health
Assoeio‘tionof the United States, 201 1). ln mar_ly’ca_ses,_ ,r‘ef’usals by Catholic hospitals .
have" removed access to a long list _.ot; rep‘r’oductiy‘e s‘er'vice options (Fogel & Rivera, 20‘0‘4);
Sloboda, 2001). These d‘ecisiohs have effectively precluded entil“e} segments of the |

population from services to which these hospitals oppose. ‘
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- Outside North America, the issue of conscicntious refusals by HCPs and to some
extent hospitals, has sparked gfowing debate, especially in Latih America where the
CatholicChurch exeréises a gréat deal of inﬂuence over public policy and health care
decisibns (Caéas, 2069%C6Qk & Dickens, 2009; Cook, _Olbaya & Dickens, 2009). The
to;ﬁic is also rélevant to developing countries, where the Roman Cétholic‘ Church funds a
number of hospitals and health.‘outreach programs, which in many ca_sés are the only ones
in the area (Catholics for Choice; 2008). In Africa for example, this includes funding
programs targeted at preventing the traﬁsmission of HIV/AIDS (a major health crisis in
the region) but does not include dispensing condoms or_educéting individuals on t}}c )
merits of their use (Catholics for Choice, 2008). According to a joint position statemént
by UNAIDS, the_United Nations Populatiqn Fund (UNF PA) and the,\\w?;forld Health. .
Ofganization (WHO) (2009) “the malc; iatex condom is the single, most efficient,
available technology to feduce the sexuél transnﬁssion of HIV and other sexﬁally

transmitted infections”(p.1).

While each country assumes its own framework of health care administration the fact

remains — the denial of reproductive services by Catholic hospitals can easily limit access

- as well as the autonomy of those most in need. For these reasons despite the present

research having a Canadian focus, much of the analysis also has relevant international
applications.

In presenting this analysis I trust that it will contribute to and help further the limited
body of knowledge concerning conscientious refusals by Catholic hospitals in Canada, as
well as to provide targeted insight into its potential impact on rural communities within

the country. I also trust it will help to spark dialogue and debate regarding this important
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topic, as well as to inform and influence future health pblicy decisions within Canada and

abroad.- -~ . .. = i s
4.4 Future Research

The lack of Canadian research on conscientious refusals by Catholic hospitals
provides for a broad spectrum of possibilitiés for future investigation. Having presented a

reasoned, normative analysis on the current Situation and proposed limits that ought to be

~ imposed ethically, a beneficial future step would be to examine the issue‘fempiricé]ly.

Canadian research is needed to explore how individuals v&‘/itwhinbtvh‘is cbuntry ‘interpre‘t
and experience thé reﬁlsais of Catﬁolic hospitals as well as their familiarity with the
topic. Studies that assume quanﬁtativé methods as well as those that assume quélita't“iv'e :
methods would each help to address this need. Questions for fufure investigation may -

include:

‘= What do Canadians expect their hospital to pfovidé by way of reproductive health
| options? Do they believe that these same expectations should apply to Catholic

hospitals?
* Are Canadians aware of what Catholic hospitals will and will not provide, and to
what extent?

»  How are conscientious refusals by Catholic hospitals experienced by patients as

well as HCPs in Canada?
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- = How is the experience of Catholic hoépital conscientious objection different
across health care professions, within rural as opposed to urban areas, and across

different segments of the population?

Research is also needed to more precisely determine the scope of the issue as well as
to identify areas of interest or ‘hot spots’ across the country. Specific approaches to
research might include:

A

=  Surveying Catholic hospitals across the country to determine exactly what
reproductive services each provides, as well as how often services are not

provided as a result of hospital refusal policy.

= This same survey may also ask ho‘spitals to provide insight into fhe juStiﬁdations
-~ behind their policies on different reproductive health services and interventions.
‘These justifications can be analyzed in order to identify similarities and -

discrepancies between hospitals across Canada. . . .

- of ndte,'attemp.ts at résearching these two quéstiohs";:‘oﬁld‘ Bé‘fr.eilu.ght With difficulty,
as Catholic hospitals rﬁay be reluctant to draw/vattvéritidn to what "répfodu'ctive services
they have éhd have not éhOsén to provide, for feaf of ’sli)’arklin'g co'ntr(.)‘\‘/ersyA or alienation
on both sides of the debate. In order to incrééSé ‘parti‘cipa‘tikokh;ifesearchers may want to .
i;onsider removing 'idéntiﬁéré from publish.e-d fesearéil ihVestigating the specific practices

of each Catholic hospital.

Finally, as suggésted earlier in this chaptef, policy analyses and recommendations

should be drafted in order to provide guidanCe‘to governments on how they might handle
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conscientious refusals by Catholic hospitals as well as mergers between secular and

Catholic hospitals.
4.5 Conclusion

The world‘in whiCh Catholic hospitals operate/h’as changed. Rapid advancements in
téchnolbgy hav¢ intrqdﬁced health care options uﬁthinkable twenty yeafs ago. Some of
£hese opt_iAdns:‘:c_Qntradic’t. Catholic inoralyteachings ab}o{\ut theu'begi‘nni‘ng and end of life, as
well as those related to sexuality and reprodu’c‘t'i“c?m. Whlle Catho.lic hospitals continue to
make significant contributions to the Canadian health care sy:st‘érﬁ, their refusals to
provide reprédu_ctive’ services to which they are rr.i'v(')sr_a,ll)’/j opposed can compromise an

—

individual’s ability to access medically indicated services, as well as their autonomy.

In my énaiysis of ihé t¥vo guiding research qﬁestiéné'i aféuéd that: 1) hospitals could
- not legitimapely claim to possess a consci;ncé accqrding to the dominant view of -
conséiehce in bioieet‘hivc.‘s énd thereforé C(-)ulC(l;I’lOt cbgscienfiéusly ch)vbj éct ina legitimaté
manner; and 2) that the refusals of Catholic hospitalé warrant limitations in a number of
i'mpoftarit circumstéhEés;»fnany bf which a;'e aépiicable to rufal éreas. I trﬁst that this
analysis will succeed in furthering Ifhe Iimited body of knowledge concerning the
consciént’i‘ous refusals of Catholic hospitais 1n Cér;éda, ‘_to’ svb'.ark‘ (iialogﬁe and debate; and

finally, to inform and influence future health policﬁi decis'ions;
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APPENDIX A. Inventory of Catholic Health-Care Facilities in Canada

HEADING DEFINITIONS & CODES

Ref. #: The reference number assigned to each health care facility
Facility (Site) Name: Name of the health care facility site

Corpor?te Organization Affiliation: Name of the health care organization to which the health care facility belongs

(where applicable)

Sponsvor: Name of thé Catholic sponsor

City/Town: Name of the city or town where the sité is located
Province: Name of the province where the site is located

BC = British Columbia
© AB = Alberta

SK = Saskatchewan

MB = Manitoba

ON = Ontario

QC = Quebec

NB = New Brunswick

NS =Nova Scotia

NF = Newfoundland

Facility Type: Delineates the general type of facility

H = Acute Care (Qeneral or Special) Hospitals
L=Long Te.rmvCare Centre
S = Hospice v
R= Reti\rement Home/Resource Centre
N =Nursing Station
O = Outpatient Health Services Centre
A =Home Care
T = Treatment
* P =Public Health /Mental Health Units

Facility Sub-Type: Delineates the more specialized focus of the facility

Gen. = General
Resid. Care Fac. = Residential care facility -
Rehab. = Rehabilitation )
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Hospice = Hospice
Ext. Care = Extended care
Nur. Home = Nursing home
"Aux. H;)sﬁ. =Auxilia'ry hospital
Retirement Home = Retirement home
~ Spec.. Care Home = Special care home
Psych. = Psychiafric
Pers. Care Home = Personal Care Home
Home for Aged‘=4home for the aged
'Home Care = Home care o
" Chron. = Chronic
Outpatient Centre = Outpatient centre
Community Health = Community health

Treatment Centre = Treatment centre

Status: Denotes whether the health care facility is ‘public’ or ‘private’.

1 = Public ‘ ’ .
“A public hospital is defined as one which is not operated for profit, accepts all patients regardless of

their ability to pay, and is recognized as a public hospital by the province in which it is located”

(Canadian Healthcare Association, 2011, p.6). -

2 = Private ,
“A private hospital is defmed as one which ordinarily restricts its admissions to patients paying for the
care provided, at rates determined by the management” (Canadian Healthcare Association, 2011, p.6).
“A private long-term-care facility is defined as one which ordinarily restricts its admissions to clients
(residents) paying for the care provided at rates determined by the management. However, there are
privately operated special care facilities which do not restrict admissions. These may be facilities funded
by a provinvial government, or private individuals who have formed a not-for-profit corporation and

contract with government and associations to provide care” (Canadian Healthcare Association, 2011,
p.6).

Year Established: Year the health care facility was established

Beds: Total number of beds located at the site — not including certain specialized beds such as those in operating

theatres, observation and holding beds, beds located in emergency, day surgery beds, recovery beds,' and birthing beds.

Total Admissions: “An inpatient admission is defined as the normal acceptance and reception of a person as an
inpatient. Such reception involves the allocation of a regular facility bed, cot or bassinet” (Canadian Healthcare
Association, 2011, p.14). |

 Staff: Total number of full time equivalent staff working at facility site or employed by the organization
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Budget: “The approximate annual cost of running the healthcare facility, based on the latest figures available as

~ provided by the facility or regional board” (Canadian Healthcare AsSociation, 2011, p.14).

Address: mailing address for the health care facility site

Regional/Local Health Authority Affiliatien: The regional or local health authority to which the health care facility

site belongs (where applicable or listed).
Website: Health care facility or organizational website

Additional Comments: Additional information entered to give insight into the work of the facility or other relevant

information about it — information entered at the discretion of the researcher.
I“nformation Source(s): Source of information contributing to the information entered about the facility

GCHF = Guide to Healthcare Facilities in Canada (Canadian Healthcare Association, 2011)
'CHACD = Cathollc Health Alliance of Canada [CHAC] Directory (available online at:
' .~ www.chac, ca/all1ance/d1rectorv/membershm—dlrectorv e.php) (CHAC, n.d.a)
B CHAO Cathohc Health Association of Ontano [CHAO] members list (avallable online at:
www.chaont. ca/aboutus/members php) (CHAO n.d)

S ——

'CHCO = Catholic Health Corporation of Ontario [CHCO] — member institutions list (available online at:

www.chco.ca/about/memberinstitutions.php) (CHCO, n.d.)
OW = Organizational Website (specified where applicable in table)



http://www.chac.ca/alliance/directorv/membership-directorv_e.php
http://www.chaont.ca/aboutus/members.php
http://www.chco.ca/about/memberinstitutions.php

Facility (Site) Name -

Sponsor

Samt Bomfacc General Hospital - .. .~

Corporate Organization Affiliation

%Cathohc Health Corporatlon ofMamtoba

“{Sara Riel Inc.

041

042 |Misericordia Health Centre (1)

043 {Saint Paul's Home e ‘Sisters Servants of Mary Immaculate

044 |Villa YouvilleIne. -

045 " |Doctor Gendreau Personal Care Home Inc. Lo e
046 |Foyer Valade Inc.- . - - :Catholic Health Corporation of Manitoba

047 - |Holy Family Home Inc. - :Sisters Servants of Mary Immaculate

048 |Saint Amant Inc. ‘Catholic Health Corporation of Manitoba

049 Trache Cemrc {Catholic Health Corporation of Manitoba

sericordia Health Centre =

thohc Hea]th Corporatlon Of f\damt()ba ‘ A-‘"‘\« -‘“1;“.‘
atholic Health | Corporation. of Manitoba '
sericordia Corporation - Archdiocese of Winnipeg
{Catholic Health Corparation of Manitoba T

Hopltal Stella-Marls-de-Kent T

B Mount Samt J oscph Nursmg Home
Foyer St. Joseph de St-Basile Inc

Hopital de L'Enfant-Jesus RHS)J

Foyer Notre-Dame-de-Lourdes Inc.

Rocmaura Inc.

iCatholic Health International (Catholic Health Parmers)
holic Health Tnternational (Cathohc Health Panners)_

“atholic Health International (Catholic Health Partners) -
athohc Health Intematlonal (Catholi ic Health Partners)

ECathollc Health Intemnational (Catholic Health Partners)

St. Mary's of the Lake Hospltal
Provxdence Hospxtal

060 |Saint Patrick’s Mercy Home - iSisters of Mercy

061 [Saint Martha's Regional Hospital . - iSisters of St. Martha

062  |Saint Vincent's Nursing Home - iRoman Catholic Archdiocese of Halifax

063  [Villa St. Joseph-du-Lac - ‘Catholic Health International (Catholic Health Partners) -
064 Saint Joeseph's Home Care ;

___‘Providcncc Care o
Provxdence Healthcare Toronto
- rSamt Joseph's Care Group -

Saint Mary's General Hospltal

iSt. Joseph's health System Hamilton

t. Joseph's Health Care Society London.
_Religious Hospitallers of St. Joseph .
St. Joseph’s Health System

073 [Matiawa General Hospital - : :

074 |Pembroke Regional Hospital =~ - ‘Catholic Health Corporation of Ontario "
075 |Saint Joseph's Health Centre - Toronto - :Catholic Health Corporation of Ontario

076 - |Chatham-Kent Health Alliance iChatham-Kent Health Alliance :St. Joseph's Health Care Society London

077 {Hotel Dieu Site iHotel-Dieu Grace Hospital ‘Catholic Health International (Catholic Health Partners)

078 _ {Saint Joseph's Healthcare - C.ha.r.l.tor_l Campus . ... Saint Joseph's Healthcare Hamilton St. Joseph's Health System - - .

079 _|Saint Michael's Hospital ¢ :Saint Michael's Hospital Catholic Health Corporationof Ontario

STT




Facility (Site) Name

Corporate Orgamzatlon Aﬂ' liation : Sponsor

Saint Joseph's General Hospital - Elliot Lake

The Southdown Institute

éEmmanuel Convaiescent Foundatlon

:.“F__.JBF??P}}'_S _H.«?a!.t_h__C_afe,_,5921.??!.1:99@.99”..,_‘ R

082

083" |Waypoint Centre for Mental Health Care ™~

084 :

085 |Lakehead Psychiatric Hospital ) iSaint Joscph‘s Care Group T " ‘Catholic Health Corporation of Ontario
086 |Saint Joeseph's Healthcare - West 5th Campus :Saint Joseph's Healthcare Hamilton iSt. Joseph's Health System

087 - |Regional Mental Health Care - London iSt. Joseph's Health Care London :St. Joseph's Health Care Society London

T lCarmel Heights Seniors' Residence

Regional Mental Health Care - St. Thomas

Saint Josepli's Villa - Dundas

St Pamck's Home Ottawa

Samt-Louxs Resxdencc

Provxdence Marxor Ty

:St. Joseph's Health Care London - iSt. Joseph’s Health Care Socxety London

_yerc Contmumg Carc

Saint Joseph's Continuing Care Centre Comwall

— jCarmehtc Sisters of Mlssxssauga

Mariann Home

E- :Catholic Health Corporation of Ontario

Saint Joseph's Continuing Care Centre - Sudbury

‘Catholic Health Corporation of Ontario

6 . |St. Joseph's Heritage

Good Shepherd Centre
Cardinal Ambrozic Houses of Providence

Hogarth Riverview Manor

Saint . Joseph's foecarc_éentre

:Good Shepherd Socnety

aint Joseph's Care ‘Group
Samt Joseph's Lifecare Centre

_ Dlabetes Health "Thunder Ba

Saint Joseph's Manor

iSt. Joseph's General Hospxtal - Elliot Lake

Mount Hope Centre for Long-Term Care =~~~ .~

Saint Joesph s Héalthcare King Campus

" |Behavioural Sciences Centre

St. Joseph’s Heﬂlth Centre

t. Joseph's Health Care London

nt Joseph s Heal thcare Hz;g_mlton
Samt J oseph’s ‘Care Group

\Catholic Health Corporation of Ontario

Saint Joseph's Hospice Sarnia Lambton

Samt Joseph's Care Group .
= St. Joseph's Health Care Society London

§Good Shepherd Centres :Good Shepherd Society

Good Shepher Centres - Emmanuel House
Stedman Community Hospice :Saint Joseph's Lifecare Centre - ’ iSt. Joseph's Health System

_{Balmoral Centre . .~ ... . isaint Joseph's Care Group il ol iCatholic Health CorporationofOntario -~~~ . |
Sister Margaret Smith Centre ~Saint Joseph's Care Group iCatholic Health Corporation of Ontario i ' )

9TT



Facility (Site) Name

Corporate Organization Affiliation

Sponsor

;Cathohc Health Corporation of Ontario

119 - |Saint Michael's Hospital Detoxification Centre :Saint Michael's Hospital

120 |Oaks Centre Alcohol and Drug Treatment Centre :St. Joseph's General Hospital - Elliot Lake ‘Catholic Health Corporation of Ontario

121 " |Hopital Marie-Clarac ) i i :Sceurs de Charité de Sainte-Marie

122 - [Foyer de St-Celestin 4 i= ‘Soeurs Grises de Montreal -~
123 Providence Nétfc'Dérﬁc dc Lourdes Inc. - S __Sisters of Providence

124 *!Catholic Health Ministry of Saskatchewan :Saskatchewan Cathohc Health Corporatlon._“ e
12

126

.1.17..,1. Saint Petcr’s Hospital - Melville

|Mont St. Joseph Home Inc.

S.dmt Paul'

s HObpltdl (Gre Nuns) of Saskatoon

:132 Saint Joeph's Health Centre - Maklin ‘Sisters of St Elizabeth, Humbolt .
133, |Santa Maria Senior Citizens' Home Tnc.” ‘(Archepiscopal Corporation of Regina)
134. {Foyer d'Youville - Gravelbourg }Saskatchcwan Catho]lc Hcallh Corporatron
135 [Saint Ann's Senior Citizens' Village Corp :
ntlloseph's Home """ "Ukrainian Sisters of St. Joseph of Saskatoon

Saint Joseph's Home

R

L1T



Ref. # City/Town ¢ Province : Facility Type © Facility Sub-Type i Status i Year Established : Beds : Total Admissions : Staff : Budget

|01 |Banft  C AB. M {Ext. Care 1930 ; ; — 87,700,000

003 |Gastor = AR ; Gen' T T R T ; ’

. {003 [Vegreville AB . ‘ 1910 ;
{004 " [Bonnyville AR 986y

005 [Camrose AB . o4 T

-[006 |Edmonton T G, T
 |Edmonton

H
I

138,000,000

- ‘Aux.Hosp. =
.Nur. Home

6,000,600

012 - . |JEdmonton Nur. Home

013 jKillam Nur. Home

014  |Lethbridge Nur. Home

" Nur. Home
_Nur.Home
Nur. Hlome
_iNur. Home

Nur. Home

018 - fTrochu -~ "
1019 |Edmonton - IAB

020 Calgary - GAB.

: 021 Tr'ocle{;m“ 2
|022 . |Saint Albert L
023 " |Lethbridge -~ IAB “‘Retirement Home
024  |Vancouver ‘BC ‘Gen. N

B L

470,870,000

026. " |Comox ‘BC :Gen. 152,000,000

R
H
025  IVancouver ‘BC H - ‘Gen.
H -
H

027 . |Vancouver - . BC ......iRehab.
1028, - [Vancouver BC “Resid. Care Fac. =
029 |Vancouver ““Resid. Care Fac. -
1030 “|Victoria® . Resid. ﬁi{f&?i&f"f
1031 |Vancouver Resid. Care Fac. _
032 Vaﬁébin'\'/'e}“":“":M BC L “Resid. Care Fac.
033 |Vancouver ~ BC LT ‘Resid. Care Fac.”
:|034 “|Vancouver BC Resid. CareFac. i1 11991
{035 |Vancouver .~ BC - .. Resid. CareFac. 1
‘Resid. Care Fac.”

036 |Victoria_~ "BC y
11037 - 1Comox BC - Resid CareFac. 1 1913 RS e
iHospice - -2005 : : : i

16,600,000 "

i;:

-l gl e ool

038 |Vancouver - . BC i
039 |Sainte Rose-du-Lac - {MB :Gen 11939 13,200,000

811



Ref. #|. - City/Town i Province : Facility Type : Facility Sub-Type - : Status : Year Established : Beds . Total Admissions : Staff : Budget :
Winnipeg MB JGen. 1 1871 LA85 o .23250 4000 o 250,000000
Winnipegosis MB 66 14 477 256158325 T '
|Winnipeg o MB L

‘Pers. Care Home
“Pers, Caro Home
iPers. Care Home

:Pers. Care Home
Pers. Care Home 1.~

| Winnipeg.
Winnipeg
Winnipcg
1049 1Winnipeg
050 |Winnipeg - "
05 _ |Winnipegosis

052 |Winnipeg

053" |Winnipeg
054  |Caraquet
055 - {Sainte Anne de Ken

50 68 175,000,000
9 1100 60,000,000 _
AT i OT2 22800000

‘Nur. Home
Nur. Home
Gen.

:Home for Aged
:Home for Aged
‘Home Care

059 " fSaintJon  NB
060 |Saint John's
061 |Antigonish
062 |Halifax

063 - |Yarmouth
064 |Hamilton

117 1197.7 114,288,173

65 ' 533 16,806,067
36 933 5216180

_|Ottawa

Mattawa

Pembroke -
Toronto

Chatham
Windsor
078 |Hamilton
1079 |Toronto

: 127,000,000
11644 I 170,000,000
2304.9

1575000 13999

I o
Q
o
=3

611 .



Ref.# City/Town ; Province ! Facility Type  Facility Sub-Type  Status  Year Established Beds Total Admissions i  Stali : Budget
080

082  Aurora iON ill Psyc. 2 1966 48
083 Penetanguishene iON iH Psyc. 1 1904 312 1079 i860 : 70,000,000
084  Kingston ON H Psyc. 1 1854 198 266 i499 -
085 Thunder Bay iON H Psyc. 1 1944 46 98 46,854,400
086 Psyc.
087  London ON H Psyc. 1 1870 454 73562 705 I-
088
089
Ottawa JON H Rehab. 1 1845 120 - - 123,000,000

091 Dundas ;ON L 1

Home for Aged
093 Ottawa iON L Home for Aged 1 1954 139 - 190 -
094 Peterborough iON L Home for Aged 1 1959 159 - 118 -
095 Ottawa iON L Home for Aged 1 - 71 - « ’
096

Home for Aged 1 235 - - - )
099 Cornwall iON L Nur. Home 1 1969
100 Mississauga ON L Nur. Home

Richmond Hill ON iL Nur. Home
- n . : {_

105  Thunder Bay iON L Nur. Home 1 2004 96 96 94 4,400,000
106 Thunder Bay iON L Nur. Home 1 1979 110 - 197 5.203,660
107
109 London iON I Nur. Home 1 1869 390 285 i-
110  Thunder Bay iON 6} Outpatient centre 1 - s - - i- -
111 Hamilton ON o] Outpatient centre Y A - ' L
112 Thunder Bay ‘ON (6] Psyc.
113 Thunder Bay ON P Community Health
114  Samia ON S Hospice 1 ‘- 10 - i3 -
115 Hamilton iON S Hospice 1 - . 10 36 15.2 -
116 Brantford ON S Hospice 1 2005 6 117 - -
117 Thunder Bay iON T Treatment Centre 1 - 22 - -
118 Thunder Bay ON jiT Treatment Centre 1 - - 40 i-



City/Town

Staff

- Budget

Toronto

ON

Treatment Centre -

11973

i Province : Facility Type | Facility Sub-Type . : Status : Year Established | Beds ; Total Admissions :
22 AN

12.7

Eiliot Lake =

‘ON

“Hreatment Centro

57

Montreal-Nord

‘QC

iRehab.

él995

198 1856

303

_{Saint Celestin . -

Montreal

QC

RResid. Care Fac. -

1916

52

:1934

162 71

126,400,000

1,000,000

Saskatoon

" 'Resid. Care Fac, -

1
1
2
1
2
1

Moose Jaw

Ponteix

Prince Albert .~
Macklin

ers. Care Home

ers. Care Home
Pers. Care Home

9,000,000

Regina

‘Spec. Care Home

47

Gravelbourg

:Spec. Care Home - -

50

:10,000,000

Saskatoon

iSpec. Care Home

79

:Spec. Care Home

85 -

'$3,625.000

Saskatoon

e

T



Address

Regional/Local Health Authority Affiliation

. Website

505 Lynx St.. PO. Box 1050 TIL1H7 "
5402 47 st PO. Box 329 TOC OXO

__iAlberta Health Services -~~~
' }Alberta Health Services

www. catholichealth.ca B
www.covenanthealth. ca

" |451"de Chauncy ave. .
|Ust. Vital ave. TSN TkI
950 14'st. 5. TIT2Y8

erta Health Services

003 5241 - 43 st. P.O, Box 490, TOC RS T {Alberta Health Services m:_www covemantheallhca T
{004 " |5001 Lakeshore Dr. P.O. Box 1008 T9N 2J7 iAlberta Health Services . www.covenanthealth.ca

005 1406 - 53rd st. T4V 1Y5 iAlberta Health Services WWW.SIMAryscamrose.com

006 [1100 YouvilleDr. W.T6LSX8 =~ - -~~~ {Alberta Health Services ., .. - .~~~ " ' wwwcovenanthealthea ‘

007 16940 87th ave. T5R4H5 o Iberta Health Services - T jmwwwcmcnamhcallh £a .

008 ']5203 - 49 ave P.O. Box 40. TOB 2.0 T www.eovenanthealthea

009 10707 - 29th ave N.W. T6J 6W1 C wwweovenanthealthea

010 }5001 Lakeshore Dr P.0. Box 1008 T9N_ZJ7 ' ) B '

OT1  |5402 - 47 st. PO. Box 329 TOC 0X0 _iAlberta Health Services =~

012 1111 Jasper Ave. TSK OL4

013 1520349 ave PO. Box 40. TOB2L0 " |

014" [1400~ Ot ave S, i1 4Vs T T S covenanthealthicg T e

015 - |253 Southgate Blvs. TIK 251 iAlberta Health Services www.covenanthealth.ca LT

016 |Polomark Dr. P.O. Box TOB 3H0 {Alberta Health Services WWW. covemnﬁxmlfh ca

OI7__|9 S, Vital Ave, T8N 1K1 ‘Alberta Health Services
{018 451 de Chauney ave. PO. Box 100, TN 2C0 |

019 ROA4 ™ " Alberta Health Services

020 " |333- i46 Ave. SE. T2N2A3 EAlbem Health Services

WWW, foverlacombe. ca ST

‘www.covenanthealth.ca - T

213080 Prince Edward St. V5T 3N4

2137 Comox Ave. V9‘vﬂPZMWW"WW
{900 West 12th Ave. 9th FI.

”VV’WW prov1dcncehca[lhcarc OYEH".‘"

www.providenc ehca}thcax c.org

VSZ,.,le B NS AN

024 |3080 Prince Edward St. VST3N4 . ‘Vancouver Coastal Health Authority, Vancouver o wwwoprovidencehealtheare. org ]

025 11081 Burrard St. V6Z 1Y6 T iVancouver Coastal Health Autho! 'ty VancouverA o L www, provxdcncc 1ca|thcare orL, T

026  [2137 Comox Ave. VOM1P2 7 ""Vancouver Island Health Authority, Victoria 'mwv sighcomox,ca
1027|7801 Argyle St. V5p 3L6 . iVancouver Coastal Health Authority, Vancouver www.providencehealthcare.org o

028|704 W. 69th Ave. V6P 2W3 - ) www.columbusresidence.ca

029 - 13150 Rosemont Dr. V5SS 2C9 » -+ iVancouver Coastal Health Authorxty, Vancouver , - - R

030 861 Faxrfeld Rd Vv8v 5A9 ‘ :Vancouver Island Health Auth(ml), thorxa B . ] wwv» mtstmdry victoria be. ca T s T
Josi rgyle St. Vsp3Le ¢ '

WWW. provldencehe’xhhcare orﬂ o o

ancouver [sland Health Amhom&!V_'cm"a e MW S]ERC
"Vancouver Coastal Health Authority, Vancouver

P.O. Box 60, ROL 1S0

iParkland Regional Health Authority, Dauphin

(XA


http://www.catholichealth.ca
http://www.covenanthealth.ca
http://www.covenanthealth.ca
http://www.covenanlliealth.ca
http://www.stmarvscamrose.com
http://www.covenanthca.lth.ca
http://www.covenanthcalth.ca
http://www.covenanlhealth.ca
http://www.covenantheaUh.ca
http://www.covenanthealth.ca
http://www.covenanthealth.ca
http://www.covenanlhealth.ca
http://www.covenanthcalth.ca
http://www.covenantheaIth.ca
http://www.covenanthealth.ca
http://www.covenanthealth.ca
http://www.covcnantheaIth.ca
http://www.covenantheaith.ca
http://www.ilnh.net
http://www.covenanthcalth.ca
http://www.fbvcrlacombe.ca
http://www.covenanlhealth.ca
http://www.providencehealthcare.org
http://www.providencehealthcare.org
http://www.st
http://www.provi
http://www.columbusresidence.ca
http://www.rntstmarv.victoria.bc.ca
http://www.providenceheaIthcare.org
http://www.providencchealthcare.org
http://www.providencchealtlicare.org
http://www.nrovidencehealthcare.org
http://www.sjghcoinox.ca
http://www.providencehealthcare.org

Address

Regional/Local Health Authority Affiliation : Website

040 1409 Trache ave. R2H 2A6 iWinnipeg Regional Health Authority, Winnipeg ‘www.shoh.mb.ca/home.himl
041|230 Bridge St. P.O. Box 280, ROL 2G0 - iParkland Regional Health Authority, Dauphin 'éhttp/ ww»\ mar; ucnte ouville. m/ncmork Wmm egosig.html
042 {99 Cornish Ave. R3C 1A2 o Winnipeg Regional Health Authority, Winnipeg, f

43 U rkland Regxonal Health Authorit o

450 ch Rlver R2M 5M4

[P0, Box 420, ROL 1507 f

§Parkland Regional Health Autborlty, Dauphin
A_utome de sante reglonale de Wmmpeg, Wmmpeg

'ipeg Regmnal Health Authomy Wmmpeg

nnipeg Reglonal Health Autl'iorxty, Wmmpegu_____'w__W_wv_w"

051|230 Bridge St. P.O. Box 280, ROL 2G0 {Parkland Regional Health Authority, Dauphin “http//www.margueriteyouvilic.ca/network_Winnipegosis.html |
052 - 199 Cornish Ave, R3C 1A2 iWinnipeg Regional Health Authority, Winnipeg ‘nttp://www.misericordia. mb.ca/index html

053 1210 Kenny Street, R2H 2E4 - iWinnipeg Regional Health Authority, Winnipeg ‘www.sararieline com

054 |1 boul. St-Pierre Ouest, EIW 1B6 Regiede lasante A, Bathurst = © 0 :

7714 Ree. 134, E4S THS

10 Parks /st, E2K 4pi

gie de la sante A, Bathurst_
Regie de la sante A,

Bathurst

‘www.spmhinl.ca

060 1146 Elizabeth Ave. A1B 185 iEastern Health St. John s

061 |25 Bay St. B2G 2G5 - {Guysborough Antigonish Strait Hcalth  Authority #7, Antlgomsh .www.gasha.nshealth.ca o
062 |2080 Windsor St. B3K 5B2 e e
663 KR 1. PO, Bax 816, BEAGAS ~ » 5www.vill‘gsainf}&ééiifif&&ﬁI'WM
064, 698 King St. W., L8P 1C7 {Hamilton Niagrara Haldimand Brant LHIN www.stiosham.on.ca

065 |60 Cambridge St LIR 7AS - :Champlain LHIN ‘www.bruvere.org

340 Union St W.K7L5A2

«-1 166 Bro"k St K7L 5G2 B T B AT T
911 Queen's Bivd, N2M 182

Waterloo Wellington LHIN 7

WWW, prov 1dencecarc ca

215 Third St. P.O. Box POH 1VO _North East LHIN N
v e R Champlam LHIN : 2
075 [30°The Queensway, MOR1B5 T T Toronto Central LHIN E\ww, stioe.on.ca
076. |80 Grand Ave. W., P.O. Box 2030, N7M 5L9 - ‘www.ckha.on.ca
077. 11030 OQuellette Ave. N9A 1E1 . - \Ene St. Clalr LHIN . : ‘www.hdeh org
078~ 150 Charlton Ave. E. L8N 4A6 ‘Hamilton Niagrara Haldimand Brant LHIN wwwi.stjosham on.ca R e
079 130 Bond St MSBiW8 U “Toronto Central LHIN ST iwww.stimichaelshospitalcom T o

YA


http://www.sbgh.mh.ca/horne.html
http://www.rnisericordia.mb.ca/index.html
http://www.mareueritevouville.ca/network
http://www.holvfamilvhome.mb.ca
http://www.stamantmb.ca/
http://www.mareueritevouville.ca/network
http://www.margueriteyouvilIe.ca/network
http://www.mamieriievouvi!Ie.ca/network
http://www.misericordia.mb.ca/index.html
http://www.sararielinc.com
http://www.beausejour-nb.ca/English/apropos/mdex.cfm?id=98
http://www.fndl.org
http://www.mountsj.ca
http://www.gasha.nshealth.ca
http://www.svnh.ca
http://www.villasaintioseph.com
http://www.bmyere.org
http://www.providencecare.ca
http://www.proyi-den
http://www.sice.net
http://www.sjhh.guelph.on.ca
http://www.sihc.london.on.ca
http://www.hoteIdieu.com
http://www.smeh.ca
http://www.mattawahospital.ca/english/home/defau!t.htm
http://www.pemreghos.org
http://www.stioe.ott.ca
http://www.ckha.on.ca
http://www.hdgh.org
http://www.stmichaelshospitaI.com

Ref. # Address ; Regional/Local Health Authority Affiliation - Website

080 |70 Spine Rd. PSA 1X2 .- iNorth East LHIN www.sjgh.ca
1081 1288 Grosvenor St. P.O. Box 5777, N6A 4V2 . :South West LHIN www.sihe.london.on.ca
082 [1335 st. John's Sideroad E. LAG 0P8 SR Coe wwwsouthdownonea . oo
:1083 1500 Church St. LOM 1G3 3 :North Simcoe Muskoka LHIN www.mhep.on.ca

084 " [752King St W.K7L4X3 _ iSouth East LHIN rondencccare ca

G5 1 580Algoma & N Bon 3536, 078 5(}4 L

086 100 West Sth St. PO, Box 585, L&N 3K7

087 850  Highbury Ave. P.O. Box 5 5532 Stn. B, N6A4H www sihc.london.on. ca

088 1467 Sunset Dr, N5P 3V9 T " wwwsihc.londononca

089 1541 Glenridge Ave. L2T4C2° T - wwwhoteldwushaverorg

090 |43 Bruyere St. KIN 5C8 ) :Champlain LHIN ‘ " www.btuyere.org
1091, 156 Grovernor's Rd. L9H 5G7 ‘Hamilton Niagrara Haldimand Brant LHIN - WWW.Sjv.0n.ca
1092 12865 Riverside Dr. K1V 8N5 :Champlain LHIN 5

{600 Cecelia St. KBA7Z3

Breakey Dr.

0967|879 Ch. Hiawatha Park, KIC 226~~~ Twwwbruyere.org T
097 _ |275 Sydenham St. k7K 1G7 www.providencecare.ca

098 o5 Westm m L Nl,_H §H8 LVV.PIoVIdencecaie.ca |

099 14Yor st K6 5T2 . e
100 |1720 Sherwood Forrest Circle, LSK IRI " “Missisauga Halton LHIN """ "y isites google convsite/carmelheightscarhome
101" "[9915 Young St. L4C 1V ' i http:/iww w.manannhomc og/ -
102 '|1250 South Bay Rd. PAE6L9 ‘North East LHIN www sisudbury.com e
103 110 Delaware Ave. P.O. Box 1003, L8N 3R1 . Hamilton Niagrara Haldimand Brant LHIN www.goodshepherdcentres.ca

104 |3276 St. Clair Ave. E. MIL 1W1 :Toronto Central LHIN www.providence.on.ca

105 300 Lillie St. N., P7C 4Y7 :Norh West LHIN

. 7 Vctona Ave,

) vwwslcg nwt“ o

www.sjcg.net

1147|111 Water RA. N N7T7Go T ‘Erie St. Clair LHIN “www.stjosephshospice.ca

115 [90 Stinson St. P.O. Box 1003, L8N 3R1 ‘Hamilton Niagrara Haldimand Brant LHIN www.goodshepherdeentres.ca’emmanuelhouse.htm -
116 - 199 Wayne Grezky Pkwy. N3S 6T6 ;Hamilton Niagrara Haldimand Brant LHIN m\w silc.ca R :

117 1667 Sibley Dr. P7B 6Z8 | Norh West LHIN SICRNC e

301 Lillie Street North, P7C [ R

fNonh Eas[ LHIN SO SISO P RS SO SN

‘www.sicg.net

¥Z1


http://www.sish.ca
http://www.sihc.london.on.ca
http://www.southdown.on.ca
http://www.mhcn.on.ca
http://www.providencccare.ca
http://www.sics.net
http://www.stjosham.on.ca
http://www.hoteldieushaver.ors
http://www.bruvere.ors
http://www.siv.on.ca
http://www.stpats.ca
http://www.marianhili.ca
http://www.stioseDhsatflemins.com
http://www.bruvere.ors
http://www.bruyere.org
http://www.providencecare.ca
http://www.sihh.cuelph.on.ca
http://www.stiosephscentre.ca
http://sites.eoo2le.com/site/canneIhei2htsca/home
http://www.sisudbuiv.com
http://www.eoodshcpherdcentres.ca
http://www.provuience.on.ca
http://www.sic2.net
http://www.sics.net
http://www.sjlc.ca
http://www.sjgh.ca
http://www.sics.net
http://www.stjosham.on.ca
http://www.sjcc.net
http://www.sics.net
http://www.stiosephshospice.ca
http://www.goodshepherdcentres.ca/emmanuelhouse.htni
http://www.silc.ca
http://www.sicc.net
http://www.sjcs.net

Ref.#

119
120
121
122
123
124
125
126
127
128
129
130
131
132
133
134
135
136

Address

30 Bond St. M5B 1W8

9 Oakland Blvd.P5A2TI

3530 Boul. Gouin Est. H1IH 1B7

475 rue Houde C.P. 90 JOC 1GO

1870 boul. Pie IX HIV 2C6

216 Ancona St. P.O.Box 280 SOA 0X0
1176 Nicholson Rd. P.O. Box 5000 S4A 0H3
216 Bettez St. Bag 50 SOH 1X0

200 Heritage Dr. P.O. Box 1810 SOA2PO
1702 - 20th St. W. S7TM 0Z9

100 - 2nd ave. N.W. S6H IBS

P.O. Box 450 SON 1Z0

777 - 28th st. E. S6V 8C2

P.0.Box 190SOL2CO

4215 Regina Ave. S4S 0J5

216 Bettez St. Bag 50 SOH 1X0

2910 Louise St. S7J 3L8

33 ValensDr. S7L3S2

Regional/Local Health Authority'Affiliation

iToronto Central LHIN

iNorth East LHIN

j- .

iRegion 4 - Mauricie et Centre-du-Quebed
n

j- .

;Sun Country Health Region, Weybum

iFive Hills Health Region, Moose Jaw

iSunrise Health Region, Yorkton

Saskatoon Health Region, Saskatoon

iFive Hills Health Region, Moose Jaw

iCypress Health Region, Swift Current

iPrince Albert Parkland Health Region, Prince Albert

iRegina Qu’Appelle Health Region, Regina

jSaskatoon Health Region, Saskatoon
jSaskatoon Health Region, Saskatoon

i Website
www.stmichael shospital.com
www.sjah.ca
iwww.hopitalmarie-clarac.qc.ca

|- -

iwww.catholichealth.ca .
iwww.catholichealth.ca : stioseohsestevan.ca
www.stiosephshosnitalgravelbourg.com
www.catholichealth.ca

www.catholichealth.ca

www.catholichealth.ca

www.catholichealih.ca
ihttD://montstioseph.org/foundation/index.shtml
I-

|_

www.catholichealth.ca
i-

tsJ
U1


http://www.stmi
http://www.sjeh.ca
http://www.hopiraImnne-ciarac.qc.ca
http://www.catholichealth.ca
http://www.catholichealth.ca
http://www.stiosephshosnitalgravelbourg.com
http://www.catholichealth.ca
http://www.catholichealth.ca
http://www.catholichealth.ca
http://www.catholichealth.ca
http://www.catholichealth.ca

‘

Ref. # ‘ Additional Comments ’ i Information Source(s)
001 [Primary Care: acute care, contx_numg care, , maternal/child care, outpahcnt chmcs& palliative care; Births (108) -~~~ - . GCHF,CHACD;OW

" |Acute care; Births (5047); Pharmacy; Ultr: cy T o ;GCHF 'CHACD;OW 77
007 " |Acute care; Births (2618); Pharmacy; Ultrasou hremergency T T  GCHE; CHACD: oW T
008 |24l emergency care - . :GCHF; CHACD; OW
009 IDialysis, Renal care; Elderly; Palliative care; Community day support program :GCHF; CHACD; OW
010 [Located at the same site & affiliated mthﬁonny\ ille health centre (H) ; Long term care & palliative care : {GCHF; CHACD; OW
Oll Elder]y, continuir pal]xauve care o "'GCHF; CHACD; OW
' ‘GCHF; CHACD, OWWW_

Elderly aux, care . e b g et e oo e e e e e e e
_|complex continuing care & ‘complex mental health o ) ) N

" |assited living, continuing care “'GCH F'(,HA(‘D ow T

"|Retired Oblates of Mary Immaculate priests and brothers T ' : ”;GCHF, CHACD; OW

Retirement Home . : {GCHF; CHACD; OW

Acute care; ultrasound; mannography - ) {GCHE; CHACD; OW

o Blrths 1740; Emergency room visits: 77,136; numbers are an amalagamtion of all providence healthcare numbers ) ;
| Beds: Obstetrics & G}naecology (9), Intensive care, Pedeatrics, Medlcme/surgergy Psychiat 60

) blderly extcndcd and 1r.1tclj_r_n_edmtq_carc_.“ ST e

Loné termeare oo e
Located at the same site & afﬁlmted thh Holy Famlly Hospxtal (H)

5 |Elderly, multilevel care, alzheimers care : : , ‘GCHF;, CHACD;OW =~
Not listed in the GCHF - long term care home for e]der]v and retired Religious Sisters ) \CHACD; OW

Lacated at the same site & affiliated with St. Joseph's General Ho%pxtal (H) ’ GCHF, CHACD; OW
Hospice & palliative care ) . ' GCHF; CHACD; OW

039 - |Medicine/Surgery; Paliative Care ) . :GCHF; CHACD

971



Additional Comments

Information Source(s)

" |Elderly, physically an
Eldcrly ]
_|Dev lopmental

Elderly SRt

Cardiology;Geriatric rehab; Intensive care; Medicine; Neonatal mtcnswe «care; Obstetrics/Gynaecology; Surgery; 24hr emergency care
Medlcme/Surgergy, Pedmmcs 24hr emervency care
540 urgént ae 2 e et oo e oA e e e ey oenr e
"|Elderly R
- IElderly, phymcall) and mentaily handlcappcd e

‘GCHF; CHACD; OW

_GCHF;CHACD,OW |

v__érG_CHF CHACD; oW ™
‘GCHE; CHACD; OW

""'GCHF; CHACD; oW =

Eldcrly and phys:cally handlcapped

'GCHF; CHACD; OW .

{GCHF; CHACD; OW

CHACD; OW ~

\ly& mentally handicapped

"GCHF;CHACD
GCHF; CHACD; OW ™

'GCHF; CHACD;
GCHF;CHACD
TIGCHE: CHACD: OW

Nusing & respite care

‘GCHF; CHACD; OW

Intensive care; Medicing/Surgery; Psychiatry; Births (483)

“|Elderly

‘GCHF; CHACD; OW
'GCHF; OW

Elderly & disabled

'GCHF; CHACD; OW

Home care services

"GCHF; OW; CHAO

Chronic care

7 lntcnsxvc care Matcrmty [’ dlatncs P ychmmcs Surgcry, Rehab Medlcme Bmhs (4()3)
24hr emergency care . :

" GCHF: CHACD; OW, CHAO"
;CCHF CHACD; OW

\GCHF; CHACD; OW
‘GCHF; CHACD; OW -

‘GCHF; CHACD; OW; CHAof'
‘GCHF; CHACD; OW; CHAO

Acute; Chronic Care; \/Ientdl Health; Rehab; Women's and Children's Health

:GCHF; CHACD; OW

Intensive care; medicine/Surgery; Mental Health; Cariology; 24hr emergency care & trauma centre

‘GCHF; CHACD; OW

Continuing care; medicine; Neonatal intensive care; Obstetrics/Gynaecology; Surgery; Births (3543 ~ ~ .~~~

GCHE, OW; CHAO . ..
‘GCHEF; CHACD: OW: CHAO

Lt



Ref. # ; S Additional Comments ' - i Information Source(s)

080__ |tmtensive care; Chronic care; Med Surg; Births 84 e o o i O] CHACD; OW; CHCO

Speclahzes in addressing issues of addiction and mental health - lxmxted to clergy and the religious (each individual sponsored by a rehglous commumty or
082 dwcese) :

"|088 " |Memal Heali; Formerly known as St. T‘wmasPswhlamcHosplfal..,.,'[_..__’_.Q.Q.,_.__.ﬁ_'..fﬂﬁﬁffff;.ﬁﬁfﬁf,.._._f_f...[......._.~...A_,_,_.A,,____ ‘......EGCHF CHACD;OW "
089 Comple‘( Chronic care; rehabilitation : - ’ ’ - /GCHF; OW; CHAO

090  |Rhabilitation; palliative care i - , : : .GCHF; CHACD; OW; CHAO

or [Ededy R GCHF; OW; CHAQ
092 [Biderly” T 0 e : GCHE: CHACD: OW: CIiAD
093 Long term care .
094 |Elderly; physically : 'md dc\clopmcntallv handicapped T
095 Eldcrly
096 |Elderly
‘ 097 Elscrly and phyﬂcally and dev clopmcmally hdndlcapped T
098 " [Eldcrly, physically & mentally handicapped i
099  [Elderly . : :
100 Eldcrly ”‘"' e " A A T'"'""":::j""—"""” '""" TTTmTImeree ‘GCH}E‘;'éw
101" |Elderty; mcnraly T . A GCHE: OW: GHAG

102  |Elderly, Long term care : ‘GCHF; CHACD; OW; CHAO
103 |Elderly, physically & mentally handicapped, EX-psychiatric & emotionally disturbed ‘GCHF; OW :

104 " |Elderly, physically & cognitively impaired .~~~ = "~ " T T T GCHE; OW; CHAO
105 " {Elderly, Long term care ST ‘GCHF; CHACD; OW; CHAO
106 {Elderly, physically & mentally handicapped T " 'GCHF; CHACD; OW; CHAO

I e B e e R VR EHED.
1o~ Dlabeteahcalthandmanagemunt ST T __GCHF; CHACD; OW; CHAO
- i GCHF; OW; CHAO )
B , R GCHF CHACD ow CHAO
114" |palliative ééie&tennihauy in - ' R o o : :GCHF oW

115  |Terminally il}; palliative care : o : .GCHF; OW

116 - [Hospice & palliative care : . - L ‘GCHF; CHACD; OW; CHCO

117 |Withdrawl management programs; Detox - e . EGCHF CHACD; OW; CHAO

ity Additions and mental health: eating disorders: 10 youth ‘beds & 30 adultbeds T - GCHF; CHACD: OW, CHAG

Y



Ref. # - ) ' o Additienal Comments ] . Information Source(s)
_;OCHEF; CHACD; OW; CHAQ
:GCHF; OW

; CHACD; OW

119 - . [Detoxification programs <
120 |Alcohol and dru gtrcatmmt drua mthdrawl trcatment -

033 [Eidegly . e e o e e e oo e e
124 |Acutc carc hospital; 24hr emergency o

125 |Intensive care; Long term care; Medxcme/surgery/pedlatncs ObatetrICS/Gynaecology’ Births (320); 24hr emergency care
hr emergency care - T
irths (6); 24hr emergcncy care T ‘

128 " Jintensive ¢ care Surgely, Medicine; Palliative care; Rehab 77T ACD, OW
129  |Long term care; Geriatric Rehabilitation; Day services - GCHF; CHACD; OW

130 |Long term care o ' ‘GCHF; CHACD; OW

131 [Long term care; Alzheimer's;  palliative care v ; : k . \GCHF; CHACD; OW

132 |Elderly, physu:ally & mentally ha“d’caPPCd L"“g tenn care, Pa“‘a‘“’c G e e i o GCHE,CHACD
133 [Elderly; Long term care o e
134 "|Long term carn Same ‘site a as Samt Joseph's hospltal - Graavelbourg ’ '
135 Nursmg Carc . . . . -

136 INarsing Gare. 7

6¢1
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