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Most Holy Father: 

The Pontifical Council for Pastoral Assis-
tance to Health Care Workers has held its
twelfth international conference, which has
been dedicated to the subject of  “Church and
Health in the World: Expectations and Hopes on
the Threshold of the Year 2000—Gratia Eius
Salvati Estis (Eph 2:8).”

This international conference has also sought
to be a grateful recognition of the major en-
deavors and efforts of my predecessor, Cardinal
Fiorenzo Angelini, thanks to whom the confer-
ences of the last eleven years were a great suc-
cess. 

In this year of preparation for the Great Jubilee
of the Year 2000, and in line with the indications
made by Your Holiness, we have dedicated our
work to Jesus Christ, Word of God made Flesh,
the source of health for everyone. Our confer-
ence began with faith in Jesus Christ, in the
Church, and addressed itself to the reality of
health in today’s world from many standpoints.
It concluded by establishing pastoral orienta-
tions for this very important field of the Christ-
ian life which Your Holiness has entrusted to us. 

Thus it is that after reflection on Jesus Christ

we dwelt upon the anthropological dimension
of health, which with all its modern questions
and aspects requires a present-day response
from the Church. We spoke about the Church as
a healing community, and of medical science
and Christian faith, which offer valuable an-
swers during this preparation for the Great Ju-
bilee. We did not neglect the relationship be-
tween our subject and the great religions of the
world, and in dwelling upon the semina Verbi
we also studied the contributions which in par-
ticular are offered by Buddhism, Hinduism, Ju-
daism, and Islam. We also examined the practi-
cal answers which are offered in the field of sci-
ence and technology and then concluded by ad-
dressing the serious contemporary problem of
medicine and economics. 

We now await Your Holiness’s Word so that
you can point out to us the ways which we
should follow in this very complex area of pas-
toral assistance to health care workers at the end
of the second millennium. 

With religious respect we listen to Your Holi-
ness, 

Most Rev. JAVIER LOZANO 
President of the Pontifical Council for Pastoral 

Assistance to Health Care Workers 

ARCHBISHOP JAVIER LOZANO’S GREETING TO THE HOLY FATHER 
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Venerable Brothers in the Episcopate and the
Priesthood,

Dear Brothers and Sisters,

1. I am pleased to extend a cordial welcome to
each one of you attending the 12th International
Conference organized by the Pontifical Council
for Pastoral Assistance to Health Care Workers
on the theme: “Church and Health in the
World: Expectations and Hopes on the Thresh-
old of the Year 2000.” I wish to express particu-
lar gratitude to Archbishop Javier Lozano Bar-
ragán for his many efforts in organizing this
Symposium and for the courteous words he ad-
dressed to me on behalf of all those present.
With him I greet and thank all his co-workers.

During these concentrated days of study and
discussion, the various papers emphasized how
complex health problems are, calling for joint,
coordinated action for effectively involving not
only health care workers, called to offer increas-
ingly “skilled” therapy and assistance, but also
those engaged in the field of education, in the
world of work, in protecting the environment
and in the economic and political spheres.

“To safeguard, recover and better the state of
health means serving life in its totality,” states
the Charter For Health Care Workers, drawn
up by your Pontifical Council. In this perspec-
tive the lofty dignity of medical and health care
work takes the form of a collaboration with that
God who in Scripture is presented as a “lover of
life” (Wis 11:26). The Church commends you
and encourages you in the work you undertake
with generous readiness in the service of vul-
nerable, weak and sick life, at times leaving
your homeland and even risking your lives in
fulfilling your duty.

2. There are many signs of hope present in the
last part of this century. One need only recall
the “scientific, technological and especially
medical progress in the service of human life, a
greater awareness of our responsibility for the

environment, efforts to restore peace and justice
wherever they have been violated,  a desire for
reconciliation and solidarity among different
people...” (Tertio Millennio Adveniente, no. 46).

Health care must be imbued
with solidarity and charity

The Church rejoices over these important
achievements, which have increased hopes for
life in the world. However, she cannot be silent
about the 800 million people reduced to surviv-
ing in conditions of poverty, malnutrition, star-
vation and precarious health. Too many people,
especially in poor countries, still contract ill-
nesses that can be prevented and cured. With re-
gard to these serious situations, world organiza-
tions are making a considerable effort to pro-
mote health care development based on equity.
They are convinced that “the struggle against
inequality is both an ethical imperative and a
practical necessity, and on this will depend the
achivement of a health system for everyone in
the whole world” (World Health Organization,
Projet de document de consultation pour l’actu-
alisation de la strategie mondiale de la santé
pour tous, 1996, p. 8). While I express my sin-
cere appreciation of this worthy action on be-
half of our poorer brothers and sisters, I wish to
address an urgent invitation to be vigilant so
that human, economic and technological re-
sources will always be fairly distributed in the
various parts of the world.

I likewise urge the responsible international
bodies to commit themselves to drawing up ef-
fective legal guarantees to ensure that the health
of those who do not have a voice will also be
promoted in its entirety and that the world of
health care will be imbued with the logic of sol-
idarity and charity rather than with the dynam-
ics of profit. In preparation for the Jubilee of the
Year 2000, the year of the Lord’s favor, the
Church repeats that riches must be considered a

ADDRESS BY THE HOLY FATHER 

To Promote Health Development 
Based on Equity, Solidarity, and Charity
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common good for all humanity (cf. Tertio Mil-
lennio Adveniente, n. 13), to be used in a way
that fosters, without any discrimination of per-
sons, a healthy and dignified life.

3. Health is a precious good that even today is
compromised by the sin of many and is at risk
from behaviour lacking proper moral standards.
The Christian knows that death entered the
world with sin (cf. Rom 5:12) and that vulnera-
bility has marked human history from its very
beginnings. However, sickness and pain, which
accompany the journey of life, often become
occasions for fraternal solidarity and of heartfelt
supplication to God that he show his consoling
and loving presence.

“In bringing about the Redemption through
suffering, Christ has also raised human suffer-
ing to the level of the Redemption. Thus each
man, in his suffering, can become a sharer in the
redemptive suffering of Christ” (Salvifici Do-
loris, no. 19). Pain lived in faith leads the sick
person to discover, like Job, the true face of
God: “I had heard of you by the hearing of the
ear, but now my eye sees you” (Jb 42:5). That is
not all: through his patient witness, the sick per-
son can help even those who are caring for him
to see themselves as images of Jesus who went
about doing good and healing.

In this regard I would like to emphasize, as
the Charter for  Health Care Workers, recalls,
that medical-health-care service is both a “ther-
apeutic ministry” (no. 5) and “service to life.”
Consider yourselves collaborators with God,
who, in Jesus, is shown as the “physician of
souls and bodies,” so that you may really pro-
claim the Gospel of life.

Sickness is an opportunity 
to discover God’s presence

4. Jesus Christ, the one Savior of the world, is
the ultimate Word of salvation. The love of the
Father, which he gave to us, heals the deepest
wounds of the human heart and calms its anxi-
etes. For believers involved in health care Jesus’
example is the motivation and model for daily
commitment in the service of those who are
wounded in body and spirit, to help them regain
their health and be healed, in expectation of
their final salvation.

Looking at the mystery of the Trinity, the
health care worker, by making decisions that re-
spect the ontological status of the person creat-
ed in the image of God, his dignity and the rules
inscribed in creation, continues to tell the story
of God’s love for humanity. Likewise the be-

lieving scholar, by obeying the divine plan in
his research, gradually brings out all the poten-
tiality with which God has enriched creation.
Study, research and technology applied to life
and health must, in fact, be factors of growth for
all humanity, in solidarity with and respect for
the dignity of every human person, especially
the weak and defenseless (cf. Evangelium Vitae,
no. 81). In no way can they become an expres-
sion of the creature’s desire to replace the Cre-
ator.

5. The care of physical health must not disre-
gard the constitutive and life-giving relationship
with the interior life. It is necessary therefore to
cultivate a contemplative outlook that “does not
give in to discouragement when confronted by
those who are sick, suffering, outcast or at
death’s door. Instead, in all these situations it
feels challenged to find meaning, and precisely
in these circumstances it is open to perceiving in
the face of every person a call to encounter, dia-
logue and solidarity” (Evangelium Vitae, no.
83). In the Church’s history contemplation of
God’s presence in weak and sick human beings
has always inspired persons and works that,
with enterprising inventiveness, have expressed
the infinite resources of love, as Mother Teresa
of Calcutta has witnessed to in our time. She be-
came a good Samaritan to every suffering and
despised person, and as I noted on the occasion
of her departure from this world, “she leaves us
the witness of contemplation which becomes
love, of love which becomes contemplation”
(Angelus, 7 September 1997, no. 2; L’Osserva-
tore Romano English edition, 10 September
1997, p. 1).

6. The Virgin Mary, Mother of Health and
Icon of Salvation, who in faith opened herself to
the fullness of Love, is the highest example of
the contemplation and acceptance of Life. The
Church, which “by preaching and Baptism...
brings forth children, who are conceived of the
Holy Spirit and born of God,” looks to her as
her model and mother (Lumen Gentium, nos.
63-64). To her, Salus infirmorum, the sick  turn
to receive assistance as they flock to her shrines.

May Mary, the welcoming womb of Life,
make you ready to understand, in the requests of
so many sick and suffering people, the need for
solidarity and the “plea for help to keep on hop-
ing when all human hopes fail” (Evangelium Vi-
tae, no. 67): May she be near you to make every
treatment a “sign” of the kingdom.

With these wishes, I impart a special Apos-
tolic Blessing to you, to your co-workers and to
the sick for whom you lovingly care.



Church 
and Health 
in the World

Expectations and Hopes
on the Threshold 
of the Year 2000



10 DOLENTIUM HOMINUM

With the holding of the twelfth in-
ternational conference organized by
the Pontifical Council for Pastoral
Assistance to Health Care Workers,
the project expressed and promoted
by these conferences, which be-
ga15n twelve years ago, is carried
forward and developed. 

We cannot forget to mention, in a
grateful spirit, His Eminence Cardi-
nal Fiorenzo Angelini, the previous
President of the Pontifical Council
for Pastoral Assistance to Health
Care Workers. His dedication and
his constant commitment made the
perfect success of all these previous
initiatives possible. This ministry,
which was founded by the Holy Fa-
ther, John Paul II, arose and then de-
veloped under his direction. To Car-
dinal Angelini goes our affectionate
gratitude and our prayer, in the hope
that the Lord will provide an abun-
dant reward for his work in favor of
the Church, which has been carried
out with effective action at the ser-
vice of this Pontifical Council. 

We return to the Synod Hall
where our conferences began and
which has witnessed so much work
and so much study. We believe that a
reduced number of specialists will
enable us to engage in a deeper ex-
ploration of the directions to be tak-
en by this ministry, and will also fos-
ter a greater ease of communication
among those who are taking part in
our deliberations in this place. 

Our international conference has
a general importance and worth
which is rooted in the subjects it has
chosen. It is concerned with the
Church and health in the world, and
it is to be placed within the context
of preparations for the Jubilee in the
year 2000, in the light of Jesus
Christ and of faith in Jesus Christ
our Lord. Aware of being saved by
His Grace, it is from this point of de-
parture that we immerse ourselves in
the hopes and the expectations to be
found in this very involving and ex-

tensive field. We believe that health
is something which is integral in
character and which is made up of
physical, mental and social well-be-
ing. It is also something which ex-
tends to the furthest boundaries of
spirituality. 

Our Pontifical Council numbers
among its objectives that of acting
within the field of health and health
care in line with Christian perspec-
tives, and this is exactly what we in-
tend to achieve through this twelfth
international conference, which is
dedicated to the Church and health
in the world. We have chosen a
method which seemed to us to be,
because of its multidisciplinary
character, appropriate. By this
method we want to get to the heart
of things and find illuminations
which will guide us concerning the
pastoral task of the Church in the
field of health in our world. It is a
method which begins with reflection
to complement what has been ob-
tained at a practical level, and con-
cludes with action by which to im-
prove what has already been
achieved. 

Such is the background to the or-
ganization of our conference, which
begins with a central principle
which must, of necessity, be Chris-
tological in character, because Jesus
Christ is the practical paradigm for
all health—Jesus, the Word made
Flesh, health and salvation for man.
All the other subjects which will be
considered will be valid because
they all start from this first principle. 

At a practical level, given reality
as it now is, we encounter such sub-
jects as the anthropological dimen-
sion to health and its historical evo-
lution; the human person and his
fundamental right to life; Christian
morality and health; the preventive
role of healthcare education and in-
struction; healthcare workers at the
service of life and health; health and
healthcare problems and the indus-

trialized countries; aging and health;
the questions and problems relating
to health in developing countries;
the connections between poverty
and vulnerability; the organization
of healthcare systems; the ethical
models by which to approach and
govern health; and the distribution
of economic resources and health. 

These realities require an explicit
response from the Church in the
field of pastoral assistance and
health. Thus it is that within the
framework of the perspective of
Christ and health, the subject of our
deliberations will be the Church, a
healing community, and the practi-
cal forms which are needed to meet
this ecclesial requirement. We will
thus speak about medical science
and Christian faith, the contribution
of pastoral action in the field of
health on the part of consecrated
life, the role of Catholic hospitals,
the world of health and the new
evangelization, the ways by which
death and suffering can be experi-
enced in a healthy way, the sacra-
ments—a source of health and sal-
vation—and the Great Jubilee, the
year of grace, of health and of salva-
tion. 

In searching for the seeds of the
Word in the subject of the Church
and health, we will also direct our
inquiry towards observing health,
illness, and healing in the great reli-
gions, especially Buddhism, Hin-
duism, Judaism, and Islam. 

Striving at all times to find suit-
able forms of action in the field of
pastoral care and treatment, we will
then study the subjects of science
and technology at the service of the
person; technology or the use of
technique for health in the third mil-
lennium; the new treatments and
therapies in medicine; the potentials
and the limits of scientific and tech-
nological progress; the impact of the
environment on health; ecology; the
creation and health; the protection of

JAVIER LOZANO

A Greeting and an Introduction 

thursday 
november
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health in the world of work; the im-
pact of emigration on health; the ex-
cesses of consumer society; and our
responsibilities towards the future. 

We will conclude by discussing a
practical question which is now be-
coming very important and which
has modified the traditional ap-
proaches to health in many coun-
tries—the question of the economy.
We will thus study health and the
global allocation of goods and will

discuss, from many points of view,
the subject of international coopera-
tion and its role in securing solidari-
ty. 

These are very separate subjects
but they are unified by the central
topic of our conference—the
Church and health; or, if we want to
go even more deeply into the ques-
tion, Christ and health today. We
hope in this way to cooperate to the
full in the run-up to the Jubilee cele-

brations and in the subject of pas-
toral assistance in the field of health
and health care, hoping to partici-
pate thereby in the highest possible
celebration of the Year of Jesus
Christ as a preparation for the third
millennium. 

Arcbishop JAVIER LOZANO
President of the Pontifical Council 

for Pastoral Assistance 
to Health Care Workers 

PIO LAGHI

OPENING ADDRESS

Jesus: The Word Made Flesh, 
the Health and Salvation of Man

It seems to me that it would be
most appropriate to open this
Twelfth International Conference
organized by the Pontifical Coun-
cil for Pastoral Assistance to
Health Care Workers, entitled
“Church and Health in the World:
Expectations and Hopes on the
Threshold of the Year 2000,” with
the words of a Preface—the prayer
with which the priest begins the
rite of consecration. It is a hymn of
praise and of gratitude addressed to
God, the Creator and Lord of the
universe. 

“It is truly right and just to
praise you and thank you, Holy Fa-
ther, omnipotent and eternal God,
in every moment of our lives, in
health and in sickness, in suffering
and in joy, through Christ, your
servant and our redeemer. 

“During his mortal life He
passed by, blessing and healing all
those who were prisoners of evil;
today, too, like the Good Samari-
tan, he draws near to every man af-
flicted in spirit and in flesh and
pours on his wounds the oil of con-
solation and the wine of hope. 

“Through this gift of your grace,
even the night of pain opens to the
Easter light of your Son crucified
and risen again. And we, together
with the angels and the saints, sing
with one voice the hymn of your
praise (Common Preface VIII).” 

This beautiful liturgical prayer,

in addition to helping us raise our
blessing and imploring thoughts to
all-powerful and merciful God,
well captures the specific subject
about which I have been asked to
talk—”Jesus: The Word Made
Flesh, the Health and Salvation of
Man.” 

[In the Romance languages] the
words signifying ‘health’ and ‘sal-
vation’ come from the same Latin
root—salus. They are closely con-
nected and evoke certain mutual
meanings. This is especially true
when we come to discuss Jesus
Christ, the Word made flesh: He is
salus—the health and at the same
time the salvation of man. 

1. The salvific mission of Jesus,
the Word made Flesh 

2. Salvation from illness 
3. Salvation from sin 
4. The breadth of Christian sal-

vation 
5. The salvific action of the

Church 

1. The Salvific Mission of Jesus, 
the Word Made Flesh

In order to place in context what
is stated in this paper, it is neces-
sary to begin with the plan of sal-
vation conceived for us by the Fa-
ther throughout eternity. This de-
sign—the decree Ad Gentes makes
clear—derives from the “fountain

of love”—that is, the charity of
God the Father, who “decided to
enter in a new and definitive way
into the history of men by sending
the Son with a body like ours to
free men, through him, from the
power of darkness and of Satan,
and to reconcile the world to him-
self in him” (no.2). In this way,
“the Word became flesh and came
to live among us” (Jn 1:14). “His
nature is, from the outset, divine,
and yet he did not see, in the rank
of Godhead, a prize to be coveted;
he dispossessed himself and took
the nature of a slave, fashioned in
the likeness of men” (Ph 2:6-8). 

The Son of God, in the Incarna-
tion, completely entered into hu-
man and earthly reality and linked
himself to it indissolubly in a real,
not apparent way. He did not brush
humanity with the tip of a finger
without passing through its dark
mirror of misery and pain. On the
contrary, he profoundly shared its
reality: “He worked with the hands
of a man; he thought with the mind
of a man; he acted with the will of
a man; he loved with the heart of a
man” (GS, 22). He took up life and
death, joy and suffering, holidays
and work, the sweat of the brow
and food, sleep and being awake.
He preferred to be in the state of
the poorest and the most disinherit-
ed. He accepted unjust torments
and an ignominious death. Coming
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into the world, therefore, the Word
of God took on our total human na-
ture as it exists in both rich and
poor, without, however, taking on
sin (cf Heb 4:15). And he saved
this nature through his redemptive
death. The Holy Father repeated
this point almost in a refrain: “He
took on everything for me to give
me salvation so that what he did
not take on has not been saved.”
And the Roman liturgy has ex-
pressed the same idea in song: Id
quod fuit remansit et quod non fuit
assumpsit—”He remained what he
was, God, and took on that which
he was not, the nature of man.” 

Christ took on the whole of man
and all men, and for this reason all
men find salvation in him. We can
with good reason proclaim with the
words of the rite of the benediction
of the Easter wax: “Christ yester-
day and today. He is the beginning
and the end, the alpha and the
omega, to Him belong time and the
centuries.” With good reason we
can say He is the “savior” of the
world. 

The title “savior” is only present
in the later parts of the New Testa-
ment—those that express their
contact with the Hellenistic world,
such as the last letters of Paul (Tt
1:4; 2:13; 3:6; 2 Tim 1:10) or the
first letter of John (1 Jn 4:14). But
its contents pervade the whole of
Holy Scripture and in particular the
Gospels. It is no matter of chance
that the name of Jesus is given to
the child who is to be born to
Mary: “You will call him Jesus,”
the angel says to Joseph in a
dream. “He will save your people
from its sins” (Mt 1:21). 

This is the message which we
are called upon to announce with
parresia at the dawn of the third
Christian millennium. Many peo-
ples in the world have still to hear
the Good News of their salvation.
There are many who have lost it by
the wayside. We must feel respon-
sible and ensure that this message
continues to be heard with strength
to the furthest frontiers of the earth.
But we must give this message all
the breadth, height, and depth
which belong to it. 

In order to do this we must first
understand what slavery the Word
made flesh came to free us from. If
He had come merely to liberate us
from ignorance, a philosopher

Christ would have been enough. If
He had come to free us from pover-
ty, an economist Christ would have
been enough. If He had come to
liberate us from oppression, a
politician Christ would have been
enough. If He had come to raise us
up out of despair and anxiety, a
psychoanalyst Christ would have
been enough (cf. B. Mondin, Gesù
Cristo Salvatore dell’Uomo,
Bologna, 1993, p. 267). 

It seems to me that here is to be
found the weak point of certain
contemporary forms of Christol-
ogy. They have concentrated their
attention solely on men’s needs for
salvation, and have at times con-
verted Christ into a philosopher, an
economist, a politician, or a psy-
choanalyst. They have certainly re-
vealed the exceptional nature of his
person, but they have not under-
stood to the full the singularity of
his mystery. As a result, the salva-
tion provided by Christ has also
been wounded, placed within so-
cial and cultural dimensions, and
deprived of its spiritual, transcen-
dent, and eternal importance. Such,
indeed, is the dangerous reduction-
ism which was stigmatized by the
Instruction Libertatis Nuntius, the
work issued by the Congregation
for the Doctrine of the Faith. 

This document observes, “To
some people it even seems that the
necessary struggle for the justice
and liberty of man—understood in
their economic and political mean-
ings—constitutes the essential and
exclusive aspect of salvation. For
such people the Gospel becomes
reduced to a purely earthly
Gospel” (VI,4). This position can-
not be accepted because it leads to
the “kingdom of God and its fulfill-
ment being identified with the
movement for human liberation
and makes history itself the subject
of its development, seeing it as a
process involving the self-redemp-
tion of man” (ibidem, IX, 3)
through both the class struggle and
scientific, medical, and technologi-
cal advance and progress. This In-
struction, issued by the Congrega-
tion for the Doctrine of the Faith,
thus concludes: “This identifica-
tion is in opposition to the faith of
the Church as expounded by the
Second  Vatican Council.” 

Christian salvation is very spe-
cial. It does not exclude physical

health and does not ignore the im-
portance of various kinds of human
(social, political, and economic)
liberation. In his work Crossing the
Threshold of Hope, John Paul II
emphasizes the following with
great clarity: “To save means to
liberate from evil. This does not re-
fer only to social evils, such as in-
justice, coercion, and exploitation.
Nor does it refer only to disease,
catastrophes, natural cataclysms,
and everything that has been con-
sidered as a disaster in the history
of humanity. To save means to lib-
erate from radical, ultimate evil.
Death itself is no longer that kind
of evil.... An even more radical evil
is God’s rejection of man—that is,
eternal damnation as the conse-
quence of man’s rejection of God
(Crossing the Threshold of Hope,
p. 70). 

With this made clear, I believe
that all of us ask ourselves what the
relationship is between earthly lib-
eration (in our case, from illness)
and Christian salvation. An answer
will be given to this question by
analyzing how Jesus approached
the matter, first in relation to illness
and secondly in relation to sin. A
contrast and comparison between
the two forms of salvation will then
enable us to fully understand the
breadth of Christian salvation. 

2. Salvation from Illness

Matthew the evangelist summa-
rizes what Jesus did when he
writes: “So Jesus went about the
whole of Galilee, teaching in their
synagogues, preaching the gospel
of the kingdom, and curing every
kind of disease and infirmity
among the people” (Mt 4:23). One
deduces from what Matthew
says—but also from what the other
evangelists write—that the heal-
ings worked by Jesus were not
merely chance events. They in-
volved a constant approach and at-
titude which was closely inter-
twined with the proclaiming of the
gospel. Indeed, Jesus was constant-
ly surrounded by ill people of all
kinds—the deformed, the lame, the
blind, the paralyzed, and lepers.
The list of illnesses which He
cured is thus a kind of litany. 

In the expressions and the pleas
which the sick directed towards Je-
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sus one can unfailingly perceive
anxiety and the strong wish to be
healed. Thus the leper draws near
to Him and declares, “Lord, if you
want to, you have the power to
make me clean” (Mt 8:1-4). And
Bartimeus, the blind man of Jeri-
cho, felt Him pass by and cried out,
“Jesus, son of David, have pity on
me” (Mk 10:46-52). And then
there was the poor woman who for
twelve years had had an emission
of blood and thought that if she
could only touch the cloak of the
Master she would be healed (Mk
5:25-34). 

In the face of so much suffering
which he finds on his way, Jesus
shows feelings of pity, compas-
sion, concern, and strong emotion.
He is moved deeply and even
comes to weep, as happens in the
case of the death of Lazarus (cf Jn
11:33-35). When confronted with
the cry of those who ask for His
help with trust and insistence, He
does not remain idle, but acts with
a generosity which is without re-
serve. 

But it should be noticed that dur-
ing his public life Jesus works mir-
acles for many people, but not for
everybody. For example, when he
heals the palsied man at the pool
there are many other sick people
who are waiting to be healed, but
instead remain sick. But this is not
all! All the healings which Jesus
carries out are only temporary. The
healed or resurrected people did
not live forever, but at a certain
point fell ill again or (undoubtedly)
died. 

Furthermore, in the gospels there
are other statements which tell us
that Jesus did not believe that phys-
ical well-being was an absolute: “If
your right eye is the occasion of
your falling into sin, pluck it out
and cast it away from thee; better
to lose one part of your body than
to have the whole cast into hell”
(Mt 5:29; cf 18:9). 

Another element which should
command our attention is that
many healings carried out by Jesus
were to the benefit of those pos-
sessed by evil spirits or sick people
whose illness was thought at the
time to be the work of the devil. An
emblematic example is that of the
healing of the woman bent double.
Luke tells us that for eighteen years
she was kept infirm by a spirit and

could not straighten up to the least
degree. “Woman, you are free from
your infirmity” (Lk 13:12). The re-
ceived wisdom of the contempo-
raries of Jesus held that there was
an explicit relationship between
the devil and illness. It seems to me
difficult to believe that Jesus did
not take such a belief into account
when working this miracle. 

All of this leads us to ask what
the deepest meaning of the mira-
cles of healing really was. 

Jesus himself helps us to under-
stand the nature of this meaning.
These miracles are not an end in
themselves, but the “sign” of a far
greater event—the sign of the ar-
rival of the Kingdom of God
among men. As Jesus says to the
disciples of John the Baptist, “Go
and tell John what your own ears
and eyes have witnessed; how the
blind see, and the lame walk, how
the lepers are made clean, and the
deaf hear, how the dead are raised
to life, and the poor have the gospel
preached to them. Blessed is the
man who does not lose confidence
in me.” (Mt 11:4-6). If the signs
predicted by Isaiah have arrived,
then this means that the Messiah is
in your midst! 

But why does Jesus employ
above all these actions of healing
in order to proclaim the arrival of
the Kingdom? To answer this ques-
tion we need to start from the an-
thropological perspective of the
Bible, a vision which sees man as a
“living totality.” In this perspec-
tive, illness is the symbol of man in
a state of sin, of the man who is
spiritually blind, deaf, paralyzed,
and suffering from leprosy. In con-
trary fashion, the healing of the
body is the symbol of a broader
healing, the healing of the deepest
“self” of man, the healing of his
soul. This is the meaning which Je-
sus gives to the miracles which he
performs. Through these miracles
He wants to tell us that He has
come to heal the most radical ill-
ness of man—his drawing away
from God. 

In this perspective the man born
blind who recovers his sight is the
man who opens himself to Jesus,
“the light of the world” (Jn 9:1-41).
The deaf man who hears is a sign
of the man who listens to the Word
who saves (Mk 9:25). And the
palsied man who rises up and

walks is the image of the man giv-
en life by Christ (Jn 5:1-18). 

In Jesus, therefore, the healing of
physical ills is a sign and demon-
stration of liberation from spiritual
evil. And here we come to the cen-
tral feature of the analysis present-
ed in this paper. 

3. Salvation from Sin

Jesus is fully aware that his fun-
damental mission involves saving
man from sin. To the scribes who
murmur to each other because they
see him eat with sinners and publi-
cans he answers, “It is not those
who are healthy who have need of
the physician; it is those who are
sick. I have come to call sinners,
not the just” (Mk 2:17). He sees
himself, therefore, as the physician
of sinners who has come to take
upon himself their infirmity and
their illnesses (cf Mt 8:17). 

J. Leclercq has written that “the
healing of the sick and the banish-
ment of devils are two forms of the
same victory over sin.” They are
two forms which declare that Satan
has now been defeated and that the
Kingdom of God has already be-
gun upon the earth. Indeed, as Je-
sus himself observes, “Which
command is more likely given, to
say, Thy sins are forgiven thee, or
to say, Rise up and walk? And now,
to convince you that the Son of
Man has power to forgive sins
while he is on earth (here he spoke
to the palsied man), I tell thee, rise
up, take they bed with thee and go
home” (Lk 5:23-24). 

The essential purpose of Jesus is
the spiritual liberation of humanity
and liberation from its sins. This is
expressed with extreme clarity at
the solemn moment of the Last
Supper. The blood shed for the
multitudes is “for the remission of
sins” (Mt 26:28). 

This is what many of our con-
temporaries find difficulty in un-
derstanding and this is because
they have lost the sense of sin.
There are various factors which
have brought this about. There is
certainly the very high level of ma-
terial prosperity, which has led to a
decline in sensitivity to sin. There
is also a certain abuse of the princi-
ples of psychology, which has led
to a taming and weakening of the
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concept of sin. But, above all, there
has been a debilitation of faith and
of reference to God, and this is a
development which has obscured
the truth about man and his voca-
tion, leading as a result to a decline
in knowledge about sin. 

When faced with this cultural
climate, our preaching must help
our contemporaries to be aware of
the abyss of death and loneliness in
which we find ourselves, and to
open ourselves with trust to the sal-
vation of God. 

But let us return to the argument
of the analysis. It has been ob-
served that the salvation brought
by Christ is in fundamental terms
salvation from sin. But let us be
careful here! This does not mean a
spiritualistic and disembodied sal-
vation which is unconcerned with
the realities of this world. Indeed,
redeemed man, rendered a son of
God, makes material things partic-
ipate in his destiny. The whole of
the universe is made one with him
so that it can have a certain partici-
pation in the new life which is
granted. This “new creation” will
achieve its fulfillment in the final
resurrection of mankind. However,
while waiting for this ultimate
transformation, the universe has al-
ready begun—like the body of
man—to take part in spiritual liber-
ation. 

The work of the Church takes
place during this “meantime.” The
Church is called to spread the spir-
itual liberation of Christ through
the Word and the Sacraments and
to embody it ever more in the
transfiguration of suffering and
commitment to the defense and
promotion of health.

4. The Breadth 
of Christian Salvation

The teaching and work of Christ
establishes that the deepest essence
of salvation lies in liberation from
sin and death, and in participation
in eternal life and the infinite joy of
the Trinity. 

This salvation is spiritual in
character, but at the same time tem-
poral. It is not opposed to forms of
human liberation (from injustice
and suffering), nor does it identify
with them. Its peculiarity is to be,
in fundamental terms, salvation

from sin and only subsequently to
be salvation from the fruits of
sin—although on a horizon which
crosses the threshold of present
life. 

Here we encounter the second
dimension of Christian salvation—
it is at the same time historical and
eschatological. Although it is real,
it is present only in hope—it will
manifest itself to the full at the Sec-
ond Coming, when our mortal
body will be transformed into the
glorious body of the Risen and the
whole creation will be freed from
the slavery of corruption. 

This reflection on the final out-
come of history helps us to under-
stand a third dimension of Christ-
ian salvation—it is both personal
and community-based. It is salva-
tion which saves the person by
making him come out of the drama
of his loneliness and by placing
him in the circle of trinitarian and
fraternal communion. 

Christian salvation, therefore, is
an integral salvation which saves
the whole of man in all his dimen-
sions, within the horizon of eternal
life. 

It should be stressed that the
horizon of Christian salvation is
eternal life. This horizon does not
remove implicit meaning from a
commitment to earthly liberation,
but gives this latter a quality and
new and extraordinary meanings
which are eternal in character. 

It is within this horizon that the
commitment of the Church to the
salvation and the health of man
should be situated. Over the next
few days this is something which
will be much debated and dis-
cussed. Here I would like to offer
only some general observations. 

5. The Salvific 
Action of the Church 

As a sacrament of Christ, the
Church must “save” man by fight-
ing the evils which afflict man at
their root, and she must do this by
giving him new life. It follows
from this that her salvific action
must take the form of evangeliza-
tion and the celebration of the
sacraments. 

But such an undertaking cannot
but have consequences for history.
This is because the fragment of the

world which is already “saved” by
its very nature tends to spread itself
and to extend the dynamism of the
Incarnation which energizes it to
the whole of the creation. The
salvific action of the Church also
spreads out, then, in the offering of
a meaning to suffering and in a
commitment to the defense and
promotion of health. If this were
not to take place, we would fall in-
to a dualism which would place
history and faith on two different
levels that would never meet each
other. 

However, there are points of en-
counter, and they are very precise
in character. At the wide level of
human progress, they involve a
thousand facets of Christian chari-
ty—from social and political com-
mitment to scientific research,
from donation to welcoming and
sharing, and from voluntary work
to physical and spiritual works of
mercy. 

With regard to the realm of
health, the first undertaking of the
Church is that of being a compan-
ion to those who are in pain, and
this involves helping them to give a
new meaning and significance to
their suffering and to transfigure
that suffering into love. 

In addition, the Church is called
to continue the ministry of healing
of Christ. From the very begin-
nings of her history, she has been
involved in the safeguarding of
health, in medical research, in the
building of hospices and hospitals,
in caring for the sick, and in aiding
the handicapped. She has always
been very sensitive towards new
and unexpected social needs. The
creation of the diaconias to begin
with, followed by the rise of a very
large number of religious orders
dedicated to the sick and thee suf-
fering, make up a splendid chapter
in the history of humanity. 

Today the Church continues her
ministry of healing through the
work of members of religious or-
ders, voluntary workers, and Chris-
tians active in healthcare facilities
and organizations. All of these
groups wish to bear witness to a
style of service centered around the
sacred values of life and the human
person, and to demonstrate the fa-
vored treatment which the Church
bestows upon those categories
which within the world of health
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are the most forgotten—the elder-
ly, the handicapped, the terminally
ill, and the dying. 

In this sense, I would like to re-
fer to a very fine text written by
Paul VI. With lucidity and grati-
tude it brings out the commitment
which the Church feels towards the
sick and the suffering. I would like
to give you a copy of this text, in
part as an expression of admiration
for that great Pope one hundred
years after his birth. To a General
Audience held some twenty years
ago Paul VI said: “The Church dis-
plays an intelligence of human
needs as no other social organism
has been able to do, even though
today civilization has achieved
marvelous advances. An intelli-
gence which has meant the rise of
so many benevolent institutions
from the heart of the Church, and
this at a time when society did not
think of bringing help! The Church
perceives the pain of man, in every
situation, at every age, in every
country, where she is allowed to
exercise her humanitarian mis-
sion… There is no example of hu-
man misery which has not had in
the Church its own institution to
which members of religious or-
ders, and especially female mem-
bers of religious orders, have not
consecrated their lives, with infi-
nite patience, with silent love.
Even today examples of evangeli-

cal witness, such as that—to cite
the most famous examples—of
Padre Damian, the leper with the
lepers of the Maluccas, of Mother
Theresa, with the numberless poor
of Calcutta, or of the Petits Frères
and Petites Soeurs of Charles de
Foucauld, now to be found
throughout the world, and of the
many, many daughters of innumer-
able religious families, and of
many benevolent works—all these
declare with the heroism of their
immolation what the Church does
in the world. The same is manifest-
ed, throughout the great cities and
on the outskirts of urban life, and
with admirable perseverance, by
the ranks of women, companies,
conferences, and groups which
draw inspiration from St. Vincent
de Paul, and by members of the
laity and young people as well,
who bearing that name, and the
names of other saints, both male
and female, and by numberless
good Christians throughout the
world, when they search for the
Poor, wherever they are to be
found… It is Christ who inspires,
guides, sustains, transfigures, and
sanctifies this program, in its most
demanding and expressive part of
his Church. Because this is her pro-
gram; such is her genius. Loving
and serving God-Christ in suffer-
ing man” (L’Osservatore Romano,
September 22, 1977, p. 2). 

Conclusion

This is where Christian salvation
reaches! It reaches where nothing
else reaches. It reaches the last, to
their souls, to eternity! 

Christian salvation is imbued
with “meaning”—the meaning of
life, the meaning of existence, the
meaning of history. Where so
many men recklessly strive for
what can endanger their individual
and collective destiny—and many
give up and give over to despair—
Christianity proposes a light and a
direction. To say, as Christianity
does, that there is salvation means,
in reality, to say that life does not
move towards the absurd or to-
wards nothingness.  But Christian
salvation is not only a question of
meaning and of a journey. In fun-
damental terms, it is a question of
life—it is the overcoming of death
and loneliness and participation in
the life and love of God. 

We, therefore, are not lost be-
cause we have life. We are not de-
ceived because we have truth. We
are not dead because we have life.
Christ is our life; truth is life. He,
the Word made flesh, is our salva-
tion and our health. 

As the Apostle declares, “Gratia
eius salvati sumus” (cf. Eph. 2:8). 

His Eminence PIO Cardinal LAGHI 
The Holy See
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Introduction

The question as to what a healthy
man really is gives rise to questions
whose answers involve different
perspectives and different forms
and kinds of methodology. There is
the perspective of medicine, which
may be deemed “scientific” in the
usual sense of that term, that of
psychology, that of sociology, and
that of history. But if one wants to
bring out the human experience of
health in its true singularity, then
the most suitable kind of perspec-
tive which should be used is that of
an anthropological/philosophical
character. The term “anthropology”
often refers to “cultural anthropolo-
gy.” It is also employed to describe
the human sciences in general. By
the term “philosophical anthropol-
ogy” we mean that department of
the discipline of philosophy which
is concerned with man and all his
constitutive dimensions. Unlike
other disciplines which bear the
name of “anthropology” and which
study man in terms of his different
and separate aspects, philosophical
anthropology studies man as a per-
sonal subject considered and exam-
ined in his entirety and seen in
overall terms. Such is the approach
employed in this paper. 

The aim of this paper is to pro-
vide certain guidelines by which to
formulate an overall and complete
concept of health at a time when
we are face to face with challenges
and forms of provocation which
come to us from our cultural con-
text. The underlying phenomenon
which links the different approach-
es to an overall and complete con-
cept of health is a critical approach
to any concept which seeks to re-
duce the health of man to a merely

naturalistic/biological reality. It
should be added, however, that this
condemnation is not applied so
much to what such concepts say as
to what they do not say. The bury-
ing or concealment of the human
dimension to the workings of
health and illness which arises
from such perspectives is on the
whole the outcome of an arbitrary
shift from a reduction of health and
illness provoked by methodologi-
cal needs and requirements to a re-
duction which is carried out at the
essential level of what man is. This
process should be exposed and re-
vealed for what it is even though it
is promoted within the orbits of
disciplines which continue to
claim that they are fully scientific
in their theory and practice.1

Where the burying or conceal-
ment of the human dimension of
the workings of health and illness
produces its most negative conse-
quences is in the context of health
policy and care—an approach in
this area which is unable to pro-
mote and sustain a systematic “an-
thropological intention” is in-
evitably destined to transform a
healing approach into an approach
which in reality does the opposite. 

The picture which emerges
from the developments in the
world of epidemiology only con-
firms the importance of the need
for renewed attention to be paid to
the anthropological dimension of
the way things are in the workings
of health and illness. A good ex-
ample of all this—precisely be-
cause of what they mean for the
way in which health is conceived
and thought about—is to be found
in the health needs which arise
from the aging of the population
and the consequent increasing in-

cidence of chronic and degenera-
tive pathologies; the appearance
of new and aggressive forms of in-
fectious disease which are con-
nected with certain kinds of
lifestyle; and the spread of new
kinds of social maladies such as
drug-addiction, alcoholism, tobac-
co-addiction, and the new disor-
ders arising from interpersonal
problems such as anorexia, de-
pression, and bulimia. If there is
one thing which really links these
pathological conditions it is the
presence of the specifically human
aspect of health and illness. 

1. A Culture Which is 
Obsessed with Health? 

The point of departure of the
analysis presented in this paper is a
phenomenon which is increasingly
emerging as the hinge on which in-
dividual and collective attention
and concern turns as this century
comes to a close—the growing and
intensifying interest which people
have in their own health. But here
it is necessary to be clear about
who one is referring to, as, indeed,
an eminent observer of contempo-
rary trends has rightly pointed out.
The people who display this phe-
nomenon are those who belong to
the industrialized countries of the
globe and more precisely those
“integrated two-thirds” of the pop-
ulations which exist within such
societies. When this distinction has
been made, it becomes more than
evident that this phenomenon is
now widely and commonly recog-
nized by all observers of the con-
temporary scene.2

Rather than focusing upon the
forms of behavior which lie behind
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this kind of emphasis and atten-
tion, it is more interesting to dwell
upon what is written and argued by
those who do not hesitate to per-
ceive the signs of a very real cul-
tural transformation when examin-
ing the present-day social expres-
sion and manifestations of health. I
am referring here, for example, to
the conclusions at which François
Laplantine arrived after complet-
ing his research into the different
ways in which the men and women
of our societies express themselves
when it comes to matters of health
and illness.3

In the view of this French an-
thropologist, what characterizes
our culture is not so much the
search for security—given that this
pursuit in Laplantine’s view is no
more intense and keenly-felt now
than it was elsewhere in the past—
but, rather, the way in which this
search expresses itself in new
health terms within our respective
societies. Worry about health is
now considered of such great mo-
ment and importance that health it-
self even becomes the objective,
goal, and value of existence itself.
This worry and concern is perva-
sive and to be found everywhere.
There is a very great risk that it will
become a real and authentic obses-
sion. Laplantine perceives two oth-
er principal factors in this general
picture and framework of how the
search for security comes to ex-
press itself in the pursuit of
health—the growing “medicaliza-
tion” of life and the tendency to
construct a new morality based up-
on medical considerations and cri-
teria. The latter takes place within
a context where a large gap or void
has been left by a general lack of
interest in the religious view of the
world and by the discrediting of
various kinds of political ideology. 

The function of today’s medi-
cine is not only that of treating ill-
ness, but of distancing (as much as
this is possible) our worry about
our self-preservation. This func-
tion is no longer a part, albeit very
important, of our culture, but the
dominant element, to the point of
becoming almost the complete ex-
pression of our culture and our
way of life. Laplantine observes
that “in every society various kinds
of mental configurations are
brought into play to give an overall

explanation of the individual and
the social world, but whereas most
of the time such explanations are
religious, or often political or eco-
nomic in character, for the first
time in the history of humanity
they now tend to become health-
related and more specifically bio-
medical.”4

By this route medicine has come
to appear as knowledge par excel-
lence, and it has a hypertrophic
tendency to extend its range of do-
minion well beyond the narrowly
biological and to end up by becom-
ing a new form of morality or
ethics. The traces of this develop-
ment are to be found in the image
that we have of medicine at the
present time: it is medicine which
orders, prescribes, and notifies; it
is medicine which threatens and
creates anxiety in all those who are
aware that they do not conform to
the laws of health; and it is medi-
cine which manages the terror
which is felt in the face of can-
cer—that scourge which over-
whelms and besets the imagination
of contemporary man. 

The conclusion which Diego
Gracia arrives at is even more dra-
matic and striking when seen in
terms of the history of medicine.
For this authority “twentieth-cen-
tury man has assimilated the med-
ical norm to such an extreme ex-
tent that he lives out his health in
an obsessive fashion and comes to
the paradox of living for the sake
of his own health.”5 How should
we interpret this growing concern
and worry about health? And,
more specifically, how should we
approach the health matrix which
is imposed in an overall way on
culture, meaning by this term the
horizon of understanding within
which we comprehend and per-
ceive our own existences? 

There are some people who re-
flect upon the importance and
weight of the phenomenon and in-
vite us to realize that we are face to
face with a real milestone in the
development and evolution of our
civilization. Whereas the nine-
teenth century gave special impor-
tance and significance to the right
to work, our own time is character-
ized by insistence upon the right to
health. As a result of this develop-
ment, although this century began
under the banner of “more indus-

trial development and growth,” it
now seems to be coming to an end
rooted in the wish and request for
“more guarantees for people’s
health,” not least through rather
tardy steps taken to remedy the
damage caused by industrial de-
velopment itself.6

A drastic and negative evalua-
tion of all this is offered by those
who see this new worry and con-
cern with health as an expression
of mediocrity, as a somewhat se-
ductive mask for the impoverish-
ment of man—that mask which
Nietzsche attributed to the “last
man”: “a longing for the day, a
longing for the night, as long as
there is health.” A very critical
judgment on this craving for health
is given by Francis Fukuyama in
his much-discussed work The End
of History and the Last Man.7 In
this book he refers directly to the
figure of the last man to be found
in the works of Nietzsche. When
talking about the Americans (who
are taken to represent Western
man), Fukuyama observes that
“for the Americans the health of
their own bodies—that is, what
they should eat and drink, what
physical exercise they should do,
and the means by which to keep
fit—has become an obsession
which is of far greater importance
than that which their ancestors felt
for moral questions.” 

There are those, however, who
express a positive judgment of this
emphasis and concern with health,
even though they are aware of the
consumeristic pressure to which
this growing interest in health is
subjected in a market-oriented
economy. They perceive in this
emphasis and concern with health
an expression of a search for a new
relationship with the body and be-
lieve that this approach will in-
volve a long-lasting anthropologi-
cal change if it manages to achieve
substantial influence and impact.
Far from being a sign of the im-
poverishment of man, this attempt
to “regain control” over the body
should, rather, be understood, it is
asserted, as the harbinger of a new
kind of humanism.8

The interpretations which tend
to be given to this new kind of
health culture are, as we have seen,
numerous and varied. I am person-
ally inclined to place it within the
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logic of a “sign of the times,” in the
logic, that is, of statistics to which
special attention should be paid be-
cause of their ability to bring out
the horizons of meaning within
which a certain culture strives to
understand itself. The analyses
which have been discussed and
outlined so far in this paper clearly
suggest that the system of symbols
adopted by our culture is strongly
modelled on reference to health. It
is certainly true that this reference
is not immune to ambiguities, lim-
its, and distortions. And for this
reason an approach which is in line
with emphasis on the signs of the
times requires perspicacity. This is
what I will attempt to do, and I will
employ two lines of analysis. On
the one hand, there will be an ex-
amination of the ambiguities with
which this new culture of health is
imbued, and, on the other, light
will be thrown on ways of promot-
ing the positive aspects which are
present within that culture. 

2. Health or Happiness? 
The First Ambiguity 
to Be Discussed 

This ambiguity springs from the
fact that in this new culture of
health the good which is health
does not coincide with a state
where there is an absence of ill-
ness, but is identified, rather, with
a condition of complete well-be-
ing—in essential terms it is syn-
onymous with happiness. But,
however legitimate it might be to
strive for an overall concept of
health, should we really identify
health with happiness? Is this
something which should really be
done? 

These questions go back to the
debate which was begun in 1948 at
the time of the adoption of the def-
inition embraced by the World
Health Organization (WHO)—the
health of man was defined by this
organization as being a condition
of complete physical, mental, and
social well-being and was not tak-
en to mean merely the absence of
illness. Despite the very great and
detailed discussions which have
taken place since that time, this de-
finition continues to hold sway.
The reason for this is to be found in
the fact that this definition includes

the ideas of mental well-being and
social well-being in addition to
that of physical well-being, and
this means that there is no rigid
distinction between body, mind,
and society. However, criticisms of
this World Health Organization de-
finition of what health is have not
been lacking and at the present
time are not absent. This is because
this concept of health is open to all
kinds of dangerous forms of mysti-
fication. 

Among the most important criti-
cisms of this definition are the fol-
lowing. 

(a) Some people believe that this
definition gives rise to mystifica-
tion because it does not make a
sufficient distinction between the
medical sphere (“medical goals”)
and the health field (“health
goals”). A definition of health
which is so broad in scope, it is as-
serted, means that it is very diffi-
cult to determine which aspects of
health are strictly medical in char-
acter, and it is thus also very diffi-
cult to decide on what the tasks and
goals of healthcare policy should
be. If the purpose of healthcare in-
stitutions is to maintain and restore
all aspects of our natural well-be-
ing__as, indeed, is suggested by
the definition of health proposed in
idealized fashion by the World
Health Organization—then, it is
argued, too much is asked from
medicine and too much emphasis
is being placed on the right to
health.9

(b) Others criticize this defini-
tion by beginning with a condem-
nation of “obsession” and “exag-
geration.” They argue that this em-
phasis on complete well-being has
very serious consequences which
involve a legitimation of erroneous
attitudes and approaches towards
those human conditions and situa-
tions which do not display such
well-being and which are therefore
inevitably seen in pathological
terms. Old age is said to be a very
good example of this. With such a
definition, it is observed, old age
could not be seen or assessed as
being “healthy.” Similarly, a way
of life which is conditioned and
shaped by a situation of handicap
or disability could not be defined
as being “healthy.”10

(c) Still others—and this paper
belongs to that category—employ

the more relevant and incisive an-
thropological perspective. This
line of thought argues that an ap-
proach which sees health as com-
plete well-being and which thus
sees health as both a means by
which to achieve other ends and as
the synthesis of these very ends
leads to health’s being wrongly
identified with happiness. This
confusion cannot be left behind if a
distinction is not made in relation
to the specific level at which health
is to be located in relation to the
horizon of meaning in its entirety.
This is only possible if there is a
perception of the relationship be-
tween health and happiness which
at one and the same time maintains
a distinction and detects the mutu-
al interaction.11

3. Health and Medicine: 
Mutual Seductions in the 
Doctor-Patient Relationship 

There is a second ambiguity
which must be laid bare and dis-
cussed: Is it medicine which tends
to treat the needs of the health of
the individual in total terms, or do
individuals delegate the manage-
ment of their health needs to med-
ical institutions and structures? 

This question brings us back to
the provocative theses advanced
by Ivan Illich and to the wave of
controversy which his views pro-
voked in the mid-1970s.12 Illich
was clearly a supporter of the first
thesis: it is medicine, he thought,
which tends to take over the health
of individuals and to deprive peo-
ple of the potential ability to face
up to, and to deal with, their own
health needs at a personal level. In
Illich’s view, professionally orga-
nized medicine had taken on the
role of a despotic moral undertak-
ing directed towards planning an
expansion of its range of action in
the name of a fight against each
and every form of suffering. In this
authority’s opinion, in reality this
initiative, despite its humanitarian
declarations of intent, had only un-
dermined the ability of individuals
to deal with their own health needs
and their capacity to integrate into
their lives the inevitable wound-
ing, decay, and death which take
place within human existence. 

Despite the provocative tones
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and the set of prejudices which
support the thesis that medicine in-
volves a kind of expropriation of
health, there is an aspect of this
point of view which deserves to be
considered very seriously. I am re-
ferring here to the strong appeal to
consider health as a “virtue,” as a
personal task which should be
shouldered with responsibility,
more than as something to be ex-
pected from medical doctors and
their drugs and medicines. This is
the constructive contribution
which is to be found in Illich’s con-
demnation, but it is precisely this
element which makes clear that his
two propositions in relation to
“medical power” are no longer
sustainable. Indeed, both historical
analyses13 and psychological in-
vestigations14 have made it increas-
ingly clear that resistance to the
idea that health should be some-
thing placed exclusively in the
hands of the individual has not
been promoted by medical doctors
alone. The opposition to the idea
on the part of doctors is only one
part of the story. We should also
recognize the fact that patients
themselves go to their doctors to
free themselves of the symptoms
of their maladies and do not go to
the root of the matter. They refuse
to accept part of the responsibility
for the process which has led to
their illness and thereby do not ac-
cept the role of being protagonists
of their health. For this reason, al-
though it is true that, on the one
hand, as some people have pointed
out, an inability to integrate the
personal dimension into the clini-
cal relationship has weakened the
healing hand of the medical doctor,
it is also true, on the other, that
such impersonality is very attrac-
tive for the patient, for whom a
more personal relationship with
his doctor—which involves an in-
vitation to become responsible for
his own illness—can lead to very
difficult questions being asked
about the way in which he leads
and manages his own life. 

4. Health and the Right 
to Health: the Limits 
to Institutionalized Solidarity

There is yet another ambiguity
in this whole controversy which

must be discussed and debated:
Should the needs of health be dis-
cussed solely in the language of
rights, or should it be recognized
that there are certain health needs
which by their very nature cannot
be expressed through such lan-
guage? 

An initial examination of the re-
lationship between health and law
must, of course, concentrate on all
those cases where the right to
health is denied. This is true of all
those individuals in a weakened
condition who do not have the
strength or power to uphold their
claims and rights. A very good ex-
ample of this is to be found in the
instance of elderly people who are
not independent and who have
their right to health denied. Such
denials of these rights as do actual-
ly take place should be condemned
most severely. And yet it has to be
recognized that it is not in this area
that the greatest difficulty is to be
found in relation to the whole
question of the relationship be-
tween health and human rights. 

It may well happen, for exam-
ple, that institutional solidarity is
achieved to the full and that new
health or social institutions come
into being to care for elderly peo-
ple who are not independent and
who can no longer look after them-
selves, but that these new institu-
tions—which are perfectly effec-
tive from the organizational and
healthcare point of view—fail to
breach the wall of indifference
which separates people and which
marginalizes categories which are
seen as a burden—categories, for
example, such as the bedridden el-
derly. It is here, in radical form,
that this perspective creates diffi-
culties as regards the basic strategy
which modern man employs in re-
lation to his health—that is, where
health is seen as a right which
should be upheld and enforced.15

Of great relevance here is the
distinction made by the Canadian
sociologist Michel Ignatieff in his
history of human needs, a work
which bears the highly significant
title Other People’s Needs. An Es-
say on the Art of Being Men Be-
tween Individualism and Solidari-
ty.16 In his analysis Ignatieff makes
a distinction between needs which
are expressed in the language of
rights (political rights or social

rights) and other needs which can-
not be expressed in the language of
rights. Employing this distinction,
this author comes to the following
interpretation: modernity has pro-
duced a concept of the person
which is modelled in large part on
the idea of individuality and has
developed answers which are
based upon needs which are rooted
in the independence of the individ-
ual. It has forgotten, however,
those needs which cannot be found
in the language of rights and has
done so to such a degree as often to
abolish them altogether. Although
this language is, on the one hand,
very well suited to the expression
of those claims which an individ-
ual can make in relation to, or in
contrast to, society as a whole, on
the other, it is rather weak as an in-
strument by which to express the
needs of society as a whole in rela-
tion to the individual. 

This is an interpretation of
modernity which is so incisive that
it deserves further and deeper
analysis in the future. But we
should recognize that in relation to
the whole process of seeing health
as merely a question of the uphold-
ing of personal rights it is certainly
very convincing. When we consid-
er the increase in demands for care
and treatment which are strongly
based on the practice of solidarity
(such as, for example, assistance to
the terminally ill, patients suffering
from AIDS in its final stages, and
the elderly who can no longer look
after themselves), and given the
contradiction which exists be-
tween these claims which are made
on health professionals and staff
and the “apathy” which dominates
within the society from which
these claims are made, the wisdom
of Ignatieff’s insight is more than
evident. 

5. The Anthropological 
Dimensions of Health: 
An Approach Based upon 
the “Crisis of the Individual” 

If what has been observed hith-
erto is correct, we are led naturally
to understand that the characteris-
tics of this new culture of health, in
addition to the contradictions
which mark it, should all be seen
with reference to a single matrix:
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the crisis in which contemporary
man presently finds himself. For
this reason, it is within the events
and developments of the self-con-
struction, self-deconstruction, and
self-reconstruction of the individ-
ual that we should detect the points
at which we should intervene to
give substance to a culture of
health which is not transient and
ephemeral in character. The propo-
sition which I will advance in this
paper will become clearer if a
more detailed analysis is achieved
of the interrelationship which ex-
ists between the question of health
and the most important features
and aspects of the crisis in which
we now find ourselves. 

5.1. The Growing Belief That 
Health Is a Task and 
the Moral Uncertainty 
of the Individual

The more the belief grows that
health, rather than being a natural
fact or a mere product of medicine
and its application, is in reality a
task which each and every individ-
ual is called to carry out in a re-
sponsible spirit, the more the indi-
vidual is thus placed at the center
of the whole question of health.
But what happens to this task if the
individual does not want to accept
his responsibilities in relation to
health or cannot shoulder such re-
sponsibilities? It is at this point that
in all honesty the real reasons for
the failure of so many projects and
programs which have arisen in the
field of prevention become appar-
ent. For this reason we must
achieve a very clear idea of the ori-
gins of this weakened ability on
the part of the individual. 

Of direct and central importance
in this area is the ethical compe-
tence of the individual. I am refer-
ring here not so much to a knowl-
edge of, and respect for, rules and
norms, but to the most basic dy-
namic which is at the root of an au-
thentic ethical competence: a com-
mitment to manage and to be re-
sponsible for one’s own life. This
is the dynamic which expresses
and directs the ethical dimension
of the individual and opens up the
horizon of meaning which can lead
to an attitude of responsibility to-
wards personal health. From being
an absolute good and thus an in-
evitable source of obsession (as,

indeed, is borne out by its various
forms of expression in social life),
health comes to be seen as a means
by which to achieve the realization
of various life projects. In this way
of thinking health is certainly a
fundamental good, but it is not an
absolute good. 

Seen in this light, the difficulties
which are encountered in perceiv-
ing health as a personal task may
be understood as a special feature
of a more general critical situation,
namely, what may be termed “the
ethical crisis of modern man.”
Zygmunt Bauman, one of the most
perceptive observers of this crisis,
describes it in the following terms:
“At the end of the path which mod-
ern society has taken in search of a
code of ethical rules which are uni-
versally valid along the lines of
Law, the modern individual is
bombarded by requests, options,
and desires of a moral nature
which are in conflict with one an-
other, and upon his shoulders falls
the responsibility for the actions in
which he engages.”17

Ambiguity and fragmentation—
such is the direction taken, in Bau-
man’s opinion, in the shift from the
modern to the post-modern. “Ours
is an age characterized by a
deeply-felt moral ambiguity. An
age which offers us a freedom of
choice which has never before
been experienced, but which also
throws us into an uncertainty
which has never before been so
anxiety-inducing.”18 Is it that the
rules are not there? No, not at all.
Indeed, there are too many such
rules for us to be calm and serene.
And this is not a matter of mere co-
incidence or chance. Here we are
dealing with phenomena which are
intrinsically linked to the modern
condition—on the one hand, there
is an increasing complexity in cri-
teria of evaluation, and, on the oth-
er, there is a fragmentation of roles.
The dimensions of evaluation have
developed in directions which are
ever more distant from each other,
and for this reason what was once
widely recognized by people as
constituting the “right way” has
become fragmented into what is
seen as “economically reason-
able,” “aesthetically pleasing,” and
“morally appropriate.” In this way
actions can be seen as being right
from one point of view, but wrong

from another. When one adds to all
this the “fragmentation of a form
of life which is increasingly divid-
ed into a multiplicity of objectives
and functions which are weakly
bound together, each of which can
be pursued in a different context
and in a different practical way”19,
one can easily understand how the
construction of goals and ends by
the individual is undermined and
weakened, not least those concern-
ing his ability and capacity to take
personal responsibility for his own
health. 

5.2. The Increase in Health Needs 
Which Must be Dealt with 
Collectively by Government 
and the Difficulties Which 
Exist in Achieving a Harmony 
Between the Professional Pole 
and the Personal Pole

The more the belief grows that
there are health needs which can-
not be expressed with the language
of rights, the more attention is paid
to the individual and to what he
must do. In this instance, what has
to be addressed is the hope which
is very much a feature of modern
man of being able to manage his
health exclusively within and
through the language of rights.
This aspiration is increasingly be-
ing shown to be an illusion, and
this happens not so much because
of economic restrictions, but be-
cause that good which it is thought
can be expressed entirely in the
language of rights and contract is
in reality an inter-individual good
which cannot be identified com-
pletely with the narrowly individ-
ual sphere.20 An attempt to engage
in such an identification is an illu-
sion. This is because as long as
there is an individualistic concep-
tion of society which sees society
as an atomistic construction, the
modern idea of the contract will be
nothing more than the false idea
that what has been found is a su-
ture between severed limbs. 

Every attempt of a contract-in-
spired character will be merely a
fragile suture if the interpersonal
dimension is not placed at the very
center of the individual and seen as
a moment of expansion and fulfill-
ment of his personal life.21 If the
“post-modern” perspective in-
volves first and foremost the rip-
ping off of the mask of illusions
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and the recognition that certain as-
pirations and hopes of modernity
are false and certainly not objec-
tives to be striven for, then there is
perhaps no other situation in which
such an interpretation should be
applied with greater force. 

The illusion in question, which
is to be understood in relation to
the specific field of health needs,
lies in the fact that it is impossible
to build relationships based on sol-
idarity as long as the individualis-
tic and atomistic conception of the
person continues to hold sway. It is
impossible to believe that within a
society where the only relation-
ships which are legitimized and
recognized are those of a utilitarian
and functional character there can
also arise healthcare institutions
where there is room for more hu-
man and humanizing relationships,
where, that is, there are healthcare
workers who do not see their work
as a mere “supplying of a service”
and where sick people have not
been reduced to “users” and “cus-
tomers.” What is needed—and this
point should be greatly stressed—
is not a moralistic kind of initiative
destined to have no future. What
needs to be done, rather, is to be-
come aware of the limits to the
atomistic and functional concept
of the modern individual. In the
health field this concept tends to
bestow real dignity on the techni-
cal competence and skill of the
profession alone, and this rein-
forces the creation of a therapeutic
relationship which is based exclu-
sively on the management of a
role. What is the healing value of
such a relationship, given new
health needs which, rather than
forms of medical treatment, in re-
ality require a human presence that
is shared? 

5.3. The Tendency to Convert 
Health into a Total Horizon of 
Meaning and the Weakened 
Capacity of the Individual to 
Create and Interpret Symbols

The more within present-day
culture there is a tendency to turn
health into a total horizon of mean-
ing, the more attention is paid to
the individual and what he must
do. It is his symbolic capacity
which is of direct relevance. But
what happens to this symbolic ca-
pacity within a social context and a

framework of communication
which encourage a state of perpet-
ual stimulation and excitement?
There is a very real risk that the in-
dividual will become blocked in
this capacity by an obsessive
search for ever more novel forms
of stimulus. In the end, this dimen-
sion of narcissistic stimulation to
which the individual is consigned
does not expand his capacity for
feeling and enjoyment, but merely
creates new forms of dependence
or addiction. “Over the last
decades it seems that a sociocultur-
al context has been created and de-
veloped where every opportunity
for excitement and pleasure is
seized with greed and speed. It
thus becomes a source of dissatis-
faction which leads to greater and
more intensive exposure to the
same kind of stimulation. All the
attention of the individual and his
social environment is directed to-
wards attractive forms of stimulus
which soon become worn out and
insufficient.”22

From a sociological point of
view the words of Marco Ingrosso
give a very good idea of the signif-
icance of the dimension of narcis-
sistic stimulation which modern
man risks being sucked into. This
interpretation seeks to account for
a specific choice which brings
about illness—that is, the origins
of every form of dependence or ad-
diction. When understood with ref-
erence to the point of view adopted
by this paper, namely, the crisis of
the individual, this interpretation
of the social reproduction of de-
pendence or addiction brings out a
very important aspect of the crisis
of the individual: his weakened
ability to create and deal with sym-
bols. 

What is the relevance here of the
attempt to turn health into a total
horizon of meaning? What this as-
piration really needs is a strong ca-
pacity for symbolizing which en-
ables the individual to rise above
the merely physical and draw upon
a dimension of higher meaning.
Only by this route can reference to
health become a symbol which can
embrace and express the human
horizon in its entirety, capable, that
is, of expressing a healthy way of
life, a healthy way of coping with
suffering, a healthy way of think-
ing about death, and a healthy way

of living, even where there is a
condition of handicap and disabili-
ty. Without such an approach and
perspective there is the risk that the
emphasis placed upon health, in
addition to reducing the horizon of
meaning within which the individ-
ual conceives and projects himself,
will lead to a legitimation of a new
concept of “social normality”
which is seriously discriminatory
in its impact and character. All this
is not said in order to ostracize the
totalizing importance and influ-
ence of health within our culture
but to give sound and incisive an-
swers to the question posed by this
paper. 

Conclusion: 
From an Anaesthetic Concept 
of Health to an Aesthetic 
Concept of Health 

If, on the one hand, the contra-
dictions which mark the new de-
mand for health can all be traced
back to the “crisis of the individ-
ual,” on the other, a suitable re-
sponse to such a demand should
necessarily take place within a real
empowerment of the individual
himself which can strengthen him
at those points where evidence
shows that he is most exposed and
at his weakest. Reference to an
aesthetic concept seems, however,
not to imply something which is
“strong.” The aesthetic approach
goes beyond a narrowly ethical ap-
proach and is generally seen as
conforming to the most character-
istic feature of post-modern
thought, that is, “weak” thought. It
is for this reason that we must be
very clear about the steps which
are being proposed.23

The aesthetic concept which is
suggested here is understood as
constituting at both an individual
and an interpersonal level an over-
coming of the anaesthetic concept
of health, a concept which sees
health as that state the individual is
in when he runs no risk of being
exposed to suffering. In an aesthet-
ic conception of health, in contrary
fashion, the specifically human di-
mension to health lies in a readi-
ness to listen to the language of the
body and to decode that language
in its double meaning of “means”
and “limit”; in a readiness to open
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oneself to what is new and to that
which has not yet happened, over-
coming thereby the fear of losing
control; and, finally, in a readiness
to learn even during hard times of
defeat, disability, and the narrow-
ing of physical space. From the de-
velopment of this readiness the in-
dividual finds a new way of con-
structing himself, and this readi-
ness is deemed aesthetic in a gen-
eral way because it promotes an
expansion of feeling. In particular,
the discriminatory contrasting of
health and illness at a merely phys-
ical level gives way to a similar op-
posing relationship between an at-
titude which is authentically pro-
ductive and an attitude which is ir-
remediably sterile. 

The final meaning of the shift
from an anaesthetic conception of
health to an aesthetic conception of
health is to be found at an interper-
sonal level. The alternative be-
tween aesthetic and anaesthetic, at
this level, operates along the lines
of the opposition between “empa-
thy” and “apathy.” Apathy indi-
cates a lack of readiness to feel and
to receive the signals of the suffer-
ing of other people. It is something
which must be neutralized at any
cost. Empathy, in contrary fashion,
involves an ability “to put oneself
in other people’s shoes” and there-
by to feel and experience the world
as they do. 

The implications which this ap-
proach has for the practical world
of health are more than evident. A
new way of thinking and behaving
in relation to the therapeutic rela-
tionship is opened up by the devel-
opment of this empathetic readi-
ness. To listen more than to speak,
to be present more than to do, to
feel more than to act__in short,
these are the conditions which at a
human level render the healthcare
relationship authentically healing.
And not only for the patient. From
being a subjective good, health be-
comes an interpersonal good. Not
only the good we share most, but
also the good which most binds us
together. 
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Introduction

The concept of health is so in-
separable from the concept of ill-
ness that it cannot be defined with-
out reference to the latter. Human
beings become aware of health
through their experience of illness.
It is for this reason that health is
usually defined in negative terms,
as the absence of illness, the si-
lence of the organs, etc. Popular
wisdom observes that you appreci-
ate health more when you do not
have it. We have before us a para-
dox: a negative value, illness, be-
stows a positive connotation on
health. 

Furthermore, the values of
health and illness have gradually
changed their meaning, or have
been defined in different ways over
the course of history. We can dis-
tinguish at least three separate
phases in the history of civilization
in this respect. The first, that of
primitive cultures, sees illness in
terms of “ill-fortune” and health in
terms of “good fortune.” In a sec-
ond phase health is seen as “order,”
and illness is seen as “disorder.”
The third phase perceives health as
“happiness” and illness as “ill for-
tune.” My paper will examine
these three stages in the definition
of health and illness. In the conclu-
sion I will seek to reflect upon the
meaning that these two concepts of
health and illness have in our pre-
sent-day situation—that is, here
and now. 

1. Primitive Cultures: 
Health as Good Fortune 
and Pain as Ill  Fortune 

The etiological texts of the great

Mediterranean religions, and in
particular those to be found in Ju-
daism, usually attribute pain to
sin.1 The Book of Genesis may be
cited as an example. Yahweh cre-
ates man in his image and likeness
and places him in an earthly par-
adise. But man commits sin and as
a punishment begins to experience
pain, illness, and death. The Lord
God says to the woman, “I will
greatly multiply your pain in child-
bearing; in pain you shall bring
forth children.”2 And to the man
the Lord God declares the follow-
ing. 

Cursed is the ground because 
of you; 

in toil you shall eat of it 
all the days of your life; 

thorns and thistles it shall bring 
forth to you; 

and you shall eat the plants 
of the field. 

In the sweat of your face 
you shall eat bread 
till you return to the ground, 
for out of it you were taken; 
you are dust, 
and to dust you shall return.3

When placed in their rightful
context, these texts well demon-
strate that for the author there are
two situations or basic states in the
life of man: the “state of grace,”
which was enjoyed by Adam and
Eve in the earthly paradise, and the
“state of disgrace.” The first is ac-
companied by health, beauty, im-
mortality, material prosperity, and
so forth. The second, on the other
hand, is characterized by the exact
opposite: pain, illness, death,
poverty, etc. 

The primary religious experi-
ence is always that of the freely
given, or of grace, which by defin-

ition is something which is not
gained by merit. Here we en-
counter the fundamental difference
between religious experience and
moral experience—the latter is the
experience of that which is gained
by merit. What is freely given is
not won by merit. That which is
won by merit is not freely given,
but we can deserve a gift which is
not won by merit. This means that
in religious thinking the religious
dimension is always deeper than
the moral dimension and its basis.
This is the meaning of the term
“sin”—a negative moral response
to a gift which has been received.
For primitive peoples this is the
root of all forms of “ill fortune,” in-
cluding physical ills, pain, hunger,
disease, and death. Thus it is that
negative physical elements, such
as pain, are seen as the outcome of
a moral failing: sin.4

The critique of this theology of
grace and disgrace is not formulat-
ed clearly until the moment of
Job’s poem. In this text we en-
counter the story of a just man
who—there can be no doubt—
feels destroyed by suffering. Job
falls ill, but cannot find a sin with-
in his own life to which he can at-
tribute this condition of disgrace: 

Like a slave who longs 
for the shadow, 

and like a hireling who looks 
for his wages, 

so I am allotted months of 
emptiness, 

and nights of misery are 
apportioned to me, 

When I lie down I say, 
“When shall I arise?” 

But the night is long, 
and I am full of tossing till 

the dawn. 

DIEGO GRACIA GUILLÉN
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My flesh is clothed with worms
and dirt; 

my skin hardens, then breaks out 
afresh.5

The author of the Book of Job is
an innovative theologian who
comes into conflict with the tradi-
tional thesis that pain and ill for-
tune are the consequence of sins
which have been committed by the
sufferer. It is for this reason that the
protagonist of his poem, namely
Job, does not see sin as the cause of
so much evil. Job’s three friends,
Bildad, Eliphaz, and Zophar, repre-
sent traditional theology and thus
present a contrary view. They go
on recriminating Job for his lack of
piety and for not accepting the tra-
ditional doctrine of justification. 

The last draft of the Book of Job
is very late and comes approxi-
mately from the third century BC.
For this reason we might propound
the view that the idea that pain and
illness are the results of sin had at
that time entered into a state of cri-
sis. The way in which another
Mediterranean culture, namely an-
cient Greek culture, had already
addressed itself to this whole ques-
tion, was not unknown to the Ju-
daism of this period. 

2. Ancient Culture: 
Health as “Order” 
and Pain as “Disorder” 

The originality of Greek culture
was to be found in its interpretation
of reality in terms of “nature” (ph-
ysis). Things were not to be under-
stood with reference to the
“grace/disgrace” schema, but in
terms of the “natural/anti-natural”
frame of reference. As a result,
health is not seen—at least in such
an immediate way as in other
Mediterranean cultures—as a
“gift” or “grace,” but as something
which is “natural.” Thus illness
and pain are not interpreted as be-
ing, as they were before, “guilt,”
“disgrace,” or “sin.” They are seen,
instead, as being “anti-natural” re-
alities. 

On the basis of these fundamen-
tal principles established by the
pre-Socratic thinkers, it was indeed
in ancient Greece that Western
medicine was born. Hippocratic
medicine was different from the

medicine of the other peoples of
the Mediterranean area in that it
saw health and illness in terms of
“nature.” Nature was “order” (cos-
mos), and illness and pain were
“disorder” (chaos). Alcmeón of
Croton declared the following in
the text which initiated modern sci-
ence. 

The maintenance of health is
due to the “balance” (isonomia)
of the forces: dampness, dry-
ness, cold, heat, bitterness,
sweetness, etc. The contrary is
also true, and the “domination”
(monarchia) of only one of
these produces illness.6

Health, like happiness, is to be
found in natural order, and illness
and pain are to be found in anti-
natural disorder. A text by Aesto-
beus tells us that Democritus 

“gave other names to happiness
(eudaimonia) such as: euthymia
(good spirit), euestos (well-be-
ing), harmonia (good tempera-
ment), symmetria (proportion,
balance), and ataraxia.7

The physiological order (harmo-
nia, isonomia)—that is, what the
Hippocratic physicians defined as
being health—was also intimately
bound up with ataraxia and with
happiness. It was said that health,
balance, ataraxia, and happiness
were “natural” or “physiological”
phenomena, in the same way as ill-
ness, imbalance, passion, and pain
were “anti-natural” or “pathologi-
cal” phenomena. A passage from
the Hippocratic tract entitled “On
the Nature of Man” is very reveal-
ing about this line of approach. It
reads as follows. 

The human body contains
blood, catarrh, yellow bile, and
black bile. These are the basic
constituent parts of human na-
ture and the cause of illnesses
and health. A person has good
health when these elements are
suitably balanced in their mix-
ture, force, and quantity, and
when their proportion is right.
Vice versa, pain is felt when an
element is in excess or lacking,
or when one of them becomes
separate and is not in the right
proportion to the others. This is
because if one of them becomes
separated and manifests itself in

a pure form, not only does this
cause pain and disturbance in
the part of the body from which
it has separated, but also in that
part of the body where it has be-
come localized in its pure form
and where it has spread because
of the excess of secretion.8

This piece is interesting because
it seeks to provide a physiological
explanation of the phenomenon of
pain. Natural or balanced things do
not give rise to pain. This occurs
when there is a disproportion,
caused either by excess or by a de-
ficiency—when, that is, a “disor-
der” is produced, which always in-
volves, in some way or another, an
“unnaturalness.” Another Hippo-
cratic text declares that 

“pains always occur when
there is a transformation and
corruption of nature. Pains are
cured by their opposites.”9

Galenus adds the following. 

All of us need health in order
to conserve the functions of
life, which are attacked, imped-
ed, and terminated by illnesses.
In addition, we have equal need
of liberation from that which
bothers us, for we are gradually
weakened by pains. The
healthy constitution is one
where pains are not felt and
where the functions of the liv-
ing being are not impeded in
their workings.10

The consequence of this was that
pain could not have a “natural” or
“positive” meaning in medicine or
in ancient Greek culture. Pain was
always negative. For this reason,
the fight against it had an almost
religious significance. The Latin
saying Divinum opus sedare do-
lorem, which clearly has a Hippo-
cratic origin, is fully in line with
this approach. And in the work On
Art we read that 

“the aim of medicine is to
eliminate the suffering of the
infirm.”11

The Hippocratic crusade against
pain had deep theological roots.
The ancient Greeks defined God as
perfect nature and thus as the full-
ness of order, unity, goodness,
beauty, and, obviously enough,
health. The manifestations of
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speech, happiness, and thus health
are consubstantial with the God of
the ancient Greeks. In God, there-
fore, pain, illness, and death are not
possible. If he is God, he cannot
suffer, and if he suffers, he is not
God. The Stoics established the
principle that by definition God
must be apathés, or “impassive.”
Pathos always implies imperfec-
tion. God cannot be a being who is
“patient” in relation to something
because this would be to admit that
he needs something external to
himself, and this, of course, im-
plies imperfection. To suffer is to
be imperfect. God cannot be de-
fined through the category of pas-
siveness, but through its oppo-
site—that of action. As a result, he
is seen and defined as being “pure
action.” 

The “apathetic” God does not
have affections precisely because
he cannot be interested in some-
thing which is outside him. Stoic
theology praises, in particular, two
features of the human psyche in
approaching God, intelligence and
will, but not affections and feel-
ings. God can neither feel nor suf-
fer. It is for this reason that we nev-
er hear of God suffering. And be-
cause, at the same time, the wise
man must imitate God (this is what
the term “philo-sopher,” imitator
of wisdom—that is, of God—
refers to), this means that the wise
man, too, must free himself of
every feeling, whether positive (a
feeling of pleasure) or negative (a
feeling of pain). This is the “puri-
fying stage” of his spiritual life. As
a consequence of this procedure,
intelligence understands the dic-
tates of the logos (the “enlighten-
ing stage”) much better, and the
will becomes united to this latter
(“unitive stage”). At a certain
point, Stoicism and Neoplatonism
came together in the search for this
ideal of detachment from the feel-
ings and the affections, and in the
pursuit of “pure” and “perfect”
wisdom. The result was ataraxia
or “imperturbability,” which Sex-
tus Empiricus defined as “serenity
and the calm of the soul.”11 Seneca,
for his part, called it tranquillitas
animi. The man who could remain
impassive even when the whole
world collapsed around him was
seen as wise. Here there was no
place for “pain,” which, indeed,

was seen as an “impure” and “im-
perfect” sentiment. 

The appearance of Christianity
in part brought a change and in part
brought continuity. It represented a
fracture with the past in that the
Christian God, Jesus, is not an “ap-
athetic” God, but, on the contrary,
a “pathetic” God. The passion of
Jesus in this sense is a theological
paradox, almost an example of
blasphemy. One can thus well un-
derstand why it was that when St.
Paul referred in the Areopagus to a
God who suffered his passion and
death, the Stoics and Epicureans
who were listening to him made
fun of him and engaged in mock-
ery. This is an event described to us
in the Acts of the Apostles.13 For
the Stoics and Epicureans, to speak
of the death of a God was to pro-
claim oneself an atheist. One can
thus more readily understand why
it was that the early Christians
were often accused of being atheis-
tic. In his Apologia, Justine says
that 

“for this reason as well we
were described as being Athe-
ists, and if it was a matter of
such gods as these, then we
were indeed without gods.”14

And he continues, 

“Given that we are not athe-
ists—an atheist being someone
who in the fullness of his capac-
ities does not profess belief—
when we worship the God of
this universe who, as we have
been taught, has no need of
blood, sacrifices, or incense,
who are we really glorifying—
according to the strength we
have—with words of praise and
actions which render thanks
quite beyond the offerings we
make...? And then we demon-
strate that we also rightly honor
Jesus Christ, who was our
teacher in these things and was
born from Him, the very same
who was crucified under Pon-
tius Pilate, procurator of Jude at
the time of Tiberius Caesar,
who we learnt was the son of
the same true God and whom
we place in the second place,
like the prophetic Spirit, whom
we place in the third. Here, in
very real terms, we are accused
of madness when we say that

we give the second place after
the immutable God, who al-
ways is and who created the
universe, to a crucified man;
they ignore the mystery which
is in him.15

These quotations from the apol-
ogist Justine clearly demonstrate
how new—at the beginning of the
second century after Christ—was
the message of a “pathetic” God
who had suffered passion and
death. There could be no greater
fracture with the Stoic tradition.
Despite this fact, speculative theol-
ogy continued on its way until it
found a “natural” or “physiologi-
cal”—that is, “Greek”—explana-
tion for the great newness of the
Christian vision. The route discov-
ered lay in a distinction between
the two “natures” of Christ, the di-
vine nature and the human nature.
Only the second was vulnerable
and mortal. For the first nature the
whole of the inheritance of Greek
apathetic theology continued to be
used to the full. Furthermore, it
was also possible to affirm that
there were two natures in Christ, an
apathetic nature and a pathetic na-
ture. And, to the question as to why
God was made flesh in the pathetic
nature, it was possible to answer,
following the tradition espoused by
the people of Israel, that after the
first sin man had fallen into “dis-
grace” and needed a redeemer who
could remedy this condition. 

Jesus suffered his passion and
his death, thereby “de-naturaliz-
ing” himself, in order to restore the
“state of grace” to man. The result
was what the medieval theologians
called status naturae lapsae et
reparatae. When the state of nature
falls, man continues to experience
pain, illness, and death, despite the
redemption. But when nature is re-
paired, man will be removed from
sin and called to divine filiation.
The redemption which Christ ob-
tains through his passion and death
bestows a new dimension on pain
which is strictly positive in charac-
ter, the salvific dimension. There is
no reason why this should only be
the consequence of sin. It should
also be, and principally be, a posi-
tive ingredient of following and
identifying with Christ along the
path which leads to the Kingdom.
For this reason, in pain as well,
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“this is why there were manifested
in him the works of God.”16

If Christian speculative theology
during the medieval period was to
a large extent Greek, this is all the
more the case with practical theol-
ogy. The Neoplatonic ideal of de-
tachment from the body through
the negation of the affections was
at the root of all ascetic theology.
Only after the achievement of a
state of nonvulnerability was it
possible to advance in spiritual life
through the enlightening stage
which in turn culminated in mystic
union. The ideal of the holy Chris-
tian conserved the principal fea-
tures of the Greek ideal of the wise
man. Thus one explains, for exam-
ple, why St. Augustine defined
peace as tranquillitas animi, with
exactly the same meaning as
Seneca and the Stoics. Only in fig-
ures who were very remote from
the Greek tradition, such as Francis
of Assisi, was it possible to detect
something which was really out-
side these approaches, and it was
these latter which shaped, for ex-
ample, the Benedictine and monas-
tic ideals. 

3. Modern Culture: 
Health as “Good Fortune” 
and Pain as “Ill Fortune” 

With the appearance of moderni-
ty there emerged the beginning of a
new framework of interpretation in
relation to the reality of pain. Mod-
ern men, beginning in large part in
the eighteenth century, began to
become aware of the fact that pain
and illness could not be interpreted
in terms of “disorder.” 

It began to be thought that pain
was as much a “natural” fact as
good fortune. It was thought to be
mere theory, and a false theory, to
think, as the ancient Greeks did,
that nature was in itself ordered
and that every disorder was anti-
natural. In the preface to his book
Medical Observations on the His-
tory and Treatment of Chronic Ill-
nesses, Thomas Sydenham made
the following observations. 

Hitherto there has been no
complete history of illnesses,
chiefly because many people
thought that they were the con-
fused and disordered outcome

of nature, badly treated by itself
and deviating from its natural
state and were thus persuaded
that it would be a waste of time
to write a history of illnesses in
an incomplete fashion.17

Not even the natural history of
illness was studied, because mal-
adies were always seen as devia-
tions from the natural state of na-
ture and understood as abnormal,
disordered, and confused alter-
ations—that is, as unnatural reali-
ties. It was only from the moment
when illness began to be seen as
being as natural as health that it
was possible to apply the methods
of natural sciences to the study of
illness. It was only then that pain
and illness could be seen as being
something which was “natural.” 

If pain is “natural,” then it can-
not be interpreted as something
which arises from “disorder.” But
at the same time it is not easy to de-
fine it in conceptual terms as a
“disgrace.” Modern man has slow-
ly gained an awareness of his own
independence and has learnt how
to distinguish, differently from the
Medieval schools, immediate
causes from remote causes. 

To interpret pain as a disgrace is
to see it from the medieval per-
spective—that is, with reference to
its remote causes. In the perspec-
tive of immediate causes—or, to
use other terms, with reference to
daily or earthly elements—pain
cannot be seen as a disgrace but as
something very different, as “ill
fortune.” In this way of thinking,
there can be no doubt that pain is
something which is negative in hu-
man existence, but this negativity
is not primarily a matter of dis-
grace or disorder, but of good or ill
fortune. What pain does is to en-
danger the well-being and happi-
ness of earthly man. From the
standpoint of disorder, illness
comes to be conceptually defined
as a “fact.” From the standpoint of
ill fortune, it is seen as a “value.”
This, perhaps, is one of the great
modern developments, involving
as it does the opposition between
the idea of a value and the idea of a
fact. 

Already present in the work of
Hume, this element subsequently
had a fundamental importance in
the whole of the history of Western

culture. Health is no longer primar-
ily a question of fact, but a matter
of values. 

As has already been observed,
by good fortune we mean the
world of value. Good fortune is a
positive value, and ill fortune is a
negative value. Naturally enough,
these values come to be defined
with reference to individual, social,
and historical frameworks. Thus it
is that in the final analysis the defi-
nition of good fortune must be per-
sonal, and there are many different
definitions of this term, involving,
as they do, life projects, ideas of
happiness, and value choices. 

All these different value choices
can be categorized according to
very separate methods. One of
these is to make a distinction be-
tween those who see in good for-
tune merely an enjoyment of life
and those who perceive good for-
tune—and its opposite, ill for-
tune—as being something which
goes deeper and touches upon the
meaning of life itself. The first ap-
proach may be termed “immanent”
in relation to good fortune (or to
this value), and the second may be
seen as being “transcendent.” In
general, the first has been more
keenly adhered to in the popular
mind and very much bound up
with earthly considerations. The
second has usually been seen as a
characteristic of chosen spirits. In
Spanish literature the first is repre-
sented in paradigmatic fashion by
Sancho Panza, and the second, by
Don Quixote. 

These two kinds of mentality see
pain in radically different ways.
For those who subscribe to the ap-
proach which we have described as
transcendent, pain is seen as a for-
mal constituent element of human
nature. Man must learn to rely up-
on pain. Man without pain is not a
man. In contrary fashion, those
who absolutize the concept of good
fortune adhere to a diametrically
opposed point of view: pain is the
only thing which disturbs our good
fortune, and for this reason a cease-
less and unremitting struggle must
be waged against it. It should be
pointed out that this approach
gradually became established
within Western culture through a
gradual process whereby the
progress of modern science was
followed by the belief that scientif-
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ic discoveries would enable us to
abolish pain and thereby to con-
struct a world without misfortune. I
will now investigate in greater de-
tail the characteristics of these two
separate approaches to pain and
suffering. 

The approach which absolutizes
the concept of fortune sees happi-
ness as the result of the highest lev-
el of well-being and the achieve-
ment of a total absence of pain. Au-
thentically scientific medicine
must therefore dedicate itself to
these outcomes. During the six-
teenth century Descartes wrote his
Project for a Universal Science
which Elevates our Nature to the
Highest Level of Perfection, a work
which was later published under
the title Discourse on Method. In
this volume Descartes teaches that
scientific medicine must make us
“masters and owners of nature.”
He goes on to say that “this is
much to be desired, not only be-
cause of the infinite number of in-
struments which would enable us
to enjoy the fruits of the earth and
all the benefits that it offers us
without any kind of work at all, but
also, and principally, because of
the maintenance of health, which
is, without doubt, the first and fun-
damental good of the other goods
of this life, because the spirit itself
depends on both the temperament
and the disposition of the organs of
the body. If it is possible to find
some means to ensure that men are
generally wiser and more able than
they have been hitherto, I believe
that this is to be looked for in med-
icine.”18

In the view of this philosopher,
medicine was the fundamental sci-
ence of the art of avoiding pain and
achieving perfection and good for-
tune in this life. Descartes was well
aware of how little medicine was
able to do in this direction during
his times, and dreamed of dedicat-
ing himself to the establishment of
a new medical science. The pas-
sage by Descartes quoted above
continues as follows. 

“It is certainly true that the
medicine practiced at the pre-
sent time has very few useful
things. But without thereby
wishing to devalue it, I am cer-
tain that there is nobody who
has made of it their profession
who does not know that in this

science there is to be found
nothing which is to be com-
pared to what one wants to dis-
cover, and that we could free
ourselves from an infinity of ill-
nesses, both of the body and of
the spirit, and perhaps also of
the weakness brought to us by
old age, if we gained sufficient
knowledge of their causes and
all their remedies, which nature
has supplied us with.”19

There thus was born the belief in
the infinite progress of mankind
through the work of science, and
more specifically the idea that
medicine, within a short period of
time, could deal with pain and de-
feat. A century after Descartes the
ideology of progress overturned all
previous certainties. “The time
seemed to be drawing near,” writes
Paul Hazard, “when Ormuz, the
god of good, was about to finally
triumph over Ariman, the god of
evil.” At the end of the century, in
1794, Antoine de Condorcet, in his
Text of a Historical Picture of the
Progress of the Human Spirit,
wrote that “nature has placed no
limit on our hopes” and that for this
reason there were few things that
man would not achieve in time.
“Without doubt man will not be-
come immortal; but the distance
between the moment when he be-
gins to live and that in which, natu-
rally, without illnesses, without
misfortunes, he begins to experi-
ence the difficulty of being—could
this not grow greater without end?” 

John Bury writes that “between
1870 and 1880 the idea of progress
became transformed into a thesis
of faith for mankind.”20 One of its
most evident expressions was
Compte’s law of three stages. And
when Compte fell out of fashion—
and we are referring here to this
century—the belief that medicine
would manage to provide us with
complete and perfect good fortune
never ceased to grow in impor-
tance. Indeed, in 1946 the World
Health Organization was able to
define health, at its foundation, as
“a state of perfect physical, mental,
and social well-being, and not
merely the absence of illness.” The
dystopia of a happy world along
the lines described by Aldous Hux-
ley seems to be possible. We have
arrived at a “well-being society,”
or “welfare state,” and we are very

close to a “perfect welfare.” 
Similarly, we continue to favor the
consumption of health, understood
in terms of good fortune. In this
way health has become the only
and ultimate moral criterion—that
which produces health and welfare
is good (that is, good fortune) and
that which does the opposite is bad. 

This explains why since the mid-
dle of the nineteenth century medi-
cine has seen the “unremitting
struggle against pain” as a moral
imperative. Pain is an evil because
it means ill-being and defeat, and
thus must be exterminated. The
whole of the “culture of well-be-
ing” is based upon this attitude. It
is probably not possible to under-
stood the complicated cultural and
human fact of drug-addiction with-
out an awareness of these structur-
al characteristics of our environ-
ment. In a society which absolu-
tizes well-being, and which defines
it as the absence of every kind of
physical, mental, and social pain,
drugs are probably the only suit-
able instrument by which to obtain
happiness. They are also a paradig-
matic example of the paradoxes
brought about by our concepts of
happiness and well-being. When
good fortune becomes an obses-
sion, people suffer the misfortune
of good fortune. In the same way,
an obsessive search for health is in
itself an illness, an illness of health.
Years ago Ivan Illich described this
phenomenon with the phrase
“medical nemesis.” Health and
good fortune have become an aber-
ration, and in this way medicine
has begun to constitute a serious
danger for the health of men. 

The phenomenon of drugs itself
demonstrates that this way of
thinking is full of inconsistencies
and paradoxes. This explains the
fact that throughout the modern
world there are accusing voices
which maintain that pain has a
highly positive aspect—namely, to
remind man that his condition is fi-
nite and transient. Pain, in this line
of approach, is what opens up the
horizon of the infinite and the tran-
scendent. The general thesis is that
pain spiritualizes, elevates, and
makes us better men. Well-being
makes us live in everyday reality,
just as ill-being leads us to rela-
tivize it, to touch the depths, and to
place ourselves within the horizons
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not all pains are bad. There are
pains which make us more noble
and there are pains which abase,
pains which can be borne and pains
which cannot. For this reason,
when we tackle the subject of pain,
we should employ a certain “dis-
crimination” of understanding. The
old idea of a “discriminating mind”
emerges here with a new signifi-
cance. In this line of thinking aes-
thetics and ethics also take on a
new meaning. We encounter aes-
thetics of pain which cannot be
based upon the old Stoic doctrine
of sustine et abstine, but upon the
principle that pain is a constituent
element of life without which it is
impossible to be fully aware of
what it means to be a man. 

This new approach to pain also
involves a new ethical attitude. The
ethics of modern culture are based
upon concepts of “independence”
and “right” in the same way that
ancient culture was rooted in con-
cepts of “natural order” and
“virtue.” This enables us to under-
stand why it is that in the new
ethics of pain the fundamental
principle we encounter is that of re-
spect, within suitable limits, for the
wishes of the patient. Only the in-
dividual himself can decide about
his own pain because only he can
give it meaning. Today this is not a
mere pim desiderium, but a funda-
mental human right which the
whole world is obliged to respect. 

Finally, we should recognize that
this new approach to pain also in-
volves a specific theology. During
the medieval period pain was al-
ways interpreted in terms of the
theology of the “remission” of
punishment. Through his suffering
Jesus paid our punishment, and
when we suffer we do something
similar. Suffering in this world re-
deems the punishments of the here-
after. There is a “commerce” of
pain and an “economy of pain”. In
his work Ecce Homo, Nietzsche
observes how Christianity has
been interpreted by many people as
being something which is purely
commercial—everything is done
with a selfish end in view. Given
this situation, one can well under-
stand why contemporary theology
has made great efforts to overcome
these traditional approaches. Some
theologians have sought to do this
through the elaboration of a new

pathetica. Such is the case with
Kazoh Kitamori and Jürgen Molt-
mann. Others, and in my opinion
with greater success, have striven
to produce what we can describe as
a new form of “neoethics” of the
problem of evil. These approaches
well demonstrate that the question
of the theology of pain can be
placed in categories which are very
different from those employed by
the ancient Greeks and the citizens
of the medieval period. Pain is not
seen in relation to the category of
order, but with reference to the fi-
nite. Employing this point of de-
parture, it will be possible to elabo-
rate a new theology of redemption. 
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of ultimate things__that is, the
transcendent. For this reason, Karl
Jaspers affirms, suffering is a “lim-
it-situation” which makes us touch
the bottom of existence and opens
up the horizons of the transcen-
dent. Pain does not always dis-
hearten—indeed, it can make us
more noble. Nietzsche wrote that
“only great pain is the ultimate lib-
erator of the spirit.” Rilke, for his
part, in one of his writings ana-
lyzed the “bad” character of pain
and observed that in German the
word schwer has the double mean-
ing of being both “bad” and “the
center of gravity.” Pain provides us
with our center of gravity. In a way
this echoes St.Augustine’s pondus
meum, amor meus. 

In Spanish poetry we can en-
counter very many similar senti-
ments and observations. Lines
written by Valle Inclán read as fol-
lows. 

Sadness is a divine inheritance, 
sad heart, good heart. 
Only pains make aware, 
pain is the science of Solomon. 

And Antonio Machado wrote
the following very striking poem. 

Yesterday they were my pains 
like worms of silk 
which wove weaves. 
Today they are black butterflies. 

From how many bitter flowers 
have I drawn white wax! 
Oh, the time in which my pains 
worked like bees! 

Today they are maddened 
bagpipes, 

or sown discord, 
like blight on ears of corn, 
like a worm in wood. 

Oh, the time in which my pains 
had good tears, 
and were like water from 

the well 
which irrigates an orchard! 
Today they are waterfall water 
which takes lime from the land. 

Pains which yesterday made 
my heart a hive 
today treat my heart 
like an old wall: 
they want to demolish it, 

and right away, 
with the blows of a pickaxe. 

This passage from Antonio
Machado well demonstrates that



29CHURCH AND HEALTH IN THE WORLD: EXPECTATIONS AND HOPES ON THE THRESHOLD OF THE YEAR 2000

1. That the right to health now
has its place among fundamental
rights is not only a question of fact
which can be demonstrated empiri-
cally through a consideration of the
large number of “charters of rights”
which include it, but it is also, and
much more, a principle of interpre-
tation of the times in which we live,
a “statistic” (to use Jaspers’ phrase)
which allows us to achieve a better
focus by which to understand the
juridical-social dynamics of the
modern age, but also, and at a more
general level, to comprehend the
way we understand ourselves. As is
well known, this is a sociological-
cultural development (or perhaps
even a spiritual one) which is rela-
tively recent, but which by now is
absolutely rooted in the conscious-
ness of modernity. 

2. What is the basis for this “right
to health”? A question of this kind
is not ingenuous, nor should it be
seen as a mere appeal to common
sense which puts “being well” at
the top of any possible or conceiv-
able hierarchy of “values.” We are
dealing here with an essential ques-
tion, if only because it is posed be-
fore the elaboration of any kind of
analysis of this right carried out in
juridical terms (if, for example, this
right is individual or collective,
promotional or repressive, if it is
“implementable,” etc.) or from a
sociological perspective (that is,
how much the defense and/or pro-
motion of this right has a real effec-
tive character at the present histori-
cal time and in what geopolitical
contexts). Furthermore, it is notice-
able how the same scientific ap-
proach by legal experts to the cate-
gory “the right to health” is often
lacking in a full awareness of what
its specific epistemological context

really is. This is a context which is
by its constitutional nature rela-
tional (an expression where the
emphasis must fall on the expres-
sion “constitutional nature”). This
context could at first glance appear
to be banal and self-evident, and
could for this reason give rise to
possible and unwelcome misunder-
standings. 

It is indeed clear that an immedi-
ate (and superficial) examination
produces the view that the manifes-
tation of illness—at least at certain
levels of importance—opens up
obvious relational dynamics (be-
tween those people who need treat-
ment and those who are responsible
for supplying such treatment, be-
tween those who cause harm to
health and those who receive such
an injury, etc.) which themselves
have obvious juridical conse-
quences. But they are not by their
constitutional nature relational dy-
namics—indeed, they appear to be
in a certain way secondary and de-
rivative. They seem to lay stress,
notwithstanding the appearances,
on an elusive self-referential a pri-
ori—”being well” and “being not
well” appears, on rigorous analysis,
as absolutely personal and subjec-
tive states whose very interpersonal
communicability, if seen from the
perspective of objectivity, appears
to be very arduous and problemat-
ic. 

In other words, there is no com-
mon yardstick by which to measure
the well-being produced by
“health” or the ill-being produced
by “illness.” What comes to be de-
fined is not the “well-being” or “ill-
being” in itself but the well-being
or ill-being induced by relational
dynamics which appear to be, for
whatever reason, sanctionable.

When a judge is called upon to es-
tablish the compensation due to
someone for damage caused to that
person’s health by an act which is
considered wrong committed by a
third party, he must—as is well
known—refer to absolutely extrin-
sic criteria (the length of the hospi-
tal stay, the level of the loss of or-
ganic functions, etc). Obviously
enough, he cannot do otherwise.
When during a dispute he is called
upon to establish (although such
cases are rare) the correct fee which
the medical doctor can ask from the
patient he is treating, the judge
adopts criteria which are funda-
mentally sociological and econom-
ic in character. In practice, such cri-
teria do not have any specific con-
nection with the diagnosis carried
out by the doctor or with the exis-
tential relevance of the therapy
suggested to the patient and then
implemented by the physician. 

Thus, for example, a correct di-
agnosis of pneumonia and the ap-
plication of a correct treatment—
which involves, for example, a lim-
ited number of visits by the doctor
to the patient’s home—on the one
hand, can at the level of the “histor-
ical” evolution of events objective-
ly save the life of the patient but, on
the other, do not seem at a strictly
juridical-social level to entitle the
doctor to receive extremely high
fees—that is, it is as if being well
and not being well involved in
themselves and per se an experi-
ence of the person which was ab-
solutely private. At a social level
what acquires significance is not
the intrinsic nature of these phe-
nomena, but their expression in re-
lational dynamics. Or to be even
more precise: it is as if being well
or not being well were strictly nat-
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uralistic and therefore pre-juridical
and pre-social dynamics, and as if
they acquired juridical and social
relevance only when they involved
effective contents of ex contractu
or ex delicto interpersonal experi-
ences. This is the paradigm which
underlies one of the most widely
held bioethical models of our
times—that elaborated and pro-
posed by H.T. Engelhardt Jr.1

3. Today this paradigm is no
longer sustainable. The relational
character of the right to health has a
deeper and at the same time more
radical connotation. And it is this
connotation which explains the en-
try of this right to health into the list
of fundamental human rights and
its universal diffusion. To para-
phrase Rawls2, we could say that
the fact that some people enjoy
good health and that others have
bad health (whatever the reasons
for these respective states of affairs
may be) cannot be defined as being
either right or wrong. They are dy-
namics which should be under-
stood with reference to fortune, or
to employ the phrase chosen by
Rawls, seen as a kind of “natural
lottery.” What, on the other hand,
can be seen as being right or wrong
is the way in which these facts are
treated and dealt with within the
global system of social relations.
Indeed, independently of who or
what the ill-being of a person might
possibly be attributable to, it is the
fact itself of the existence of this ill-
being which has acquired in the
consciousness of our time a new
absolute relevance—that of being a
question of justice. 

The relational perspective on the
character of the being of man—
which seems increasingly to be a
basic feature of contemporary an-
thropology—means that illness,
like health itself, cannot be seen ac-
cording to the case in hand as acts
of ill-fortune or as “private” bene-
fits to which individuals are sub-
jected by the work of some blind or
obtusely active “nature.” Health
and illness define our being in the
world as persons in relation to each
other or are indices not of the op-
portunities we have to relate to the
world (elevated to the case of
health, poor health, or, as in the
case of illness, to absent health),
but of the general constitutive char-
acter of the world. In other words,

illness and health are not refracted
in the personal sphere of individu-
als, but are reflected in the possibil-
ity that in general there are individ-
uals, and individuals who only be-
ginning with rationality (and the ef-
fective level of such rationality)
manage to construct a world of
meanings. This means that health
and illness do not precede a rela-
tion, but compose it. Or, if it may
be put another way, it is possible to
refer to illness and health solely be-
cause they in exist in relation to one
another.3

In this way the right to health
comes to acquire a new signifi-
cance. This is something which by
now has entered definitively into
the collective consciousness, even
though it is not always seen as
such. This significance is bound up
with the identity itself of the human
person. In seeing health as a right,
in the final analysis the individual
claims the right to be recognized in
his own identity, and this is a right
which is based not upon nature but
upon relationality. In recognizing
health as a fundamental human
right, the juridical system (begin-
ning with the international juridical
system) recognizes and takes seri-
ously the shared and equal subjec-
tivity of each and every human be-
ing. 

The new paradigm of subjectivi-
ty which is here perceived through
reference to the right to health does
not have a primary ethical value,
nor does it have a political-prag-
matic value. It has an epistemolog-
ical value. What is of immediate
importance is not the “humaniza-
tion” of medicine—that is, with-
drawing or reducing its cold image
of abstract scientific knowledge in

order to lead it back in paranetical
fashion to that much warmer envi-
ronment of a culture of welcome4.
This objective and many others are
obviously to be striven for and
must be striven for, but they will be
much more realizable if they are
based upon an image of man which
is epistemologically adequate. The
paradigm of the right to health,
seen as a fundamental human right,
helps us to construct this image in
the right way. The fundamental
right to health should not be seen in
terms of compassion or more gen-
erally with reference to fraternal
solidarity—to compassion and sol-
idarity vast spaces of implementa-
tion are given which do not, how-
ever, completely coincide with the
anthropological context of the ju-
ridical and the social. This context
is the only one where the idea of
rights has a meaning and appears to
be feasible and is that of our identi-
ty as a relational identity—that
identity which each one of us ac-
quires in referring himself or her-
self to another person, through the
other person and with the other per-
son, and through which our person-
al physical-biological history takes
on all its value. 
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A moral discussion of health in-
volves certain limits because it re-
quires research by the human mind
into what God has wanted to tell us
about the whole question. As a re-
sult, this discussion cannot be
based upon interdisciplinary re-
search because the sources of di-
vine revelation are not concerned
with the subjects of science and
technology. However, it is precise-
ly Christian moral discussion about
the health of man which requires
increasingly deep exploration and
investigation. Indeed, those who
seek to understand the divine pro-
ject as it applies to the health of
man must first know the will of the
Creator, then go on to the intention
of the Redeemer, and lastly inquire
into the mission of the Sanctifying
Spirit. Only then does it become
clear that God—the Father, the Son
and the Holy Spirit—has never
sought the suffering or the death of
man but has wanted only his com-
plete health. This line of argument
reveals that the Divine Creator con-
ceived of man in a state of com-
plete health. When suffering and
death became a heritage of the sin
committed by the first parents, the
eternal Son of God became flesh in
order to heal man of this inheri-
tance. And when the Son of God,
made man, after taking upon him-
self all things, asked the Father to
send the Holy Spirit, this latter
came to restore life to all men who
had died because of sin and in order
one day to resurrect their mortal
bodies in Christ.1

I would like to point out immedi-
ately, in the same way as St. Paul
wished to observe, that such an ap-
proach discerns the wisdom of God
which was hidden and prepared by
God from the beginning of time for

our glory.2 Of this glory it is writ-
ten: “Things no eye has seen, no ear
has heard, no human heart con-
ceived, the welcome God has pre-
pared for those who love him.”3 We
are referring here to things that re-
quire words that do not come from
human wisdom but from the teach-
ing of the Spirit, and this teaching
applies spiritual words to spiritual
things. The Apostle himself ex-
plains that: “Mere man with his
natural gifts cannot take in the
thoughts of God’s Spirit; they seem
mere folly to him, and he cannot
grasp them, because they demand a
scrutiny which is spiritual.”4 All
this constitutes the background to
my decision to divide this paper in-
to three parts: 1. Complete health in
the project of God the Father for
creation; 2. The health which must
be restored in the redemptive pro-
ject of the Word made Flesh; and 3.
Restored health in the mission of
the Holy Spirit.5

Those who wish to enter right
away into debate about the creation
must first of all be aware that the
project for creation is “the founda-
tion of ‘all God’s saving plans,’ the
‘beginning of the history of salva-
tion’ that culminates in Christ,”
but, above all, that “the mystery of
Christ casts conclusive light on the
mystery of creation and reveals the
end for which ‘in the beginning
God created the heavens and the
earth’(Gen. 1:1): from the begin-
ning, God envisaged the glory of
the new creation.”6 This fundamen-
tal project, conceived in the deci-
sive light of the glory of a new
heaven and a new earth, is charac-
terized by “the hierarchy of crea-
tures...expressed by the order of the
‘six days,’ from the less perfect to
the more perfect.”7 This account

places man at the summit of the
work of the creation, as is borne out
by the creative act itself of God:
“Then the Lord God formed man of
dust from the ground, and breathed
into his nostrils the breath of life;
and man became a living being”
(Gn 2:7). 

But—and here an irrefutable ap-
proach to the subject under consid-
eration imposes itself—it is pre-
cisely from these “material” origins
of the body that there derives the
fact that man is by his very nature a
transitory and vulnerable creature
who is destined to die. Despite the
fact that we must understand the
account of the origins of man in
symbolic terms, it remains true that
he is connaturally a creature-being
who is destined to suffer and to
die—that is, return to dust. Not
even the deep unity of the soul and
the body, as emerges from the per-
ception of the soul as a form of the
body—and thus not even the fact
that we are not face to face with
two natures, but one single na-
ture—changes the reality that we
are faced with a vulnerable and
mortal nature. 

However, the fact is—and here
God reveals his project of complete
health for man—that this living be-
ing who is a unity of soul and body
was not meant to suffer or die. In
order to avoid every possible mis-
understanding I would like to re-
peat that this does not mean that
man as projected by the Divine
Creator had become by his nature
invulnerable and immortal. God
wanted to render even more evi-
dent that He wanted to create a
man in his image and likeness. In-
deed, the first man not only was
created good, but was also estab-
lished, as the Catechism of the
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Catholic Church teaches, “in
friendship with his Creator and in
harmony with himself and with the
creation around him, in a state that
would be surpassed only by the
glory of the new creation in
Christ.”8 It is in this sense that the
Church gives an authentic interpre-
tation of the symbolism of biblical
language. 

In the light of the New Testament
and of tradition she “teaches that
our first parents, Adam and Eve,
were constituted in an original
‘state of holiness and justice.’”9

This means that the rays of original
holiness—or, rather, of participa-
tion in divine life—pervaded all the
dimensions of the life of man.
But—and here we come to the
most convincing proof that man
created by God is connaturally vul-
nerable and mortal—”as long as he
remained in the divine intimacy,
man would not have to suffer or to
die. The inner harmony of the hu-
man person, the harmony between
the first couple and all creation,
comprised the state called ‘original
justice.’”10 Thus “the first man was
unimpaired and ordered in his
whole being because he was free
from the triple concupiscence that
subjugates him to the pleasures of
the senses, covetousness for earthly
goods, and self-assertion, contrary
to the dictates of reason.”11 For this
reason, the complete health of man
in paradise was made up of a triple
harmony: radical or, rather, reli-
gious harmony, and its two conse-
quences—that is, intrapersonal and
interpersonal harmony and cosmic
harmony. 

But let it be observed this was the
only case so long as man remained
in religious harmony—that is, in
intimacy with the divine. Now, it is
known that “this entire harmony of
original justice, foreseen for man in
God’s plan, will be lost by the sin of
our first parents.”12 And, indeed,
the “preternatural” gift of not hav-
ing to suffer or to die came to be
lost, as God himself had clearly es-
tablished and ordained: “And the
Lord God commanded the man,
saying, ‘You may freely eat of
every tree of the garden, but of the
tree of the knowledge of good and
evil you shall not eat, for in the day
that you eat of it you shall die.’”13

At this point we should now turn
our attention to the reaction of God

the Creator to the action which dis-
integrated religious, personal, so-
cial and cosmic health. 

2. The Greater Reintegration 
of Health in the Redemptive 
Plan of God the Son

The divine reaction is surprising.
After his talk with the protagonists
of this disintegration—the serpent,
the woman, and the man—the Cre-
ator promises a Christic reintegra-
tion. To the first parents who felt
the reality of their self-punish-
ment,14 God declares, when turning
to the serpent, “I will put enmity
between you and the woman, and
between your seed and her seed; he
shall bruise your head, and you
shall bruise his heel.”15 This pas-
sage from Genesis, which is called
the “Proto-Gospel,” pre-announces
the redemptive Messiah or, rather,
the descendant of the Woman who
will achieve final victory in her
struggle with the serpent.16 This is a
victory, we should be very clear,
which reintegrates the health of
man in an unsuspected way
through the ineffable grace of
Christ. 

As St. Leo the Great observes,
“The ineffable grace of Christ has
given us better goods than those
which the envy of the devil took
away from us.”17 And St. Thomas
writes, “Nothing contradicts the
fact that human nature is destined
for a higher end after sin. Indeed,
God permits that there are evils in
order that from them a greater good
is produced. Hence St. Paul’s state-
ment—”Where sin abounded,
grace abounded all the more” (Rom
5:20)—and the song of the Exultet:
“Oh happy blame which deserved
such and so great a Redeemer.”18

We can assert without fear of con-
tradiction that “Christians believe
that ‘the world has been established
and kept in being by the Creator’s
love, has fallen into slavery to sin,
but has been set free by Christ, cru-
cified and risen to break the power
of the evil one....’”19

This is very true: “the name of
‘Jesus’ signifies that the very name
of God is present in the person of
his Son, made man for the univer-
sal and definitive redemption from
sins.”20 Indeed, if, on the one hand,
the evil spirits fear his name, it is

also true that the disciples of Christ
perform miracles in his name.21 In
other words, the Father sent the
Son to save—that is, to heal—the
sick, fallen, and dead world. As a
Greek Father wrote, “Sick, our na-
ture demanded to be healed; fallen,
to be raised up; dead, to rise again.
We had lost the possession of the
good; it was necessary for it to be
given back to us.” And he went on
in rhetorical fashion: “These
things—did they not move God to
descend to a human nature and vis-
it it, since humanity was in so mis-
erable and unhappy a state?”22 Here
we have clearly stated why it was
that “The Word was made flesh”
(Jn 1:14)—to reintegrate the health
which had been lost because of the
action of sin. 

At this point it should be stressed
that this reintegration began with
the Son of God’s taking on our hu-
man nature. Being the perfect man,
the Son of God, in uniting himself
to each and every man, gave back
to the sons of Adam the likeness of
God. “Because in him human na-
ture was taken on, without being
destroyed, it was in us, too, raised
to a sublime dignity.”23 Freely shed-
ding his blood, He “made us wor-
thy of life, and in him God recon-
ciled us to God and with each other
and brought us out of the slavery of
the devil and sin. In this way each
one of us can say with the apostle
that the Son of God “loved me, and
gave himself for me” (Gal 2:20).24

Here it is evident how in the re-
demptive plan of the Son of God
the primary intention is that of rein-
tegrating religious health—that is,
the harmony between God and
man. As a result, the aim is also so-
cial reintegration, or interpersonal
harmony. This is a reintegration
whose ineffability, we grasp, took
place at the level of the hypostatic
union between divine nature and
human nature. 

However, we still have before us
the question of personal reintegra-
tion or rather interpersonal harmo-
ny and, as a consequence, the sub-
ject of the propensity towards suf-
fering and death. The following is
the answer to this question. Now
rendered in the image of the Son
the firstborn among all brothers,
man receives “the spiritual harvest”
by which he becomes able to carry
out the new law of love.25 Indeed,
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because of this Spirit, which is the
“pledge of the inheritance” (Eph
1:14), the whole of man becomes
internally remade to the point of the
goal of the “redemption of the
body” (Rom 8:23). The answer is
clear, but lies in this goal. This
means that in the meantime the
reintegration of nonvulnerability
and nonmorality has not yet come,
and cannot come. Indeed, man,
even though Christian, “remains
locked up in the necessity and the
duty of having to combat evil
through many tribulations, and to
endure death.”26 However, by now
things are radically and totally
changed because for “Christ and in
Christ the enigma of pain and death
are illuminated, an enigma which
outside the Gospel oppresses us.
Christ has risen, destroying death
by his death, and he has given us
life so that as children of the Son
we exclaim in the Spirit: ‘Abba,
Padre!’”27

However much it may be true
that the paradisiacal harmony of
nonsuffering and nondeath has
been replaced by a much greater
harmony, I believe that the Son of
God wanted to give proof of this
harmony each time that he restored
health to the sick and gave back life
to the dead. One needs only to think
of the many miracles which he per-
formed to understand this point.
They bear witness to the fact that
Jesus not only possessed the power
to heal but also had the power to
forgive sins.28 He came to heal the
whole man, in both soul and body.
He was the physician of whom the
sick had need.29 The sick people
sought him out and were convinced
that they only needed to touch him
in order to be healed: “All the mul-
titude was eager to touch him, be-
cause power went out from him,
and healed them all.”30 St.Mark
tells us that “he did many works of
healing, so that all those who were
visited with suffering thrust them-
selves upon him, to touch him. The
unclean spirits, too, whenever they
saw him, used to fall at his feet and
cry out, ‘Thou art the Son of
God.’”31 The same evangelist, who
was himself a physician, also
writes, “When they had crossed,
they came to shore at Genesareth
and moored there. As soon as they
had disembarked, he was recog-
nized, and they ran off into all the

country round, and began bringing
the sick after him, beds and all,
wherever they heard he was. And
wherever he entered villages, or
farmsteads, or towns, they used to
lay the sick down in the open
streets, and beg him to let them
touch even the hem of his cloak;
and all those who touched him re-
covered.”32

St. Mark makes clear that Jesus
came not only to save sinners—that
is, those who were sick in their
souls—but also to heal those who
were sick in their bodies. Jesus sent
his disciples to preach the Gospel
and commanded them to place their
hands on the sick in his name in or-
der to heal them.33 As St. Mark
writes, “So they went out and
preached, bidding men repent; they
cast out many devils, and many
who were sick they anointed with
oil, and healed them.”34 I would like
to emphasize that the Church has
always followed the command-
ment “Heal the sick” and has tried
“to carry it out by taking care of the
sick as well as by accompanying
them with her prayer of interces-
sion. She believes in the life-giving
presence of Christ, the physician of
souls and bodies.”35 Indeed, the
Church believes and confesses that
among the seven sacraments “there
is one especially intended to
strengthen those who are being
tried by illness, the Anointing of
the Sick”,36 of which St. James
speaks: “Is one of you sick? Let
him send for the presbyters of the
church, and let them pray over him,
anointing him with oil in the Lord’s
name. Prayer offered in faith will
restore the sick man, and the Lord
will give him relief; if he is guilty
of sins, they will be pardoned.”37

Jesus also wanted to demonstrate
that He came to conquer death. On
more than one occasion, he made a
dead person return to the land of the
living. One thinks of Lazarus, the
daughter of Jairus, and the son of
the widow of Naim.38 However, his
definitive victory over death was
that of the Resurrection because the
return to life of Lazarus, of the
daughter of Jairus, and of the son of
the widow of Naim, involved only
a temporary return, a return which
was destined to die once again. The
Resurrection is a completely differ-
ent event, as, indeed, is revealed by
the mission of the Holy Spirit. 

3. The Definitive Reintegration 
of Health in the Sanctifying 
Mission of God the Holy Spirit

“And this is the message that we
preach to you; there was a promise
made to our forefathers, and this
promise God has redeemed for our
posterity, by raising Jesus to life.”39

The importance of this reintegra-
tion of the physical death of each
man through the resurrection of Je-
sus emerges from what is taught by
the Catechism of the Catholic
Church: “The Resurrection of Je-
sus is the crowing truth of our faith
in Christ, a faith believed and lived
as the central truth by the first
Christian community; handed on as
fundamental by Tradition; estab-
lished by the documents of the New
Testament; and preached as an es-
sential part of the Paschal mystery
along with the cross: Christ is risen
from the dead! Dying, he con-
quered death; to the dead, he has
given life.”40

Jesus, “the author of life” (Acts
3:15), “destroyed ‘him who has the
power of death’—that is, the devil”
and delivered “all those who
through fear of death were subject
to lifelong bondage’”(Heb 2: 14-
15). “Henceforth the risen Christ
holds ‘the keys of death and
Hades’” (Rev 1:18).41 An ancient
homily for Holy Saturday declares,
“God and his Son go to free Adam
and Eve from suffering, and they
are in prison: ‘I am your God, who
for you became your son. Wake up,
you that are sleeping! I did not cre-
ate you for you to remain a prison-
er in hell. Rise up from the dead! I
am the Life of the dead.’”42

It is true that so far in this paper
the Holy Spirit has not been dis-
cussed in detail, but the ineffable
task of reintegration is entrusted to
Him. As the Fathers of Vatican II
write, “What the Lord preached or
took place in him for the salvation
of mankind must be proclaimed
and spread to the ends of the earth,
beginning with Jerusalem, so that
what was done at one time for the
salvation of all is fully achieved
down the centuries.”43 “In order for
this to be achieved, Christ sent the
Holy Spirit from the Father so that
he could carry out from within his
work of salvation and encourage
the Church to grow.”44 The Apostle
comments on this in the following
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way, “It is only through the Holy
Spirit that anyone can say, ‘Jesus is
the Lord’” (1 Cor 12:3).45 “To be in
touch with Christ, we must first
have been touched by the Holy
Spirit. He comes to meet us and
kindles faith in us. By virtue of our
Baptism, the first sacrament of
faith, the Holy Spirit in the Church
communicates to us, intimately and
personally, the life that originates in
the Father and is offered to us in the
Son.”46 This is what in all clarity the
Church teaches. Therefore, even if
every work ad extra is the work of
all the Trinity, nonetheless in the di-
vine economy of salvation the Holy
Spirit is sent to unite everybody to
Christ and make everybody live in
Christ.

For this reason, He is really the
Spirit of the promise. “Disfigured
by sin and death, man remains ‘in
the image if God,’” but is “de-
prived ‘of the glory of God’(Rom
3:23), of his ‘likeness’. The
promise made to Abraham inaugu-
rates the economy of salvation, at
the culmination of which the Son
himself will assume that ‘image’
and restore it in the Father’s ‘like-
ness’ by giving it again its Glory,
the Spirit who is ‘the giver of
life.’”47 The promised descendant
of Abraham is Christ, in whom “the
outpouring of the Holy Spirit will
‘gather into one the children of God
who are scattered abroad’ (Jn
11:52). God commits himself by
his own solemn oath to giving his
beloved Son and ‘the promised
Holy Spirit..., the guarantee of
our inheritance until we acquire
possession of it’” (Eph 1:13-14).48

The fullness of the reintegration,
the work of the Holy Spirit, con-
sists therefore of restoring, with
Christ and in Christ, the full divine
likeness to man. And this reintegra-
tion will take place fully and defin-
itively with the participation of
bodies in the resurrection of Christ.
This brings me to my conclusion. 

Conclusion

After losing his complete health
because of the sin of his first par-
ents, man was once again placed—
by the work of the Holy Spirit—in
the grace of God, or the intimacy of
life with Him. This is because just
as Christ rose from the dead

through the glory of the Father, so,
too, we can walk in a new life. This
is a life which is victory over the
death of sin and new participation
in the grace—or, rather, in the Off-
spring—of Christ, and thus in the
inheritance of Christ. As the Cate-
chism of the Catholic Church ob-
serves, “Christ, ‘the firstborn from
the dead’(Col 1:18), is the principle
of our own resurrection, even now
by the justification of our souls,
and one day by the new life he will
impart to our bodies.”49 These are
the best goods among those goods
which sin removed from us. The
loss of the holiness and original
justice of Adamic man in paradise
was abundantly compensated for
by participation in the Holiness and
Justice of God the Son, made man. 

In sacrificing Himself, the Son of
God made us share in his Intratrini-
tarian Life, and in rising from the
dead He made us heirs of His Glo-
ry as the Resurrected One. As proof
of these better goods, attention
should be paid to the fact that this
grace of being adopted sons has so
much luminosity as to render the
resurrected human body eternally
immortal through grace, through
pneumatic irradiation. As the
Apostle himself writes: “What is
sown corruptible rises incorrupt-
ible; what is sown unhonored rises
in glory; what is sown in weakness
is raised in power; what is sown a
natural body rises a spiritual body.
If there is such a thing as a natural
body, there must be a spiritual
body, too. Mankind begins with the
Adam who became, as Scripture
tells us, a living soul; it is fulfilled
in the Adam who has become a life-
giving spirit.”50

To summarize, therefore. origi-
nal justice did not make the human
body, by its nature mortal, immor-
tal; rather, God ensured merely that
it did not die. Paradisiacal man
could die, but by God’s interven-
tion he was not to suffer or die. The
man of “redemptive and sanctify-
ing” reintegration, in contrary fash-
ion, became the man who could
not suffer or die. This is the “celes-
tial” man of the reintegrating pro-
ject of God produced in reaction to
the action which led to the loss of
the complete health of “earthly”
man. “Celestial” man, therefore, re-
veals that the “original” plan of
God envisaged neither illness nor

death, but only complete physical,
psychic, and pneumatic health.
What the earthly Adam lost the ce-
lestial Adam gavein superabun-
dance. After being lost, paradisia-
cal harmony was restored in an in-
effable way by the glory of the new
creation in Christ,through the work
of the Holy Spirit.51

From what has been argued hith-
erto, the primary and principle
needs of Christian morality as re-
gards complete health will be evi-
dent: if God the Redeemer-Creator
and Sanctifier-Creator envisaged a
man who was not to suffer or die,
and re-envisaged (for all eternity)
a human being who cannot suffer
or die, then it is clear that man is
obliged to take very great care of
his own health. And given that
“pneumatic” health, or that health
which comes from grace, radiates
into physical and psychic health,
we must recognize that the first and
principle task in relation to com-
plete health lies in special attention
being paid to “spiritual” health.
And the ineffable reintegration of
the lost harmony of earthly par-
adise obliges each man of good
sense and good will to aim for the
high goal of harmony or “reli-
gious” health. This is because from
this latter health there also springs
intrapersonal, interpersonal, and
cosmic health—to an extent which
much greater than is usually imag-
ined. 

Naturally enough, this moral-re-
ligious analysis of health does not
seek to evade or to minimize the
many questions relating to illness,
suffering, and death. Indeed, I want
to stress that “by his Passion and
his death on the cross Christ has
given a new meaning to suffering:
it can henceforth configure us to
Him and unite us with his redemp-
tive Passion.”52 Christian morality
argues that suffering and death can
become sources which work for the
reintegration of health in the same
way as the suffering and the death
of the Redeemer. Although they are
consequences of sin which disinte-
grated complete health, suffering
and death became participants in
the salvific work of Jesus, and as a
result they are sources of greater
participation in His Glorification. I
will conclude this paper with the
words of St. Paul: “No, we do not
play the coward; though the out-
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Father, redemption to the Son, and sanctifica-
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of the soul’s spiritual faculties over the body is
shattered; the union of man and woman be-
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bondage to decay’  (Rom 8:20). Finally, the
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ground, for out of it he was taken. Death makes
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14 Cf Jn 3:9-24. 
15 Jn 3:15. 
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31 Mk 3:10-11. 
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that at that time the cloak was a symbol of
power and thus for the sick people it was
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33 Cf Mk 16:17-18. 
34 Mk 6:12-13. 
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36 CCC, 1511. 
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chism of the Catholic Church teaches about the
glorious body of Christ. This authentic and re-
al body because it still bears the marks of the
Passion: “possesses the new properties of a
glorious body: not limited by space and time
but able to be present how and when he wills;
for Christ’s humanity can no longer be con-
fined to earth, and belongs henceforth only to
the Father’s divine realm. For this reason too
the risen Jesus enjoys the sovereign freedom of
appearing as he wishes: in the guise of a gar-
dener or in other forms familiar to his disciples,
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ward part of our nature is being
worn down, our inner life is re-
freshed from day to day. This light
and momentary affliction brings
with it a reward multiplied every
way, loading us with everlasting
glory.... Once this earthly dwelling
of ours has come to an end, God,
we are sure, has a solid building
waiting for us, a dwelling not made
with hands, that will last eternally
in heaven.... For this, nothing else,
God was preparing us, when he
gave us the foretaste of his Spirit.”53
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The hopes and expectations
which exist in relation to the whole
subject of “Church and health” on
the threshold of the third millenni-
um center around two principal ori-
entations (or approaches), and these
orientations constitute the subject
of this paper. 

The first orientation is to be
placed in an ethical-rational context
or framework and involves a re-
dressing of the balance in health
care towards prevention and pro-
motion/self-promotion and away
from urgent in-house forms of treat-
ment; towards an overall
medical/healthcare approach to the
patient which involves both his soul
and his body and away from the
physicalistic/scientistic approach
which has hitherto dominated the
world of medical science. 

The second orientation is of a re-
ligious character and involves a re-
turn—within the Church herself—
towards the early teaching of Jesus
Christ in favor of an evangelization
which is always associated with the
healing of the sick (and the driving
away of evil spirits). This is some-
thing which is taught and described
by all four of the evangelists of  the
New Testament beginning with
Luke 9:1-6 who writes: “And he
called the twelve apostles to him,
and gave them power and authority
over all devils, and to cure diseases,
sending them out to proclaim the
kingdom of God, and to heal the
sick.... So they set out and passed
through the villages, preaching the
gospel and healing the sick wherev-
er they went.” 

For a believer, these two orienta-
tions are a specific aspect of the hu-
man ambivalence which exists in
life of having to engage in the con-
current development of two polari-
ties which are in logical terms di-

vergent but which at the same time
are also fused in relation to human
health (understood in its full sense).
The ambivalence of the two orien-
tations is to be found in the expecta-
tion and hope that it is possible for
humanity to overcome the material-
istic limits to care for the sick with-
out at the same time ignoring the
enormous benefits of medical sci-
ence. Over three centuries of hege-
mony of the scientistic/physicalistic
model based upon the Cartesian
separation between res cogitans and
res extensa have led to the study of
causality being based exclusively
upon the connection between indi-
vidual illnesses and individual
pathological events within the hu-
man organism and/or which origi-
nate in external nature.1

As D. von Engelhardt has criti-
cally observed when discussing the
natural sciences, the scientistic ap-
proach to medicine “with the erro-

neous concept which derives from
that model” excludes that which be-
longs to the noncorporeal dimen-
sion of existence2. In this process,
where infirmity is reduced to ill-
ness, observes F. Capra, the atten-
tion of medical doctors “has moved
away from the patient as a total per-
son..., although infirmity is a condi-
tion of the total human being.”3

“Rather than asking themselves
why an illness takes place and try-
ing to remove the conditions which
have brought it about, medical re-
searchers strive to understand the
biological mechanisms by which
the illness operates.”4

And the patient as a total person
should be observed—here we are
dealing with the philosophy which
opposes that of the medical-social
model which has already been cited
in this paper—in his environment,
with reference to the social organi-
zation in which he lives, in the con-
text of the burden (which emergent
industrial society has increased
while also producing economic
prosperity) of unjust social inequal-
ities, the exploitation of workers,
and the marginalization of the es-
sential needs of the family. 

From such basic principles, the
criticisms of the model here sub-
jected to examination descend to
the level of the practical/operative
aspects. They involve first and fore-
most criticism of the sacrifice of
prevention, rehabilitation, and diet
in favor of an alternative concentra-
tion of greater human and mechani-
cal resources on more spectacular
medical processes, especially of a
surgical character, and which often
involve rapid intervention. As D.
von Engelhardt observes, “Dietet-
ics, prevention, and rehabilitation
are pushed into the background.”
The loss of dietary considerations is
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the result of a reduction of nutrition
to a merely physical dimension, in-
volving as it does the sacrifice of re-
ligious, sacral, and ritual elements
to eating, drinking, sleeping, and
making love.5

The first of the two orientations
cited above must be seen as a coun-
tertendency, as an action which
even goes against the facts as re-
gards the various forms of scientis-
tic hegemony which are associated
with social injustice. The preven-
tion of illness and the promotion of
a sustainable development of non-
alienating ageing should be seen as
involving the raising of awareness
about the body, which is also a
moral responsibility, and goes well
beyond the increasingly less valid
impact of psychoanalysis or even
worse of psychological determin-
ism. There cannot be, therefore,
prevention of illness from a subjec-
tive and interpersonal profile which
does involve a search for the mean-
ing of life—that is, in line with the
phenomenological approach intro-
duced by E. Husserl and his pupil E.
Stein. In this direction—and how-
ever important the contribution of
medical/healthcare knowledge to
educating people in relation to
health—the education provided by
teachers must also bring into play
the participation of the user. Educa-
tion, then, cannot fail  to include
self-education. The reader is here
referred to A. Ardigò, Società e
Salute6 for discussion of this point. 

It is certainly true that we should
not underestimate the fact that
among the primary tasks in the pre-
vention of illness and disability
there are those which involve envi-
ronmental prevention, in addition to
the accompanying causes connect-
ed with the organization of society,
and these concern collective re-
sponsibilities such as those borne
by governments, civil society, and
the bio-healthcare professions. In
this context it is no accident that the
principal causes of illness and death
in contemporary society are con-
nected with pollution, road acci-
dents, accidents at work and in the
home, and the stress caused by the
convulsive and competitive organi-
zation of contemporary society. 

They are, however, also related to
forms of social injustice which ag-
gravate conditions of poverty, mar-
ginalization, and chronic want. And
there are so many examples of un-

just disharmonies and inequalities
that they are to be found both with-
in the field of primary prevention
and in national government. How-
ever, in the opinion of experts, as in
the participation of users—and in
their spokesmen—the role of rais-
ing consciousness and a sense of re-
sponsibility in both a personal and
interpersonal dimensions in relation
to safeguarding health is growing,
beginning with the correction of un-
healthy lifestyles of consumption
and ways of living, most notably in
the form of the struggle against
smoking, alcoholism, drug-addic-
tion, and sexual excess. 

One could assert that in recent
years prevention and the promotion
of health through education and
self-education in health care have
been among the most cited objec-
tives of European government pro-
grams. However, actual practice of-
ten does not correspond to the in-
tentions of these programs in that
such intentions imply—as has been
observed—a certain exaggerated
emphasis on an area which requires
a great deal of funding, namely hos-
pitals. And the urgent demand for
hospitalization is too great in a con-
text of a lack of public resources to
encourage a radical change in ap-
proach which would transfer re-
sources to prevention, education,
and self-education in health care. 

The field of prevention is, how-
ever, vast and very important, and
there are at least three directions
taken by specific forms of action.

For all three such directions educa-
tion and self-education in health
care have a specific role to play.
These three directions are as fol-
lows. 

a)Vaccinations and mass screen-
ing, and forms of environmental
prevention. 

b) Dealing with the most impor-
tant damage caused to health by
forms of personal and group behav-
ior (smoking, alcohol, drugs, and
AIDS). 

c) The promotion of education
and self-education in helth care and
preventive and promotional mea-
sures—in favor of categories of
handicapped people. 

It should also be pointed out that
the European Union has recently
engaged in initiatives which in-
volve a policy of coordination of
the activity of the member states—
in this context programs have al-
ready been set in motion against
cancer and AIDS. 

To conclude this section on the
first orientation, we can say that
such an orientation is by its very na-
ture concerned with the following
questions. 

* The organization of society in
general and the reform of health
services and social services in par-
ticular (that is, community medi-
cine). This is essentially a political
question, but it is also linked to the
following points. 

* Collective and personal pre-
vention, public hygiene, education
and self-education in health care,
and especially in relation to the ia-
trogenic effects of exposure to so-
cial situations and collective struc-
tures, not least those of a healthcare
character (especially as regards
public hygiene and healthcare edu-
cation). 

* the humanization and personal-
ization of medical and healthcare
treatment, with especial emphasis
here on the relationships which
connect the sick person with his im-
mediate and familial context. 

Preventive and promotional mea-
sures cannot be confined to the
world of healthcare goods and ser-
vices. The impact of environmental
pollution and food substances and
the effects of stress for people—
where forms of social organization
are at their most modern and in-
tense in character—are areas of in-
creasing relevance where preven-
tion and promotion must be put into
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handicapped who can still be
looked after at home. Such new de-
velopments, which have had posi-
tive results in our country as well,
allow the direction of information
and forms of communication
through private/social channels
which build bridges between fami-
lies and residential social/health-
care institutions. 

c) Education in relation to health
through mixed and voluntary par-
ticipation within hospital structures,
and in other kinds of social/health-
care facilities, through consultative
committees which can provide in-
formation to users and varieties of
informal care. This can help such
people to reach informed agree-
ment in relation to choices as re-
gards treatment which bears certain
risks. There can also be promotion
of personalization and humaniza-
tion of forms of care with the coop-
eration of internal healthcare work-
ers, such as doctors, nurses, labora-
tory technicians, and support per-
sonnel. Since 1992 Italy has taken
important steps in this direction as
regards both law and its actual im-
plementation. The Rizzoli Or-
thopaedic Institute, in Bologna, an
internationally-recognized center
for research and treatment, has
since 1992 been engaged in a pio-
neering system of a mixed consulta-
tive committees by which patients
themselves exercise a monitoring
of the treatment and forms of care
which they receive. 

To pass on now to the second ori-
entation which was introduced at
the outset—namely, the religious
aspect—I will confine myself here
to a brief reference to a pioneering
initiative promoted by the Rizzoli
Orthopaedic Institute. In 1995 an
agreement between this institute
and the diocese of Bologna led to
the opening of a new center of an
explicitly religious character since
the Rizzoli Institute has for a very
long time had within its walls one
of the most important churches in
Bologna—San Michele in Bosco.
With the approval of Cardinal Biffi,
the bishop of the diocese of
Bologna, this agreement formalized
the introduction of a new religious
institution, the chaplaincy of San
Michele in Bosco. The explicit aim
on the part of the Camillian Fathers,
who have looked after the parish
since 1995, when they replaced the
Olivetan monks who had been there

for centuries, has been to provide
religious assistance to the patients
in line with a rediscovery of the ear-
ly Gospel message—an evangeliza-
tion which takes place in conjunc-
tion with the healing of the sick. 
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practice beyond realms which are
of a strictly healthcare nature. 

In order to be effective, preven-
tion and promotion must deal with
the whole network of healthcare re-
lationships between the local area
and its hospitals and require con-
stant changes in the roles played by
basic healthcare structures, espe-
cially where there is an absence of
close ties with residential processes
of care and assistance. 

As is always the case when ob-
jectives are involved which require
major changes in the ways things
are done and organized, certain ear-
ly steps by innovators must be tak-
en. If it becomes possible to set in
motion relevant initiatives of pre-
vention and promotion, then these
will have positive effects as regards
the reduction of an inappropriate
use of hospitals—it will be possible
to avoid an excessive use of diag-
nostic tests and of surgical opera-
tions which are not really necessary.
The more prevention and promo-
tion become important, the more
the life expectancy of people will
become greater even though they
will have to face up to a broad vari-
ety of chronic-degenerative forms
of illness. In conclusion, prevention
and promotion in the field of health
and health care through the employ-
ment of education and self-educa-
tion in relation to lifestyles must re-
ly increasingly upon greater infor-
mation and upon making people far
more aware of their own bodies, in
addition to collective policies and
initiatives relating to the field of
health care and other sectors as
well. 

From this point of view, refer-
ence should be made—with the two
objectives indicated at the outset in
mind—to recent positive develop-
ments within the world of health
care which are of a more social
character. 

a) The formation of associations
made up of people already afflicted
by illnesses marked by personal be-
havioral disorders (alcoholism,
drug addiction, serious lack or ex-
cess of food intake, etc.) and other
categories of sick people. These as-
sociations promote groups for self-
therapy and shared education. 

b) The employment of telecom-
munications, ranging from “tele-as-
sistance” to “tele-medicine” in or-
der to combat involuntary isolation,
especially that of the elderly and the
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There may come a time when 
recovery lies in the hands of 

physicians, for they, too, pray to 
the Lord that he grant them success

in diagnosis and in healing, 
for the sake of preserving life.

Jesus Sirach 38, 13-14

With reference to these words of
Jesus Sirach* in the book Ecclesi-
asticus (OT) I would like to discuss
the aim and the task of health work-
ers such as nurses, laboratory per-
sonnel, secretaries etc.

They, too, are involved in the ser-
vice of the patient, be it sometimes
at a distance or to a lesser degree.

The aim of the health worker is
as the Charter for Health Care
Workers says1: to guarantee, to re-
store and to improve the state of
health, which means to serve life in
its totality.

What do we understand by
health?

From a purely biological point of
view we can say that a healthy per-
son is a coordinated entity with an
intact blood circulation, respiratory
system and central nervous system.
But this is not man in his totality.

Health as defined by the World
Health Organization (WHO) is a
state of physical, mental and social
well-being, and not merely the ab-
sence of disease or infirmity. But
this definition is incomplete and
vague because ‘well-being’ is a
rather subjective factor which can-
not be specified exactly.

Incomplete, because it does not
take into account the fact that being
man means to exist in the world as
a spiritual-physical entity.2 The first
pole is the individual human being;
the other contains the various situa-
tions in which man lives:

– the material situation: living
under physical, chemical, and envi-

ronmental influences and meeting
their requirements to hold one’s
own;

– the personal situation: living in
various personal relations;

– the socioeconomic situation;
– the spiritual and religious situa-

tion: living according to a philoso-
phy of life and a religious convic-
tion.

It appears that we have to con-
ceive the notion ‘healthy’ in such a
broad perspective because medi-
cine has to deal with all these situa-
tions which can make a man ill or
affect his health.

Not being able to cope with
them, causes suffering. We may say
that only a man who is adapted to
all these aspects harmoniously is
healthy.

This leads us to the following de-
scription of the aim of the health
worker: to maintain, restore, or fos-
ter a condition of optimal adapta-
tion of a patient to the totality of his
situation in existence by applying
the methods which are known to
him from medical science. The
consequence but at the same time
the advantage of using the notion
‘adaptation’ is that a person may be
ill in the restricted sense of the
word, but nevertheless ‘healthy’, as
is the case in a number of saints
who showed a very healthy attitude
with respect to their somatic suffer-
ing. Apart from that, striving for
adaptation does not relieve the doc-
tor from his task to remove an ab-
normality if this can be trated ther-
apeutically without harming the
person.

Health is thus one of the most
fundamental notions which play a
role in human existence. Therefore,
it is not coincidental that in every
culture, however primitive it may
be, a special person was looked for

and appointed for the service of
health, whether a witch doctor, a
temple priest, a barber or a physi-
cian.

We know that medical treatment
was probably already used by the
earliest humans.3 The best informa-
tion about health care in ancient
times stems from the writings of
Hippocrates (Corpus Hippo-
craticum), who lived from 460 BC
till 370 BC in Greece. He formulat-
ed his famous oath, which is rele-
vant for any physician with regard
to his duties to his patients to this
very day. He was a humanist with a
pagan religiosity which linked the
art of medicine to his gods.

As for the practice of medicine, it
is not irrelevant whether the physi-
cian has a particular philosophy of
life or not. A physician is a special
minister of health, and health con-
tains, as we have seen, a normative
element and thus becomes a philo-
sophical matter. A Catholic doctor
aims for something else than a doc-
tor with a positivistic-materialistic
attitude because he has a different
view on the hierarchy of values at
the various levels of existence.

He knows that the patient, like
himself, has the task to live his life
in a certain way, even when his
body puts him into a state of being
ill. At the same time—and this is
important nowadays—he also
knows that a patient has to live out
his life and that it is his task as a
doctor to lend succour to a dying
person, but never to take his life,
for life itself is holy and therefore
healthy, and all that is healthy does
not need a doctor.

The first one who connected the
aim and the task of a physician with
God was Jesus Sirach, already cited
in the beginning of this paper.

If we look at the Old Testament,

J.P.M. LELKENS
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and notably at the discourse by Je-
sus Sirach in Ecclesiasticus, we
will find in chapter 38, verse 1-15,4

a rather detailed description of the
doctor and his patients. The author
presents himself as Jesus, the son of
Eleazar, the son of Sirach. He is al-
so called Ben Sira; he wrote the
book around 190 BC, and around
130 BC a grandson translated it
from Hebrew into Greek. In the
Greek text this book is entitled
‘The Wisdom of Jesus Sirach5.’

It is an interesting text because it
brings up an important religious el-
ement, namely the relationship be-
tween the physician and God:
“...for the Lord created them; for
their gift of healing comes from the
Most High” and in verse 14: “...for
they, too, pray to the Lord...” (see
addendum).

Thus Sirach has in mind a reli-
gious and faithful Jewish doctor
who is able to serve health by mak-
ing use of medicines which “the
Lord created out of the earth” (verse
4) so that “from Him health spreads
over all the earth” (verse 8).

God gave skill not only to physi-
cians, but also to other human be-
ings ...that. He might be glorified in
His marvellous works (verse 6).
This means that every man has the
task to utilize creation in an optimal
way and because... “God’s works
will never be finished” (verse 8), he
should not leave creation fallow.
Thus Sirach developed a new dar-
ing vision6 on man in general and
on the doctor in particular seeing
him not as a competitor with God
but as a co-creator in the sense of
finishing and, if necessary, restor-
ing His works, His creation, by the
skills and wisdom given to him.
Both sources, faith and science,
must be used by the doctor if it is
his intention to fulfill this task.

“Finishing His works” means
that God wants His creation to be
complete, whole, and especially
man, the crown of His creation. To
reach this aim He uses the service
of the doctor.

Among other things, ‘to serve’
stands for helping, being useful to
another person. In health care the
concept of ‘serving’ also contains
the concept of love, of charity: the
fundamental law of the community.
In its essence Christian charity: to
will the other, to want the other to
exist, preferably in a complete way.
A human being is complete if he is

healthy, whole, or whole again.
Thus the doctor contributes to a
healed, wholesome world as want-
ed by God7. Therefore there proba-
bly is a liguistic affinity between
the words ‘whole,’ ‘holy’, and
‘health’, at least in Dutch there is.

By serving the existence of
someone else the doctor becomes a
real fellow man like the Good
Samaritan. Like all other men he
takes care of the development of
the abilities of his fellow men by
specializing in care for a certain
facet in particular. He is no longer
someone who provides only med-
ical treatment as some of his col-
leagues do nowadays, in an era in
which less and less attention is paid
to the human person.

Every doctor knows that the di-
agnosis is the beginning of his
treatment. We have to learn to un-
derstand the content, the original
meaning of the Greek word ‘dia-
gnosis’: seeing through the things,
the symptoms, the process of an ill-
ness and through this process a hu-
man being who undergoes a crisis8.

It is for this reason that the doc-
tor, according to Sirach, prays to
the Lord ... that He grant him suc-
cess in diagnosis and in healing, for
the sake of preserving life (verse
14), and, we may add, not only for
success in a medical diagnosis, but,
above all, that he may help the pa-
tient on the basis of a human diag-
nosis. In this way, the writing of
Sirach builds a bridge, so to speak,
between the Hellenistic view of
medicine and the Christian anthro-
pology of the New Testament.

Addendum

The wisdom of Sirach 38; 1-15:
38.1) Honor physicians for their

services, for the Lord created them;
2) for their gift of healing comes

from the Most High, and they are
rewarded by the king.

3) The skill of physicians makes
them distinguished, and in the pres-
ence of the great they are admired.

4) The Lord created medicines
out of the earth, and the sensible
will not despise them.

5) Was not water made sweet
with a tree in order that its power
might be known?

6) And he gave skill to human
beings that the might be glorified in
his marvelous works.

7) By them the physician heals
and takes away pain.

8) The pharmacist makes a mix-
ture from them. God’s works will
never be finished; and from him
health spreads over all the earth.

9) My child, when you are ill, do
not delay, but pray to the Lord, and
he will heal you.

10) Give up your faults and di-
rect your hands rightly, and cleanse
your heart from all sin.

11) Offer a sweet-smelling sacri-
fice, and a memorial portion of
choice flour, and pour oil on your
offering, as much as you can afford.

12) Then give the physician his
place, for the Lord created him; do
not let him leave you, for you need
him.

13) There may come a time when
recovery lies in the hands of physi-
cians,

14) for they too pray to the Lord
that he grant them success in diag-
nosis and in healing, for the sake of
preserving life.

15) He who sins against his Mak-
er will be defiant toward the physi-
cian.

* I owe many thanks to Professor J. Liesen
of the Mayor Seminary of Rolduc, (Kerkrade,
the Netherlands), who drew my attention to
the writings of Jesus Sirach.
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More than any other question
which impinges in an essential
way on human existence, the
question of health possesses in
structural terms a social dimen-
sion and thus an economic dimen-
sion as well. As Archbishop
Lozano observed during the press
conference held to introduce this
international conference, we
should not think that the social
and economic aspects of health—
aspects which are usually placed
under the general heading of
health care—are independent of
the profound anthropological—
and, in the final analysis, Christo-
logical—meaning which the need
for health serves to reveal within
man. 

Indeed, man, in the self-under-
standing of which he is capable,
perceives within himself the exis-
tence of a dramatic dimension.
This drama is the impossibility of
avoiding the limit by which he is
constituted. He is capable of the
Infinite, but he is not capable in
the final analysis of originating it,
and he is therefore limited. In the
light of the magisterium of John
Paul II, it can be said that this con-
dition of man emerges from his
own elementary experience. He is
one, but he has a dual unity. There
are within him constitutive polari-
ties—soul/body, man/woman, in-
dividual/community. 

When we speak about some-
thing which is “constitutive,” we
speak about something which is
“necessary” because the freedom
of man must be aware of it in
every act he performs and at every
moment. Nobody can decide for
him. The awareness of this drama,
however, does not mean that man,
as Sartre would have us believe, is

reference has been made. The an-
swers which society can offer to
the question of health care (com-
pulsory insurance, public ser-
vices, and so forth), with all their
resultant economic consequences
(the resources of the state dedicat-
ed to the national health service),
must take all the factors into ac-
count. Controversial questions
such as, for example, the respec-
tive roles of the public and the pri-
vate in the healthcare sector,
should be addressed with refer-
ence both to the principle of sup-
port (the clear application of a
suitable anthropology which sees
the person in terms of his original
social component in his relation-
ship with the state) and to practi-
cal needs, especially as regards
the poorest sections of the popula-
tion (that is, the policy of solidari-
ty). 

The papers by the participants
in this session will address them-
selves, firstly, to the sociopolitical
and economic aspects of health
care within the context of reflec-
tions on the condition, difficulties,
and relevant features of care in in-
dustrialized countries and in de-
veloping countries. Attention will
also be paid to questions relating
to the organization, management,
and ethical models of healthcare
systems.  

It is my hope and wish that the
debate which will be conducted
this afternoon will contribute to
the achievement of a unitary vi-
sion of health care which has as its
interlocutor man anima et corpore
unus. 

Most Rev. ANGELO SCOLA 
Rector of the Pontifical Lateran 

University, Rome 
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a “useless passion.” On the con-
trary, man with his freedom is
able to perceive the real dimen-
sions of the drama of which he is
made up and constituted, although
it must be made clear that nothing
and nobody can decide before-
hand the drama which will befall
each man. 

This dramatic character of the
existence of man is brought out
and emphasized with especial
acuteness in the experience of ill-
ness and the consequent need for
health which arises from that con-
dition. When man is wounded in
his physical integrity, he does not
halt at the question What treat-
ment is suitable for my condition?
Indeed, he goes on to ask another
question, and this is something es-
pecially true when the illness is
serious: Why am I ill? In this
sense, the experience of the lack
of health reveals the intrinsic need
for salvation which characterizes
the heart of man, and therefore
brings out the dramatic character
of human existence—the fact that
in a certain sense he finds himself
in the condition of being “wound-
ed.” Every request for care also
involves a request for salvation. In
this way the unity of the self is
recognized, in opposition to every
exclusion of the individual—
something which applies to the
practical expression and imple-
mentation of medicine as well. 

I have dwelt upon this anthro-
pological dimension to health be-
cause reflection upon the social
and economic problems and ques-
tions which are connected with
health cannot involve methodic
neglect (on the basis that such an
element is taken for granted) of
the need for salvation to which
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1. Introduction 

On the threshold of the third mil-
lennium man and the dignity which
springs from his nature are emerging
ever more as the primary values of
global society. 

We have witnessed with satisfac-
tion the growing consecration of
new expressions of the rights of
man, and the recognition of such
rights in the international context by
means of a whole variety of mecha-
nisms. 

I have wanted to place my paper
within the framework of values
which spring from the dignity of the
human being. This paper bears the
title “the sociopolitical and econom-
ic aspects of health,” and in response
to an invitation extended to me by
the Pontifical Council for Pastoral
Assistance to Health Care Workers I
would like to share this paper with
you. 

With regard to the title, it is right
and proper to affirm that in the field
of health and health care the mean-
ing of human dignity acquires a very
special weight, and to that dignity
must be directed political, econom-
ic, and social questions. This is
something which was very fittingly
observed by Gaudium et Spes:
“Man is the author, the center, and
the end of the whole of social-eco-
nomic life” (GS, 63). 

2. The Right to Health 

Within the framework of its pro-
ject for health for all in the year
2000, the World Health Organiza-
tion has drawn attention to the im-
portance of healthcare systems
which seek to achieve equity
through a reduction of the inequali-
ties which exist in the health levels
of different countries, regions, and

populations. Equity, here, has three
principal aspects: 

* geographical equity between
different countries; 

* socioeconomic equity between
different social groups; 

* the equity which should exist
between different groups at risk. 

The right to health is recognized
by most of the fundamental texts of
the developed countries. It is not,
however, possible to exercise this
right if the state does not guarantee
access to it equally for all citizens,
irrespective of their economic con-
dition, their education, their geo-
graphical situation, and so forth. 

We are equally aware of the fact
that the elements which determine
health levels in a community are nu-
merous: there are those which have
a direct relationship to health (tech-
nical and human resources) and
there are those which contribute to
providing the conditions which al-
low the inhabitants of a country to
enjoy higher levels of health (educa-
tion, development, and social and
economic integration). 

If these resources are not distrib-
uted fairly, access to the right to
health is denied. It is for this reason
that we believe that a healthcare sys-
tem is fair only if it allows the same
access to care and offers the same
resources to people equally. In order
for this system to be fair, it should
provide different treatment for those
who find themselves in different
conditions. To put it succinctly,
equal treatment for the same kinds
of people and different treatment for
different people. 

As the World Health Organization
has observed, “The new policy of
health for everyone bears witness to
the need to build a world where
there is a real `culture of health’ and
where health is placed at the center
of human development. The policies

and the strategies which guide this
transition must be defined and ac-
cepted rapidly so that the efforts of
the next decades can be cohesive
and coherent” (WHO, p. 6). 

3. Principles for a Reform 

In July 1996 I had the great plea-
sure, as the Portuguese Minister of
Health, to take part in the approval
of a document of notable importance
which conforms to this spirit—The
Ljibljana Charter. This Charter es-
tablishes a set of fundamental prin-
ciples which we have sought to im-
plement in our reform of the Nation-
al Health Service of Portugal. 

We would like to submit for the
consideration of those taking part in
this conference the following con-
cepts, which were upheld on that oc-
casion and which we believe to be of
very great value. 

1. “The reform of healthcare sys-
tems must be based upon the funda-
mental values of human dignity, eq-
uity, solidarity, and professional
ethics.” 

2. “Each reform which aims to be
important must have as its final ob-
jective the improvement of forms of
health care and treatment. The pre-
vention and promotion of health
must be the fundamental concerns of
society and its citizens.” 

3. “The reforms of healthcare sys-
tems must correspond to the needs
of the citizens and their hopes and
aspirations in the field of health and
health care, within a democratic
framework. The opinions and the
choices of the citizens must exercise
a decisive influence on the way in
which healthcare systems are con-
ceived and how they function and
operate. The citizens must be jointly
responsible in matters relating to
health and health care.” 

MARIA DE BELEM ROSEIRA
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4. “Each reform must take into ac-
count the continuous and constant
improvement of healthcare treat-
ment and assistance, without, how-
ever, neglecting the importance of
the relationship between cost and ef-
fectiveness.”

5. “The funding of healthcare sys-
tems must allow the treatment and
assistance which are provided to be
made available to everybody in an
effective and real way. This means
the right, for each individual, to pay-
ment for services and to fairness in
questions relating to access to treat-
ment and assistance, and for this rea-
son there must be a rational use of
the resources which are available.
Governments, therefore, must be
able to guarantee solidarity and ac-
tively participate in the regulation of
the funding of healthcare systems.”

4. The Challenges of the Future

The healthcare systems of mod-
ern, complex, and pluralistic soci-
eties have developed in line with a
large number of influences, and
these have expressed themselves in
a process of reform which has taken
place over a period of time. 

The social transformations which
are currently under way, and which
are taking place at an accelerating
pace, require a permanent adapta-
tion of all systems which provide
help, in addition to a constant re-
sponse to the various and different
problems which are raised by the
emergencies of such new situations
as the progressive aging of the pop-
ulation, new forms of social exclu-
sion, and new illnesses associated
with lifestyles which are brought
about by economic development. 

The reappearance of certain infec-
tious diseases which we thought had
gone forever, and the rise of new and
unknown pathologies, both in the
field of infectious diseases and in
that of immunology, constitute very
serious challenges, not to mention
certain problems which we recog-
nize as being of equal importance
and significance—those connected
with the quality and safety of the
products of the food chain and other
problems of a similar nature, in par-
ticular those relating to the condition
of the air and water. 

These questions and those con-
nected with the conservation of the
environment must go to make up a
clear message for the generations to

come, and the essential vehicle for
this message must be education. 

Scientific and clinical research,
with all the moral, political, and reli-
gious implications that are associat-
ed with it, also constitutes a chal-
lenge for us which is at one and the
same time both promising and dis-
turbing. 

All these factors work to augment
the costs of health care. And at the
same time the financial resources
which are available, because of the
very size of the task that we have to
face, are clearly inadequate. Such
resources, therefore, must be man-
aged and directed in such a way that
all citizens can benefit from them to
the utmost. 

5. Portugal and its 
Healthcare System    

When we come to consider the
Portuguese national health service,
it should be pointed out that reform
has been set in motion by the present
government, which has given a clear
definition of the lines to be followed
in the growth and development of
the system. The citizen has been
placed at the center of the decision-
making process, and this has given
forceful energy to a strategy for
change. It is also something which is
indispensable to any reform which
gets to the heart of the matter. 

The essential principles of this
process have been defined, and I
would like to set out what they are
here. These principles are as fol-
lows. 

1. The First Principle: to invest in
the potentiality of the National
Health Service and guarantee re-
spect for the principle of universali-
ty of access. This should involve an
improvement in the size and breadth
of the network of infrastructures of
the healthcare and hospital facilities
which cover the whole of the coun-
try; the appreciation and promotion
of the professional aspects of this
network; and the best possible use of
the opportunities offered by the
statute of this network to introduce
changes and reforms in an organized
and detailed way in relation to the
funding of the system, the carrying
out of the functions of public health,
and the disposition of the services
which provide various forms of
health care. 

2. The Second Principle: to make
sure that the reform of the health

system takes place on the basis of a
rigorous analysis of the factors
which have influenced its develop-
ment, on the one hand, and deep and
broad reflection on the possible sce-
narios of its future evolution, on the
other. 

3. The Third Principle: to go be-
yond the mechanical, one-dimen-
sional, and voluntary work methods,
include reference to changes in so-
cial systems, and adopt a dynamic
and interactive idea of how things
should be organized. 

4. The Fourth Principle: to em-
brace the principle that  change in
the system must be based upon the
citizen, and to guarantee a real com-
mitment on the part of the various
people who are involved in its prac-
tical implementation. 

5. The Fifth Principle: to adopt
balanced forms of the work carried
out by the system which seek to
maximize efforts towards concen-
tration, thereby preparing and creat-
ing a framework for a gradual devel-
opment in the medium and long
terms—without, however, neglect-
ing the needs for rigor and opportu-
nities for action in the short term. 

Following the process of the par-
ticipation of civil society which has
been promoted by the action of the
Council for the Programming of
Health, an organism which was set
up to ensure the successful outcome
of a specific task, in the near future
there will emerge reform proposals
which will be debated and discussed
at a political level by parliament. 

We are, however, convinced that
the question of funding remains of
cardinal importance for the health-
care system. We must assess
whether public funding will be suffi-
cient to ensure and sustain the provi-
sion of health care in relatively fair
terms or whether we should also
seek to draw upon private sources of
funding. 

As a European people which is at-
tached to the values of solidarity, we
are not prepared to turn our backs on
the principle that access to health
care must be guaranteed to each and
every citizen. 

In the same way, we also hope and
wish that the technical quality of the
care and assistance which is provid-
ed by the health system will not be
different for rich and poor. 

In the international context of at-
tempts which are made to contain
public expenditure, we must from
now on be able to find the right point
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of balance for ourselves as a country
and a society. 

6. Conclusion 

In a world which is involved in a
process of the progressive aging of
populations, where healthcare meth-
ods are more effective, and where
the number of people who are so-
cially disadvantaged or openly inca-
pable of upholding their rights is on
the increase, solidarity emerges as
an operative principle of life in soci-
ety. 

The enormous pressure exercised
by these factors in the healthcare
system requires a philosophy which
is totally innovative. We need man-
agement of this whole area which
has a strong ethical dimension. 

“The ethical questions which are
raised in relation to the distribution
and use of resources destined to
health concern every society and all
citizens. They also concern the state
and its different institutions, and all
the professional groups which are
involved in health care—in particu-
lar, medical doctors and nurses.
From the united action of these so-
cial actors there can emerge a more
universal and more equitable em-
ployment of the resources which are
destined to health care” (CNEV, p.
81). 

Technological and scientific ad-
vance and development in the
healthcare sector must be under-
stood from two points of view. On
the one hand, new forms of technol-
ogy allow healthcare workers to act

more rapidly and with greater effec-
tiveness in the treatment and curing
of illness. But, on the other hand,
they involve the danger that the doc-
tor/patient relationship may come to
be forgotten. 

For this reason, if the enormous
diversity which exists in means and
resources “is not supported by a
moral intention and by an orienta-
tion towards the real good of the hu-
man person, it will easily spring
back on him and oppress him”
(SRS, 28). 

The reforms of the National
Health Service, for this reason, are
based upon a “new culture of
health” where development in-
evitably involves an economic di-
mension which is directed towards
ensuring that the human person has
a suitable quality of life and prosper-
ity.  But it also involves, above all,
another dimension which goes much
deeper than this and which allows
such development to be more conso-
nant with the essence of man him-
self, where “having” is limited to
serving the truth of “being.” 

Indeed, it is in this way that Salvi-
fici Doloris sees the question when
this publication observes that “the
world of human suffering invokes,
so to speak, another world unceas-
ingly: that of human love; and this
disinterested love, which he feels in
his heart and his works, man owes in
a certain sense to suffering” (SD,
29). 

To conclude, I would like to say
that in the face of the depth of man
and the essence of the concept of hu-
manity I feel absolutely small in size

when faced with the ancestral value
of the lesson and the practice of the
two-thousand-year-old institution,
which quite rightly can be defined as
being “expert in humanity.” 

But in approaching the new
century the Church must adopt in an
ever more evident and active way
the role of the shaker of consciences,
a role which obliges the political
powers which make decisions to be
in line with the heights of the nobili-
ty of the objectives which are in
view. 

Dr. MARIA DE BELEM 
ROSEIRA 

Portuguese Minister of Health
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In the variety and range of the
expertise which is represented at
this round table, one can perceive
the complexity of the problems
which concern the whole world of
health care. During my brief pa-
per, I have sought to present to the
eminent experts here present the
view that the time has perhaps
come when, in dealing with health
care, we should eliminate detailed
analyses. 

By now we all know everything
about the high costs of health care,
about its impact on the welfare
state, and its relationship to the tri-
als of the citizens of the whole
world. What we need to do now is
to get an overall vision and pro-
duce local strategies in order to
move from abstract analytical the-
ories to practical initiatives and
policies which improve health
care to the benefit of sick people. 

In the tandem “health and
health care” is to be found, it
seems to me, exactly that nexus
which links the practical needs of
sick people with the structural
problems of health services. In-
deed, during our discussions there
must be a marked and detailed ref-
erence to that need for health
which is at the basis of, and under-
pins, the decision to turn to health-
care services and facilities. 

From every quarter we hear it
said that the various health ser-
vices—and not only in the indus-
trialized countries—have begun
to come up against the require-
ments and imperatives of existing
social and economic systems. In
particular, there has been the need
to think about the whole organiza-
tion and system of provision of
health care because of pressures to
contain the costs of the welfare

state and to increase its effective-
ness and efficiency. 

From the north to the south of
the planet there is one order of the
day: “rationalize welfare expendi-
ture.” To put it bluntly, this means
a radical change in how things are
managed, in how services are or-
ganized and provided, and in the
distribution of human and finan-
cial resources. 

Here certain problems arise
which I will very rapidly submit to
your attention: 

1. The measurement of costs
and respect for justice. 

2. The rethinking of the concept
of quality of life as a bioethical
criterion. 

3. The guaranteeing of access to
services for all citizens. 

1. The Measurement of 
Costs and Respect for Justice

I hope it will not appear to you
to be exaggerated, during this
round table meeting, to refer to
John Paul II’s teachings on eco-
nomic questions. In the encyclical
Centesimus Annus, which was
published in 1991, the Holy Fa-
ther reaffirms the relevance of the
international context in which
market economies operate.
Through their access to the inter-
national market, it is possible for
all national economies to achieve
growth and development, first and
foremost through the understand-
ing and appreciation of their own
human and natural resources. 

The fact that the market econo-
my is seen as the most efficient
way of bringing resources togeth-
er and of responding to people’s
needs is not something which the

Pope sees as being contrary to the
traditional teachings of the
Church. When we apply this ap-
proach to the questions that we are
considering here today, we can see
that the entrance of the market in-
to the world of health care can in-
deed be a useful way of avoiding
waste and organizing expenditure.
But for the world of health  care
separate observations must also be
made which combine control of
expenditure with respect for the
needs and requirements of all sick
people. 

Indeed, and with great incisive-
ness, the Holy Father makes clear
that the free market has different
roles according to the nature of
these needs: “This, however, is
valid only for those needs which
are resolvable, which involve a
power of purchase, and for those
resources which are saleable and
able to obtain a suitable price. But
there are very many human needs
which do not have access to the
market. It is a strict duty of justice
and truth to keep fundamental hu-
man needs from remaining unsat-
isfied and the people who are op-
pressed by them from dying”
(C.A. 34). 

The need for health which ap-
pears in the constitutions of cer-
tain countries in the form of an
ambiguous right to health is clear-
ly a need which cannot be ex-
pressed in money. For this reason,
the time has come to divide the re-
al cost of the service from the
plus-value of care for the sick per-
son. This last should be measured
and valued in terms of overall
quality and—why not?—also as-
sessed and paid as a surplus. In-
deed, a healthcare system cannot
be reduced to the level of a mere
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profit-making company, even
though such profits indicate and
bear witness to the economic suc-
cess of a healthcare company. 

In this case, the Pope argues,
profit cannot be the only yardstick
by which to assess the effective-
ness of a company: “The aim of a
company is not merely the pro-
duction of profit, but also the exis-
tence itself of the company as a
community of men which in a dif-
ferent role pursues the satisfaction
of their fundamental needs and
constitutes a specific group at the
service of society as a whole”
(C.A. 35). In other words, the
keeping of accounts must include
the cost of that immeasurable
good—the dedication of profes-
sionals. This—and I repeat the
point—must be paid for as a qual-
ity service which would not be
such without the dedication of
healthcare workers, regardless of
their religious loyalties, which in
themselves act as a  force for the
achievement of improvement. 

2. The Rethinking of the 
Concept of Quality of Life 
as a Bioethical Criterion 

In all the countries of the world
healthcare problems center
around the question of the mea-
surability of the quality of life. In-
deed, for economists healthcare
costs must obey those criteria of
efficiency and effectiveness
which characterize the system of
industrial production. This as-
sumes that there can be men
whose life is worth more than that
of other men, and that the lives of
some men are worth less than
those of others. For this reason it
is argued that some people should
be treated, but others should be
abandoned. 

For Christians, this line of argu-
ment is not acceptable. This is be-
cause for us the basis of ethics lies
in the idea that all men are equally
important and that their lives and
needs must be dealt with equally
without any kind of distinction.
We might think here of the disas-
trous consequences we would en-
counter if we came to consider—
as, indeed, some legislators pro-
pose—the quality of life of an el-
derly person or of a mentally

handicapped person to be of less
importance, or if we were to lower
ourselves to employing utilitarian
considerations as a basis for the
provision of aid to developing
peoples. 

Thus, the following decision-
making criteria cannot be exclud-
ed solely on economic grounds:
the value of life, the principle of
equity in treatment, and respect
for civil rights. 

In applying A. Sen’s concept of
quality of life to health care, we
can only refer here to the com-
plexity of the concepts which this
perceptive economist of Indian
origin brings into play when dis-
cussing the policy which govern-
ments should adopt in relation to
the well-being and quality of life
to which their citizens aspire. In
seeking to understand to the full
the reasons which allow a person
to be satisfied with his own condi-
tion, A. Sen declares: “There are
many fundamentally different
ways of perceiving the quality of
life and a certain number of these
have a certain immediate plausi-
bility. One could be well-off with-
out being well. One could be well-
off without being able to live a life
that one would like to live. One
could live the life one would like
to live without being happy. One
could be happy without having
much freedom. One could have a
great deal of freedom without pos-
sessing much. And so the list goes
on” (A. Sen, Il tenore di vita tra
benessere e libertà, Venice, 1993). 

We can see that from this per-
spective a much more fruitful ap-
proach can be set against naive
utilitarianism. In this approach in-
dividual self-determination which
takes place through a process of
preferences also becomes a path
marked by obstacles. This path
becomes an intricate cultural fact
with which a whole series of dis-
abling conditions can interfere
(for example serious illness, phys-
ical and mental handicaps, and old
age). 

In opposition to the utilitarian
approach—according to which
man is as he is—is placed a dis-
turbing idea: “Man is what he is
allowed to be.” 

The ethical problem of social
justice as it bears upon bioethics is
not only that of having to ensure

that all men have sufficient re-
sources with which to satisfy their
own given preferences and aspira-
tions. It is, rather, to ensure that all
men have those sufficient opportu-
nities by which to accomplish a
full and complete project of the
development of their aspirations
and potential. 

The resource which is really
scarce is that which could be de-
fined as opportunity for human
development. It is a lack of respect
for the development of man which
creates the material preconditions
for injustice. 

The injustice of the individual
who has to suffer the deprivation
of goods or health is not for
bioethics a reason why that person
should be deprived of the treat-
ment which is necessary to obtain
his opportunity to live. 

The Human Development Indi-
cator produced by the develop-
ment program of the UN does not
in this light seem to be very help-
ful. This is because the values
which it takes into account do not
seem to be sufficient to guarantee
respect for the human person in
his various existential situations
and conditions of life. 

For the United Nations the de-
velopment of a population is to be
judged in relation to four fac-
tors—gross domestic product per
capita, literacy levels, average ed-
ucations levels, and life expectan-
cy. 

The term “life expectancy” is
not synonymous with quality of
life, but introduces a certain mate-
rial/measurable dependence be-
tween life  expectations, health
conditions, and a permanent de-
pendence on external factors. In
this approach those disabled peo-
ple who are unable to generate in-
come would come to be consid-
ered a weight. 

From a personalistic point of
view, overall care for the human
person does not embrace the par-
tiality of economic calculation
based upon the relationship be-
tween costs and effectiveness as a
value. It proposes, instead, a new
emphasis on the role of the bio-
medical researcher, the medical
doctor, and the nurse as defenders
of the life of every human person
and as guarantors of the rights of
every human person. 
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3. The Guaranteeing of Access 
to Services to all Citizens: 
Information and the New Role 
of Voluntary Workers 

I would not like my words to be
taken as constituting an attack on
the health services of the industri-
alized world. I must, however, say
with frankness that the world’s
health service in its present re-
duced terms is in itself a problem.
Above all, this is because it is be-
coming increasingly isolated from
the rest of society in its propensity
to rely for its success upon the
spectacular work of certain emi-
nent doctors and to shut itself up
within a sort of labyrinth which is
open only to the initiated. In order
to resist this closure a new human-
izing culture of medicine and a
new kind of training for profes-
sionals must be brought into play. 

The healthcare service must
make itself credible in the eyes of
all people and should no longer be
a service made up of healthcare
workers, but a decisive instrument
in the promotion of health. This
should take place through pro-
grams of healthcare education and
prevention, improvements in the
quality of services, and concern
and care for the weakest members
of society. 

All this requires a new model of
providing information which will
commit healthcare institutions to
drawing nearer to people and to all
potential users. We need to bring
our health services nearer to peo-
ple and to use an accessible lan-
guage to explain to them what they
can expect and what they can ob-
tain from the health service of their
country. 

Access to health services is not
only a question of architectonic
barriers and obstacles. It involves
first and foremost the culture of
health care. If people are not
helped to recognize what health in-
stitutions are and how they func-
tion, then they cannot know how
to direct their requests or obtain
suitable answers. 

The Catholic voluntary workers
active in hospitals can and must
participate in this sensitive opera-
tion by performing a new role. The
timidity which has characterized
the first steps of this movement
must be placed to one side and be

replaced by a programmed initia-
tive involving a two-way drawing
together of citizens and healthcare
institutions. 

Voluntary work must abandon
the role of ancillary activity which
it has hitherto embraced and direct
its steps towards the construction
of a fairer and more solidarity-in-
spired society. Such a society must
guarantee its citizens the opportu-
nity of being able to meet their
needs as though they were secur-
ing the honoring of their rights. 

Healthcare workers and
Catholic voluntary workers in hos-
pitals must brace themselves to the
task of redesigning a world made
up of the exercise of solidarity be-
tween institutions and citizens.
This must be done if we do not
want to risk the disintegration of
the very unity of human civic co-
existence in each continent of the
globe. 

In conclusion, I cannot but refer
to what in the near future should be
the role of the Catholic hospitals. 

In being Catholic—that is, in be-
ing universal in their vocation—
our healthcare institutions should
find a way of expressing the
uniqueness and the originality of
their mission. 

A Catholic hospital which is re-
ally inspired by God’s charity to-
wards men searches for and im-
prints a style based on communion
which in caring for men’s bodies is
also concerned with the salvation
of those persons who constitute the
community of the saved. This is a
sign of hope and a promise of sal-
vation for a world wounded by ill-
ness. 

Hence the attempt to find guide-
lines for action which I would like
to summarize as follows, ex-
pounding at the same time certain
points of view which I have ex-
pressed elsewhere in other con-
texts. 

a) The quality of the medical
care provided in Catholic facilities
may not be inferior to that offered
by corresponding non-Catholic or
secular institutions. However, a
Catholic institution cares for the
whole person—his body, his mind,
and his spirit. This kind of overall
health care requires that attention
be paid not only to the scientific
quality of the medical care which
is provided, but also to the way in

which it is provided. 
Although there is nothing exclu-

sively Catholic in such a concern
for quality, a widespread opinion
makes a net distinction between
Christian healthcare facilities and
others precisely because of this
personal aspect.    

b) The credibility of the preach-
ing of the Gospel by the Church is
undermined when her internal
life—which includes her health-
care institutions—does not reflect
the justice which she preaches.
Catholic institutions must be re-
sponsive to calls for social justice
when they make decisions about
the services they offer and the allo-
cation of resources. These deci-
sions should be made in the light
of the real healthcare needs of the
communities which such Catholic
institutions serve, rather than with
reference to merely financial con-
siderations. The social teaching of
the Church must also leave its
mark on the relationships between
employers and workers which ex-
ist within such institutions. 

c) In the near future market pres-
sures may prevent Catholic health-
care institutions from being able to
increase the care they are able to
offer to their poor patients. Never-
theless, they can respect the digni-
ty of the poor patients whom they
treat and care for by providing
them with the same quality of as-
sistance and the same personal at-
tention as they give to their rich pa-
tients. They can also call for public
policies which provide fairness for
poor people in gaining access to
health care, something which is in
line with the pressing appeals of
the Holy Father. Decisions regard-
ing the location of institutions, the
kinds of service which should be
provided or ended, and the kinds of
equipment which should be pur-
chased, should be made while
bearing in mind their impact upon
the poor (cf. J. Beal, “Ospedali
Cattolici,” in Concilium, no.
5/1994, pp. 115-129). 

Perhaps this is not so much a
program as a way of addressing
the question of moral coherence
which the Gospel demands of all
healthcare workers. 

Fra PIERLUIGI MARCHESI 
Member of the Pontifical Council for 

Pastoral Assistance to Health Care Workers
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The phenomenon of the aging of
the population in Latin America is
a new experience which is taking
place at an accelerated pace and
for which we are preparing only
very slowly. What we have to do,
and what is most urgent, is to
adopt a culture which respects the
dignity, the rights, and the com-
plete integrity of elderly people. 

In this part of the world there is
a constant and explosive expan-
sion in the size of this part of the
population—that is, the sector
which comprises people who are
sixty years of age and over. 

The aging of the population in-
volves an ever-greater increase in
percentage terms of the number of
elderly people within the popula-
tion as a whole. 

This process is caused first and
foremost by the birth rate and sec-
ondly by the death rate, and this is
because populations with a high
birth rate tend to have a lower pro-
portion of elderly people, and vice
versa. The term “demographic
transition” refers to a gradual
process whereby a society passes
from a situation of a high birth rate
and a high death rate to a situation
involving a low birth rate and a
low death rate. This transition is
chiefly characterized by a reduc-
tion in levels of infant and child
mortality, which are gradually
lowered with the decline of the in-
cidence and effects of contagious
diseases and illnesses caused by
parasites. 

The best results concerning life
expectancy occur when birth rates
tend to grow constantly, thereby
leading to many births and a high
number of children in relation to
the adult population as a whole. 

When the birth rate falls and the

death rate continues to improve,
the population begins to age. 

Table 1. These statistics demon-
strate the recent historical transfor-
mation of, and the projections for,
the age structure of the population
of Latin America and the
Caribbean. 

In 1950 the general situation was
characterized by a reduction in the
death rate of the youngest members
of the population at a time when the
birth rate was high (on the average,
each woman had six children). This
gave rise to a great expansion at the
base of the population pyramid.
This pyramid had lost its triangular
form, and the percentage of elderly
people as a proportion of the popu-

lation as a whole had increased
slightly. In the year 2020 the base
of the pyramid will be rectangular
and the number of people in their
thirties will be the same as the num-
ber of people in middle age. It is
predicted that in the year 2020 the
elderly part of the population will
constitute from 12% to 13% of the
total, as opposed to the 5.5% of the
year 1950 for the same grouping. 

There is a wide variety in the fig-
ures relating to Latin America and
the Caribbean, and this reflects the
demographic and socioeconomic
differences to be found between
these countries. There are elderly
people in difficult living conditions
who have very little welfare sup-
port and very low levels of pur-
chasing power. 

Some nations, such as Costa Ri-
ca (the leading country in Latin
America in terms of life expectan-
cy levels at birth), Uruguay, Cuba,
and Argentina have experienced a
rise in aging levels within their
populations, in contrast to such oth-
er countries in the region as Haiti,
Guatemala, and Nicaragua, which
still have high birth rates. 

The following table clearly
demonstrates levels of life ex-
pectancy in Latin America. 

Because it is a small country lo-
cated in Latin America, Costa Rica
has the following historical popu-
lation structure.

FERNANDO MORALES MARTINEZ
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in 25 countries 1991
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In a study carried out in June
1994 in Costa Rica by the Institute
of Research on Multiple Subjects
it was clearly demonstrated that
those over seventy within the pop-
ulation represented 8% of the
whole. Projections envisaged a
decisive increase in this group
which would be sustained and ex-
plosive, and which in the year
2020 would reach 14% of the gen-
eral population, whereas in many
countries in the region the propor-
tion of people over 75 years of age
would have tripled over the same
period. 

Projections indicate that women
will make up the majority of elder-
ly people in all regions of the
world where there are developing
countries. If the existing gap be-
tween female and male survival
rates in Latin America continues
to increase with the passage of
time—as is happening in Europe

Table 3 - Structure of the population
by age and sex- Costa Rica 1950-2025
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and North America—it is predict-
ed that there will be an even
greater gap in future years than is
presently envisaged, especially as
regards the oldest segments of the
population. 

In the studies carried out in
Latin America on the composition
of the family it is found that the
majority of people over the age of
seventy live in extended and elab-
orate families made up of mem-
bers belonging to a number of
marriage units (for example, with
an elderly couple and with a mar-
ried grandson and grandchildren).
About 25% of elderly people live
in nuclear family units made up of
a married couple or of a single
person who lives with his or her
unmarried children, and about 7-
16% of elderly people live alone.
This fact confirms the belief that
traditionally the family (in its var-
ious forms) has been, and remains,
one of the principal sources of the
social and economic support
which is provided to elderly peo-
ple. 

In Latin America there is a
strong tendency towards partici-
pation in the female workforce,
and this is something which has
been brought about by the
processes of industrialization. For
this reason, the possibilities for
care being offered by women are
reduced, and the result of this is a
possible “abandoning of the elder-
ly.” All these phenomena lead to a
strengthening of the family struc-
ture and to an improvement of the
quality of life enjoyed by elderly
people as regards their primary
and imperative needs. 

As can be observed, cardiovas-
cular diseases occupy the first
place in the causes of death in
Latin America, something which
is also true of the industrialized
countries. The same may be said
of the presence of a number of
other pathologies. 

The epidemiological transition
is rooted in a change on a large
scale from previous types of ill-
ness to those of a chronic and de-
generative character. In general,
the epidemiological transition ac-
companies the demographic tran-
sition, even though the effects of
the first appear later than the ef-
fects of the second. 

The present-day or future eco-
nomic situation diminishes the
benefits which elderly people
need, and which they deservedly
and rightly hope for. The increas-
ing number of elderly people who
come to receive a pension has led
to there being a serious economic
deficit, and this has had serious
consequences for the standard of
living of many elderly people. 

Without doubt, the real test of
the social programs of Latin
America is to be found in the
healthcare sector. 

An additional phenomenon is
now to be found in the world of
healthcare services, namely, the
lack of suitable training on the part
of the healthcare teams which look
after elderly people. This emerges
clearly from a study carried out in
Scotland in 1964 which lays out
the number of illnesses which
were not detected by healthcare
teams looking after the elderly. 

In the face of this situation great
efforts have been made in Latin
America to teach geriatrics and
gerontology. In countries such as
Costa Rica, Cuba, Mexico, Ar-
gentina, Uruguay, Chile, and
Brazil, energetic attempts are be-
ing made to increase people’s
knowledge about these areas and
to apply such knowledge in the
provision of services which work
to the benefit of elderly people. 

In Costa Rica major advances
have been achieved in the field of
formal and informal education.
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The Dr. Raúl Blanco Cervantes
National Hospital for Geriatrics
and Gerontology of the National
Fund for Social Insurance, which
is the only such institute at a uni-
versity level of its kind in Latin
America, provides a specialization
course which lasts four years with-
in the framework of the System of
Higher Studies of the University of
Costa Rica. In addition, this Na-
tional Fund for Social Insurance
also offers an overall approach to
elderly people through programs
of prevention and recreation.
There are also a large number of
state and private institutions which
look after elderly people and
which seek to achieve for them a
good quality of life. 

Before finishing this paper, I
would like to reflect briefly upon
what growing old and aging
means. 

We are indeed dealing with
growing old and aging in a world
where, luckily enough, science
and technology have made enor-
mous advances, but at the same
time in this world morality, princi-
ples, and spirituality grow worse
every day. This is something
which is not worthy of a Christian
society. 

What are we doing? I believe
that it is obvious. However great
the advances of science and medi-
cine may be, if today all of us do
not commit ourselves to strength-
ening family ties and generally se-
cure a substantial improvement in
the quality of life of elderly peo-

ple, it will be hard for us to experi-
ence an old age which is dignified. 

In December 1996 the United
Nations carried out a study in Cen-
tral America which revealed that
81% of the population of Costa Ri-
ca professed themselves to be
Catholic. Such figures are to be
found not only in Central America,
but in nearly all the countries of
Latin America. Without doubt, and
curiously enough, this great major-
ity of practicing Catholics, who
are often immersed in the pres-
sures and strains of daily life, for-
get or tend to put off to another
date their duties towards elderly
people. 

I believe that the opportunity for
renewing and strengthening such a
commitment is drawing near with
the declaration by the United Na-
tions of The International Year of
the Elderly which will be held in
1998. For this reason, I would like
to make a humble, but strong ap-
peal to you to secure the authorita-
tive and indispensable support of
the Catholic Church in this ardu-
ous, but important task, namely, to
bring about an awareness within
our societies and to protect our el-
derly people through solidarity, re-
spect, and love for one’s neighbor,
and at the same time, united in the
Faith, to secure the proclamation
of 1999 as the “International Year
of the Elderly,” preferably through
an encyclical, an apostolic exhor-
tation, or another document pub-
lished by the Vatican. 

This will be an act of homage to

our much-loved elderly people, to
whom we owe so much. 

Dr. FERNANDO MORALES
MARTINEZ 

General Director of the National 
Hospital for Geriatrics and Gerontology, 

San José, Costa Rica 
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The world is at risk of losing the
considerable  health gains that
have been achieved over the past
40 years.  The main threats are in-
creasing poverty and inequality. 

Since the 1950s,  average life
expectancy in developing coun-
tries has risen from about 40 to 64
years, and the number of children
dying before they reach the age of
one year fell from about 10% to 62
per 1000 live births.  In compari-
son,  people in developed coun-
tries can expect to live until 75,
and infant mortality is 7 times low-
er.  

Since the mid 1980s, however,
the number of people living in ex-
treme poverty with income of less
than $1 a day has risen, reaching
an estimated 1.3 billion in 1993.
There are several reasons.  They
include economic decline in devel-
oping countries during the
1980s—the “lost decade” for de-
velopment—and in eastern Europe
and  countries of the former Soviet
Union in the early 1990s;  eco-
nomic growth that lags behind
population growth;  and, especial-
ly, inequality in the distribution of
income, which means that the ben-
efits of accelerating growth accrue
to a small portion of the popula-
tion.  

In all countries, there is a clear
correlation between poverty and
ill-health.  Poor people bear a dis-
proportionate share of the total
burden of disease, which reflects
the persisting inequity in access to
resources, including health care.
In developing  countries, poverty
is the underlying cause of the 11.2
million deaths each year among
children under five years from
malnutrition and such diseases as
diarrhoea, dysentery and acute res-

piratory infections.  In adults, it ac-
counts for many of the annual
around 5 million deaths from tu-
berculosis and malaria.  

Although few people in industri-
alized countries exist at the same
level of absolute poverty experi-
enced by so many in less devel-
oped ones, substantial minorities
do not have the material resources
to participate fully in society.
Their poverty is described as rela-
tive, that is, as compared to the liv-
ing standards of their fellow citi-
zens.  Research indicates that even
relative poverty is a leading cause
of ill-health and premature mortal-
ity.

Poverty is widely perceived to
mean low levels of income and
consumption.  Yet, as  the United
Nations Development Programme
says in its latest report, “Poverty
has many faces.  It is much more
than low income.  It also reflects
poor health and education, depri-
vation in knowledge and commu-
nication, inability to exercise hu-
man and political rights, and the
absence of dignity, confidence and
self-respect.”   Such factors as in-
sanitary and overcrowded hous-
ing, unsafe work environment,
poor diet, and damaging lifestyle
habits affect health, destroy self-
esteem, and reduce the opportuni-
ties of poor people in every sphere,
hence their ability to live full and
productive lives.   Those most vul-
nerable include children and elder-
ly people, households headed by
single women, refugees and mi-
grants, and people with a disability
or who are chronically ill.

The narrow view of poverty has
made it difficult to define the
broad policies needed to reduce it,
and has led to ineffective anti-

poverty programmes.  The in-
equities and increasing gaps be-
tween rich and poor in many coun-
tries and communities now threat-
en social cohesion and are strongly
related to excess mortality, vio-
lence and psychological and social
stress.  It is being increasingly rec-
ognized that peace and security,
the cornerstones of economic
growth, are incompatible with the
existence of gross equity gaps and
huge numbers of people living in
poverty.

For most countries, the political
and economic trends of the past
decade have had far-reaching ef-
fects on the health sector.  Policies
aimed at improving health have
been undercut by economic adjust-
ment measures, including reduc-
tion of public sector budgets.  In-
creasingly, countries, including
poor ones,  are looking to house-
holds to shoulder a larger share of
health care expenditure.  The pri-
vate provision and financing of
care have become a reality, irre-
spective of health policy.  The
growing influence of free-market
economics is enhanced by global-
ization, the growing integration of
the world economy through the
free flows of trade and finance.

In these circumstances, it is even
more pressing to introduce pover-
ty-reduction measures and set up
social safety-nets so as to avoid
further marginalization of the
poor.  Difficult questions will have
to be faced.  For example, how do
we strike a balance between indi-
vidual and social needs?  How do
we ensure that quality of care is
reconciled with equity and not
used as a pretext to serve the inter-
ests of the few?  How do we ensure
that the market-driven develop-

FERNANDO S. ANTEZANA
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ment of  technology takes account
of the needs of the poor?

Our responses have to be both
honest and humane.  They must be
applicable to people’s circum-
stances and meaningful to them.
They must be respectful of peo-
ple’s  rights, dignity, and values, as
lived within their own communi-
ties.  In other words, they must be
worked out with the people con-
cerned.

The traditional response of the
health professions—as of the
Church over centuries—has been
to offer care and compassion.
“Care” means a wide range of ser-
vices, both technical and humane,
such as relief from pain and sup-
port for a dignified death.  The
work of nongovernmental organi-
zations and family members in
caring for terminally ill AIDS pa-
tients in Africa reminds us that
care is not a luxury, but a basic and
universal need.  But the immensity
of poverty and of health inequality
begs the question, Is care and com-
passion enough?

On the eve of the twenty-first
century, the challenge for health
systems is to continue to improve
health status, despite the prevail-
ing context.  This will depend on
eliminating the health disadvan-
tage of the poor.  WHO is commit-
ted to equitable access to health
services for everyone—its “health-
for-all policy”.  The concept of eq-
uity refers to fairness and justice,
but recognizes that people have
different needs.  Each person has
the right, and should have the op-
portunity, to be healthy.  This re-
quires more than equal access to
health care—health services have
to take into account ways in which
needs can differ between people
and communities.  WHO’s com-
mitment is based on the under-
standing that for all countries equi-
ty and social justice are not solely
ethical imperatives, but form the
basis for sustainable human devel-
opment and economic growth.   

What should be the basic char-
acteristics of a health system able
to cope with that  challenge?
First, it must be able to provide eq-
uitable access to care on the basis
of need.  It must address the main
health problems of the community,
through treatment, prevention and
control of disease, immunization,

provision of essential drugs, ma-
ternal and child care, supply of
safe water and basic sanitation,
promotion of proper nutrition, and
health education. 

In addition, health authorities
must be able to lead partnerships
with all providers of health care
and to influence the policies and
actions of other sectors.  They
must also be able to inspire, sup-
port and collaborate with commu-
nity organizations, the media and
business leaders in order to create
an informed, supportive and
healthy environment.

We have arrived at a crossroads
at which we have to choose the
best way to fulfil those tasks.  We
know where the different roads
will lead, yet we hesitate over
which one to follow.  One route
leads to health becoming increas-
ingly subservient to short-term
economic concerns, where much
greater emphasis is placed on the
role of market forces in the financ-
ing and production of health ser-
vices.

A second route leads govern-
ment to focus their efforts on the
health needs of the poorest people
while private care provides for the
more affluent.  But experience has
shown that choice can lead to two
systems of care with two levels of
quality, which has to be offset by
high levels of public expenditure
to ensure access of the needy to ap-
propriate care.

The third route leads the assur-
ance of health services for every-

one.  It focuses on the health status
of the entire population.  It is based
on a broad view of service financ-
ing and provision that brings to-
gether public and private sectors,
nongovernmental organizations
and informal care providers in a
comprehensive national health
system, in which resources are al-
located on the basis of equity.  This
is the direction contained in
WHO’s policy for health for all.

WHO believes that the princi-
ples of health for all need to be
translated into a new public health
ethic, distinct from, but comple-
menting, long standing medical
ethics.  This would provide a
framework for analysing and re-
sponding to the social and eco-
nomic determinants of ill-health,
in which priority is given to the
needs of poor and vulnerable
groups. 

However, values cannot be im-
posed from the outside;  we need
to find for convergence in the val-
ues which guide our health work
and polices. To foster health devel-
opment and international health
action in a spirit of respect, soli-
darity and equity, WHO’s first re-
sponsibility must be to promote
genuinely open dialogue involving
all peoples, cultures, and health-re-
lated entities.  

Only clear political will can di-
rect the health sector along the
road to equity.  WHO provides
strong support and commitment,
but we also need greater partner-
ship and coordination among all
bodies concerned with health and
development: international agen-
cies, nongovernmental organiza-
tions, associations of health pro-
fessionals, and churches and reli-
gious groups.  Only  concerted ef-
forts will help influence govern-
ments and major financing institu-
tions to take effective action to re-
duce poverty and its health conse-
quences and to achieve greater eq-
uity in health.  We have to work to-
gether to this common goal, be-
cause, without substantial shifts in
policy and practice, poverty will
continue to exact a heavy toll on
human health.

Dr FERNANDO S. ANTEZANA
Assistant Director

General /Deputy Director
General a.i., World Health Organization
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1. Introduction

In order to engage in a compara-
tive analysis of the different mod-
els by which health services are
managed and administered we
must develop a methodology
which brings out and employs
comparative elements of reference
which are homogeneous in charac-
ter. 

In such an undertaking we
should take the following into con-
sideration: 

1. The population and its health-
care needs. 

2. The overall supply of services. 
3. The means and nature of fund-

ing. 
The management models should

be identified and listed with refer-
ence to the objective impact that
they have upon these three ele-
ments, which should thus also be
employed, in turn, as indicators of: 

a) whether needs are being satis-
fied; the quantity of the resources
which are used; and the fairness of
the costs and benefits which char-
acterize the system;

b) the correlation between the
distribution of resources to the dif-
ferent functions and structures of
the service and what those re-
sources actually provide; 

c) the juridical and administra-
tive status of the institutional sys-
tem.

2. The Purposes of the Model

The character of the model cor-
responds in an almost overall fash-
ion to the fulfillment of three insti-
tutional tasks and roles.

a) Efficiency in the use of re-
sources. 

b) The achievement of effective
levels in the defence and safe-
guarding of health. 

c) The definition of the condi-
tions of the usability of the re-
sources in terms of fairness of ac-
cess and equality in the provision
of services. 

2.1. Reference Points 
and Indicators 

Overall healthcare expenditure
consists of all the resources which
are employed in the workings of
the healthcare sector. 

In order to engage in evaluations
and comparisons, healthcare ex-
penditure is defined with reference
to: 

a) expenditure per capita; and b)
the relationship between that ex-
penditure and gross national prod-
uct.

Such statistics allow us to make
observations and judgments in the
context of a lack of administrative
clarity about the workings of such
services; about the various interre-
lated headings of social expendi-
ture and healthcare expenditure;
with reference to the hidden costs
which are imposed upon citizens in
terms of delays in receiving treat-
ment and the similar costs of what
it takes to obtain such treatment in
reality—namely, appointemts,
transport, and bureaucratic red
tape; and about real costs whose
calculation is made difficult by the
presence of different national cur-
rencies. 

The way in which resources are
employed and the fairness of a sys-
tem can be assessed by using the
statistics of the above-mentioned
indicators, and more specifically:
1) the relationship between health-
care expenditure and gross nation-

al product; 2) the structural quality
of the system; and 3) the socioeco-
nomic situation (demographic
composition, income per capita) of
the population which is under
study. 

The relationship between health-
care expenditure and gross nation-
al product can be analyzed by
studying its different component
parts. Attention should be paid to
such key elements as the growth in
expenditure, the growth in gross
national product, levels of popula-
tion growth, growth in the various
reference factors of the component
parts of healthcare expenditure,
variations in the volume and inten-
sity of technology (the growth
rates of services per capita), and
variations in the price of the health-
care sector in relation to inflation
rates, more generally. 

When analyzing the indicators
of structural quality, attention
should be paid to the total beds
available and to the beds available
for chronic cases; the number of
medical doctors; and the employ-
ment of advanced technology. The
indicators of the socioeconomic
situation which are of special im-
portance are the gross national
product per capita and the elderly
as a proportion of the total popula-
tion. 

2.2. Healthcare Effectiveness 
It should be observed at the out-

set that the impact of a health ser-
vice on the different levels of need
cannot be directly assessed in an
objective fashion because of a set
of social, economic, cultural, de-
mographic, and geographical fac-
tors. For this reason, elements
which are not particularly reliable
in the comparative evaluation of
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healthcare systems are usually tak-
en into account. 

The most widely employed ele-
ments of this kind are infant mor-
tality rates and life expectancy
rates at birth. These, in turn, are
complemented by post-natal mor-
tality rates and levels of life ex-
pectancy at the age of eighty (these
provide indirect information on the
availability and employment of ad-
vanced forms of technology in the
provision of treatment and the
making of diagnoses). 

2.3. Equity 
This concept has a large number

of definitions. It necessarily refers
to the individual’s relationship to
the distribution of benefits and
costs. The principal indicator, but
at the same time also the least so-
phisticated indicator, is that which
expresses the degree of social pro-
tection—that is, the proportion of
the population which is covered by
obligatory public services. This
concept implicitly defines the op-
portunities which exist to gain ac-
cess to essential services—at least
as regards the weakest parts of the
population__which are provided
by structures financed by mecha-
nisms of funding based upon the
principle of compulsory contribu-
tions or contributions raised from
taxes. 

2.4. Resources 
According to the methodology

which is most widely used, re-
sources are defined with reference
to the services which they finance.
This analysis breaks down health-
care expenditure into four major
functional categories: hospital
care, clinics, pharmaceuticals, and
care for the bedridden (including
such care carried out in the home
of the patient). 

3. The Models of Organization 
for Health Services 

1) Governments are now chiefly
concerned with finding solutions to
the growing expansion of health-
care costs and expenditure in both
the public and private sectors__a
development which has an infla-
tionary effect on the economy and
also generates social tensions.    

The initial models, which were

based upon criteria relating to sys-
tems of funding or legal status,
have been adopted over the years
in response to specific national
needs. The result has been a series
of mixed or hybrid systems with
features in common with other
models. 

3.1. Insurance-Based Systems 
of the Bismarckian Model 

To begin with, these systems
were based upon insurance funds
for specific categories of workers
or professions which provided help
to their respective memberships.
They have since been gradually
transformed into systems which
cover the whole population. 

The state now acts to guarantee
this public service. Insurance
against illness is the principal
means by which to provide finan-
cial resources which are used to
pay for services offered by profes-
sional healthcare services. In prac-
tical terms, this kind of system now
works in a number of different
ways, which are as follows. 

a) Rigid systems where the in-
sured person belongs to a special
insurance fund and is assigned to a
medical doctor who is directly
nominated by the national health
service of that country (Germany). 

b) Flexible systems where the
insurance scheme pays after the
service has been provided by the
doctor and where the doctor is cho-
sen by the insured person himself
(France, Belgium, Luxembourg). 

c) Mixed systems where health
insurance is public and helps citi-

zens beneath a certain level of in-
come who are assigned a doctor
within a healthcare relationship
which is rather rigid in character.
Above a certain annual income
(equivalent to 54 million Italian
lire) citizens take part in a private
insurance scheme (Holland). 

The large number of forms of
health insurance and the notable
variations which exist between
them necessarily produce a very
approximate kind of classification.
However, it should be pointed out
that they have the shared character-
istic of giving an important role to
trade unions and private employ-
ers. 

3.2. Healthcare Systems 
Based on the Principles 
Enunciated by 
Lord Beveridge 

In such systems access to health
care is guaranteed by a system
based upon taxes levied by a public
authority of one kind or another.
This model arose in the postwar
period in England and was later
adopted by countries with social-
democratic governments (Den-
mark, Sweden, and Finland). Sys-
tems of this type involve national
health services based upon differ-
ent levels of national institutional
organization and are both central-
ized and localized (regions,
provinces, and municipalities) in
character. 

3.3. Mixed Systems 
In these systems the recent cre-

ation of a national health service,
with its founding principles of ac-
cess to all and fairness for all, ex-
ists side by side with elements
which remain from previous insur-
ance-based systems which were
created for ideological reasons at
the end of the 1970s and during the
mid-1980s. The present-day move-
ment, however, is towards systems
rooted in concepts of national soli-
darity (as, for example, is the case
in Italy). 

3.4. Individualistic 
Private Systems 

The American model is the clas-
sic example. The objective which
lay behind its creation and devel-
opment was control over costs.
The organizational and ideological
basis of this system in the USA is
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rooted in the principles of competi-
tion. There are a large number of
healthcare workers, sources of
funds (private insurance and public
authorities), and structures, all of
which compete with each other. 

The citizen is responsible for the
defence of his own health and
freely decides upon the proportion
of his income which he wishes to
devote to health care. In addition,
he also chooses his own doctor and
the healthcare facilities which he
wants to look after him. 

For their part, the administrators
and managers are responsible for
the way in which health care is or-
ganized and provided, and for the
programs of investment which are
implemented. 

The public system, for its part,
upholds certain general rules and
guarantees care for the elderly, the
disabled, and protected categories
(Medicare) and for the chronically
ill (Medicaid). 

Although the private system is
efficient, it involves very high
funding costs (14.5% of gross do-
mestic product) and a large number
of people who are excluded from
insurance coverage (about 40 mil-
lion citizens).    

4. A Convergence 
of the Two Models 

Leaving aside differences
caused by local needs and local
forms of health care, two models
emerge which are differentiated by
their forms of funding. 

a) The American individualistic
model, where there is a broad
range of insuring bodies—for the
most part private in character—
which secure healthcare provision
from independent institutions and
organisms. 

b) The European social model,
where there is a sole body which
strives to guarantee healthcare cov-
erage for the whole of the popula-
tion. 

There are diverse variants of the
European model. In the Bismarck-
ian system specific contributions
are raised by a system of compul-
sory insurance schemes. The Bev-
eridge system involves the system
being funded from general govern-
ment revenues. The “mixed” Ital-
ian system is marked by a territory-

based and company-based institu-
tional system on the English model
where, however, one half of the ex-
penditure is covered by contribu-
tions from salaries and wages
(45%). In this system there are hos-
pitals which are in part indepen-
dent and in part within the national
health service where the patient
pays for the service he receives. 

The most consistent aim of these
various systems is the containing
of costs because within these sys-
tems there is no clear preference in
favor of a single, ideal, model. 

This is a conclusion which is in
contrast with the traditional med-
ical ethical view which calls on the
medical doctor to strive to the full
to restore the health of the patient.
But constraints on resources means
that there must be rationality in
their employment. 

The constant search for rational-
ization promotes policies aimed at
efficiency which in turn encourage
separation and competition among
insured individuals, healthcare fa-
cilities, and the providers of funds,
as, indeed, occurs in the world of
advertising. 

There is an attempt to unite the
features of fairness and solidarity
which characterize the European
systems with the effectiveness and
efficiency of the privately-based
systems. 

5. The Reformed British 
Social Model 

The National Health Service

(NHS) was for many years the cor-
nerstone of the Welfare State and
left a very deep mark on the Italian
reforms of 1978. 

The original character of this
service, which was markedly so-
cial, was changed in 1990 with a
view to achieving restraints on ex-
penditure. 

Great Britain is the country
which spends the least on health-
care services (OCSE, 1996) (1,019
dollars pro capita) after Portugal
($594), Spain ($790), and Ireland
($912). Italy, however, spends
more than Great Britain ($1,101). 

Decision-making was decentral-
ized to local health bodies under
managers employed on specific
contracts. Those who are responsi-
ble for the system can supply ser-
vices directly or purchase them di-
rectly from the more efficient pub-
lic or private hospitals. 

Funding comes from general
government taxation (82%), a
small contribution from the citizen
(15%), and the revenues from pre-
scription and other charges (for
medicines, dentistry, and the work
of oculists). 

The system is preponderantly
public in character, and in 1990 a
small program of privatization was
introduced into certain areas. 

The insurance sector covers
11% of the population, which
must, however, continue to pay the
usual taxes towards the mainte-
nance of the national health ser-
vice. 

A payment is made to each fam-
ily doctor for each of the patients
on his roll. He is thus made re-
sponsible for how he manages the
funds placed at his disposal, and he
is also encouraged to provide only
those services and forms of treat-
ment which are strictly necessary. 

6. The Reformed German Model 

The German healthcare system
comes from the insurance program
introduced by Bismarck. Two-
thirds of the funds for its expendi-
tures (7.1% of GNP) come from
social contributions paid by em-
ployers and workers (60%); 21%
comes from taxation; 7% from pri-
vate insurance companies; and
11% from the patients themselves. 

Compulsory insurance against
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illness covers 88% of the popula-
tion. 10% of the population relies
upon private insurance companies,
and this group does not have to
pay national health contributions.
The mixed system of the German
Federal Public, which contains
both private and public elements,
is slowly giving way to state inter-
vention. Public hospitals make up
38% of the total; private hospitals
integrated into the public system
constitute 35%; and 27% of hospi-
tals are exclusively in private
hands. 

7. The American Health System 

This is the private system per
excellence and is the most expen-
sive in the world (healthcare ex-
penditure per capita: $1559; total
healthcare expenditure: 14.3% of
gross national product. Total
healthcare expenditure (both pri-
vate and public) in the United
States of America is so high that
public expenditure in percentage
terms is 42-50% greater than in
Italy. 

Furthermore, American public
health expenditure (which is
44.3% of total American health-
care expenditure), although in per-
centage terms inferior to Italian
public healthcare expenditure
(70% of the total), is higher when
calculated in absolute terms. 

What happens is that the thirty
million citizens helped by
Medicare (public care for the el-
derly, the disabled, and those suf-
fering from protected illnesses),
the thirty million citizens covered
by the programs sponsored by
Medicaid (care for the poor), and
the forty million citizens without
any protection, whether public or
private, reduce private healthcare
expenditure to only 56% of the to-
tal (both public and private) within
the most important private health-
care service in the world. 

The reasons for the high costs of
the American system are to be
found in the high levels of expendi-
ture on research, the high quality of
the care and treatment provided,
but also, above all. in the particular
features of the workings of that
system. 

There are three factors which op-
erate at a macroeconomic level to

increase the allocation of resources
to the health sector to the disadvan-
tage of other social spheres. 

The payment for services, a de-
pleted capacity to engage in pro-
gramming and to coordinate those
health systems based upon insur-
ance schemes, and the presence of
a private health system which is
managed like a private company—
these are all elements which pro-
mote an increase in expenditure in
the healthcare field. 

8. Italy: 
A “Mixed” Public Model 

In Italy there is a national health
service which is public in character
and based upon “an integrated pub-
lic model.” This service is subject
to the important changes which
have been promoted by laws 502
and 517.

8.1. The Changes Introduced 
by These Laws

* The adoption of a per capita
quota system at a national level for
the allocation of current funds to
the regions of the national health
fund. 

* Making the regions responsi-
ble for expenditure levels.    

* The creation of future addi-
tional health funds. 

* The reform of the system of
agreements with private facilities
through the establishment of a sys-
tem of competition between public
and private sectors where the citi-
zen has an absolute freedom of
choice and where payments are
made in return for specific services
rendered. 

* The transformation of the local
health boards into public service
companies. 

* The systematic adoption of the
classic instruments of economic
regulation which are characteristic
of private companies—that is, ana-
lytical accounting, budgeting, and
reporting systems and making
managers and directors responsi-
ble for the overall results of their
actions through the introduction of
contracts and managerial posts
which are not permanent. This sys-
tem is immediately operative in re-
lation to general directors and
medical and administrative direc-
tors, but in the future will be ap-

plied to all those responsible for
management and direction within
the national health service. 

8.2. Healthcare Needs and 
Healthcare Consumption 

The general program today is di-
rected towards changing the orien-
tation of the system of services
away from an emphasis on legal-
administrative and institutional di-
mensions towards questions relat-
ing to fairness in the distribution of
technological and financial re-
sources. 

Analyses of the experience of
this program have revealed a wor-
rying delay in the establishment of
links between data relating to the
presence of illness, the needs
which are expressed, and decisions
regarding the proper responses to
be adopted. 

The reorientation which is now
under way is rooted in a recogni-
tion based in scientific terms upon
empirically significant data relat-
ing to the present level of discor-
dance between satisfied demand
(services provided) and healthcare
needs (conditions of health), on the
one hand, and a reformulation of
hypotheses concerning the territor-
ial distribution of services and di-
rectors. 

9. Future Developments 

From a general examination of
the different kinds of ways in
which public healthcare systems
are organized, one readily grasps
how there has been a progressive
expansion of these systems in line
with the spreading right of citizens
to be defended in relation to their
health and physical and mental
well-being. 

The extraordinary economic
growth of the last fifty years which
has taken place in Western coun-
tries has given rise to a new so-
cial—and thus political—fact: the
mass demand for health care. 

Healthcare coverage has now
become an irreversible social con-
quest. Although, on the one hand,
this development is welcomed by
those who believe that emancipa-
tion from the physical and existen-
tial need to be defended against
various forms of illness is a factor
working for the advance of civi-
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lization and the processes of mod-
ernization, on the other, it also
opens up a series of unprecedented
economic, ethical, and organiza-
tional problems which require very
deep changes in people’s lifestyles. 

The costs of the working of the
present-day healthcare apparatus,
which is very extensive, with a
marked social emphasis, have risen
to such an extent as to challenge
the financial stability of national
budgets when these have to pay for
national health services. They have
also introduced major difficulties
in relation to the personal pay-
ments to be made to mixed public
and private systems which are
based upon private or collective in-
surance schemes. 

So far growing financial and or-
ganizational shortcomings have
marked these systems as they try to
grapple with an expansion of, and
an intensification in, a demand for
health care which still seeks equal-
ity in the provision of services,
their availability to all, and their
being free—all elements which
characterized such health systems
at their origin. 

The selective mechanisms
which were created in order to
achieve free access—or least lower
contributions from citizens, which
were based upon such criteria as
low income, age, illness, and fami-
ly composition—will in the future
become increasingly relevant.
There will be a necessary redress-
ing of the balance between equity
and solidarity. Such a development
will be essential for healthcare sys-
tems, which will necessarily want
to remain (and must remain) public
in character and funding. This is
because such public services are
now seen and experienced as a so-
cial, mass, and individual good
which cannot be given up. 

It is not too much to imagine that
in the future social models of life
and production will be created
which will be used to establish cer-
tain sets of objectives and that such
objectives will be used to draw up
government health programs. 

Indeed, the importance of health
and of the quality of life is destined
to be seen in the most economical-
ly advanced countries as a real and
authentic consumer good, and this
development will give rise to a
neohumanism in the healthcare

world which will express ideas
about the value of the biological
and physical, constituent parts of
human life. 

The increasing appreciation of
health as a value will inevitably
lead to a uniform convergence of
the various present-day models of
how to provide health care. This
will come about principally be-
cause of the high costs of such ser-
vices and because of a process of
growing social and cultural unifor-
mity in the world of health care. 

The emancipation of the culture
of health from the private enter-
prise ideology of the single indi-
vidual or from the mystic ideology
of production will come to have a
great influence on governments
and government policy. Social pro-
grams of organization in this
sphere will be shaped by consider-
ations relating to civic coexistence
and the compatibility of various
kinds of technology, and the guid-
ing idea will be to achieve the
highest levels possible of quality of
life. 

In political terms the right to
health will not only be assessed in
terms of the ethical content of an
advancing democracy moving to-
wards the realization of its princi-
ples, nor will it be limited to tech-
nical questions which are the sole
concern of specialists and profes-
sionals in the field. Instead, it will
be, above all, a social right, a legit-
imate aspiration affirmed by civi-
lized communities. 

In this context of ethical and
civic principles, the limiting of the
level of environmental pollution,
the containing of the use of pollut-
ing technology, or the initiatives
taken for prevention of certain
widespread serious illnesses will
be not only the policies of an up-to-
date, enlightened, and modern in-
telligence, but a permanent and in-
formed political program required
by the citizen from his public au-
thorities. 

The rights which are upheld will
have a cost which the citizen will
be prepared to bear in order to be
treated. The cost will be borne ei-
ther indirectly, through general tax-
ation, or directly in the form of in-
surance payments which will allow
him access to a medical doctor or
to private or public healthcare sys-
tems and institutions. 

The present-day shift in the na-
ture of the prescription charge or
special ticket from being a deter-
rent to avoid abuse to constituting a
special system of funding, on the
one hand, and the call for a ratio-
nalization of the employment of re-
sources which will no longer be
variable elements within general
programs, on the other, will be-
come features of a civic struggle
against waste and the demand for
greater efficiency which will work
against the increasing costs of a lu-
natic and far too powerful system
of modern medicine. 

These will be the signs of an au-
thentic democratization of health
care, which will finally be seen and
understood as a social question. 

The move towards partially
freed market methods will lead to a
reduction of the prerogatives of the
medical doctor, and there will be
growing extramedical control of
scientific research and the applica-
tion of its discoveries. And all this
will promote a major transforma-
tion of needs and a radical change
in social behavior and in the forms
of political response to the new
culture of health care. 

We already have before us—in
both the private enterprise Ameri-
can model and in the European
“social” model—a process under
way which involves a narrowing of
public intervention to healthcare
areas of special danger or social
risk and burden. 

This process has just begun, but
it already demonstrates that the
costs to be met are too high for
conventional insurance schemes
and bear too heavily upon the
deficits of public systems, which
are themselves weighed down by
their bureaucratic processes of ad-
ministration. 

The limiting of healthcare policy
to the programming, assessment,
and judgment of results will push
public healthcare systems to con-
centrate upon areas and sectors of
action which are concerned with
the quality and importance of the
services they provide, but which
will always be of great political
significance. 

Professor FRANCO SPLENDORI 
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Health management concerns
the organization, the financing and
the policies of health care. The var-
ious themes directly falling under
these topics, such as the social or-
ganization of health care according
to the free enterprise model or the
centralized model and the alloca-
tion of resources, are the subjects
of the other lectures of this after-
noon session. The aim of this arti-
cle is to bring about a connection
between health care management
and one’s fundamental ethical be-
liefs. The choices made in organiz-
ing and financing medical care de-
pend in the end on the fundamental
view one has of health care, which
for its part is subject to one’s view
of man, the basis for one’s ethical
convictions. From this perspective
I would like to present three ethical
models for health management.

1. Health care as 
‘technical service’

Contemporary health care mani-
fests a strong tendency to develop
into a ‘technical service’ not only
to the ill, but also to healthy people
who are not satisfied with their
bodies. Plastic surgery, body build-
ing with hormones, transsexual re-
assignment and diets are available
to ‘perfect’ the otherwise healthy
human body. And procreation,
even if uncomplicated in itself, is
not left to ‘chance.’

The Dutch author Renate Dor-
restein strikingly expresses this in
her novel Dit is mijn lichaam (This
is My Body). While preparing
breakfast for his pregnant wife
Xandra on her birthday, Cas, one
of the leading characters, is day-
dreaming about the child to be
born in due course. It would be

“a hundred percent certainly
a boy, so the gender clinic had
assured at the start of the very
expensive treatment. After-
wards they intended to have a
girl, and then new breasts for
Xandra ...”1

The birthday present turns out to
be a new nose for Xandra. While
he, aware that he is facing another
long day without food, is watching
with unmistakably covetous eyes
how she is eating her croissants,
she encourages him:

“This evening you may have
six hundred calories... His
mother had fattened him up as a
child and made a glutton of
him, with her pancakes and her
puddings... In her kitchen
smelling of bacon fat nothing
had prepared him for the fact
that in the real world every-
thing revolves around physical
perfection.”2

This is a consequence of consid-
ering the body as a prestige object
and the most important means of
making an impression on fellow
human beings. According to the
prevailing neo-kantian view of
man, in the end based on Cartesian
dualism, the body is seen as a ma-
nipulable object, as it were oppo-
site to the human person. Kant de-
fined the person as a being that can
say ‘I,’ possesses self-awareness
and has a moral conscience.3 Start-
ing from this definition, the neo-
kantians reduce the essence of be-
ing a person to the manifestation of
specifically human functions of
the brain: rational activity and the
capacity of social communication.4

According to this view of man, hu-
man foetuses and infants5 as well
as patients with irreversible corti-
cal brain damage,6 would qualify
only as ‘human beings,’ but no

longer as human persons with the
right to autonomy and the right to
life. Those who qualify as human
persons could practice their auton-
omy even to the extent of dispos-
ing of their bodies and their lives,
because biological nature is
viewed as extrinsic to the human
person and hence a merely instru-
mental good.

Health care has thus become a
‘technical service’ not only offer-
ing facilities for curing diseases,
but also for ‘perfecting’ the
healthy body or even uncomplicat-
ed procreation. Expectations are
that this trend will intensify in the
near future. By means of genetic
screening and diagnostics lack of
perfection, so-called defects, can
be discovered before being mani-
fest. Prenatal diagnostics paving
the way for selective abortion al-
ready prevents the birth of fellow
human beings deemed ‘imperfect.’ 

Because health care, con-
ceived as a ‘technical service’,
gives the impression that the
body and hence future life are
‘makable’ through reassign-
ment and the technical repro-
duction of human beings, those
who are ill not rarely foster illu-
sions about what modern medi-
cine and surgery might achieve.
The answer ‘No, I cannot ac-
complish anything for you any-
more’ will hardly be accepted
by many patients. Job Olson,
the grandfather of Cas in the
novel just quoted, finds his
prostrate enlargement “a down-
right ridicule of human dignity.
Still, while washing his pale
thin hands that half-baked ba-
boon of a specialist had said
without batting an eyelid: ‘You
just have to learn to live with it
... He had expected an opera-

W.J. EIJK
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tion, something with laser, or
else at least an effective treat-
ment with pills. They could
separate Siamese twins, trans-
plant hearts, make big breasts
smaller and small breasts big-
ger, they froze sperm and fertil-
ized ova outside the womb.
Every scrap and snippet of man
could be revised, repaired, per-
fected; new or much improved
parts were available for the
whole kit; only Job Olson
missed the boat.”7

These expectations, pitched too
high, can lead, on the one hand, to
attempts to prolong life with futile
treatment and, on the other, to re-
garding euthanasia as the ultimate
‘technical’ solution for all suffer-
ing. Both imply the same attitude
of not accepting life as a gift and of
refusing to give oneself up into the
hands of God, the Creator of life.

Due to this development, health
care facilities in the Western coun-
tries have become highly techni-
calized institutes managed like in-
dustries. The high demands of pa-
tients and the costs of new tech-
nologies together with the scarcity
of resources force health care man-
agers to organize their services in a
bureaucratic way. Protocols,
drawn up by governmental agen-
cies and often by health care insur-
ers, too, prescribe the calculated
duration of the contacts between
physicians and patients, the dura-
tion of hospitalization for various
medical treatments, and the precise
way in which to proceed in various
cases.  This concept of ‘managed
care’ has its origin in the United
States of America, but now finds
increasing support in Western Eu-
rope as well.8

The protocols are mostly based
on the calculation of the possible
outcome of medical and surgical
intervention in certain categories
of patients, according to age, suc-
cess rate, and the quality of life to
be expected after treatment. An
important criterion in this cost-ef-
fectiveness analysis is the number
of ‘Quality-Adjusted Life Years,’
abbreviated as ‘QALY’s.’ In decid-
ing to apply, for instance, a life
saving treatment like an organ
transplantation to patient A or to
patient B, the QALY theory offers
a chance to calculate the number of
life years gained in connection to
an appropriate rate of discount for

periods in which the quality of life
would be poor because of illness or
disability. Suppose that patients A
and B would both presumably live
for another 2 years after the opera-
tion and that A would have normal
health, but B would remain bedrid-
den. Moreover, suppose that the
quality of two years of normal
health could be equated with that
of 1 year of life bedridden, then the
rate of discount would be 0,5 for
patient B. The QALY approach
may serve to allocate health care
resources on the micro as well as
on the macro level. To this end, it
has been used for the first time on a
large scale by the state of Oregon
in order to draw up a priority list of
health services.9

Though seemingly very rational,
the theory begs the questions as
how to avoid subjectivism and find
objective criteria in order to com-
pare normal health life years with
ill health or disability life years.
Against a group of defenders of the
QALY theory, among whom is Pe-
ter Singer,10 Harris argues, in my
view rightly so, that it implies a
“double jeopardy” for those who
are already suffering from dis-
eases. The first risk would be their
ill health, because of which, as a
second risk, they would be ‘pun-
ished’ by not being admitted to a
necessary medical treatment in
favour of somebody else who is al-
ready in better health as a starting
point and hence has a higher num-
ber of Quality-Adjusted Life
Years.11 This will, of course, be a
disadvantage especially for the el-
derly and imply that the expendi-
ture for palliative care of the termi-
nally ill will automatically be qua-
si zero.

Thus, health care policies often
disregard particular, especially hu-
man needs of patients, rendering it
difficult for them to support and in-
tegrate their suffering emotionally
and spiritually. Taken together
with the view that bodily life has
only an extrinsic value, and the
dissatisfaction in case illusory ex-
pectations cannot be met, this puts
pressure on those who are respon-
sible for health care in the western
world to allow life terminating acts
in the form of euthanasia or assist-
ed suicide as the ultimate technical
answer to suffering, in case no cu-
rative treatment is available any
more.

2. Health Care 
without Medical Technology

The opposite position is a refusal
of modern medical technology. For
religious reasons, some members
of orthodox-protestant denomina-
tions in Holland are opposed to im-
munization. In Matthew 9:12
“those who are well have no need
of a physician, but those who are
sick,” and in the definition of Di-
vine Providence according to Sun-
day 10 of the Catechism of Heidel-
berg they read a prohibition of vac-
cination. When healthy, man
should not take precautionary mea-
sures against possible future dis-
eases, because this would imply
that he did not recognize God, Who
has all things in His hands, includ-
ing the poliomyelitis virus. Man
would therefore not be allowed to
arm himself with ‘non-ordinary’
means, such as vaccination, against
God’s judgements, though he
might do so with medicines against
diseases, which are regarded as the
blows dealt to us by His judge-
ments, according to the text quoted
from Matthew. At most, it would be
permitted to use ‘ordinary’ (natur-
al) means, like sanitary measures,
against future diseases. This point
of view was vehemently criticized
during the poliomyelitis epidemic
in some Dutch villages in 1971 and
1978. During the latter, 110 people,
all orthodox-protestant, were af-
fected; one of them died, while on-
ly a few suffered from protracted or
lifelong paralysis.12

A comparable belief exists
among members of the Church of
Christ Scientist, founded by Mary
Baker Eddy in the second half of
the last century. They not only
refuse preventive measures like
vaccination, but also medical and
surgical treatments, even in peril of
death. In their view, disease is an il-
lusion which will disappear as soon
as the patient does not believe in his
disease any more. He can achieve
such a ‘healing’ by placing himself
on one plane with the ‘Divine
Mind’ through prayer so as to get
rid of the illusion of material reali-
ty. Apart from isolation in case of
contagious diseases, it is difficult to
force patients to undergo vaccina-
tion or medical-surgical treatment.
However, problems arise when it
concerns their children. For in-
stance, in the United States, several
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times state courts have ruled in
favour of children whose parents or
guardians refused to permit med-
ical-surgical treatment, applying
the doctrine of parens patriae, the
right of the state to intervene on be-
half of children in case the acts or
decisions of their parents or
guardians threatened their health.13

During the last few decades,
there has been a remarkable resur-
gence of interest in ‘alternative
therapies.’ In contrast to conven-
tional medicine, they do not merely
focus on the body from a rather
mechanistic point of view, applying
high technology, but “tend to regard
individuals in holistic terms. Indi-
viduals are seen as singular wholes
and as constituent parts of some
larger reality.”14 Hence, they are
somewhat vaguely referred to as
‘holistic medicine.’ The ‘holistic
healing movement,’ showing much
interest in treating patients as whole
persons, in educating people with
regard to their responsibility for
their physical and mental health,
and in applying ‘natural’ or alterna-
tive therapies, has gained much in-
fluence. These therapies, also
termed unorthodox, complemen-
tary, or unconventional, include
various categories, such as a spiritu-
al category (faith healing and para-
normal healings), a psychological
category (mental imaging, hypno-
sis, and laughter therapy), a nutri-
tional category (herbal, vitamin,
and mineral dietary supplements
and macrobiotic diets), a drug cate-
gory (serums, homeopathy, injec-
tion of live cells from fetuses and
animals), and a category involving
physical forces (chiropractic, mas-
sage, touch therapy, acupuncture,
and electrotherapies). An alterna-
tive method of diagnosing internal
diseases is iridology,15 in which the
iris of the eye is examined.

In 1981, the professional bodies
of those practising some kind of al-
ternative medicine in Great Britain
had over 11.000 members in total,
that is, 41% of the number of gener-
al practitioners. Fulder speaks of an
increase of 10% a year since then.
8% of the general practitioners in
Great Britain belonged to comple-
mentary medical professional bod-
ies.16 In the same year 7% of the
Dutch population consulted a prac-
titioner of unconventional medicine
each year.17 A framework law,
whose details still have to be speci-

fied, the ‘Wet op de beroepen in de
individuele gezondheidszorg’ (pro-
fessions in individual health care
act), promulgated in November
1993, lays down that, apart from the
so-called reserved acts, these who
are not medical doctors are formal-
ly allowed to perform acts in the
field of individual health care. This
will give more possibilities to alter-
native therapists.18 An inquiry in the
United States in 1990 showed that
34% of the respondents had used at
least one unconventional therapy in
the past year and that one third of
these visited providers for this kind
of treatment.19 In general, they were
well educated and had higher in-
comes. 

Medical doctors are often un-
aware of the widespread use of al-
ternative therapies. 72% of the re-
spondents in the United States in-
quiry seeking help from them re-
frained from informing their physi-
cians that they did so. 

Though especially in New Age
circles the use of crystals, therapeu-
tic touch, and psychic healing
based on certain metaphysical ex-
planations of man has become
quite popular, most adherents of
this current still make use of ‘ortho-
dox’ western medicine. Only 4% of
the respondents reporting a major
medical condition consulted an al-
ternative therapist without also see-
ing a medical doctor.20 This may be
dangerous. From my own experi-
ence, I know of a housekeeper of a
parish priest who suffered from an
influenza-like disease three times
in succession, for which she con-
sulted a general practitioner using
homeopathic medicine without
positive results. After having final-
ly been admitted to hospital she
was found to suffer from Wegen-
er’s granulomatosis, a rare disease
characterized by vasculitis of the
upper and lower respiratory tract
together with glomerulonephritis.
Soon after, renal failure caused her
death, though the prognosis of the
disease would have been good, if
therapy with cyclophosphamide
(together with prednisone in the be-
ginning) had been started in time.
Other cases of this kind have been
reported, like fatal doctor’s delay in
cancer patients because alternative
treatment was tried first, and deaf-
ness after long-term treatment of
inflammation of the middle ear
with Weleda grains.21

The key question here is why so
many people nowadays increasing-
ly make use of unconventional
medicine. Apart from other rea-
sons, such as disappointments with
the result of conventional treatment
or New Age beliefs, an important
factor turns out to be that modern
technicalized medicine is not di-
rected at the person as a whole.22

According to Frohock, 
“Medicine seems to occupy a

position somewhere between
science and those spiritual and
sometimes mystical discourses
from which modern medicine
historically derives. An increas-
ing reliance on clinical theory
and data makes medicine more
like science than folk healing;
for medical practice today is
strongly influenced by the
Cartesian separation between
mind and body, and the dazzling
technological advances of mod-
ern scientific inquiry. Spiritual
reasoning, by contrast, views
humans in a holistic perspective
that includes spirit as well as
body and often accepts realities
not accessible to scientific in-
quiry.”23

To a certain extent, rejecting all
medical technology and taking
one’s refuge in homeopathy and
other alternative forms of medicine
might be an understandable reac-
tion to the excessively technical-
ized and impersonal character of
conventional health care. Because
they focus on the human person as
a whole, they exert a great attrac-
tion on a considerable number of
patients, not only on those who are
disappointed in what conventional
health care can achieve for them.

The cause of the attraction of al-
ternative practices should be a
challenge for those responsible for
health care management: more at-
tention should be paid to patients
as persons in all their aspects with
regard to their specifically human
needs than bureaucratic and techni-
calized medicine can offer. On the
other hand, accepting alternative
treatments in itself raises prob-
lems, too. In allocating limited re-
sources governmental agencies,
health care facilities, and insurance
companies have to weigh the effi-
cacy of these treatments against
their possible harmful side effects
and compare both factors with
those of standard therapies. This is,



61CHURCH AND HEALTH IN THE WORLD: EXPECTATIONS AND HOPES ON THE THRESHOLD OF THE YEAR 2000

however, difficult, because the
pro’s and con’s of most alternative
therapies have not been experi-
mentally assessed, at least not in
trials meeting the scientific criteria
of conventional medicine. This
makes it especially difficult to dis-
tinguish genuine alternative thera-
py from quackery and deceit.24

Without expressing an opinion
with regard to alternative treat-
ments, one may fear that in certain
cases using only alternative treat-
ments implies the risk of abandon-
ing the proportionate means of pre-
serving life available in conven-
tional health care facilities.25

3. Health care based on 
prudential personalism

A middle course is health care
based on prudential personalism, a
term which I borrow from Ashley
and O’Rourke.26 The personalist
view of man underlying this form
of health care sees the body as an
intrinsic part of the human person,
participating in his dignity as an
end in itself, thus refusing any dual-
ism between some spiritual func-
tions of the brain constituting per-
sonhood, on the one hand, and
man’s biological nature, on the oth-
er. This is confirmed by the En-
cyclical Letter Veritatis Splendor: 

“The spiritual and immortal
soul is the principle of unity of
the human being, whereby it ex-
ists as a whole—corpore et ani-
ma unus (Gaudium et Spes no.
14)—as a person. These defini-
tions not only point out that the
body, which has been promised
the resurrection, will also share
in glory. They also remind us
that reason and free will are
linked with all the bodily and
sense faculties. The person, in-
cluding the body, is completely
entrusted to himself, and it is in
the unity of body and soul that
the person is the subject of his
own moral acts (no. 48) ... A
doctrine which dissociates the
moral act from the bodily di-
mensions of its exercise is con-
trary to the teaching of Scrip-
ture and Tradition. Such a doc-
trine revives, in new forms, cer-
tain ancient errors which have
always been opposed by the
Church, inasmuch as they re-
duce the human person to a

‘spiritual’ and purely formal
freedom. This reduction misun-
derstands the moral meaning of
the body and of kinds of behav-
iour involving it (cf. 1 Cor. 6,
19)” (no. 49).27

This personalism does not admit
manipulating the body, because this
is equivalent to manipulating the
person. Instead, the body is consid-
ered that part of the suffering per-
son in which he or she is met. What
is often seen as the ultimate techni-
cal solution for all suffering, the ac-
tive termination of bodily life in its
various forms, is no answer to the
suffering of man, but merely the
elimination of the suffering subject.
The only fruitful answer to the suf-
fering of the human person as an
end in himself is human affection
and love to which professional
medical and nursing expertise is
added.

Personalism thus described does
not reject technology, but fully ac-
cepts it, thus showing all openness
to plastic surgery if necessary for
humane reasons, genetic engineer-
ing insofar as it concerns somatic
gene therapy, or assisted procre-
ation insofar as the conjugal act is
not being replaced by a technique.
However, it excludes man being
controlled by the technique. It is
man who has to control the tech-
nique. The auriga virtutum (wag-
oner of the virtues), prudence will
show him what is proportionate to
preserve health and life or—if this
is not possible any more—to allevi-
ate suffering by palliative care.
Thus, health care is not only ruled
by the virtue of the discipline (ars
in Latin), teaching how to make or
produce things well (recta ratio
factibilum), but also and even in the
first place by the virtue of pru-
dence, enabling him to act morally
well in taking concrete decisions
(recta ratio agibilium).28 Prudential
personalism leading to a harmony
between cure and care guarantees
good technical an at the same time
really humane health care. 

Health management meeting
high technological demands joined
to those of a personalist approach
implies that health care will be-
come expensive. One should be
aware of the fact that health care fa-
cilities cannot be staffed with few
employees, like modern factories,
in which a single person is able to
operate a whole set of computer-

controlled machines. Exactly be-
cause of the human needs underly-
ing every disorder, physical and
mental alike, most health care ac-
tivities cannot be automatized, and
this problem will not be remedied
by protocolling the time allotted to
patients personally. If economic re-
sources to employ a sufficient staff
are lacking, well educated and or-
ganized volunteers as well as fami-
ly members of patients could be in-
volved in caring for the sick. 

This does not rule out that proto-
cols may be useful and necessary
for an appropriate allocation of
health care resources. They are
most certainly effective means to
render medical decisions more ob-
jective and goal-oriented. The point
is, however, that the QALY ap-
proach, apart from the objections
listed above, can easily lead to a se-
rious ethical problem. When the in-
trinsic value of the life of the hu-
man person is denied, the notion
‘quality of life’ is easily conceived
to be a judgment of the reasons for
the further existence of a concrete
person or a category of persons.
Thus, Perrett writes:

“...The sanctity of life doc-
trine is usually restricted to cov-
er only human lives, and insofar
as the concept of a human being
is defined in terms of member-
ship of the biological species
Homo sapiens, the doctrine is
unsatisfactorily speciesist in the
way it discounts the value of
some beings simply on the
morally irrelevant basis of
species membership. Moreover
it is just implausible to suppose
that merely being alive is intrin-
sically valuable. Faced with the
prospects of extinction or irre-
versible coma, most of us are in-
different between them ... Per-
sonally, I attach no intrinsic val-
ue to merely being alive, but
rather to those things that being
alive enables me to experience.
(That is why I am indifferent
between the prospects of extinc-
tion and irreversible coma.) My
life seems only valuable for the
valuable qualities of experience
it makes accessible and it is
those qualities that are intrinsi-
cally valuable.”29

In applying the QALY approach,
the person’s life should be valued,
according to Perrett, by taking into
account two extrinsic components:
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“Firstly there is its personal
value, i.e. its value for the per-
son whose life it is. But there is
also its social value, i.e. its val-
ue for others. Thus the total val-
ue of a person’s life is the sum
of its personal and social val-
ues.”30

That a ‘poor quality of life,’ tak-
en as an extrinsic good, may be
conceived as an argument to justify
euthanasia and other intentional life
terminating acts, is shown in a re-
port of the Commissie Aanvaard-
baarheid Levensbeëindigend han-
delen (Commission on the Accept-
ability of Life-Terminating Actions,
abbreviated CAL) of the Konin-
klijke Nederlandsche Maatschappij
tot bevordering der Geneeskunst
(Royal Dutch Society for the Pro-
motion of Medicine, abbreviated
KNMG). It argues as follows: if the
human quality of the lives of long-
term comatose patients has come
“under an (un)certain minimum,”
intercurrent disorders should not be
treated and life-prolonging treat-
ment abandoned; because death is
thereby accepted, it is allowed to
administer medicaments in a lethal
dose with the aim of terminating
their lives.31

Because the expression ‘quality
of life,’ though not necessarily,
nonetheless implies this risk, it
should be avoided. The term ‘con-
dition of the patient’ is perhaps
preferable in cost, benefit and cost,
effectiveness analyses. This term
which is generally used in medi-
cine, is neutral and does not suggest
in itself that it would concern the
most ‘fundamental’ quality of life. 

In case protocols are unavoid-
able, health care authorities should
prevent a stifling bureaucracy by
leaving room to medical doctors
for taking personal prudential deci-
sions deviating from the letter of
the protocol in concrete situations,
according to the principle of sub-
sidiarity. 

Conclusion

Many employees in health care
facilities, thinking they only need
to consult an ethicist in difficult
cases, are generally little interested
in fundamental ethical questions.
Hopefully, this article, brief as it
may be, will make it clear that the
view of man and the ethical convic-

tions derived from this ultimately
determine the options made in
health care management.
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Some epochs, like our own, are
a break with those which go before
them. This is especially evident in
certain fields, and this is the case
today with regard to the world of
health and health-care. The move-
ment for equality, which began
during the eighteenth century in
the United States of America and
was spread far and wide by the
French Revolution, can no longer
tolerate inequality in this field.
Health has always been seen as a
good to which all people should be
able to gain access in an equitable
way. But the distribution of eco-
nomic resources between the dif-
ferent nations of the world, and
within societies themselves, is so
unequal that health-care is the
privilege of the few. The situation
condemned by Gaudium et Spes
(9, 88.1) of the contrast between
the “opulence” of a privileged few
and the acute poverty of entire
populations is also present when
we consider the status of health in
all societies. Faced with this “scan-
dal,” the Christian must ask him-
self how the resources of the earth
can be put at the service of every-
body. My paper aspires to be a
contribution to this question. 

1. The Present-Day Relevance 
of This Question 

Christian moralists have always
taught that the mother who steals
bread to feed her children and to
keep them alive does not commit a
crime if she does not deprive
somebody else of something
which is actually necessary to that
person. This is because the goods
of the earth have been given for the
benefit and well-being of every-

body, and their use is a means by
which to achieve this end: “The
whole creation is for man.... Each
man has, therefore, the right to
find in it what is necessary to
him.... Nobody is authorized to re-
serve for his own exclusive use
that which goes beyond his
needs.”1

Although it has certain connec-
tions with the case which has just
been mentioned, the question
which concerns us is really of an-
other nature. Here we encounter
the break between our epoch and
the epochs which have preceded it.
We are no longer dealing with the
mother who takes bread to feed her
children. Here our attention falls
upon marginal or minority popula-
tions whose physical or mental ca-
pacities are reduced because of
lack of care and protection. The
question arises as to whether they
have the right to ask those who
have sizeable economic resources
to engage in a more equitable dis-
tribution of the goods of the
earth—something which would
enable such people to “grow in
their humanity”2 and more gener-
ally to contribute to the growth and
development of the planet. Health
is no longer seen as the absence of
illness but as a good in itself which
it is legitimate, and profoundly
right, to benefit from through a uti-
lization of the economic resources
which are available, wherever they
may be found. 

The change in outlook which
has taken place during our epoch
constitutes the first challenge
which we must face up to and deal
with: Does a “social mortgage”3

weigh upon the goods of the earth
when it comes, in particular, to en-
suring the health of all of its inhab-

itants? If this is the case, what do
we mean by health? And how
should this need be located within
reality? Is there a connection be-
tween the right to health and the
right to development? How can
economic resources be allocated to
this end in a fair way? It is more
than evident that at any specific
moment economic resources are
limited and that as a result certain
choices must be made as to their
use and allocation. These are only
some of the questions which are
raised by the upholding of the right
to health—this right cannot be sep-
arated from the idea of develop-
ment or from the idea of the just
and equitable distribution of the
resources of the earth, resources
which, although they are destined
for everybody’s use, are nonethe-
less inadequate when it comes to
what people’s actual needs are.4

2. The Right to Health 
and the Solidarity-Inspired 
Development of Humanity 

The phrase “the right to health”
seems nowadays to be in common
use. Indeed, it is of recent creation.
Its content has become clearer and
more fixed over the last fifty years,
and during this period it has been
increasingly associated with the
idea of development. 

The first politicians to advance
the doctrine of the rights of man
wanted to direct the organization
of society with a view to ensuring
that everybody could satisfy their
essential needs and requirements.
But health was hardly mentioned
among the list of such rights.
Roosevelt seems to have seen
health merely as a liberation from
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illness. In his famous speech on
the “four freedoms” made on Jan-
uary 6, 1941 he listed those free-
doms which were to be guaranteed
to all men at the conclusion of the
war: freedom of speech, freedom
of religion, freedom from want so
that the inhabitants of every nation
would enjoy a “healthy peace-
time,” and freedom from fear and
war. At the same time, in his
Christmas message of 1942, which
was addressed to the internal reor-
ganization of the various states of
the world, Pope Pius XII called for
a promotion of the dignity of the
human person which included “the
right to have and to develop physi-
cal, intellectual, and moral life,
and in particular the right to reli-
gious instruction and education.” 

The Universal Declaration of
Human Rights of 1948 did not
make direct reference to health,
but dedicated its clauses to the
right to work, to fundamental free-
doms, to nationality, and so forth.
However, clause 25 of this decla-
ration refers to health as being one
of those elements which make up a
standard of living to which every-
body should be able to have ac-
cess: “Each person has the right to
a standard of living of a sufficient
level to guarantee his health, his
well-being and that of his family.”
These texts demonstrate that at the
beginning of the second half of
this century the most enlightened
spirits, and a fortiori public opin-
ion, saw health as a state of being
which was certainly to be sought
after, but which derived essentially
from the absence of illness. 

The first break in the traditional
idea of health was made by those
who created the bases for the
World Health Organization. The
constitution of this body, which
was adopted in 1946 and made op-
erative in 1948, advanced a posi-
tive vision of the character of
health. It laid down that health
should be seen as a “state of com-
plete physical, mental, and social
well-being and not merely the ab-
sence of disease or infection.” But
it was only in 1948, during the Al-
ma-Ata Conference, which was
held in the Soviet Union, that a dy-
namic definition of health was
adopted in which health was seen
as a sine qua non of development.
This approach was later officially

adopted by the General Assembly
of the United Nations in 1979. 

a) Development ensures the im-
provement of health-care and the
latter largely depends upon the
former. The Alma-Ata Decclara-
tion (1978), which was the work of
the World Health Organization
(WHO), has in this sense a clear
importance. Three parts of that de-
claration may be discussed here: 

* Health must be the subject of a
deliberate policy promoted by gov-
ernments. After proclaiming that
health is “a fundamental right,” the
beginning of the declaration adds
that “the attainment of the highest
possible level of health is a world-
wide social goal whose realization
requires the action of many other
social and economic sectors in ad-
dition to the health sector.” Thus it
is that a healthcare policy is seen
as no longer being the defense of
the members of a community
against illness, but the result of a
deliberate policy involving the
mobilization of economic and oth-
er resources by governments. 

* The upholding of the right to
health depends on the achievement
of a form of economic and social
development which works to the
benefit of all. Such a policy en-
sures sustained economic and so-
cial growth and development and
contributes to the achievement of a
higher quality of life and the estab-
lishment of peace (principle II). 

* An acceptable level of health
in the world cannot be achieved
without a reorientation of the use
and employment of economic re-
sources: “An acceptable level of
health for all the people of the
world by the year 2000 can be at-
tained through a fuller and better
use of the world’s resources, a con-
siderable part of which is now
spent on armaments and military
conflicts. A genuine policy of in-
dependence, peace, detente, and
disarmament could and should re-
lease additional resources than can
well be devoted to development,
of which human health is an essen-
tial part” (principle X). 

The importance and signifi-
cance of these principles should
not escape us: 

* They continue to see health as
a good which in itself is good for
the individual. 

* They lay down that its

achievement depends upon the
outcome of a certain number of
economic and social factors. 

* In particular, its achievement
depends upon an improved distrib-
ution of economic resources. 

* They do not believe that
growth and development are pos-
sible without an improvement in
the health standards of the world’s
populations. 

The conference held at Alma-
Ata was only one stage on a long
journey. The relationship which
the declaration maintained existed
between health and development
is discussed in more detail later on
in its clauses. Development was
said to aim not only at a reorienta-
tion of resources in order to pro-
mote health (principle X), but also
at securing the spread of health-
care services which were them-
selves considered a precondition
to balanced growth and develop-
ment. So, we might ask, why
should this latter policy be pre-
ferred to an unequal form of devel-
opment and growth which obtains
solely the happiness of a minority? 

b) The solidarity-inspired devel-
opment of humanity which is pos-
tulated by Christian anthropology
implies a recognition and satisfac-
tion of the right to health on the
part of everybody. The United Na-
tions, like the Catholic Church,
speaks with insistence about the
need for a more equitable distribu-
tion of the goods of the earth. This
principle was one of the leitmotifs
of Gaudium et Spes (1965):
“While immense multitudes still
lack bare necessities..., luxury ex-
ists side by side with acute pover-
ty.”5 But while the documents of
the United Nations dwell upon the
reasons why this imbalance is not
acceptable to society, the works of
the Magisterium of the Catholic
Church have a very different ap-
proach and point of departure.
They are based upon a social an-
thropology which at a fundamental
level sees man as the “agent of his
own destiny”6 or, as Leo XIII de-
clared in Rerum Novarum, man
must find on the earth, and thus in
economic resources as well, the
means by which to fulfill his own
supernatural vocation.7

Christian anthropology lays em-
phasis upon the human person and
not upon the individual along the
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lines of the thought of the philoso-
phers of the eighteenth century.
This anthropology, taking its start-
ing point from the principle of sol-
idarity, holds society responsible
for ensuring that the employment
of its resources is directed towards
guaranteeing that each and every
person has the means available by
which to achieve his own personal
growth. 

Christianity believes that the
person is an autonomous subject
capable of moral decision who
constructs the social order through
this capacity—this is what marks it
out from Liberalism or Socialism.8

On the one hand, Socialism sees
the human being as a molecule or a
“cog”9 in the social body, and thus
the well-being of the individual is
attained through the action of the
state without reference to the au-
tonomous choice of the individual
and his capacity for responsible
decision. On the other hand, Liber-
alism considers social organiza-
tion as the creation of man and not
as something which is a fact of na-
ture and therefore has its own con-
stitutive laws. 

The basis for the Christian vi-
sion is to be found in the “natural
precept of mutual love and mutual
compassion” which human beings
owe to each other. This cannot be
achieved without the existence of a
“political and moral unity” among
people, “irrespective of any cate-
gory to which they might be-
long.”10 To put it succinctly, insti-
tutions are the elements which al-
low man to exercise his sociability
and to place the resources of the
earth at the service of everybody.
This cannot take place when soci-
etal structures marginalize entire
populations and deprive them of
basic healthcare structures and
amenities, among other things. As
Paul VI observed, it is necessary to
“share the resources which are
available and thereby achieve au-
thentic communion among the na-
tions.”11

For this reason, in the Christian
way of thinking, the individual
right to health has a collective di-
mension. It is directed towards the
development and advance of the
community and is based upon the
presence of effective solidarity
among men. Their commitment
and role in the affairs of the state is

a means of practicing charity to-
wards others and of thereby free-
ing other people from an obstacle
(in this case, the absence of health)
which obstructs them.12

An unresolved question, howev-
er, remains: that of how a just dis-
tribution of economic resources
should be achieved. How can the
governors of a country really satis-
fy this right to health when the re-
sources that are available to them
are limited and at the same time
when different ways of using them
are also suggested? 

3. The Realization 
of the Right to Health 

The upholding of the right to
health for individuals and peoples
to be enjoyed every day comes up
against the requirements which are
involved in the realization of other
essential rights: what principles
can we employ to resolve these
conflicts? What practical sugges-
tions can be gleaned from the
study of real-life examples? 

1. The Principles for a Solution 
a) The distribution of resources

must take place in conformity with
the principle of social justice. This
has been the constant doctrine of
the Catholic Church for nearly a
century. The fact that economic re-
sources are to be used by every-
body in order to allow them to sat-
isfy and meet their right to health
is, for the Church, a question of
justice. But, it might be observed,
socialism and liberalism also in-
voke the concept of justice—in
what ways, then, is the position of
the Church different? What is the
real meaning of the phrase “social
justice,” a phrase which is now so
widely employed that there is no
longer any serious attempt to un-
derstand what it really means? 

As has already been observed in
this paper, Christian anthropology
is poles apart from liberal individ-
ualism. In the former outlook, a
solidarity naturally exists between
human beings, and this solidarity
is the basis of mutual obligations.
For the supporters of the liberal
doctrine, the universal destination
of goods does not exist. Instead,
such goods are a res nullius freely
available to all. It is thought that no

natural solidarity exists which
obliges individuals to meet the es-
sential needs of other people. Only
the conventions which men have
established with each other, it is ar-
gued, can create the right to bene-
fit in justice from such a service
provided by society. 

The Christian vision of social
justice is in the same way incom-
patible with that held by certain
expressions of socialism. These
creeds argue that a natural solidar-
ity exists between men, but that its
promotion and achievement is the
task of the state. Intermediate bod-
ies do not engage in the direct
management of public affairs, but
are the instruments of higher struc-
tures of power. The horizon of this
social justice, furthermore, is ex-
clusively of this world. 

In the Christian approach, the
propensity of the spirit to live ac-
cording to the needs of natural sol-
idarity leads us to speak about so-
cial justice in two senses. In recog-
nizing that there is an order of
things wanted by the Creator, the
human being feels that he is re-
sponsible for making sure that this
order conforms to reality. The state
certainly performs a necessary
role, but it is only a subordinate
role. The participation of individu-
als in intermediate bodies is a way
for them to take an active part in
this initiative and function, in
union with others and with the
state, in order to achieve this end. 

b) The definition of the concept
of social justice. Although the con-
cept of social justice is the key
guiding principle of social rela-
tionships, in a historical perspec-
tive it has only appeared recently.
This is because before the industri-
al revolution such human action
had no meaning or sense. We can
certainly affirm that there has been
a growing use of the term since the
eighteenth century, but its nature
and its binding role were undoubt-
edly expressed for the first time by
Pius XI, and more specifically in
Quadragesimo Anno (95) and Di-
vini Redemptoris (51). In both
these works we encounter the ex-
position of a directive principle
which must permeate the whole of
economic life. 

We should remember first and
foremost that we are not dealing
here with a model or a “specific



technical system”12 which we need
only reproduce, but of a permanent
orientation of the will which leads
people to search for and choose—
in every circumstance they come
across—that which makes avail-
able to “the members of a commu-
nity” “everything which is neces-
sary to the performance of their so-
cial functions”.14

Pius XI’s teaching on social jus-
tice is at the center of the question
of “health and the distribution of
economic resources.” It operates at
two levels, one of which is socio-
logical and one of which is doctri-
nal. This teaching is sociological
because it compares social rela-
tionships to the relationships in an
“immense living body where
every organ performs a specific
role which at the same time influ-
ences its own development and its
relationship with the other or-
gans”.15 (This assumes that all the
members of society enjoy the best
state of health possible). This
teaching is also doctrinal because
it believes that social justice is the
“regulating principle” which ef-
fectively guarantees an “intense
activity of the whole of economic
life in a state of peace and in or-
der.”16

c) The evolution of the teaching
of the Church in relation to social
doctrine. The promotion of the
right to health has never occupied
a central position in the social
teaching of the Catholic Church.
However, it has acquired an im-
portant role as a result of the im-
pact of the Pontifical Council for
Pastoral Assistance to Health Care
Workers. This body has not only
asserted that sick people and the
handicapped are members to the
full of the human community, but
has also emphasized their specific
place in a Christian approach to
the construction of a more human
world. This Pontifical Council has
not only drawn attention to the
questions and problems of illness
and health, but has also explored
the issue of how health can be en-
couraged and secured through the
activities of the twelve internation-
al conferences held in the Vatican
and the deliberations of the Acade-
my for Life. 

Reflection on the concept of
health has taken three directions:
a) as a factor to be integrated into

the theories of development; b) as
a field of research which must mo-
bilize all those scientific disci-
plines which bear on the whole
subject of health; and c) as a hu-
man reality, and thus as a moral re-
ality, because all forms of research
must be directed towards the good
of man, taking life, its origins, its
development, and its end, as their
guiding criterion. 

These different aspects illumi-
nate the relationships which exist
between the use of economic re-
sources and the realization of the
right to health. This is an indis-
pensable precondition for the par-
ticipation of every individual or
community in the development of
society and the growth of every
person in humanity. 

Here we find ourselves in a new
terrain. The right to health is no
longer an individual right which
confers upon a human being, of
whatever community, people,
race, or religion he belongs to, the
right to have access to the econom-
ic resources of the earth in order to
achieve the best physical and men-
tal health possible (the World
Health Organization). This right
has also become a collective right
in the sense that the diffusion of
health to the benefit of everybody
has an impact on the economic and
social life of a community. Here
health is not the residue of a policy
of development, but one of the sine
qua non preconditions of its suc-
cess. From this point of view, the
responsibility of the state changes.
It can no longer be limited to a just
distribution of health care but pre-
supposes an active policy by
which to assess the impact and role
of all the factors which go to make
up collective life and which have
consequences for the state of
health of society as a whole and
each individual person. A sound
management of healthcare policy
must not only take into account the
availability of health services in
the most distant areas of the coun-
try, but should also consider the ef-
fects which other government
policies, such as those concerning
agriculture, schooling, commerce,
and industry, can have on general
levels of health.17

There are thus three principles
which demonstrate the link be-
tween health, development, and

economic resources: 
* Man is a social being who

needs the cooperation of his fel-
lows because of the narrowness of
his capacities.18 He therefore has
the right to create political com-
munities with a view to “acquiring
the resources which are necessary
to their development” and we
should observe that this principle
has its counterpart that “men can-
not serve their own interests at the
price of injustice towards other
people.”19

* Individuals and communities,
therefore, must cooperate without
any spirit of economic and politi-
cal domination in order to involve
the largest possible number of in-
dividuals in the processes of devel-
opment. 

* This cooperation must be
practical and should have as its ob-
jective the reform of “existing le-
gal arrangements when these do
not pay sufficient attention to the
equal distribution of the advan-
tages and obligations of social
life.”20 John Paul II dwells upon
this principle in Sollicitudo Rei So-
cialis, when he refers to the re-
sponsibilities of individuals and
the community as regards “struc-
tures of sin.”21 There is, therefore,
a dual aspect to the relationship
between health and economic re-
sources: on the one hand, the uni-
versal destination of goods re-
quires that economic resources are
managed by society in such a way
that everybody can enjoy the best
possible state of health with a view
to participating in the human de-
velopment of the community; on
the other, this objective cannot be
achieved without an active policy
aimed at a reform of the structures
of society which impede its attain-
ment. 

2. The Application of this 
Doctrine: the Examination 
of Practical Cases 
There is a distance between the

principles and the doctrine which
have just been outlined, on the one
hand, and reality, on the other. In-
deed, all social agents do not share
the same point of view about the
priorities which should be adopted
to reach the ideal of justice which
has been determined. Certain ex-
amples taken from recent publica-
tions enable us to have an idea
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about the practical difficulties
which are encountered by those
who want to put economic re-
sources at the service of the equal
right of everybody to health and
which can also induce a state of
discouragement. 

* The great differences in the
healthcare budgets of industrial-
ized countries and so-called devel-
oping countries is the first element
which should be considered. The
wealthiest populations of Western
countries enjoy an abundant use of
highly sophisticated medicines
while those of the poorest coun-
tries in the world are without ele-
mentary methods by which to ren-
der their water drinkable or to
eliminate certain parasite-borne
illnesses which afflict children,
first of all. But where and how can
we fix limits to medical care and
research in the rich countries? One
passes imperceptibly from expen-
sive treatment to other kinds of
therapy which seem to be merely
extravagant. As Professor Salva-
toire Rubino has observed,22 from
treatment necessary to improve
mastication one easily passes to
the demand for aesthetic correc-
tions of the face at public expense
on the grounds that such a condi-
tion provokes psychological harm.
In concluding his observations on
the increasing demand for treat-
ment, Rubino goes on to stress that
“we must also remember the wait-
ing-lists in the hospitals for sex-
change operations.” Certainly,
those in government must take
public opinion into account and be
aware of the fact that medical re-
search, even though it is very ex-
pensive, is a necessary stage in
providing simple and effective
remedies for everyone. But at the
same time such people should not
forget that some of these remedies
are superfluous when one comes
to consider the state of acute
poverty which is endured by many
populations. 

* The rulers of some poor coun-
tries believe that the dignity of
their peoples is upheld by the fact
that they can obtain treatment of a
comparable quality to that ob-
tained in the United States or in
Europe. We know about the case
of one man of government who, in
order to be treated in his own
country, allocated most of the

healthcare budget of his govern-
ment to a diabetes unit, to the obvi-
ous detriment of the development
of healthcare clinics in the rural ar-
eas of that country.23 In his opinion,
he was doing nothing else but ex-
ercising his own right to health. He
did not feel any compunction to
share that right with other people.
Perhaps he believed that his own
person and the services which he
rendered to his country justified
this special kind of treatment. If
this example is especially illustra-
tive of differences which exist in
access to health care between the
poor sections of a country and its
rulers, we should not be deceived
as to the nature of the wider can-
vass. This situation is present in all
those countries where urban popu-
lations who have access to power
reserve to themselves opportuni-
ties for health care which are not
available to the inhabitants of the
more disadvantaged areas. In this
case, too, we must pose the ques-
tion, How can a correct balance be
found? 

* Within industrialized coun-
tries there are problems relating to
specific choices concerning both
the establishment, for example, of
what the healthcare budget should
be, and the management of hospi-
tal structures. Three situations can
be cited here by way of example: 

+ A certain number of health-
care activities are questioned from
a moral point of view. In this cate-
gory are to be found everything
connected with abortion, but also
a series of medical practices
which are spreading in societies
which no longer have religion: eu-
thanasia, bioethical experiments,
interference with what man is, the
conservation and destruction of
surplus embryos, etc. Here we be-
come immersed in an atmosphere
where the means to achieve what
is defined as being healthy are
placed beyond any kind of moral
consideration. Thus we encounter
the questions which pose them-
selves to a legislator or a Catholic
in a pluralistic society when their
professional activity involves
these new practices.24 For such
people the right to health of indi-
viduals cannot go against the fun-
damental needs of life. They often
come into conflict with what Pius
XII called “questions of fact”25

which must be resolved by the in-
dividual conscience in union with
the Church. 

+ The costs of running a clinic or
a hospital have become so high
that their managers have to deal
with questions relating to expendi-
ture: the purchase of new machin-
ery and instruments could seem to
be a luxury because paying for
them would be difficult. On the
other hand, not to buy them would
involve reducing the status of the
institution and consigning it to a
slow death, because it would be
abandoned since it would no
longer be able to provide the forms
of treatment requested by the soci-
ety within which it operates.26

+ The healthcare institutions
run by the Catholic Church experi-
ence very special problems all of
their own. The role of the Church
in healthcare activity comes from
her wish to provide the poorest
populations with forms of treat-
ment and support that they lack.
Often the technical qualifications
which are nowadays required in
hospital centers, as regards both
machinery and the skills of trained
personnel, go against the vocation
to bear witness to the love of Christ
for the poorest among us. The
need for income, the use of eco-
nomic resources, and the right to
health are at the root of problems
whose solutions should be exam-
ined from a large number of points
of view. 

Conclusion: Justice Through 
Dialogue and Negotiation 

The conflicts between rights
which have been discussed in this
paper cannot be resolved to the full
satisfaction of everybody. The ide-
al of social justice leads us to have
greater respect for the aspirations
of each and every individual, on a
constant basis. Pius XI observed
that this ideal is of both an individ-
ual and a collective character. It is
individual in the sense that it as-
sumes a determination of every-
body to practice social justice. It is
collective because it must be based
upon institutions27 which promote
the drawing near of points of view
and the “return of the distribution
of resources” to a more equitable
level.28
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With such observations, Pius XI
opened up the prospect of solving
social problems through dialogue,
a method which would be highly
valued by Vatican Council II and
the Popes which came after that
Council. For these Pontiffs, man
must allow himself to be guided by
“a moral idea: social justice which
must be established day after day,
and by shared agreement” and pro-
gressively establish “new rules of
social behavior which become
norms based upon rights”.29 Only
this path allows us to cancel out
the injustices which exist in every
society and which call out for re-
venge, and in particular in the field
of the relationship between the
right to health and the universal
destination of economic resources.
We have before us the absence of
institutions which work in this di-
rection and the lack of a commit-
ment to solidarity on the part of the
privileged. This is captured in the
strong words of Paul VI: “We need
to build a world in which every
man, without reference to race, re-
ligion, or nationality, can live a life
which is fully human... And there-
fore voluntary cooperation needs
to be established, an effective shar-
ing among people, in a climate of

equal dignity, for the construction
of a more human world”30
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1. The Example of Jesus 
and His Commandment 

1.1. The Example of Jesus 
The synoptic Gospels describe

the healing of a leper by Jesus.
Matthew writes as follows about
the episode, “A great multitude fol-
lowed him when he had come down
from the mountain; and then a leper
came and knelt before him, and
said, Lord, if you so will, you have
the power to make me clean. Jesus
held out his hand and touched him,
and said, It is my will; be made
clean. Whereupon his leprosy was
immediately cleansed” (Mt 8:1-3). 

In a miniature painted by a monk
some thousand years ago the fig-
ures which are depicted are in a
scene containing movement. Jesus
descends from the mountain, from
on high, and behind Him there are
two men who, on seeing Jesus per-
form a miracle of healing, look at
their hands as if to ask themselves
what they themselves might not be
able to do. In the background there
are other people who have different
clothing from that of the biblical
figures and are certainly contempo-
raries of the artist. In front of them
there is a leper. The artist has repre-
sented the action of Jesus in an im-
age. He has captured the way Christ
responded to the leper and has thus
expressed his practice—that is, his
pastoral action.1

The leper is a sick person, but he
is also a marginalized sick person
who has been excluded from the
community. He is isolated, ex-com-
municated, and in social terms al-
ready dead. Not only does he not
have physical health, but he also
lacks certain essential ingredients
of a fully human health—most no-
tably, the opportunity of growing as
a person in interaction with other
people. He lives like a foreigner in

his own country. Within him there
is still the strong hope that he will
be healed, and he asks for help from
Him (for such is his perception)
who is able to help him. 

Jesus is the savior. His encounter
with the leper is healing and health-
inducing. The leper is given back
the place in life which he had lost—
the relationship which makes him
feel like a person. The welcome
which Jesus gives to the leper is
health-inducing. By this action Je-
sus breaks human law, but “com-
plies with the law of God,” accord-
ing to the dictates of which the hu-
man person has absolute prece-
dence. Jesus stretches out his hand
and comes into contact with the lep-
er, but this contact is united to an ef-
fective word which creates that
which it proclaims. In healing the
leper physically, Christ also restores
to him his social life, or relational
space. The leper passes from the
domain of death to the realm of
life—he rises again. The healing of
the leper is an Easter story and nar-
rates a return to the fullness of life
in physical and social terms, but al-
so, above all, it describes an en-
counter with God, who in Jesus ex-
presses his definitive Word of sal-
vation. The action of Jesus has its
origins from on high, from the
mountain as the synoptic evange-
lists tell us, and thus expresses the
intentions of God and carries out his
project of salvation, which is direct-
ed towards his people.

The two men in the miniature
who are placed behind Jesus think
about themselves in relation to
Him. They look at their hands and
ask themselves what they can do to
ensure that the way of acting of
God, which is incarnated in the way
of acting of Jesus, becomes the cri-
terion of their way of acting. In
these direct witnesses we can per-

ceive the first community of the fol-
lowers of Jesus—that is, his
Church, that asks herself what she
must do to ensure that her pastoral
action continues the action of God
within history and gives credibility
to his love. The question as to
whether our practice conforms to
Jesus and his action and, therefore,
conforms to the action of God, is—
as the point is expressed in pastoral
theology—the most important of all
criteriological questions. The prac-
tice of Jesus is the criterion of our
practice, of the action of us Chris-
tians, of us as the Church of Christ,
and the question is whether and
how our pastoral action is in line
with, and conforms to, the practice
of Jesus. 

In representing his contempo-
raries in the miniature as well, the
artist seeks to emphasize the fact
that the example of Jesus must not
only involve his direct witnesses,
but also reach out down the gradual
path of history to ourselves at the
present time. 

1.2. Preach the Gospel and Heal! 
In reality the disciples of Christ,

as regards their endeavor in the
field of health and healing, received
from Him not only an example, but
also a specific mission-command-
ment in which the preaching of the
kingdom is strictly linked to healing
action: “And preach as you go,
telling them, ‘The kingdom of
heaven is at hand.’ Heal the sick,
raise the dead, cleanse the lepers,
and cast out devils” (Mt 10:7).
Luke, too, emphasizes that Jesus
“called the twelve apostles to him
and gave them power and authority
over all devils, and to cure diseases,
sending them out to proclaim the
kingdom of God and to heal the
sick,” and in obedience to this com-
mand “they set out and passed
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through the villages, preaching the
gospel and healing the sick wherev-
er they went” (Lk 9:1-2; 6). And the
evangelist Mark informs us that the
twelve who had been sent out in
pairs by Jesus “went out and
preached, telling men repent; they
cast out devils, and many who were
sick they anointed with oil, and
healed them” (Mk 6:13). It is inter-
esting to observe that this com-
mand, which described the mission
entrusted by Jesus to his disciples,
is referred to in the Gospel accord-
ing to St. Matthew after a long ac-
count of the signs of the works of
healing carried out by Christ. The
disciples had been present at these
miracles and had thus engaged in a
kind of apprenticeship under the
guidance of a master who was
unique in his kind. 

The Church has been aware of
her healing mission from her very
beginnings and early history. The
account of the healing of the lame
man by Peter which is described in
the Acts of the Apostles is in this
sense emblematic and representa-
tive: “Peter and Paul were going up
to the temple at the ninth hour,
which is an hour of prayer, when a
man was carried by who had been
lame from birth. Every day he was
put down at what is called the Beau-
tiful Gate of the city so that he could
beg alms from the temple visitors.
And he asked Peter and John, as he
saw them on their way into the tem-
ple, if he might receive alms from
them. Peter fastened his eyes on
him, as John did, too, and said, Turn
towards us; and he looked at them
attentively, hoping that something
would be given him. Then Peter
said to him, Silver and gold are not
mine to give; I give you what I can.
In the name of Jesus Christ of
Nazareth, rise up and walk. So, tak-
ing him by his right hand, he lifted
him up, and with that, strength
came to his feet and ankles; he
sprang up and began walking and
went into the temple with them,
walking and leaping, and giving
praise to God” (Acts 3:1-8). 

Following the example of Jesus
and obedient to the mandate which
they had received from Him, the
members of the apostolic commu-
nity attached special importance to
the sick and employed with them
the same words and actions which
had been used by Jesus. This was
possible because of the strength of
their communion with Him in faith.

It is Easter which led the Church to
carry out the actions of Jesus and to
perform them in his name: “In heal-
ing the lame man at the Beautiful
Gate the apostles do nothing else
but obey the command of the Lord:
“Preach the Good News and heal
the sick.” Their strong communion
with the Risen Christ is translated
into an active remembrance of his
healing presence. Just as they cele-
brated the remembrance of his East-
er in the Eucharistic mystery, so in
the same way did they celebrate re-
membrance of him by performing
his Messianic actions. In the decla-
ration Silver and gold are not mine
to give. I give you what I can. In the
name of Jesus Christ of Nazareth,
rise up and walk! Peter professes
his faith in the Lord who is alive
and present and who carries out the
healing.”2

The example and the command
of Jesus, which Peter expresses and
embodies, has passed into the histo-
ry of the Church to arrive at our
own times, and it has become a
question which involves us and
touches us forcefully: What kind of
action, and therefore what kind of
pastoral action, should we as the
Church of Christ engage in today to
respond in a healing way to the de-
mand for health and healing
which—whether explicitly or im-
plicitly—comes to us from those
who live in this society of ours? 

2. The Plea for Health, 
the Longing for Salvation 

2.1. Today’s World 
and God’s Invitations

There is a close relationship be-
tween the biblical text (the event-
Word) and the con-text in which the
Word is now to be heard and ex-
presses Himself. The context, there-
fore, from a theological point of
view, is the time in which God acts
today in a special way through the
Church. The Bible calls this salvific
time kairos. In the thought and out-
look of pastoral theology, therefore,
the kairological function is to deci-
pher—in the light of faith—the
signs of the times with a view to un-
derstanding the promptings and the
invitations of God (Lk 12:54-57).
In Gaudium et Spes Vatican Coun-
cil II reminds us that “the People of
God, moved by faith, because of
which they believe to be led by the
Spirit of the Lord who fills the uni-

verse, strives to discern within the
events, entreaties, and aspirations
which they share with the other
men of our time, what the real signs
are of the presence or design of
God” (no. 11). 

To those who asked Him if he
was the one who was to come or
whether they had to wait for anoth-
er, Jesus displayed his credentials in
the form of the signs which marked
Him out as the Messiah, the One
sent by the Father, and among these
signs were to be found healings and
the preaching of the Good News to
the poor (Mt 11:1-6). Today, the
Church, too, must be able to display
these credentials and to do this she
must be able to answer certain deci-
sive questions (her kairological
function): Who is the leper of today,
who are the sick people, the blind
and the disabled of today? How
should the Word entrusted to the
Church be pronounced so as to real-
ly constitute a happy declaration of
shalom, of overall salvation? What
is the health Christians must re-
spond to according to the example
of Jesus? The way of acting adopt-
ed by Christ will in this sense be il-
luminating and authoritative (a
Christological function), and from
Him our practice will receive the
right guidelines for the achievement
of a suitable change in present con-
ditions (praxeological function).3

Pastoral theology, in relation to
the healthcare world as well, must
therefore scrutinize the situation
with the eyes of faith (kairology),
gain a clear idea of goals to be pur-
sued and the models of reference to
be adopted (criteriology), and pro-
mote an ecclesial action—the pas-
toral action of the whole of the
Church—which expresses in to-
day’s world the fullness of her guid-
ing model (praxiology). In this en-
deavor it must be remembered that
the ecclesial community is the sub-
ject of pastoral action just as the
whole of the Church is the object of
the thought and assertions of pas-
toral theology. As René Latourelle
observes, “Within theology, there-
fore, there is a place for a methodi-
cal and scientific study of the
Church as a contemporary phenom-
enon in the decisive moment of its
current presence in the world. This
study of the Church-in-her-histori-
cal-situation belongs to the intelli-
gence of the Church.... In this way,
while dogmatic theology deals with
the Church in her essential being—
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that is, as a mystery and an institu-
tion which is both human and di-
vine, pastoral theology is a theolog-
ical reflection upon the her mutable
being—that is, upon the mystery of
the building up of the Body of
Christ which is the Church in its
present and practical realization
and upon the conditions of this real-
ization, and upon the way in which
the contemporary situation reacts to
the achievement of the salvific mis-
sion of the Church. By the phrase
“contemporary situation” we mean
the cultural and social changes
which characterize each epoch. In
each new historical situation there
is an indication by God, an invita-
tion to engage in new tasks, or at
least to practice a constant up-dat-
ing”.4 God has chosen a specific
way by which to achieve the salva-
tion of humanity—the economy of
the Incarnation. And this way
which He has chosen has precise
consequences for the pastoral and
salvific activity of the Church and
for theological thought and reflec-
tion about what such action ought
to be. 

2.2. The Plea for Health 
and its Implications

The World Health Organization
helps us to understand the current
healthcare situation in the world. Its
latest bulletins tell us that every
year infectious diseases kill about
seventeen million people and afflict
another hundred million, and this is
a special characteristic of develop-
ing countries. On the other hand, in
the other countries chronic illnesses
constitute the principal threat to
health. But given that life expectan-
cy levels are rising in developing
countries as well and in such soci-
eties Western healthcare models are
gaining the upper hand and becom-
ing ever more dominant, these
countries will be increasingly ex-
posed to illnesses of a chronic char-
acter. The developing countries,
therefore, are subject to a “double
burden” because these new prob-
lems come to be added to the exist-
ing burden of the endemic infec-
tious illnesses at exactly the mo-
ment when the gap between rich
and poor countries in terms of the
resources which are available is
growing larger and larger. At a
planetary level life  expectancy is
increasing, but this does not always
find a corresponding expression in
health expectancy—that is, “ex-

pectancy of a life spent in good
health.”5

In the planet’s wealthiest coun-
tries the search for health is becom-
ing the most important aspect of
life. On the one hand, this search is
becoming increasingly a life project
which is seen in dynamic and rela-
tional terms and conceived as the
achievement of harmony (or, rather,
continual harmonization) between
the different dimensions in which
the life of each and every man
comes to obtain fulfillment—name-
ly, the physical, the psycho-social,
and the spiritual.6

On the other hand, the search for
health and thus the state of being
healthy is often understood as being
fit. It therefore becomes reduced to
the merely physical dimension of
an individual’s life, and this in-
volves a spasmodic tension pro-
duced by the desire to identify with
socially ascendant models of how
to live today. In our kind of society,
which takes strong, healthy, young,
and beautiful beings as its ideal
model, illness is often a tragedy,
and the same may be said of pain,
disability, and old age—realities to
which it is not possible to give a
meaning and which are as a result
no longer bearable. Health is in-
creasingly becoming a value-sym-
bol which at times is the only value
to which people can attach them-
selves. “In times of crisis and the
loss of a horizon of meaning it
seems that the only value which re-
mains in sight is that of taking
refuge in the search for health, in
the wish to be well, and thus within
the context of a state of good health
it is thought that it will be possible
to solve all the other problems
which still remain. When values no
longer exist, there remains a sole
half-value which is weak, without
energy, without illusions—it is a
poor ideal, but a sincere one. It is
that of being able to live without
tears, material difficulties, or physi-
cal ill-being and troubles, and with-
out forms of psychological distur-
bance.”7

The search for health in the form
of a life-project, and the achieve-
ment of harmony between the dif-
ferent dimensions of the human
person, where the spiritual dimen-
sion plays an important role—
something which is also recognized
today by medical science—must
become increasingly the terrain of
theological reflection and thought,

and a realm in which the intelli-
gence of the faith perceives and
grasps the present-day appeals and
invitations of God. While, on the
one hand, the experience of illness
has always been the subject of theo-
logical reflection and thought and
the domain of loyalty to the evan-
gelical mandate to heal and to
preach, on the other hand,
“health—however paradoxical this
may seem—until recent times has
not been seen as a theological ques-
tion and still less as an essential
realm of theology which is on a par
with illness and suffering.” 

The new anthropological impor-
tance which is being attributed to
the health experience opens the
road to forms of deeper theological
reflection and thought where atten-
tion is not reduced to observing and
reflecting on what happens within
man (health is not only an event),
but also involves asking what hu-
man health is and what he is called
to be (health as a vocation, as histo-
ry, and as commitment). There is
room for theological thought and
reflection about health, and there-
fore for a theology of health, be-
cause the health experience in-
volves an anthropological vision
which the Christian deduces from
the design which God has for the
salvation of man and humanity.8

But to ensure that its action car-
ries on from that of its Founder and
is effective in pastoral terms, the ec-
clesial community must today be
capable of perceiving in the search
for the health of the sick not only a
request for care and healing to
which it must respond, but also a
wish “for company, solidarity, and
support during a moment of trial”—
that is, as John Paul II points out in
Evangelium Vitae, a “request for
help in order to go on hoping when
all human hopes burn low” (no. 67).
But the Church must also know
how to read and understand the de-
sire for salvation which is implicit
in the kind of search for health
which is now socially ascendant
(the desire to be well, to achieve
well-being, and to be fit) and to per-
ceive within this desire “the strange
game of substitutes which enter the
fray: health in the place of salvation
and salvation as a mirror of health
in the form of an endless Carpe
diem. It is like a continuous game of
ping-pong where, however, at the
end of the game it is not possible to
avoid the basic dilemma: is man not
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perhaps directed towards a salva-
tion which includes health and
which moves towards a transcen-
dental polarity which eludes human
projects and which can only be in-
voked de profundis? In this context,
therefore, there arises almost spon-
taneously a reflection upon health
which has as its final end and its
most authentic aspect the search for
salvation”.9

The healing mission of the
Church, which is a mandate re-
ceived from her Founder, certainly
implies caring for the sick (being
committed at all possible levels to
their care and treatment) and being
concerned with all those who in
various ways share their experience
and help them, but (above all, to-
day) this mission must also express
itself in the promotion of an overall
(physical, relational, and spiritual)
health of which the gift of salvation
forms an integral and meaningful
part. If the pastoral action of the
Church in the field of health has the
sick person as its focus of concern
and, in addition, clearly has certain
special areas of expression, then its
healing (salvific/health-inducing)
action must become ever more
forcefully the dimension which is
present in all her ways of acting. 

3. The Healing Response 
of the Church 

3.1. A Health-Inducing Salvation 
In Lumen Gentium, Vatican II ob-

served that “the Church is in Christ
as a sacrament or sign and is the in-
strument of intimate union with
God and of unity with the whole of
mankind” (no. 1) The Church “by a
not at all weak analogy is compared
to the mystery of the Word made
flesh. Indeed, just as nature is em-
ployed by the divine Word as a live
organ of salvation which is to Him
indissolubly united, so, similarly,
the social organism of the Church is
employed by the Spirit of Christ,
who vivifies her to achieve the
growth of her body (cf. Eph. 4:16)”
(no. 18). 

Sacramental ecclesiology offers
“the right coordinates by which to
approach the subject of health, the
sick person, and the hope of being
healed, from the unprejudiced per-
spective of Christian salvation.” In
Holy Scripture the idea of “sacra-
ment of salvation” is often applied
to Christ and is implicitly referred

to the Church in all these passages
which see her as the sacrament of
communication of Christ, and with
a structure which is similar to that
of the Incarnation. The purpose of
the Church is to lead men to the sal-
vation given by the Father through
Christ in the Spirit—that salvation
which, at its deepest level, consists
of liberation from sin and death and
of participation in eternal life and
the infinite joy of the Trinity. 

It is at the same time personal sal-
vation and the salvation of the com-
munity, spiritual salvation and tem-
poral salvation, and historical and
eschatological salvation—it is an
overall and complete salvation
which, within the framework of the
horizon of eternal life, saves the
whole human person in all his di-
mensions. As a radical sacrament,
the Church is the root of innumer-
able sacramental expressions of sal-
vation, and among these the most
important are “the community of
believers, which manifests and
achieves Trinitarian communion
within the world; the charisms and
the ministries which offer the word
of God to the community—that
word which proclaims and involves
salvation—and the sacraments
which realize this proclaimed salva-
tion”10. 

The sacramental actions of the
Church manifest within themselves
the character of the totality of the
salvation of Christ, give reality to
this salvation, and, within the real
unity which exists between the or-
der of created beings and the histor-
ical-salvific order, relate to the real-
ity of health in a relationship of
deep and mutual interaction with
the reality of salvation. There exists
a kind of void or vacuum of theo-
logical reflection and thought as re-
gards the relationship between
health, salvation, and the sacra-
ments (whereas the relationship be-
tween illness, salvation, and sacra-
ments has been quite well ana-
lyzed). However, as Carlo Rocchet-
ta well expresses it, health can be “a
theological realm of equal impor-
tance to that of illness for an overall
conceptualization of the Christian
event of salvation and the sacra-
ments which give it reality during
the time of the Church.” 

In Jesus salvation is offered as
health and health as salvation, and
the good news is the proclamation
of a saved health and of a health-in-
ducing salvation for man, for the

whole man and for all men. In the
sacramental events, which are
placed at the central points of hu-
man existence, the relationship be-
tween health and salvation is real-
ized in terms of real, historical, ex-
istential, and ecclesial correspon-
dence. In these events “the believer
is placed in a position where he is
able to draw upon the highest
meaning of life and to realize—
through a gift—the expectation of
that full salvation which he bears
within him like a profound and irre-
movable longing.” The event of
healing/salvation is understood
within the sacramental events as a
new condition of existence which
liberates man from sin and places
him anew in the fullness of the gift
of the Spirit, and transforms him by
committing him to his complete ful-
fillment. “In this sense, one can
speak about sacramental grace as a
grace of overall healing.” Pastoral
action in the field health, therefore,
belongs in an inseparable way to
the salvific mission of the Church,
and the sacraments give practical
expression to this mission.11

In the celebration of the sacra-
ments and in the preaching of the
Word, the Church carries on the
salvific work of Christ. The Cate-
chism of the Catholic Church re-
minds us that “the Lord Jesus
Christ, physician of our souls and
bodies, who forgave the sins of the
paralytic and restored him to bodily
health, has willed that his Church
continue, in the power of the Holy
Spirit, his work of healing and sal-
vation, even among her own mem-
bers” (no. 1421). Just as the sacra-
ments now express the salvation
brought by Christ, so the evange-
lization promoted by the Church is
an incarnation and prolongation of
the evangelizing action of Christ
and must find a basis and inspira-
tion in his salvific action. “This loy-
alty to her Lord must lead the
Church to offer and communicate
the salvation of Jesus as a healing
force which can be experienced
right away, within the suffering and
the weakness of the contemporary
human condition as a foretaste and
hope of eternal life”12. 

And, in order to do so, the
Church must commit herself to en-
suring that the salvific force of the
Gospels penetrates the present-day
culture of health. She should also be
the critical voice of a culture which
emphasizes the physical dimension
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of health and forgets its spiritual
and transcendental dimension. The
evangelization of the culture of the
healthcare field must involve the
Christian community’s bringing the
Word which heals and bearing wit-
ness through action which stewards
the profound meaning of life and
the multidimensional aspects of
health, thereby rendering more pos-
sible the encounter—that is,  incar-
nation—between the divine and the
human, in such a way that the hu-
man is ever more expressive of the
divine and health is a sign of the
Kingdom of God which is already
among us, but not yet fully ex-
pressed. 

3.2. To Evangelize Through 
Healing 

The Church is a sacrament of sal-
vation and expresses the salvific
action which has been entrusted to
her as a gift and a task through
evangelization and the celebration
of the sacraments. “However, the
fragment of the world which is al-
ready saved in the sacrament by its
very nature tends to spread, bring-
ing the dynamism of the incarna-
tion which energizes it to the whole
of the creation. The salvific action
of the Church, therefore, also ex-
pands into the promotion of human
well-being”13 through the commit-
ment of all Christians to ensuring
that within society the energies of
salvation are active which the
Church, guided by the Holy Spirit,
receives from her Founder in order
to save the human person in all his
aspects (GS 3). 

Christ came into the world so that
men “may have life, and have it
more abundantly” (Jn 10:10) and
the Church, in all her actions, does
nothing but continue his action of
salvation. The life which the
Church is called upon to preach “is
the fullness of the gift of grace
which fills the total life experience
of man, taking on his vocation to
health in order to transfigure it into
a vocation to salvation and taking
on his vocation to salvation in order
to turn it into a service of love for
man, the whole man and all men.”
Just as every sacramental theology
is a theology of charity and hinges
around charity (and thus service
and care) as its proper form of man-
ifestation and realization, so the
preaching of the Gospel of salva-
tion and its acceptance are insepara-
ble—within the teaching of Jesus—

from service towards the least, the
sick, and the marginalized, even to
the point of identification with
these groups of people14. 

Jesus never separates his thera-
peutic action from the proclamation
of the Kingdom. The acts of healing
which He carries out are at the ser-
vice of evangelization. These are
the most evident sign of the salva-
tion which He offers; they are the
experience which allows men to un-
derstand or at least to sense the
meaning of his evangelizing action.
This means that the evangelization
of the world of health by the eccle-
sial community should not be
something added to the therapeutic
action of its members, but must be
an integral part of the actions of
care and healing by health workers.
This should take place in such a
way that these very actions become
gospel, the happy declaration that
God is a present God, a God who
loves, who heals, and who con-
soles, “sign of a God-Friend and
savior, and an invitation to accept
his salvation”15. 

Service to the sick, which is at
times also expressed in actions of
extraordinary healing, is an integral
part of the mission of the Church, of
her pastoral and evangelizing mis-
sion, and is a high point in her min-
istry. And the various kinds of
healthcare workers are called to be
the living image of Christ and his
Church expressed in love towards
the sick and the suffering. These
health workers in various ways not
only give modern expression to, re-
veal, and communicate to the sick
“the healing love and consolation of
Jesus Christ”,16 but also manifest in
a constant and often silent way the
miracles of healing which the
Church has the power—received
from Christ—to carry out. In their
therapeutic actions, and in the cred-
ibility of their role and commit-
ment, the Church’s credibility in the
healthcare field is put on the line, as
Cardinal Tettamanzi well observes:
“The Christians who labor in the
health field work under an individ-
ual banner, but if they are Christians
they also and inevitably work under
an ecclesial banner. The credibility
of the Church is sustained or not
sustained by the individuals who go
to make up the Church”17. 

Healthcare workers are called up-
on each day to write the parable of
the Good Samaritan again, the fig-
ure who became a neighbor to those

who suffer. In their actions for treat-
ment and care they should give con-
stant modern expression to the
“therapeutic charity” of Christ to-
wards the “christ” who is present in
the sick person.  In their profession-
al lives, where they engage in ser-
vice to life, they express a real and
authentic therapeutic ministry be-
cause they become God’s co-work-
ers in “restoring health to the sick
body and giving praise and glory to
God in the loving acceptance of
life, especially if that life is weak or
sick”.18 The Christian vocation, on
the one hand, and professional ac-
tivity, on the other, are not in con-
flict. To be good Christians in the
complicated world of health does
not mean to dispense with (techni-
cal and relational) training of the
highest quality—indeed, it requires
such training: only competent
hands manage to provide the thera-
peutic love which the sick person
needs. 

But only in working together
(like the pieces of a successful and
meaningful mosaic) can health pro-
fessionals achieve that real therapy
which stewards the richness of the
dimensions in which health ex-
presses itself and whose harmony
within the sick person has entered a
state of crisis. Illness, like health, is
something which concerns the
whole of the human person and thus
involves a great alliance of factors.
Therapy, too, is the outcome of a
successful mosaic of professional
skills and expertise. Only together
can healthcare workers “rewrite the
richness, the depth, and the whole-
ness of the therapeutic approach of
the Good Samaritan, who, in offer-
ing care, preached the good news of
the love of the Father”19. 

This is a task entrusted by Christ
and by his Church in a special way
to the various kinds of professional
groups who work in the world of
health, but it is also an “inescapable
duty” for all those who, as members
of the Church of Christ, participate
in his healing mission—a mission
for the whole of the people of God,
for the community which has cho-
sen Christ. 

3.3. A Healed and Healing 
Community 

It is precisely in her saved and
healed community that the Church
can express herself, both at a uni-
versal level and at a specific level,
as a healing community. It is in her
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being as a community that the
Church expresses most fully her
sacramental character—she reveals
and communicates the salvation of
the Trinity (of the loving Father, the
beloved Son, and the Holy Spirit as
Love) through new interpersonal
relationships which are ever-more
expressive signs of such salvation. 

The model of service—that is, di-
akonia—which the Church is called
upon to manifest today in the world
of health, as a sign of the Kingdom,
is the model of ecclesial commu-
nion. This model strives to achieve
the full integration of the sick, the
disabled, the weak, and the vulnera-
ble into the community. This is a
model which aspires to construct a
community of new lives where the
other person is welcomed not for
what he has, but for what he is, in a
process without barriers and preju-
dices, and in full appreciation of the
contribution made by each individ-
ual. This is the Trinitarian model of
reciprocity, where each person is a
partner in a relationship where he
gives and receives, where he heals
and is healed. It is the model of
Christ the Samaritan and Christ the
sick person. 

An important dimension of the
healing role of the Church is to be
located in this function of a com-
munity. The Church, which is made
up of a people assembled by the
Trinitarian God and is a place of
communion among men with the
Father, the Son, and the Holy Spirit,
becomes a context in which
health—experienced as the harmo-
ny of the individual with himself,
with other people, and with God—
finds an important place for care,
prevention, and  advancement and
becomes the already of a salvation,
of a not yet, which will have its
complete fulfillment in the escha-
ton of God. 

But the Church also has an im-
portant healing function as a place
of meaning. As Cardinal Ratzinger
writes, “A vision of the world
which cannot give a meaning to
pain and render it valuable is of no
use at all. It fails precisely where
the decisive question of existence
makes its appearance. Those who
have nothing to say about pain, but
that it should be fought against, de-
ceive us. Certainly everything
should be done to alleviate the suf-
fering of many innocent people and
to limit suffering. But a human life
without pain does not exist, and the

person who is not able to accept
pain withdraws himself from those
purifications which alone make us
become mature”.20 For the person
who believes, nothing, not even the
experience of pain, can bring about
separation from Christ. Indeed, it is
precisely the moment of suffering
which can become, as for Job, an
“experience” of the presence of
God which is healing and redemp-
tive, not only for the person con-
cerned, but also—as St. Paul re-
minds us—for the whole of the
Church (Col 1:24).21

In communion with Christ, who
has died and risen, with Him who
lived through pain and death mean-
ingfully, the Church becomes a
welcoming place of hospitality, “a
place of hope” where every tired or
ill pilgrim, a “searcher after the
meaning” of what he is undergoing,
can live out, in a health-inducing
and salvific way, his suffering and
his dying, and write a meaningful
chapter in his history of alliance
with other people and with God.22

In expressing herself as a healing
community, the continuation of the
Word which saves and the action
which heals, and as a community in
which the relationship between
people is mutually healing and re-
demptive because of the work of
the Spirit, the Church obeys the
command of her Lord and fully re-
alizes herself. Her healing activity
thus rises above certain specific
places and becomes a healing di-
mension which evokes and gives re-
ality to her identity, and this is
something which can be experi-
enced in all of her pastoral action. 
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At the end of this century, on the
threshold of the third millennium,
scientific and technological advance
and development are so rapid that
the strongest of wishes and hopes
come to dominate man and are soon
transformed into needs which have
to be satisfied by all means possible. 

At the same time wisdom and
virtue do not increase—they even
diminish as the mass media adopt
the role of “intellectual guides”; ed-
ucation enters into decay and the
family breaks up, and faith and reli-
gion—when they are not actually
directly attacked or ridiculed—are
held up as being archaic values
which are not fitted or suited to
modern man. 

It would certainly be a great
achievement if medical doctors per-
formed the duties which they are
given in a spirit of loyalty to the
Hippocratic Oath, by reducing suf-
fering, healing wherever possible,
always accompanying the sick, and
bearing witness to compassion
when faced with an adverse destiny.
But in societies which we consider
“advanced” they are called upon to
do very different things. 

For example, there is no longer
the question of alleviating the prob-
lems caused by aging. Now youth
has to be preserved, old age imped-
ed, and the effects of growing old
abolished. People want to remain—
or to become again—young, beauti-
ful, and active in sports. They want
to do this without, however, accept-
ing the least effort that this entails,
but by using, instead, medical or
surgical forms of treatment which
are becoming ever more expensive
and increasingly dangerous. 

In the same way illness, suffering,
and death are hidden and concealed
in our society by “healthy” people.
“If you do not know how to heal
him, keep him for yourselves—that

is, to say kill him. . . . But I do not
want him!” And all of this, it should
be made clear, takes place in the
name of great principles and fine
sentiments. 

It is within this kind of philoso-
phy that we should place the request
for pre-implantation diagnosis in the
case of in vitro fertilization, the de-
mand for prenatal diagnosis, advice
to abort if there is an anomaly, but
also advice to abandon the child if
born with a malformation or an ill-
ness which could not have been
foreseen. 

In order to debate and discuss this
question, which is of such vital im-
portance for the family, ethical com-
mittees have been established to
study new laws which, once ap-
proved, will influence habits and
customs within society, and these, in
turn, will have an impact on what
laws are subsequently passed. With
a little “openness,” and behind the
screen of a “good conscience,” good
and evil will no longer be the cardi-
nal points of reference for an upright
and illuminated conscience. In their
place there will be the silent consen-
sus of state or government ethics. 

Out of fear that the debate on
abortion could be re-opened, the
document issued by the government
declared that “it was not possible to
pronounce, in the law, on the status
of the embryo.” The Senate and Par-
liament then followed this line of
thought in their deliberations. 

And thus it is that parliamentary
bills grow larger in number and eth-
ical committees debate and discuss
for a very long period of time. 

The real reasons for these re-
quests—so deaf is the realism in-
volved that we venture an explana-
tion with difficulty—is that the em-
bryo of a chimpanzee and the breed-
ing of rats are too expensive. Hu-
man life does not have a price! It has

lost all value after certain nations,
which have been civilized for a long
time, turned their back by a vote on
what all the masters of medicine had
sworn to uphold for more than 2000
years. 

The achievements of medicine
exist, and they are marvelous! Re-
search, real research, continues, and
it has no intention of stopping in its
tracks. But it can be carried out per-
fectly without the life of even one
single person being put at risk. As
Professor Lejeune liked to repeat,
we will never stop going forward! 

There exist many ways by which
to act with effectiveness on the child
thanks to prenatal diagnosis. I hope
that they will continue to increase in
number. As doctors and researchers
it is our duty to do everything we
possibly can to bring this about. In
the case of sick children we are deal-
ing with a matter of life or death.
This is why prenatal diagnosis is in-
creasingly asked for by people.
Such diagnosis is becoming ever
more precise and is being carried
out increasingly early. Because of
this we find that an anomaly—even
if it is very small—is accepted less
and less by the parents when it is
discovered after the birth of the
child. 

The technical means that we have
available by which to observe and
follow the child while it is still in the
womb are becoming ever more so-
phisticated. Echography (which
provides an image of the child in
bold outline and color) and amnio-
centesis allow people who are ex-
pert and experienced in this area to
“see” the slightest form of malfor-
mation, but it should also be stressed
that only what is being looked for is
actually found. Some of these kinds
of images are difficult to interpret.
There are false negatives which pro-
vide a false sense of security, and

MARIE-ODILE RETHORE

Medical Science and Christian Faith 



76 DOLENTIUM HOMINUM

there are false positives which lead
to the abortion of children who are
perfectly well formed. 

An examination of the chromo-
somes of the child can be carried out
in the seventh week of intrauterine
life through the vagina by using a
biopsy of the placenta. It can also be
done later, in the sixteenth week of
life, with the removal of amniotic
liquid which contains foetus cells.
The analysis of the karyotype en-
ables us to determine the sex of the
child (something which is very im-
portant when it comes to illnesses
connected with its sex) and whether
it is the victim of an illness caused
by chromosome malfunction. 

Such illnesses are frequent—one
unborn child in every hundred is af-
flicted by them. One of the most fre-
quent such illnesses is trisomy 21, a
condition which affects one child in
every 650. In 98% of such cases this
occurs in families where there are
no particular precedents in this di-
rection. The frequency of these
kinds of illnesses increases with the
age of the mother, and in the child
they involve visceral malformations
with various levels of seriousness.
However, in the main they produce
a delay in psychomotor develop-
ment of varying degrees of intensity
according to the nature of the chro-
mosome anomaly or, in the case of
the same anomaly, according to the
condition of the child. 

The technology of molecular bi-
ology is advancing very rapidly in-
deed. It enables us to analyze the ge-
netic code of the child while it is still
in the womb by representing it in a
way which is very similar to the
grids which are used for large sur-
faces. If one of the lines is missing,
or if there are two such lines, then it
is known that the child has a consti-
tutional and innate genetic illness. 

In such circumstances French law
allows abortion without any refer-
ence to age. 

You can well imagine that for
families and medical doctors this is
a terrible temptation. These illnesses
are very serious. Most of them still
do not have an effective treatment
which is available. Everybody prac-
tices abortion in such cases and
everybody advises it. Some people
do not even consider abortion in
these circumstances as constituting
a professional shortcoming or error.
Some families even go to court over
an abortion not having been carried
out when the child is born with one

of these illnesses. Many doctors, as
if they were trying to be forgiven for
not having carried out a prenatal di-
agnosis, suggest and even advise the
abandoning of the child. At the pre-
sent time in Paris one in every four
children born with trisomy 21 is
abandoned immediately after birth. 

The discovery during intrauterine
life that the child has a serious and
incurable illness means that it comes
to receive the label of being “con-
demned to a death caused by the ig-
norance of medicine.” 

This deliberate and conscious
form of abortion is seen as an
“abominable crime” by the whole of
the Christian tradition. As John Paul
II recently observed in Evangelium
Vitae, “The human being must be re-
spected and treated as a person from
conception. No reason, however se-
rious and dramatic, can ever justify
the deliberate suppression of an in-
nocent human being... The practice
of selective abortion to impede the
birth of children affected by various
types of anomaly is ignominious be-
cause it seeks to measure the value
of a human life solely according to
parameters of “normality” and
physical well-being, thereby open-
ing the way even to the legitimation
of infanticide and euthanasia.” 

Recently, the government autho-
rized the repayment by the National
Health Service of the costs of chro-
mosome tests carried out on the
child while still in the womb, re-
gardless of the age of the mother, if
the levels of maternal serumal mark-
ers indicate a risk that the child is a
carrier of trisomy 21 which is higher
than that connected with the age of
the mother. This measure will be
followed and studied for a period of
two years. It is estimated that the to-
tal cost of this operation will be 500
million French francs over a time-
span of two years. One is no longer
dealing with the request for an
analysis made by a couple, but of
collective action which seeks to sys-
tematically identify children suffer-
ing from trisomy 21 syndrome, with
the evident intention of eliminating
them. This strategy of negative eu-
genics leads to the killing of individ-
uals who do not correspond to the
criteria which are required to find a
place in our society. 

This tendency is very serious be-
cause in beginning with the case of
trisomy 21 it then rapidly extends to
other kinds of illness. Furthermore,
this whole state of affairs becomes

even worse where pre-implantation
diagnoses or predictive genetics are
concerned. 

Pre-implantation diagnosis in-
volves the set of techniques which
seek to identify a genetic anomaly in
an embryo which has been fertilized
in vitro. One or two cells are re-
moved by means of micromanipula-
tion three days after the fertilization
in vitro when the embryos are at the
stage of having four or eight cells.
The DNA is extracted and one then
amplifies the specific sequences
which correspond to the illness
which is thought might be present.
Alternatively, there is an examina-
tion of the chromosomes with spe-
cific probes using in situ hybrida-
tion. If the anomaly which is being
looked for is found, the remaining
cells of the embryo are not trans-
ferred to the womb of the mother,
but are thrown away. Only those
embryos which are seen as being
unaffected by the illness are subse-
quently transferred to the mother. 

Various questions, obviously
enough, are immediately raised.
First of all, might not the removal
and subtraction of the one or two
cells which go to make up the em-
bryo be prejudicial for the subse-
quent development of the remaining
cells which are then implanted in the
uterus? Experimental embryology
gives us a reassuring answer with
regard to animals but can we con-
duct such an experiment on man?
Malformations have not been ob-
served in thirty-one children born
after a pre-implantation diagnosis
but the question still remains. Fur-
thermore, can we reasonably
achieve the diagnosis of an illness
from the study of only one cell, and
before cellular differentiation,
knowing that one cannot renew the
removal and thus the analysis?

Pre-implantation diagnosis is au-
thorized by the law of July 1994 on-
ly in exceptional cases, and it can be
carried out only in authorized cen-
ters. We can imagine the risks of a
tendency which is aggravated by the
absence of a definition of the status
of the embryo and which runs the
risk of promoting less protection for
the embryo than for the foetus. A
lowering of the significance of an
action performed outside of the ma-
ternal organism can lead to its trivi-
alization and thus to an extension of
the practice towards predictive med-
icine, with only vague limits. There
is the risk of demands arising which
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are exclusively based on conve-
nience and which have nothing
whatsoever to do with the field of
pathology—for example, the choice
of sex or even social pressure. 

The situation becomes even more
complicated when we consider pre-
dictive medicine. The geneticist
identifies new genes every week,
and today he is able to recognize
them very early on and to predict
their future effects. He can also pre-
dict the future of each one of us and
of our children! 

We are dealing here with an extra-
ordinary advance if the discovery of
a damaging gene allows us, through
careful control, to engage in rapid
action at a suitable moment or even,
better still, to establish effective pre-
ventive action which impedes the
illness from making itself felt. Such
is the case, for example, in the local-
ization of the gene which promotes
diabetes. Clinical control and a di-
etary regime can allow us to avoid
the appearance of such a pathology.
In the same way, one can readily
grasp the importance of such an ap-
proach in professional life and train-
ing. The discovery in a young per-
son of pigmentary retinitis which
will make him or her blind at the age
of about forty can allow that person
to learn Braille and engage in pro-
fessional training suitable to his or
her future condition. But what hap-
pens when the only thing which can
be done is to await one’s inevitable
destiny? What happens when there
is a predisposition or susceptibility
gene and when the risk envisaged
can intrude into the freedom, or
change the life, of the person in-
volved when he or she takes on the
burden of knowing what lies in his
or her future? Do we have the right
to say to a man aged thirty who is in
perfect health that he has the Hunt-
ingdon’s chorea gene, which has
just been identified in his father,
who died in a state of dementia?
Can we tell him that there is a 50%
possibility that he will transmit the
gene to his children, that this illness
cannot be cured, and that it will in-
evitably lead to dementia when he
reaches the age of about fifty? 

Each person has a burden to bear
during his life which comes from his
history and that of his family, but the
role of the medical doctor involves
communicating information which
is not always desired and which is
generally useless. Certain protocols
of family diagnosis concerning can-

cer are very worrying, indeed, and
lead us to ask ourselves how far we
should go when medicine is tempted
to irrupt into the life of the individ-
ual. This requires extreme vigilance
as regards the rights of the person,
the right of each one of us to decide
whether to accept the test, and the
wish of each one of us to know or
not to know. 

Each time an individual applica-
tion of a medical character is made,
it seems that predictive medicine
can provide invaluable support.
When one draws away from the
medical field, this becomes an ob-
stacle on the path of the freedom of
man. It would be even worse if it be-
came an instrument which was used
for collective purposes and goals, by
a group of insurance companies,
government officials, or administra-
tors, with a view to selecting men
and women according to their re-
spective genetic strengths and
weaknesses. In such a case, genetics
would once again have allowed our
societies to be led along roads where
they lose their humanity. 

All medical doctors, and especial-
ly geneticists, sooner or later find
themselves face to face with the fol-
lowing dilemma: how should the
truth be told in a way which fully re-
spects medical secrecy? Tell the
truth always, but not always the
whole truth at the same time? It
seems to me that we should see
things as they are, take as much time
as we need, and explain the way
things are in simple terms. We
should say what we know and not
hesitate to say that we do not know,
and we should answer questions
even when they have only just
emerged, without, however, going
beyond what has been asked. We
should listen or encourage the pa-
tients themselves to use the words
that they are afraid to employ. In this
way the truth will not fall like a guil-
lotine which cuts off every hope for-
ever and will not be seen as a sen-
tence. When stated at the right mo-
ment and with the right words, it
will free the patient from the anxiety
of uncertainty and from having to
wait for the diagnosis to be commu-
nicated to him. 

This kind of confidence in an in-
dividual conversation which is pro-
tected by the secrecy which must
exist between doctor and patient be-
comes different if in front of the
doctor there is not a single patient,
but a couple, or perhaps an entire

family. Their shared concern is their
genetic inheritance. The diagnosis,
the explanations, and their conse-
quences clearly concern the two
members of the couple, but they al-
so involve the grandparents and the
children. For this reason, is the re-
vealing—even to the marriage part-
ner—of possible weaknesses writ-
ten into the deepest part of the ge-
netic code something which con-
forms to the idea of the secrecy
which is owed to each person out of
respect for his intimacy? 

After a diagnosis of Duchenne’s
myopia, and of the family status
from the point of view of cellular
genetics, it is explained that the
mother is the carrier, that it is she
who is the cause of the illness of the
child, and that each pregnancy—re-
gardless of who the partner may
be—involves a 50% probability that
she will transmit the pathological
gene. Thus it is that the mother is
made to feel responsible! She runs
the risk of finding herself in a situa-
tion of fragility, of guilt, perhaps she
will even be accused within the fam-
ily itself. What will happen to the
couple after this has been made
clear? Will this woman ask her
mother and her sisters to be tested
because they, too, could become
carriers? What should genetics do if
this woman refuses to talk about the
question to her sisters? Should se-
crecy be respected in relation to this
woman and this couple, and should
the truth be kept from the sisters,
who, if they are carriers, have a 50%
probability of handing on the gene
to their children? 

An identical situation exists in re-
lation to other illnesses, whether
they are dominant illnesses or ill-
nesses connected with chromosome
X. In the case of recessive illnesses
the problem is of a different order,
but it is nonetheless equally diffi-
cult. For example, after the birth of a
child afflicted by mucoviscidosis it
should be made clear that the gene
responsible for the illness was hand-
ed on to the child by the mother and
the father, and thus by the couple.
The same man with a different
woman and the same woman with a
different man would have run hard-
ly any risk at all of having a child
with such an illness, but in the case
of such a couple each pregnancy
would involve one probability every
four of bringing a sick child into the
world. 

Information of this kind is a trial
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for the couple, and the geneticist is
directly involved in their lives at a
specific moment of importance. 

Today genetics is directly en-
gaged in medical assistance to pro-
creation. Insemination with the
sperm of a donor, for example, has
opened up new opportunities for
couples who are exposed to a genet-
ic risk. Such is the case where there
is a man afflicted by a dominant ill-
ness who refuses to transmit his ill-
ness on to his children. Such is also
the case where couples have
brought a child into the world who
suffers from recessive illness—in
changing her partner the woman
runs practically no risk at all of hav-
ing a child who has the same illness. 

One can well detect the path
which has been followed and the fu-
ture destination of eugenics. This is
all the more the case given that the
geneticist is called upon to provide
assurances about the genetic quality
of potential donors. This orientation
towards a role of qualitative selec-
tion, obviously enough, departs
from the traditional forms of med-
ical behavior and runs the risk of
giving rise to a positive eugenics
which selects the best parents and
suggests the sterilization of those
who are deemed less favorable. 

As long as respect for the other
person (even if different) is ob-
served and the weakest are protect-
ed, the most advanced techniques in

this area do not give rise to alarm.
Only if the desire for power deforms
the heart of man can the worst be
feared. 

To conclude this paper I would
like to read two passages to you.
The first is by Michel Serres and
comes from the preface to the book
by Testard entitled L’Ouef Trans-
parent: “We must make an invento-
ry of the garden of Voltaire or that of
Adam, but these images lead us into
deception. A thousand gardens are
possible. Our protoparents called
every animal and every plant by a
name. We must codify the possibili-
ties. We must create a kind of infi-
nite inventory, that of possible
worlds which sleep in the divine in-
tention, as Leibnitz puts it. We now
have the responsibility of managing
the infinite cone of those which are
possible. The inventory seems not
to pose any kind of ethical problem.
The choice, on the other hand, rais-
es one which is very serious. Once
something has been produced for a
long time, we must choose what
will pass from the possible to the ac-
tual. This action which Leibnitz re-
served to God, for some time, and
increasingly, we can do in His
place.” 

The second text comes from a
speech by the Holy Father on No-
vember 21, 1993 during an en-
counter which concluded a meeting
of the Academy of the Sciences at

the Vatican: “The permanent deep-
ening of knowledge about the living
being is in itself a good because
search for truth forms a part of the
primordial vocation of man and
constitutes the principal praise that
there is in the eyes of Him who cre-
ated mankind and who is at the ori-
gins of everything. Science is seduc-
tive and fascinating, but it does not
on its own know how to expound
the ultimate truth and propose the
happiness which man wishes to
reach, nor does it know how to lay
down the moral criteria by which
good can be achieved. It is impor-
tant, therefore, to grasp the size of
moral problems which impinge not
upon knowledge itself, but upon the
means by which such knowledge is
acquired, and its possible or pre-
dictable implementations. It is not
for the Church to establish the scien-
tific and technical criteria of med-
ical research. Her duty is to observe,
in the name of her mission and her
centuries-long tradition, the limits
within which every action which is
undertaken can be seen as a good for
man.” 

And I would like to add, “The
moral criterion for research is al-
ways man in both his physical and
his spiritual being.” 

Professor  MARIE-ODILE
RETHORE

Member of the Academy of Medicine
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Introduction 

I am deeply convinced that the
Church is not fully conscious of the
great contribution that she has
made over the ages in the different
fields where she has carried out her
mission. One of these fields, with-
out doubt, is that of the world of
health care. Despite our obvious
limits, the injunction of Jesus has
been obeyed: “Let your right hand
not know what the left hand is do-
ing.” 

In this context of partial igno-
rance we can observe, first of all, a
lack of effective and precise data on
the real presence of consecrated
people whose mission is dedicated
to the world of health. The Index
produced and published by the
Pontifical Council for Pastoral As-
sistance to Health Care Workers, in
a first edition in 1986 and then in a
second, revised and expanded edi-
tion in 1994, comments on the dif-
ficulties which are encountered in
trying to measure this presence.
These difficulties concern both
Catholic healthcare institutions
and, as a result, the actual presence
of members of religious orders
within them. 

The 1994 edition refers to 21,757
healthcare facilities in the world
owned by the Church or where the
Church is present. The Secretary of
this Ministry, however, warns that,
according to one estimate, another
8,000 institutions have not been
listed. 43.5% of these are to be
found in Europe, 20% in America,
17% in Africa, and 1.5% in Ocea-
nia. Sister Teresa Beorlegui, the
Superior General of the Hospital
Sisters of the Sacred Heart, em-
ploys the data supplied by the Index
to suggest that there are 350,139 fe-

male members of religious orders
involved in health care,1 to whom
should be added those involved in
the 8,000 facilities which are not
mentioned. There are also a signifi-
cant group of male members of re-
ligious orders involved in the
healthcare world. Although they
are much fewer in number than
their female counterparts, they
nonetheless constitute a group
which is not to be ignored. All in
all, we are dealing with a real army
of members of religious orders who
are involved in the world of health
care. 

1. A Bit of History 

The relationship between the
Church and the world of health,
and more specifically the relation-
ship between religious life and this
sphere, is very long-standing and
vast. The role of the monasteries in
providing medical care and in
teaching the medical sciences and
nursing was quite significant. The
birth of the great congregations
whose mission was directed to-
wards caring for the “poor and the
marginalized” which took place in
the sixteenth century and in partic-
ular in the nineteenth was a mile-
stone in the history of the presence
of the Church in this whole field.
This presence was so important
that the Church believed that it was
right to delegate a specific task to
such religious groups, an element,
indeed, which determined their
identity. For further references to
this historical subject, readers may
wish to consult the excellent article
written by Jesús Conde Herranz2

and the entire book by the same au-
thor dedicated to this topic.3

The history of our own days, of
which many of us have certainly
been protagonists as agents within
the world of health over the last
thirty years, is especially illuminat-
ing. This is because of the fact that
although the phenomenon of the
acceleration of the pace of history
is tangible in many spheres, it is es-
pecially marked in this field, name-
ly that of health. 

We all remember the existence of
large religious orders which were
responsible for healthcare facilities
in our cities which were managed
and developed by such congrega-
tions. A small number of the laity
worked with them, usually with
simple domestic jobs. 

In the same way we remember
communities of women religious
who worked at large public hospi-
tals which had been established
with the advance of medical
progress. These were big commu-
nities which exerted a major influ-
ence on the dynamics of life at such
facilities, because of both their
large numbers and the tasks which
many of them were responsible for. 

Gradually, a series of factors
came to change this scene. The
large number of people who aban-
doned the religious life naturally
enough had an impact on the con-
gregations dedicated to the world
of health. Slowly but surely, there
was a fall in the number of women
religious who worked in this field,
and at the same time their average
age increased. In the decade which
ran from 1970 to 1980 there was a
fall in the United States of America
of 60% in the numbers of women
religious involved in the world of
health care, and the average age of
women who now work in this sec-
tor is over sixty-five.4 Fra Pierluigi

MIGUEL MARTIN RODRIGO

The Contribution of Consecrated Life 
to Health Care
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Marchesi does not offer greater
hope for the future in his analysis of
the situation: “From what statistical
science tells us about the contem-
porary history of religious orders—
leaving to the Lord the possibility
of a miracle—the previsions for the
future are not encouraging. In ten
years many of these orders will no
longer exist and in twenty years
half of women’s religious families
will have disappeared.”5

On the other hand, however, we
have witnessed a general process of
secularization which has in the
same way affected all spheres of
life and from which our mission
could not but suffer the conse-
quences. Hospitals, too, have come
to acquire their own independence,
and they have increasingly
emerged as enterprises with their
own laws in relation to economic
management, organization, and so
forth. 

The increasing universalization
of the right to health and its accom-
panying public promotion have had
consequences for many facilities
which belong to religious congre-
gations. 

The undeniable advance and de-
velopment of medicine and its cor-
responding technology have re-
quired specific training which has
taken those engaged in religious
life by surprise, as has already been
pointed out. This life has had to en-
dure a decline in numbers and an
increase in the age of its members.
It is clear that this advance and de-
velopment have caught us off bal-
ance. 

Hitherto in this paper I have of-
fered a brief survey of the overall
picture. From now on I will engage
in a personal discussion about the
role that we must perform today if
we want to be loyal to our
charism—that is, to the Spirit—and
to our time. This loyalty cannot
take the form of false longing for
the past—no loyalty can do this—
but, rather, should involve a serious
analysis of what the Lord asks us to
do today in order to construct his
Kingdom in this world and not in
the world as we would like it to be. 

2. A New Concept of Health 

If by health we meant “the ab-
sence of illness,” the mission of re-

ligious life in relation to health
would gradually lose its meaning.
The development of human
rights—and among them the right
to health—is something which, it is
hoped, will be slowly recognized
by states which describe them-
selves as being “social, democratic,
and based on law.” They should de-
fend and promote the means which
are necessary for the practical real-
ization of the right to health. Mem-
bers of religious orders will have a
role to play in this sphere, both as
individuals, to the extent that they
exercise their profession in a cor-
rect way, and as communities, to
the extent that they take part in a
public system of care. At both an
individual and collective level, a
democratic society will not be able
to prevent them from offering their
service within a framework of pri-
vate activity. I fear, however, that
this is not the most suitable locus
for our presence. 

Now, if we mean by health “a
state of physical, mental, and social
well-being,” and many of us be-
lieve that here “spiritual well-be-
ing” in the widest possible senses
should also be included, the situa-
tion changes radically. 

I would like here to quote Diego
Gracia Guillén. In his paper for the
conference on Church and Health
which was held in Madrid in Sep-
tember 1994, he made the follow-
ing incisive observations: “Our di-
agnosis is that health is not a fact,
but a value, and that as a result it
cannot ever be defined in an ab-
solute and atemporal fashion. It
must be defined within the system
of values of each social grouping
and with reference to each histori-
cal moment. This means that the
cause of all our evils is to be looked
for, in the final analysis, in the val-
ue system of our society.”7

It is here that the Church as such
and religious life in particular have
their special field. What we are
asked to engage in is not acts of ser-
vice, but values, criteria, lights, and
presence. Such is the most specific
character of the Church and the
most genuine aspect of religious
life—to be witnesses, reference
points, light, and salt. 

I usually observe forcefully in
the papers and speeches I present
that in the first of these two cases
we are offered a “contract as a sub-

stitute,” but in the second we are
dealing with an “unlimited con-
tract.” 

3. Towards a New Approach 
to Presence

I will begin by allaying the fears
of those who are listening to me.
Unfortunately, we will always be
engaged in “filling in.” Modern so-
ciety is very expert in creating new
forms of marginalization which
governments do not always strive
to solve, and least of all when they
first emerge. This is the result both
of a lack of awareness and, in the
view of some, because of a lack of
means. Today there are terminally
ill people suffering from AIDS, the
infirm elderly, the chronically men-
tally ill, drug-addicts... Further-
more, the crisis which the state of
well-being in the developed world
seems to be undergoing suggests—
God forbid!—that perhaps the
Church will once again have to ad-
dress herself to areas which, unfor-
tunately, have already come to be
covered by public systems of care
based upon the right to health. 

Here the Church will have to be
present. If her choice in favor of the
poor is inherent in her identity, she
will never be able to stop taking
care, according to the resources she
has available, of those who are
marginalized by the sophisticated
mechanisms of modernity. Reli-
gious life is here called upon to
play an important role, as, indeed, it
has done during the course of histo-
ry. 

In the same way, the Church will
not be able to withdraw from her
role in that sphere where the new
concept of health holds sway. This
is a concept of health which must
be outlined, investigated, and clari-
fied. Today health is a primary val-
ue—for many of our fellow citi-
zens the paramount value. And in
realizing and upholding this right
no means, efforts, or sacrifices are
neglected. What is sad is that in
practice health is conceived of as a
pseudovalue. It is the muscular
strength admired in the athlete, the
aesthetic beauty of male and fe-
male fashion models, and the ideal
weight which enables us to wear
fashionable clothes; it is the
“wholeness” of products which is
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sought after in order to obtain the
elixir of immortality. It is, in essen-
tial and selfish terms, an aesthetic,
individualistic, and narcissistic
health. 

Somebody should develop a new
practical concept of what being
healthy means—or, rather, what be-
ing really healthy means. Some-
body who is a witness to another
form of strength, other aesthetic
forms, and other forms of “whole-
ness” or morality. Somebody who
within their own diet includes soli-
darity, inner peace, a clear con-
science, the joy which is born of
simplicity, the acceptance of one-
self and one’s own limitations. In
the achievement of health we need
specialists in dietetics, dermatol-
ogy, surgery, and even aesthetics,
but at the same time we need
healthy men and women. And these
receive their degrees, of necessity,
only from the university of life. 

We are dealing here with a con-
cept of health which involves the
management of huge budgets
weighing heavily upon the re-
sources of countries and their gov-
ernments. How should they be dis-
tributed? What use should be made
of them? To what purpose and to
the benefit of whom should they be
distributed? It often happens that
people who are really in need do
not take part in the banquet, where
other interests come to occupy the
best places. Somebody should
speak about all this; someone
should stand up in favor of those
who are not admitted to this ban-
quet; and someone should adopt a
critical attitude. 

This is a concept of health which
constantly gives rise to serious and
intricate ethical dilemmas. Science
and technology are able and want,
at the present time, to be “lords of
life.” For this presence the contem-
porary debate does not revolve
around “what can be done,” but
mainly around “what ought to be
done.” New techniques of repro-
duction, genetic engineering, abor-
tion, eugenics, and euthanasia—all
these are features of the frequently
difficult and problematic context in
which man finds himself. And here
there must be somebody who, to-
gether with other men of good will,
offers light, criteria, and values in
relation to life and the respect
which life deserves. In essential

terms what one is dealing with here
is the need to generate thought and
learning around the concept of
health. Beginning with a Christian
vision of man united in turn to a hu-
manistic vision of man, we need to
engage in a serious search for, and
the actual creation of, practical an-
swers to the difficulties we have be-
fore us. These should be the expres-
sions of a culture of life in opposi-
tion to the frequently suffocating
culture of death in which we are
immersed. This is something which
has been stressed by John Paul II
and which was so well expounded
in the Encyclical Evangelium Vitae. 

4. “New Wineskins 
for New Wine” 

I am convinced that the concept
which holds that health is “a state
of physical, mental, and social
well-being” is the concept which is
most suitable for the authentic mis-
sion of the Church, the “sacrament
of salvation” for the world, in the
words of Vatican II. This is not a
conviction which is trivial or super-
ficial in nature, but which, in my
opinion, is based upon the very re-
ality of Jesus. 

Jesus of Nazareth did not come
to heal illness, but to proclaim sal-
vation. This ministry, in certain,
even numerous, cases, involved the
healing of the sick. But such heal-
ing was only a “sign,” a precursory
signal of the full cure of which He
alone was the authentic physi-
cian—salvation. 

It is certainly true that Jesus
healed many sick people. If we
leave the healings of Jesus to one
side, we do exactly the same to a
great deal of the Gospels. It is also
certain, however, that He did not
heal all the sick people who at that
time were in Israel. A much greater
number of people were not healed
of their maladies. 

Jesus proclaimed salvation:
health. This was a health which in-
volved release from the blind circle
in which man moved and his being
opened up to the possibility of
coming to meet Love. It involved
breaking with selfishness and the
opportunity of overcoming egoism
through love. This process in-
volved a great work of healing
which was able to act surgically on

the innermost part of man—the
heart. It is in the heart that there
dwells the authentic virus which af-
flicts the truth of man, and it is
there that the healing action must
work. 

As a result, the Church must go
on proclaiming salvation, and this
salvation must be of a practical
character for practical men in prac-
tical situations. For this reason, it
should be said clearly that all of the
Church’s action should be
healing—preaching, the catechism,
the liturgy, the work of the hierar-
chy, the giving of the sacraments...

Within this healing action, the
Church’s work of care must be of
primary importance. Furthermore,
religious life is called to be a
prophetic sign of health in a world
which is largely sick, in a health
system which if often pathogenic,
and in certain institutions which
perhaps provide “healthcare ban-
dages,” but which are very far from
offering authentic health. 

Logically enough, this means
that the members of religious or-
ders who dedicate themselves to
the world of health and the reli-
gious life to which they belong
must be the first reference points
for health. This health is something
which should be placed within a
framework of human needs, limits,
and normal illnesses, but which
should also be located within the
framework of the healing (some-
thing which should not, however,
be an obsession) of the body,
through balanced rhythms where
there is time for dialogue, rest,
prayer, solidarity, emotional equi-
librium, and the ability to be silent,
to find oneself anew, and so forth. 

In essential terms, the first re-
quirement of the member of a reli-
gious order who lives and works in
the world of health is that of being
a healthy person. Where this does
not occur, he will from the outset
fall foul of an intrinsic inconsisten-
cy. To adapt a famous phrase, “I
sell the health which I do not pos-
sess,” or, if you prefer, the words
spoken by Jesus in the synagogue:
“Physician, heal yourself.” (Lk 4).
This prophetic requirement in-
volves first and foremost his own
identity and also affects those reli-
gious communities of consecrated
people whose mission is concerned
with the world of health—they
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must be healthy human groups
where a healthy form of communi-
ty life is achieved, a real capacity
for dialogue, a readiness to forgive.
In essential terms, a member of a
religious order and a religious com-
munity are called upon to become
reference points of health. 

5. The Mission of Consecrated 
People in the World 
of Health Care 

After following the line of ap-
proach based upon the concept of
health advanced by the World
Health Organization, and after
making a brief appeal in favor of
the achievement of a healthy identi-
ty on the part of members of reli-
gious orders who dedicate them-
selves to that world, I would like
now to attempt to outline the
framework within which, in my
opinion, their mission should take
place. 

I would like to lay emphasis on
two guiding principles: 

a) in theological terms I believe
that the fundamental paradigm of
every presence of consecrated life
in the world of health must be that
of being an enlightening presence,
a presence which is encouraging,
critical, and prophetic. Work in-
volving care, which has always ex-
isted and which will always exist,
must be understood as constituting
part of a process which goes in this
direction. I would like to outline,
from a theological point of view,
the framework within which this
mission should take place. I believe
that there can be no doubt that the
great importance of the action of
Jesus is not to be found in the fact
that he healed ten lepers, or the
woman who lost blood, or that he
raised the son of the widow of
Naim and his friend Lazarus from
the dead. The important thing is
that Jesus declared and offered sal-
vation—that is, overall and com-
plete health. 

b) For this reason the way in
which every member of a religious
order locates himself within his
own mission cannot but be the fol-
lowing: to proclaim salvation, to
proclaim authentic health in oppo-
sition to the various other kinds of
health which the world offers us. 

After these premises, I will now

proceed to set out the framework
within which, in my opinion, we
should place those consecrated
people who work in the world of
health. 

5.1. Work Involving Care
As I have already observed, this

is a field which we can never aban-
don. Unfortunately, “the poor will
always be among you.” Scientific,
technological, political, and social
progress means that in theory and
practice the need for health on the
part of citizens will be expected
and required with greater force and
greater demands. 

But reality itself is also stubborn
in showing us that there have al-
ways been and there will always be
groups which are detached from
this sought-after universalization of
health care. We do not have to
wrack our brains to discover a long
list of such sick people in the first
world: the mentally handicapped,
the chronically mentally ill, elderly
people in poverty, sick old people,
cerebral paralytics, people suffer-
ing from AIDS, and the terminally
ill. At times it is technology itself
which generates many of these dis-
inherited people—elderly people
with serious neurological illnesses,
illnesses which derive from the ad-
vanced age which science itself has
brought about in spectacular fash-
ion, etc. And, as has already been
pointed out, the crisis of the state of
prosperity which seems to be an au-
thentic reality suggests that these
“excluded” people will increase in
number in marked fashion. 

Here religious life has a special
role to play because it knows how
to stop on that motorway of life
where everybody travels at an in-
credible speed and look after those
who are excluded and neglected
because they are not interesting, or
do not provide a source of earning,
or do not supply prestige. 

We need a form of religious life
which knows how to become in-
volved in this field and offer a com-
plete and overall form of attention,
which humanizes and confers dig-
nity. And thereby utters a prophetic
cry in a society which marginalizes
such people and in the face of cer-
tain public authorities who relegate
such people to a low level when it
comes to their concerns and their
budgets. 

The work of care in the first
world will lack evangelical mean-
ing if it does not display a real and
committed form of prophecy—first
of all, as regards the care it pro-
vides in defense of such marginal-
ized groups. When we engage in
the construction of a void in this
“market” in order to live a calm and
tranquil life, an ugly symptom is
manifested. The same may be said
when our mission involves provid-
ing an image of what should be
done and not getting to the heart of
what is really needed. 

In this work of care, at every mo-
ment, a constantly proclaimed “op-
tion in favor of the poorest” must
prevail. In the difficult times in
which we live the temptation to en-
gage in private forms of care for
categories of people who can afford
such treatment and where the reli-
gious life has obvious advantages is
by no means small. The economic
support for such care must be
looked for through an involvement
of the public networks of health
care and social security and will be
proportionate to the extent to which
we have made public authorities
conscious of their duties; in a strug-
gle to obtain public grants and aid;
in contributions, which at times
will be very small,  from those who
are cared for; and—why not?—in
the search for charity, the authentic
evangelical exercise of charity. 

We should never—and this is
something which today would be
more ridiculous than scandalous,
and in a very serious way—contin-
ue the practice whereby one reli-
gious congregation fights with an-
other to fill its own centers for
health care with patients in order to
make them more remunerative. If
we turn our attention towards those
who really need us, there will be
room for everybody. Unfortunately,
this is a point which I have to em-
phasize once again. 

It may be of importance here to
emphasize the features which must
characterize the identity of
Catholic hospitals which José Ant.
Pagola drew attention to in his pa-
per to the conference which has al-
ready been mentioned: “We should
observe certain features which to-
day should characterize the
Catholic hospital: service to life
from its conception until its natural
conclusion; preferential attention to
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the less favored classes and the ex-
clusion of interests based solely on
material gain; overall and complete
care for the sick person in all his
needs, without any form of dis-
crimination; exemplary forms of
professional skill and expertise; the
humanization of conditions of
work and the promotion of true co-
operation between healthcare
workers; the ethical training of staff
and personnel; the effective cre-
ation of an ethics committee which
seeks to defend the Catholic identi-
ty of the hospital and to study its
ethical problems and difficulties.”8

It is more than obvious that this
work of care is of great importance
in the third world. There, where
there is nothing, we are called upon
to do everything. This is an authen-
tic work of “substitution” while
waiting for “a new earth” where in-
ternational solidarity allows all the
peoples of the globe to take part in
the conquests of progress in matters
relating to the most elementary hu-
man rights. 

It should, however, be made
clear that the healthcare and church
realities of our “investments” in the
third world require us to refrain
from transferring our European cri-
teria for care to realities which are
in truth very different. We should
not seek to transfer hospitals which
are more or less advanced to native
populations, but, instead, we
should try to carry out initiatives
which begin with a small center of
reference and branch out with force
into work involving the prevention
of illness, the promotion of health,
and the development of training in
matters relating to health care. 

I would like here to summarize
the words spoken by the FERS (the
Spanish Federation of the Health-
care Religious) at the conference
referred to above: “In the outskirts,
where there is no health power; in
the desert where nobody goes; at
the frontier where the limits are
marked.”9

2. Prophetic Work
Obviously enough, I do not like

this heading. This is because the
work of care which has already
been described is also prophetic in
nature—and in what a way! It has
certainly never found a higher ex-
pression. 

I would like here to include reli-

gious life, at both an individual and
a community level, in health facili-
ties where such life is not necessary
to the work that is carried out. All
these places are, in today’s world,
the sphere of public care and are
administered and run by a host of
healthcare workers who are very
well trained, accompanied by a
large number of young people who
are waiting for the opportunity to
obtain a post. These places range
from the summit of the World
Health Organization to the simplest
post occupied by a nurse or an aux-
iliary worker in any large hospital
in our cities or any healthcare cen-
ter situated in our suburbs or vil-
lages. 

Here there is no need for us, but
we can be very important and al-
most indispensable, depending, of
course, on what we do and the role
we play. 

When we fight honestly for a hu-
manization of care, promote values
which work in favor of an overall
and complete concept of health, hu-
manize and evangelize the profes-
sional healthcare context—which
so encourages demoralization, rou-
tine, and disappointment—seek to
defend the rights of sick people,
bring clear and incisive analyses to
the ethical assessment of various
bioethical conflicts which arise in
the world of health, and all the rest,
we engage in work which members
of religious orders can honestly
contribute to the world of care. This
should not be done through a
process which involves exclusion.
The lay faithful who work in this
whole area should also engage in
such activity. The integration of
members of the Christian lay faith-
ful into our centers, with all their
rights and in ways which are suit-
able for their respective forms of
training, is in today’s world one of
the greatest challenges which reli-
gious life has to meet. Of no less
importance is the integration of that
great army of solidarity made up
today of Christian volunteers, who
can contribute great human quali-
ties to the world of care. Perhaps
we should already think of a hospi-
tal of a Catholic community which,
supported by Christian healthcare
workers, is animated by the
charism of a founder and fostered
by the members of the religious or-
der which he has founded. 

This obliges us to immerse our-
selves in the vast and at times ex-
cessively intricate tapestry of the
world of health, and, as a conse-
quence, in politics in the broadest
sense of the term, in the mass me-
dia, in the university world and the
world of teaching, and so forth.
This is difficult—indeed, very dif-
ficult. This is fully recognized by
the observations made by the FERS
at the conference which has already
been referred to: “Healthcare activ-
ity in the historical reality of our
daily life involves living with tech-
nological rationality, the needs of
organization, criteria of effective-
ness, workplaces which are enter-
prises where technical work is pro-
duced, etc. All this has immediate
consequences for our religious life:
the weakening of its pastoral di-
mension, certain forms of dichoto-
my or identity crises, the tempta-
tions of only limping forward, of
dispersion, and of individualism,
but also positive signs: the rethink-
ing and renewal of brotherhood and
community life, and a return to our
origins; many members of religious
orders have achieved a real choice
in favor of the poor....”10

I honestly believe that the con-
text of religious life dedicated to
the world of care does not have
more variables than that of every
other form of religious life in the
first world. A world, that is, where
there is an inflation of almost
everything, but where there is a
lack of “reference points for the
transcendent,” of those who by
their characteristics draw attention
to a framework of values, ideals,
and transcendence. In a world ever-
more ready to drown in the empti-
ness of  its own approaches to life
and the world, there is an absence
of lighthouses and signals which
from a weakness based solely on
the strength of faith point out paths
and horizons. A world in which
there is an abundance of healthcare
beds and perhaps healthcare work-
ers as well, but where there is a
scarcity of authentic values which
act to direct men towards true
health. 

When seen from this point of
view, members of religious orders
have the full right to lay claim to
the role which is due to them in
health services, in both individual
and collective terms—wherever
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they are, and in whatever profes-
sional guise logically enough gives
external legitimation to their pres-
ence. In the Ministry of Health, in
the universities, and in the manage-
ment of hospitals, attention should
be directed towards the patient with
reference to all his possibilities. All
these situations will be none other
than different forms by which to
express the evangelization of the
world of health, understood in its
broadest sense. 

I hope you will allow me to fin-
ish this paper with an image which
our Superior General, Fra Pierluigi
Marchesi, used in a document
which was for the internal use of
our institution—L’Ospitalità dei
Fatebenefratelli verso l’Anno
2000. While thinking about this
document within the new social
and healthcare context, Pierluigi
Marchesi gave an example based
upon the history of the bell towers
of the churches which are in every
village. At a certain moment, he
says, given that the building was
the highest in the village, he
thought of the clock, which, to-
gether with the chimes of the bells,
told all the inhabitants of the vil-
lage the exact hour of the day. To-
day things have changed. Every in-
habitant has a wristwatch. And
they pose the following question:
“Should we, therefore, knock
down the bell towers because to-
day people have a wristwatch?”
This is not the question which we
should ask ourselves. We should

ask ourselves, instead, what the au-
thentic role of the bell tower really
is, the reason why the man of faith
built it beside the church—to be
seen from afar rather than to be
heard. The bell tower expresses the
desire of man to unite the earth
with the sky, man to God, nature to
the Creator. For man it is the most
radical call there is, which goes
back to his origins, to his destiny,
to Him who is in heaven. Even
though the building is not the high-
est one there is, surpassed as it of-
ten is by proud skyscrapers, it re-
mains and will always remain a
symbol of a proclamation, of a
presence which invokes the Pres-
ence.11

It is undoubtedly true that the
danger is not in the fact that the in-
habitants now have a wristwatch.
This is a result. Nor is it to be found
in the fact that proud skyscrapers
have sprung up. One could debate
about their integration into the ur-
ban landscape. The real danger is to
be found in the fact that the reason
why the bell towers were built can
be forgotten. 

The danger and also the chal-
lenge of religious life dedicated to
the world of health is not to be
found in that world. It is to be
found, rather, within religious life
itself. 

Fra MIGUEL MARTIN 
RODRIGO, O.H. 

The Hospital of St. John of God,
Barcelona, 

Editor of Labor Hospitalaria 
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As we face the new millennium,
there should be great hope and ex-
pectation for the role the Catholic
Church can play in promoting
health in the world. It is a privilege
to discuss the role that Catholic
hospitals can play in this quest to
promote human dignity through
the provision of health care ser-
vices.

While I am not as familiar with
the role that Catholic hospitals
play outside of the United States, I
would like to apply my knowledge
of Catholic health care in the Unit-
ed States to discuss the role that
Catholic hospitals can play in
defining hopes and expectations
for the new millennium.

I would like to place in context
the magnitude of the commitment
that is the Catholic health care
ministry in the United States:
There are more than 1300
Catholic health institutions in 48
states; 625 Catholic hospitals in
95% of all Catholic dioceses and
713 long-term care facilities in
85% of all Catholic dioceses.
Catholic health care institutions
provide greater than 16% of U.S.
hospital admissions and outpa-
tient visits. Catholic hospitals
have more than $44 billion in hos-
pital revenues on an annual basis
and have greater than $50 billion
in assets. There is a tremendous
commitment by the 242 Religious
Institutes, Congregations of
Women and Men Religious, and
42 Dioceses, which sponsor
Catholic health care entities and
are determined to care and advo-
cate for the poor.1 As one example
of such commitment, the Daugh-
ters of Charity have built a vibrant
health care ministry which pro-
motes excellence in medical care

while maintaining a determina-
tion to care for the poor.2

At the present time, there is great
challenge in the American health
care system. Resources are dimin-
ishing as our government moves
toward reducing the federal deficit.
Managed care, a concept in which
third parties control the health care
dollar and the utilization of health
care resources, now controls ap-
proximately one quarter of the care
paid for by health care insurance
plans.3 Hospitals throughout our
country are coming together to
form health care systems in order
to maximize their efficiency, to as-
sure continued care for their com-
munities, and to rationalize the use
of medical technology. Reengi-
neering of the health care market-
place is underway actively.

Catholic hospitals face the same
business challenges as all other
not-for-profit entities.

As Catholic hospitals face these
increased and intense pressures on
the business aspects of our min-
istry, the not-for-profit tradition
which has been the hallmark of
hospitals in America is being chal-
lenged by large corporations
which have decided to enter the
“sickness” business. These in-
vestor-owned companies must
maximize the return on their
shareholders’ investments and are
driven by bottom-line perfor-
mance. Their business perspective
has been forcing not-for-profit in-
stitutions, including the Church-
sponsored Catholic health care in-
stitutions, to place increased em-
phasis on the business aspects of
our ministry. Thus, bringing to-
gether individual hospitals,
Catholic health care systems have
been forming across America.

In Boston, His Eminence
Bernard Cardinal Law brought to-
gether the Catholic health care in-
stitutions sponsored by the Arch-
diocese in 1985, long before the
trend to build health care systems
became popular and necessary.
Caritas Christi, our Archdiocesan
health care system, is composed of
12 health care institutions: Five
hospitals, a chronic health care fa-
cility, two nursing homes, two
schools of nursing and allied
health, a hospice for the care of
those with terminal illnesses and a
home for women who are victims
of domestic violence, homeless-
ness, or substance abuse and who
are pregnant. While smaller in
comparison to some of the health
care systems that are forming na-
tionally, Caritas Christi has a $500
million revenue base, employs
7,000 people and cares for more
than 500,000 people on an annual
basis.4 All of our System’s facili-
ties are guided by the teachings of
the Church and the Ethical and
Religious Directives for Catholic
Health Care Services as promul-
gated by the Bishops of the United
States5.

I want to propose three basic
points that are characteristic of
Catholic health care in the United
States and should be part of the
identity of Catholic health care en-
tities anywhere in the world:

– Catholic hospitals throughout
the world are integral to the min-
istry of the Church.

– Catholic hospitals have an ex-
plicit role to be witnesses to the
promotion of human 
dignity.

– Catholic hospitals must be
principled in the conduct of their
business affairs. 

MICHAEL F. COLLINS

The Role of Catholic Hospitals 
in the New Millennium
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If these are true, I reach the con-
clusion that Catholic hospitals will
serve as beacons of hope for the
expectations which will accompa-
ny the new millennium.

Catholic Hospitals 
as Integral to the Ministry 
of the Catholic Church

Throughout the Gospels, there
are many references to the healing
ministry of Jesus. We are familiar
with the accounts of Jesus giving
sight to the blind, speech to the
mute and hearing to the deaf; cur-
ing those with leprosy; caring for a
woman who is hemorrhaging;6

and reaching out to those who
could not walk. Integral to Jesus’
ministry on this earth was a pro-
found caring for the ill. Despite
the afflictions that were encoun-
tered, Jesus demonstrated that a
ministry to the ill was integral to
His daily life. His healing ad-
dressed illness. In the process of
curing the illness, He cured the
whole person; body, soul, and
spirit. Jesus teaches us by example
that we must seek to offer that
same care to all those who turn to
us in need. 

Enriched by this teaching, the
Catholic Church has continued its
commitment to the ill throughout
the last two millennia. History is
replete with examples of the
Church reaching out to the poor
and disenfranchised who were ill,
continuing Jesus’ example into the
modern day. 

Religious women have a rich
tradition of extending their min-
istry to the ill. There is no question
that care for the ill has been inte-
gral to their ministry. The example
of St. Catherine Labouré and the
Daughters of Charity is only one
of the many shining examples of
this truth.7

Throughout this extensive his-
tory of caring, those involved in
the Catholic health care ministry
have been guided by the teachings
of the Church and our clear moral
tradition. The Catholic Church is
not new to its commitment to the
ill or to the development of its
teachings. These teachings and
moral tradition, which find their
roots in Jesus’ time, are principles
that have built a sturdy foundation

from which those who are in-
volved in caring for the ill can
minister. Catholic hospitals, and
the actions of those who minister
in these institutions, represent a
modern day embodiment of Jesus’
healing ministry. 

As we approach the new millen-
nium, we recognize the truly
catholic way the Church fulfills
her mission in the world. The
Church, however, unites these en-
ergies with all the other ministries
which make up the Church and re-
sponds to the needs of the people
in every part of the world. Witness
the example of Mother Teresa and
how she affected the world. Think
as well of the institutions of edu-
cation, the many cultural initia-
tives, the care for the poor, and the
many other ways that the Church
is present in every society and in
every culture for the good of all.
This collaboration brings together
our various unique ministries in a
fashion that coalesces and har-
nesses the manifold activity of the
Church for the benefit of those to
whom we minister. 

Catholic health care belongs as
an integral part of this unity of ef-
fort. The example of Jesus, the
constant witness of the Church
and the experience of the past sev-
eral hundred years, all demon-
strate the fact that Catholic health
care serves the gospel by serving
the poor, the sick and those in
need. 

Yet, often health care is not
viewed as a ministry which is inte-
gral to the Church. The resources
of Catholic institutions may be
vast but, in the health care setting,
are often detached from the
Church. Catholic health care facil-
ities may not be supported by the
faithful because unlike other min-
istries of the Church, they are not
viewed as being inextricably
linked to the Church. So often
these efforts of truly caring indi-
viduals are not directly coordinat-
ed or supported by entities within
dioceses. Equally, some Catholic
health care entities may wish to
operate in the Catholic tradition
but not consistent with the teach-
ings of the Church, because their
business interests might be threat-
ened by adherence to our moral
principles. In these all too real in-
stances, 

Catholic health care is not
viewed as integral to the ministry
of the Church. The efforts of the
ministry are marginalized and the
resulting rupture causes harm to
the Church and to those in need. 

As we proceed to the third mil-
lennium, I contend that Catholic
hospitals have been in the past,
and are to be viewed today, as in-
tegral to the life and ministry of
the Church. Catholic hospitals
must willingly adhere to the teach-
ings of the Church and embrace its
moral principles. Those within the
Church must recognize the dis-
tinctly Catholic attributes of these
institutions and work with those
involved in the health care min-
istry to collaborate effectively to
serve the ill and marginalized. We
are fortunate in the United States
to be guided in our own practice of
health care by the Ethical and Re-
ligious Directives as well as the
statement at the United States
Catholic Conference on Health
and Health Care: A Pastoral Letter
of the American Catholic Bish-
ops.8

Catholic Hospitals 
as Witnesses to the Promotion 
of Human Dignity

In my earlier premise, I indicat-
ed that as Catholic institutions,
Catholic hospitals operate in a
manner which is consistent with
the example of Jesus’ healing
ministry. By that example,
Catholic hospitals are challenged
to positions of advocacy consis-
tent with the mission of the
Church and informed by the
Church’s teachings. From this po-
sition, Catholic hospitals should
recognize and accept a freedom
and obligation to promote the hu-
man dignity of each individual, to
advocate for the poor and to con-
duct its affairs with an unwavering
commitment to justice. This truth
is based on Catholic social teach-
ing regarding the equal value and
dignity of every human being cre-
ated in the image of God and re-
deemed by Jesus Christ.

Catholic hospitals are known
for their commitment to life from
the moment of conception to the
moment of natural death.
Throughout each and every
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Catholic hospital this commitment
is the norm. This stance allows our
institutions to compel those who
care for patients in the Catholic
health care setting to care first and
foremost for the human dignity of
each person with whom we come
in contact. Our Church’s teachings
inspire those who care for patients
to extend their healing hands and
their caring touch in each and
every encounter. Patients who
seek care in our facilities have an
expectation that they will en-
counter caring individuals in an
environment which promotes life
and preserves the dignity of the in-
dividual. That commitment to hu-
man dignity demands that we of-
fer quality care. It also protects us
from equating quality care solely
with technological and scientific
measures that look on the human
person as an objective thing or
even work against the dignity of
the human person.

Thus, in moments of happiness
and despair we minister to the
medical, psychological, social and
religious needs of our patients.
Catholic hospitals are committed
to the pastoral care of patients, re-
gardless of the patient’s faith, as
being essential to the well being of
patients and those they love. In
Catholic health care settings, the
sacraments are always available to
the faithful and prayer is a vital
part of the life of this caring com-
munity.

The poor have an equal claim
on dignity. Catholic hospitals, in
promoting human dignity, care
and advocate for all who are in
need regardless of their ability to
pay. The resources of Catholic in-
stitutions, though limited, must be
marshaled so that the poor and dis-
enfranchised feel welcome at our
door. Our advocacy for those in
need extends beyond our caring
resources into the communities we
serve. We advocate for the needs
of children, instigate community
leaders to promote programs that
deal with the needs of the less for-
tunate and insist on the develop-
ment of programs and policies
which make health care coverage
and access universal in their appli-
cation and practice. 

To be honest, our country has
far to go in this regard. Catholic
health care can give witness in our

American culture, in contrast to
the individualism that is so ram-
pant, by placing the value of the
patient as the one primary consid-
eration. Through caring for the
whole person, we must use all of
our resources to promote the true
good of every person in our care.

Catholic hospitals and those
who provide care in our facilities
should accept the challenge to
care for each and every patient as
if that person were Jesus. What a
marvelous result would occur if
we accepted the notion that each
patient, formed in the likeness of
God, deserved the care and caring
that we would provide if fortunate
enough to minister to the health
care needs of our Lord. The quali-
ty of the health care provided
would be above reproach. Pastoral
care would be a priority. We
would provide care in a setting
that was appropriate for our pa-
tient’s dignity.

As we approach the promotion
of each and every patient’s human
dignity in the Catholic health care
setting, it is a privilege for us to
care for our patients. In few other
settings are fellow human beings
allowed to know the intimate de-
tails and concerns of another per-
son’s life. Rarely is a person af-
forded the responsibility of pro-
viding diagnoses and prognoses
which will determine the health
and well being of another. If we
take seriously our commitment to
preserve the human dignity of
each and every patient, we will in-
vest each caring opportunity with
an importance for the privilege
that it represents.

Commitment to the promotion
of human dignity includes the re-
sponsibilities that Catholic hospi-
tals have to be centers of educa-
tion and research. As vital centers
of learning, it is appropriate that
we continue to pursue opportuni-
ties to provide education for the
next generation of health care
providers. We should not underes-
timate the importance of this com-
mitment to educational pursuits in
our institutions. Immersed in our
environments of caring, future
professionals will have the oppor-
tunity to experience first-hand our
commitment to each and every
person by the way we teach and by
the research we conduct.

At one of our institutions, for
example, on this very day clini-
cian-researchers are working to
establish new methodologies to
treat blockages of blood vessels
which could revolutionize treat-
ment and improve the human con-
dition for patients with such ill-
nesses. This first-in-the-world re-
search is being conducted at a
Catholic hospital.9 Such scholar-
ship will assure that we do not be-
come marginalized by those who
would claim that health care is
solely a business and has little, if
any, Mission imperative.

Our role in education and re-
search in medical science should
be tied to the study of morals and
ethics. Our Church teachings and
moral tradition provide us with the
norms for judging medical/moral
issues. In the most complex world
of medicine, we will be chal-
lenged in the new millennium by
ethical issues so complicated that
they defy prediction at the present
time.10 Nevertheless, Catholic in-
stitutions will address these issues
through methodical study and
careful pedagogy, using the princi-
ples of Catholic moral theology.
We should welcome this responsi-
bility for which we are singularly
prepared and to which we can
bring so much light.

Catholic Hospitals as 
Principled Business Enterprises

Earlier I quantified the exten-
sive assets which are held by
Catholic hospitals in the United
States. There is no question that
Catholic hospitals represent for-
midable business enterprises that
are important assets of the Church.
Yet, despite these impressive fi-
nancial attributes, there are many
challenges which face the busi-
ness of Catholic health care.

Catholic health care institutions
approach the provision of health
care as a good and not as a com-
modity to be bought and sold.11

There is a fundamental difference
in approach between the provision
of a good and operating an entity
to produce a commodity. 

In providing health care,
Catholic health care institutions
must operate as prudent business-
es. Sound business principles and



88 DOLENTIUM HOMINUM

practices must be followed. If
there is an excess of revenues over
expenses, however, these funds
are reinvested to provide care for
patients and to ensure that
Catholic health care has appropri-
ate technology and infrastructure
to continue to provide high quality
health care services into the fu-
ture.

By contrast, in an investor-
owned business enterprise, a dis-
interested third party makes an in-
vestment in a business which hap-
pens to provide health care. This
business must have the interests of
patients as one factor, but not nec-
essarily as the primary factor,
which is the case with the not-for-
profit entity. Investor-owned facil-
ities have a prior obligation to the
investor to demonstrate a return
on investments for their share-
holders. Thus, shareholders serve
as the primary beneficiaries of
such a business enterprise. Capi-
talism in this case takes the place
of ministry.12

Catholic health care institutions
will face challenges from the rise
of investor-owned health care fa-
cilities. We must not forget that
patients deserve the care they re-
ceive as the provision of a good
which promotes their human dig-
nity. We must not become induced
to relegate the provision of health
care to the status of a commodity
in order to “succeed” at building
business enterprises which serve
corporate needs before the needs
of the patients.

Equally, Catholic health care
entities must continue to recog-
nize the importance of those who
are employed by these facilities.
While corporate entities often
quantify their assets in terms of
cash and investments, Catholic
health care entities must recognize
that their employees are their most
important asset. They must re-
ceive a just living wage and be
true collaborators in the health
care enterprise, consistent with the
whole panoply of Catholic social
principles. Employees must be
treated fairly at all levels of the or-
ganization. Adequate employee
benefits and pension plans must
be present for all those who work
in support of the Catholic health
care ministry. 

A special challenge arises

when, because of increased busi-
ness pressures, new partnerships
are necessary. Catholic health care
facilities should look first to part-
ner with other Catholic entities
when attempting to develop busi-
ness partnerships. If Catholic enti-
ties are Catholic first, and busi-
nesses second, they will seek
every opportunity for collabora-
tion with other Catholic institu-
tions in order to collectively in-
crease the Church’s reach to those
with health care needs. 

This is a serious and often diffi-
cult challenge to meet. Catholic
entities have long traditions, sup-
ported by the different Charisms
of Religious Institutes and gov-
erned by disparate structures, all
of which are valid in the eyes of
the Church. In our desire to con-
tinue to serve the health care needs
of those who choose to come to
our facilities for care, we will need
to put aside some of our particular
traditions and our perceived needs
to respond to local market condi-
tions in order to ensure a contin-
ued Catholic presence in the field.

In short, Catholic health care is
a good, not a commodity. The
ministry imperatives of Catholic
health care should be more domi-
nant than any perceived business
imperatives.

Catholic Hospitals as Beacons 
of Hope for the New Millennium

As we approach the new millen-
nium, there is bright promise for
the role that Catholic hospitals can
play to ensure the well-being of
those who are ill. 

Catholic hospitals have devel-
oped superb facilities, conducted
world-class research and served as
scholarship-filled environments.
In addition, Catholic hospitals
have a legacy of reaching out to
serve the disenfranchised in their
community and beyond. Homes
for those who are infected with
HIV, homeless shelters that feed
the hungry, drug treatment facili-
ties to serve those who are addict-
ed, children’s centers that provide
care for the poor and facilities that
care for women who are pregnant
and homeless or addicted, all rep-
resent commitments made by
Catholic hospitals to improve the

health status of their community
and to extend the ministry of car-
ing which is Catholic health care.

This is values-based medicine.
It can serve as a powerful beacon
of hope into the new millennium.

The faith-based tradition of
Catholic hospitals is our best
known trait. Our resolve to pro-
mote life, to promote the needs of
the family and the needs of the
poor is known throughout the
world. This faith-based dimension
to our Catholic hospitals has al-
ways resulted in the establishment
of pastoral care commitments
which have served the spiritual
needs of our patients.

The receipt of health care is an
intensely religious experience.
The fact that Catholic hospitals
make such a commitment to the
spiritual needs of patients brings
comfort to the ill we serve. Imag-
ine the reality if the strength and
commitment of our pastoral care
programs extended beyond the
walls of our Catholic hospitals and
into the homes of those who are
ill. Parish-based health care min-
istry programs can unite the spiri-
tual dimension of health care with
the somatic needs of our patients.

In his message for the sixth
world day of the sick to be cele-
brated February 11, 1998 at Lore-
to, Italy, Pope John Paul II has
written:

“My thoughts turn particularly
to health-care and pastoral work-
ers, both professionals and volun-
teers, who continuously live in
proximity to the needs of the sick.
I want to urge them always to
maintain a lofty conception of the
task entrusted to them, without let-
ting themselves be overcome by
difficulties and incomprehension.
To dedicate oneself to the world of
health care does not mean only to
combat evil, but, above all, to pro-
mote the quality of human life.
Moreover, the Christian, in the
awareness that ‘the glory of God is
the living man,’ honors God in the
human body, both under the exalt-
ing aspects of strength, vitality
and beauty and under those of
frailty and decline. He always pro-
claims the transcendent value of
the human person, whose dignity
remains intact even in the experi-
ence of pain, illness, and aging.
Thanks to faith in Christ’s victory
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over death, he trustingly awaits
the moment when the Lord ‘will
transfigure our mortal body to
conform it to his glorious body, by
virtue of the power he has to sub-
ject all things to himself’ (Phil
3:21).

Unlike those who ‘lack hope’
(cf. 1 Thes 4:13), the believer
knows that the time of suffering
represents an occasion for new
life, grace and resurrection. He ex-
presses this certainty through ther-
apeutic dedication, a capacity for
accepting and accompanying, and
sharing in the life of Christ com-
municated in prayer and the sacra-
ments. To take care of the sick and
dying, to help the outward man
that is decaying so that the inward
man may be renewed day by day
(cf. 2 Cor 4:16)—is this not to co-
operate in that process of resurrec-
tion which the Lord has introduced
into human history with the
paschal mystery and which will be
fully consummated at the end of
time? Is this not to account for the
hope (cf. 1 Pt 3:15) which has been
given to us? In every tear which is
dried there is already an announce-
ment of the last times, a foretaste
of the final plentitude (cf. Rv 21:4
and Is 25:8).”13

As we approach the third mil-
lennium, imagine the reality if
Catholic hospitals are viewed as
integral to the ministry of the
Church. Imagine the reality if
Catholic hospitals stand proudly
in witness to the promotion of hu-
man dignity for each and every pa-
tient regardless of their illness or
their social standing. Imagine the
reality if Catholic hospitals oper-
ate as principled businesses where
justice motivates the workforce
and the marketplace. Imagine the
reality if Catholic hospitals con-
tinue our rich legacy and serve as
beacons of hope which promote
values-based medicine in a culture
of caring which fosters collabora-
tion within the Church and a
heightened awareness of the spiri-
tual needs of our patients.

When the millennium becomes
a reality, these attributes of
Catholic hospitals can be a reality.
Together with the whole Church,
Catholic hospitals can walk with
Jesus as they minister to those in
need.

MICHAEL F. COLLINS, M.D.
President and Chief Executive Officer 

Caritas Christi Health Care System
Boston, Massachusetts, USA 
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Introduction 

1. For me it is a great honor to
participate once again in this inter-
national conference, which is orga-
nized by the Vatican on the question
of health. This eleventh conference
has two key aspects which I cannot
but comment upon. The first is the
fact that it is presided over by Arch-
bishop Javier Lozano in his capaci-
ty as President of the Pontifical
Council for Pastoral Assistance to
Health Care Workers. The second is
that we find ourselves gathered to-
gether to reflect upon the responsi-
bilities of pastoral action in the
world of health, and thus of the
Church as well with her various ini-
tiatives in relation to the health of
the peoples of today—initiatives
which express an ever-greater sen-
sitivity to an improved quality of
life. 

2. In today’s world, health has an
extraordinary importance. In 1977
the World Health Organization un-
veiled a program entitled “Health
for All by the Year 2000.” In this
program the WHO called for more
years of life, more life in years, and
a higher quality of life for every-
body. Health occupies a primary
position in the worries and concerns
of citizens, within the political pro-
grams of nations, and in the organi-
zation of society. This is borne out
by what has been constantly done
by the World Health Organization
at a very practical level in relation
to both the primary needs of pre-
vention and the harm that befalls
people and the treatment that is re-
quired. It is no accident that health
is defined as constituting “bio-psy-
cho-social and cultural well-be-
ing”—that is, the overall fulfillment
of the individual and of all individ-
uals. 

3. The Church cannot remain on

the outer rings of this worldwide
movement which strives to achieve
the best health possible for the peo-
ples of the planet. 

Jesus Christ halted before the
poorest. They brought all the sick
people to him, and he “healed them
all” (Mt 4:22). The first Christian
communities paid special attention
to the poor and the sick. To the man
who asked for alms at the gates of
the temple Peter and John were able
to answer, “Silver and gold are not
ours to give, but in the name of Je-
sus Christ rise up and walk” (cf.
Acts 3). 

Over the centuries the Church
has concerned herself with the sick
and especially with those who were
despised and rejected by everyone.
For this reason the Church estab-
lished hospitals next to monasteries,
supported religious orders which
dedicated themselves to the sick,
and developed programs by which
to help those suffering from the
most difficult of maladies. Every-
body remembers John of God, a
Portuguese saint, and St. Camillus
de Lellis, both of whom became
models for those within the Church
who have dedicated themselves to
the sick and especially to the poor-
est and the most abandoned. 

At the end of this millennium,
pastoral care in the world of health
occupies a primary position in the
Church’s evangelizing action.
Through pastoral care in the world
of health “we give the Good News
to the poor, freedom to the op-
pressed, and joy to those who suf-
fer” (cf. Lk 4:16-19). For this rea-
son we accept the challenges of this
evangelization, challenges which
take place, of course, within a very
delicate and sensitive field. It is
very important for us to know about
such challenges and to deal with
them. 

1. Evangelizing Today 

1. Evangelization is always char-
acterized by the Good News. It is
not a declaration of principles, of
rules of behavior, or of liturgical
precepts. We are dealing here with
Good News for the poor, for the op-
pressed, for the sick, and for those
who suffer. It is for this reason that
the Lord Jesus told the seventy-five
disciples that “in whatever home
you enter give peace, heal the sick
that are there, and tell everyone that
the Kingdom of God is at hand”
(Lk 10:7-11). We always announce
the Risen Christ, Christ the Savior. 

2. There are, however, many of
our fellow-citizens who have lost
their faith and, thirsting for God,
look for him in a number of various
ways. It is our duty to draw near to
them and to “bear witness to the
Risen Christ everywhere and to
those who ask us to lay emphasis
upon the hope of eternal life which
is in us” (LG 10). 

Such is our responsibility during
the second evangelization, know-
ing as we do that the whole world is
a land for missionary work and that
in various ways everybody is
searching for the Lord. Missionary
work does pertain only to distant
lands in Africa and Asia—Europe
and the New World, too, need to be
evangelized. 

It is our duty to re-Christianize
people and systems which have al-
ready been Christian and which
have drawn away from Christ and
the Church for reasons of culture or
because of new ways of approach-
ing life. 

Each and every person must be
evangelized—the sick and those
who work in the field of health
care, a child at the time of cate-
chism and an elderly person well
advanced in years, and the highly
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educated and ordinary people who
open their heart easily to God.
Everybody can, and must, be evan-
gelized. 

And in the same way we are all
evangelizers. St. Paul himself said,
“Woe to me if I do not evangelize!”
Through bearing witness, a timely
word, and a constant presence, we
are evangelizers of the word which
converts and saves. We bear tidings
of Jesus Christ. 

3. It is more than obvious that at
the present time and within the
world of health the importance of
evangelization is making itself in-
creasingly felt. It is precisely for
this reason that John Paul II has
called for a New Evangelization. 

The New Evangelization is not a
re-evangelization, but bearing the
news of the same Gospel with new
commitment, new methods, and
new forms of expression. But we
need to dedicate special attention to
new receivers of the message, new
spaces within which to proclaim it,
and new agents. It is at this point
that we can perceive the originality
of pastoral work in the sphere of
health and health care. It is our duty
to evangelize the world of human
suffering and declare that “there is
salvation in Jesus Christ only”
(Acts 4:20). We must evangelize
the world of science and technolo-
gy to ensure that they are at the ser-
vice of man and act as an instru-
ment of salvation. We must evange-
lize the worlds of exclusion and
marginalization, given that the
Church expressly works in favor of
the poorest and the most aban-
doned. We must evangelize and de-
clare the Good News to the sick and
the healthy in ways which provide
instruction as to how to achieve
health, support those who are af-
flicted by illness, and accompany
people in an effective way during
those situations in their lives which
are most difficult. 

Every Christian professional
worker in the world of health-care
and every Christian voluntary
worker must be an agent in this
New Evangelization. But in his re-
lationship with other sick people or
with healthcare workers each sick
person must be an instrument of the
Lord in the transmission of joy and
peace. Illness is not a punishment
or a trial. It is always a human limi-
tation which appeals to and invokes
the Lord, who gives life, and gives
it in abundance. 

2. The Great Challenges 
for Evangelization in Pastoral 
Care in the World of Health 

We should list the challenges
which we believe to be essential if
we want to evangelize the present
time, which is so difficult. Those
challenges are humanization,
ethics, organization, the most diffi-
cult situations which present them-
selves, pastoral action, effective
presence, and the explicit good
news of the risen Jesus Christ.
These are the challenges which I
would like to bring to the notice of
everyone. 

2.1. The Humanization 
of Health Care

Living as we do in a world which
is profoundly dehumanized, where
the value of success, power, and
money dominate all human behav-
ior, it is almost natural that the world
of health is marked by this frame-
work of values as well. 

Pastoral action in the world of
health accepts the challenge of hu-
manizing it. 

– Science and technology are not
enough; research and efficiency are
not sufficient. More is needed in or-
der to serve the human person and
save him. 

– It is our duty today to welcome
and be at the side of all sick people
and their families. We are dealing
here with an indispensable human
relationship, of essential support for
the cooperation which the sick per-
son must give in relation to all the
treatment which he receives. 

– In addition, there must be the
achievement of overall quality,
which should be not only scientific
and technological, but also hu-
man—that is, it must be aware that
the human person has plans, a ca-
pacity to decide, practical forms of
self-expression, and a need for an-
swers. 

– When we talk about humaniza-
tion in health, we imply the human-
ization of forms of treatment,
spaces, relationships, and buildings
and machinery. Without such an op-
eration the human person becomes
fatally compromised. 

– It is in this context that the
Church through pastoral action
within the world of health-care must
condemn everything which attacks
the human person and at the same
time in clear and direct fashion pro-
pose new attitudes which contribute

to the full recovery of the individual
by directing attention to his real
needs.

2.2. Ethics in Health Care
At the present time in the world

there is a great deal of talk about
ethics and of respect for the human
being, and the aim in this debate is
to go beyond simple norms, laws,
and regulations in the relationships
which exist between people within
society at large. 

But ethics does not amount to an
empty word, something which is
fashionable or which might be seen
as a panacea to check certain forms
of behavior and repress people. No!
Ethics in reality is a constant chal-
lenge. 

– A challenge to respect and pro-
mote the human person in all cir-
cumstances. 

– A challenge to uphold and real-
ize all human rights and go beyond
the simple theoretical vision of the
Charter of the United Nations and
insist on its implementation in rela-
tion to the rights of sick people, the
rights of professional healthcare
workers, in guaranteeing care and
assistance and as regards conditions
of work, in equality of treatment and
in securing that special attention be
paid to each and every specific case. 

– A challenge to create a just and
fraternal society with healthcare
systems which serve all people
without any kind of exception, and
with public and private institutions
which direct their attention to the in-
dividual and not to the self-interest
of a particular group. 

–  A challenge to promote forms
of treatment which heal patients,
which involve preventive methods
which educate people in relation to
health, which are effective in being
able to help those who are in a state
of crisis, which involve therapeutic
assistance even when the diagnoses
concerned offer no hope for the fu-
ture, and which promote the quality
of life in all circumstances. 

Through pastoral action in the
world of health care, the Church has
the task of evangelization, and in
this endeavor she must propose fun-
damental ethics which always de-
fend and promote life, which ac-
company people in truth so that they
are responsible in their approach,
and which distribute equally to all,
and with justice, the forms of help
and aid to which they have a right.
Such pastoral action must champion
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justice, and the Church’s own repre-
sentatives and agents must practice
this justice by welcoming and un-
derstanding everybody, being side-
to-side with the poor, displaying tol-
erance, fraternal coexistence, dia-
logue, and solidarity towards all
people, to achieve true membership
in society, which should be made
available to everybody. 

2.3. Organized Evangelization
Today’s world has lost the refer-

ence points of Christian culture, and
the world of science and technology
as it expresses itself in relation to
health has completely forgotten
about the presence of God within
everybody and in all things. Many
people think that the art of medicine
is supreme and is unequalled in its
power and possibilities. 

The evangelization of the world
of health is an urgent priority. Per-
haps it will prove to be the greatest
challenge of all. 

– The action of the Church must
not be based solely upon hospital
chaplains who have a large number
of good words to say and offer the
usual sacraments. All those who de-
clare themselves Christians have the
duty to be evangelizers as well,
whether they are professional work-
ers or patients, whether members of
the laity or priests or members of re-
ligious orders, and whether they are
those who practice their religion
regularly or those who only draw
near to God and His Son Jesus
Christ during times of suffering. 

– The presence of the Church in
healthcare facilities or at home can-
not be reduced to the moment of
death or when that moment draws
near. Christ came so that we could
have life and have it in abundance.
The Church must be constantly near
the sick person in order to achieve a
reinterpretation of suffering and
pain and to give them meaning. She
must also be near healthcare work-
ers in order to give a new meaning
to their work. The catechism helps
patients and those who care for them
to “begin” the Christian life and to
constantly begin that life anew. Dur-
ing illness there is not a great deal to
learn, but there is much to love. 

– Inspiration of a prophetic kind
is another challenge of evangeliza-
tion. Through an evangelical read-
ing of personal, professional, and
social events we will be able to live
out difficult times with the serenity
of those who see the invisible and

discover in God new strength by
which to rediscover life, even when
it is in danger. 

– In this context, the organiza-
tion of the work of evangelization
can involve the creation of en-
counter groups, prayer meetings,
and events which promote sharing.
In the world of health, live commu-
nities can come into being where
everybody is able to share every-
thing, but in particular to share those
spiritual and supernatural goods
which give new meaning to life. 

2.4. Pastoral Action 
in Difficult Situations

Today’s world tends to marginal-
ize those who are poorest and those
who suffer the most. Here we are
dealing with a phenomenon of so-
cial exclusion which creates very
cruel forms of loneliness. The
Church, in contrary fashion, is con-
cerned with those on the margins of
society. Jesus Christ himself was
like that—he welcomed lepers and
lived with sinners. The Church from
her very beginnings has dedicated
herself to the poorest of the poor.
Such has been the case with John of
God, Camillus de Lellis, Federico
Osanan, Mother Theresa of Calcut-
ta, the Abbot Pierre, and many,
many others. 

– In this area the great challenge
is to create specific units for the
treatment and rehabilitation of sick
people who present the most diffi-
culties—drug addicts, those afflict-
ed with AIDS, and the mentally ill.
At the same time we should not be
afraid to stand side-by-side with the
homeless, homosexuals, prostitutes,
and others. 

– Another challenge consists in
giving practical support and help to
the terminally ill. Today the dying
are an abandoned group in the inten-
sive care units of hospitals. We
should with urgency resocialize the
final stage of life, and this requires a
serious effort to relieve suffering
and to be at the side of the sick per-
son until the moment of the great
meeting which takes place after
physical death. 

– In the fight against abortion and
euthanasia, and in the promotion of
life, pastoral action in the world of
health must take new initiatives by
which to receive and support moth-
ers and expectant women with prob-
lems, children who are victims,
women who are engaged in prostitu-
tion, the young person who has fled

from home, and people who have
nobody and need the help of other
people. 

2.5. Pastoral Action
The Church has for long been ac-

tively and energetically concerned
with health care. Since 1985,
through the Pontifical Council for
Pastoral Assistance to Health Care
Workers and by means of national
and diocesan councils, the Church
has promoted pastoral action which
is practical to the full. As the third
millennium approaches, the chal-
lenge which faces us is even
stronger than before. We are called
upon to organize. 

– Social voluntary work in the
world of health which is free, rooted
in the Christian approach to life, and
marked by care and concern for
those who suffer the most or who
are most alone. 

– Catholic professional associa-
tions of medical doctors, nurses,
psychologists, and social workers.
Such associations should encourage
professional workers to be Christian
and courageous in their world of
work. 

– Basic units within local parishes
which concern themselves with pas-
toral action in the world of health.
These should be groups of Chris-
tians which act in a specific way to
induce lifestyles which respect and
promote health, and this should be
done in a spirit of fraternal solidari-
ty with those sick or handicapped
people who live in their parishes and
with a pastoral generosity which en-
courages those who suffer and are in
pain to be seen as the most-loved
members of our local Christian
communities. 

– Movements of social pastoral
action where, in addition to the shar-
ing of goods and resources, there is
also the sharing of faith and life, and
all this in order to help everybody to
grow and develop as Christians. 

The presence of the Church in
hospitals and clinics through the or-
ganized activity of chaplains,
groups which express a Christian
presence (whether professional op-
erators or voluntary workers),
groups of visitors, ministering
through visits, and other such forms
of pastoral action. 

2.6. The Bringing of the 
Good News of Jesus Christ
If it is true that the contemporary

world has lost its sense of God and
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is immersed in atheism and materi-
alism, individualism, and permis-
sive hedonism, and in a reductive
idea of life and relationships, then it
is equally the case that the explicit
spreading of the Good News of Je-
sus Christ is a binding necessity and
is at the same time also the most ur-
gent challenge which we now face.

– In this situation much depends
on whether there is credible testimo-
ny to the Gospel message in our
proclamation of it and in our own
lives. We must communicate the lib-
erating message of Jesus Christ once
again to men and to women. 

– We should rediscover our own
Christian roots and establish a deep-
er form of civilization which is au-
thentically Christian and thus fully
human. At the center of every bear-
ing of the Good News should be the
following message: “God loves you
and Christ came for you.” 

– At the same time, without the
hope of eternal life, where all evils
and pains have been overcome, the
human person remains in a condi-
tion where he is seriously mutilated.
For this reason we must speak clear-
ly about the immortality of the soul
and of the resurrection of the flesh.
This is a message full of joy which
gives a meaning to everything. 

– It is not enough to spread and
disseminate such evangelical values
as justice and peace. We must ex-
plicitly proclaim Jesus Christ, his
person, the only savior. These are all
very strong challenges which pas-
toral action in the world of health
must address itself to during these
times of the New Evangelization. 

3. The World of Health Care 
as a Privileged Field 

for the New Evangelization 

1. The world of health is univer-
sal; it affects everybody and is for
everybody.

– Everybody must be educated
for health. 

– Everybody turns to treatment in
order to be healed. 

– Everybody wants complete and
overall health. 

2. The action and role of the
Church is rooted in her very being
and is innovative. It has three essen-
tial dimensions which are as fol-
lows.

– Humanization for everybody. 
– Evangelization for those who

profess themselves Christians. 
– Sacraments for those who ask

for them, at least implicitly.

3. The Church strives to achieve
health for all through her organized
and intrinsic role of pastoral action
in the field of health, and, more
specifically, she aspires to obtain the
following. 

– Complete health for the sick and
for health workers, for these are the
usual bearers of such health. 

– The health of the body and of
the spirit with a quality of life which
is fully sensitive to spiritual and su-
pernatural interpersonal relation-
ships. 

– The health of those institutions
which have the highest scientific
and technological levels, and which
promote human relationships and
salvific relationships. 

Conclusion 

Pastoral action in the world of
health is one of the great challenges
which face the Church during this
age of the New Evangelization. 

– Not everybody goes to Church,
but everybody passes through  hos-
pitals. 

–  Sick people and health care
workers, who are the beneficiaries
of this pastoral action, should also
be the agents of such pastoral
work—through the spreading of the
word, the bearing of witness, and or-
ganized action.

– The action of the Church pre-
pares the way for life and for quality
of life. 

– Treatment which involves ac-
companying people during their ill-
ness is a wonderful form of evange-
lization, especially in the most diffi-
cult cases. 

Mary, you that gave us Christ in
the Annunciation, accompanied a
person in need during the visitation,
continued on your knees at the
Cross, and took part in the birth of
the first Christian community, help
us with the strength of the Spirit to
reveal Christ to others, through our
testimony of efficiency and human-
ization, with our fitting word to en-
lighten decisions and attitudes, and
with our generous charity, the spe-
cial sign of redemptive love which
always comes from Your Son, Jesus
Christ. 

Rev. VITO FEYTOR PINTO 
Director of the National Commission for 

Pastoral Care in Health, Portugal 
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Introduction

The suffering which accompanies
illness, on the one hand, and the ex-
perience of death, on the other, are
two realities which are very direct in
their impact and which are also in-
escapable. Sooner or later all of us
have to face up to these realities and
experience them. But can they be
lived through in a healthy, produc-
tive, and constructive way? How
can this be done? What keys and
strategies can help us? These are the
questions which I would like to an-
swer in this paper. 

Without forgetting about the real-
ity of death, I would like to focus my
attention on the suffering which is
generated by illness. I do this with
much humility and respect, with re-
serve and fear, for, as the priest, po-
et, and sick person José Luis Martín
Descalzo observed, “Suffering is a
mystery and is something we should
draw near to much as we draw near
to a glowing fire—with bare feet
and not with fine theories to illumi-
nate that which cannot be illuminat-
ed, not even by beautiful poetic re-
flections which do not bring out the
naked truth.” 

Personally, I have not had to go
through illness nor have I been near
to death. But during my years as a
hospital chaplain the Lord has given
me many opportunities to accompa-
ny and be close to the sick and the
dying. Furthermore, I have known
what has happened to a large num-
ber of sick people whose experi-
ences have been written up and
recorded by the Department for Pas-
toral Assistance in Health Care of
the Spanish Bishops’ Conference. In
a moving way I will offer you the
witness of Christian sick people.
Their witness shows that it is possi-
ble to live through suffering in a
healthy way and also supplies us

with the key by which to reach this
objective. 

1. Suffering: An Ambivalent 
Personal Experience 

Physical, mental, moral, and spiri-
tual suffering caused by illness is a
personal and unique experience for
the human being. Nobody can suffer
in our place. 

It is a profound and deep experi-
ence which touches upon the intima-
cy and the sacredness of the human
person. 

It is a strong and painful experi-
ence. As a young patient said to the
Holy Father at Santiago de Com-
postela, “It is very difficult to recog-
nize that your projects and wishes
are less possible, to feel weak and
limited, to depend on other people
and to face up to loneliness.” 

It is a frontier experience of life
which leads us to touch bottom, to
encounter our truth and the truth of
other people and of God. 

It is an ambivalent experience
which can destroy us or help us to
grow and to mature, which can close
us up within ourselves or open us up
to the world in a deep way and to
others, which can distance us from
God or draw us near to Him. 

It is an experience which chal-
lenges our freedom. Suffering does
not have the last word. In our hands,
there is the gift and the task of living
through suffering well or badly, of
transforming it into generous wine
and not vinegar, of obtaining from its
bitter flows white pollen like the
bees—as the poet Antonio Machado
puts it—and of ensuring that it is wa-
ter from the well which irrigates the
orchard and not torrent water which
carries away the soil of the earth. 

Nunca podrás, dolor, accorralarme. 
Podrás alzar mis ojos hacia 

el llanto, 
secar mi lengua, amordazar 

mi canto, 
sajar mi corazon y desguazarme. 

Podrá entre tus rejas encerrarme, 
destruir los castillos que levanto, 
ungir todas mis horas con tu 

espanto. 
Pero nunca podrás acobardarme. 

Puedo amar en el potro de tortura. 
Puedo reír cosido por tus lanzas. 
Puedo ver en la oscura noche 

oscura. 

Llego, dolor, a donde tu no alcanzas. 
Yo decido mi sangre y su espesura. 
Yo soy el dueño de mis esperanzas. 

—J.L. DESCALZO1

Pain, you will never be able to fence 
me in. 

You can make me raise my eyes 
towards weeping, 

Dry my tongue, stifle my song, 
Break my heart, and break me 

into pieces. 
You will be able to close me 

behind bars, 
Destroy the castles which I build 

in the wind, 
Anoint all my hours with your fear. 
But you will never be able to 

discourage me. 

I can love on the wheel of torture;
I can laugh at the spears which pass. 
I can see in the obscurity of the 

dark night. 
Come, pain, you that have never 

arrived. 
I decide my blood and its nature. 
I am the master of my hopes. 

2. Strategies for Living Through 
Suffering in a Healthy, 
Productive, and Salvific Way 

It is possible to live through suf-
fering in a healthy way. But this is

RUDESINDO DELGADO PÉREZ

Experiencing Suffering and Death 
in a Healthy Way 
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not easy because suffering does not
allow itself to be brought under con-
trol. We have to travel down a long
road with steps which go both for-
wards and backwards; there are vi-
cissitudes, and there are ups and
downs. 

2.1. Fighting Suffering
Being concerned with fighting

pain is more important than apply-
ing theories and trying to decipher
the reason for its existence. Suffer-
ing must not be explained, but
fought and lived through. Suffering
is, and will continue to be, a mys-
tery. 

Jesus adopted a practical ap-
proach towards suffering. He did not
make speeches, did not like suffer-
ing, and did not seek it out. He saw
the evil from which men suffer. For
this reason, he passed by, healing as
he went (Acts 10:38). In this way he
manifested what God’s will is in re-
lation to the realities of pain and ill-
ness. 

When faced with passive resigna-
tion, a healthy realism leads us to
tackle pain, to fight it, to employ
suitable means, to abandon ques-
tions which lead nowhere, and to
adopt the constructive approach em-
bodied in the question “What can I
do in this situation?” 

El angel del dolor visitó 
(en noviembre) mi casa. 

Era hermoso y radiante. 
Era hijo de Dios. 
Era, aunque no lo creáis, 
el más alegre de cuantos conoce. 
Entró por mis jardines y acarició 

mi sangre. 
Riéndose, cortó una de mis alas de 

trabajo y de prisa 
pero dejó intactas las de la ilusión 

y el coraje. 
Me dijo: Ahora empieza la segunda 

parte de tu vida, 
gemela de la otra, aunque algo 

tartamuda. 
Vive. No gastes tus horas en hacerte 

preguntas. 
Reordena tu escala de valores. 
Pon en primera fila la amistad 

(tras de la fe, se entiende) 
y recuerda que Dios es bueno, 
que el hombre es mucho mejor 
de lo que él cree, 
que el mundo está bien hecho 
y que vas a vivir hasta los topes 

el gozo mientras vivas 
porque resulta que el angel del dolor 
y el Belén son el mismo. 

—J.M. DESCALZO2

The angel of pain visited 
(in November) my home. 

He was beautiful and radiant. 
He was the son of God. 
He was, even though you will not 

believe this, 
The most joyous person I have 

ever met. 
He entered through my garden and 
Caressed my blood. 
Laughing, he cut off one of my 

wings of work and /hurry, 
But he left intact the wings of 

desire and courage. 
He said to me, “Now the second 

part of your life is /beginning, 
The bud of the other, even though 

a little hesitant. 
Live! Do not waste your hours 

asking yourself questions. 
Reorder your scale of values. 
Put friendship in first place 

(after faith, you understand) 
And remember that God is good, 
That man is better than he thinks, 
That the world is well made, 
And that you will have joy to 

the last /moment 
You are alive 
Because the angel of pain And that 

of Bethlehem are /the same.” 

2.2. In the Face of Suffering Adopt 
Positive Attitudes and Forms 
of Behavior

When face to face with the suffer-
ing which afflicts the sick person, the
patient can embrace positive and
productive attitudes and forms of be-
havior or ones which are negative
and sterile. The former will allow
him to live out his suffering in a con-
structive way. The latter, on the other
hand, make suffering unbearable and
destructive. It is healthy to maintain
an energetic and life-based ap-
proach, one which is based upon
trust and active cooperation with the
healthcare staff around one. The
shouldering of one’s own weakness,
active patience, refusing to become
indulgent, demanding, or trouble-
some, feeling oneself useful, being
concerned with others, not abusing
those who are taking care of one, be-
ing grateful and forgiving towards
other people—all these, too, are
signs of a healthy approach to suffer-
ing. “My experience of God led me,
during my illness, to confide in my-
self, to become aware of my
strengths, to be at one with my deep-
est possibilities, to unite my un-
known energies, to fight against ill-
ness without faltering, to keep a
serene spirit, to appreciate the gift of

life, and to receive it as one would
shoulder a task. To intensify the fun-
damental meaning of life as love, of-
fering, and giving. Illness was also
an opportunity to forget about my-
self, not to be dependent upon my-
self, and not to be wrapped up in my-
self.” 

To recognize and deal with my
weakness without fear, without trau-
mas, without fear and anxiety. This
is what we are: we are sick people! 

To live illness spontaneously,
without trying to create other excep-
tional circumstances which are not
necessary. Not to become indulgent
with ourselves, impertinent or trou-
blesome to others. I had the opportu-
nity to allow myself to be guided by
simplicity; I had the good luck to be
cared for by my close relatives. 

To leave other people to decide
what to do when it came to being
concerned about me, giving me at-
tention, coming to visit me, or tele-
phoning me. I learnt to live the soli-
darity-inspired presence of other
people at a distance, well knowing
that illness, like the rest of life’s jour-
ney, is lived out by each person on
his own and within himself, even
though at the same time it is lived
within the context of relationships
with other people. 

To overcome the bourgeois and
elite spirit according to which, when
it comes to ourselves, we must look
for the best: the best medical doctor,
wherever he may be, the best care,
the greatest safety. Personally, I
chose to accept the doctor who had
been assigned to me, as happens
with everybody else. He was a doc-
tor who knew what he was doing,
and this was really an example of
good fortune! 

To confide in doctors. I put myself
in their hands without any question-
ing, with docility, in silence, without
asking questions or being difficult. I
behaved in such a way as to make
their task easier. 

To employ a spirit of compassion
towards others and to put myself in
their shoes and to try to understand
the situation they were in. This was
especially the case when it came to
the healthcare staff who were look-
ing after me. I turned my back on a
hypersensitivity about my rights
(this is something which should be
striven for, above all, before and af-
ter the illness). I adopted an ap-
proach which appreciated the gift I
was receiving and I treated every
service as though it were a favor
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which had been granted to me. I was
neither heavy nor demanding in my
behavior. I cooperated in a practical
way. I created a climate of welcome
and of ease of interaction. I under-
stood their work situation with all its
many hours, responsibilities, and
even lack of understanding. I for-
gave failures to which I fell victim,
even when caused by incompetence
or negligence, even though these
failures could have involved serious
risks. I forgave from within myself. 

But, above all, during my illness I
tried to maintain an attitude based
upon life, even in the most difficult
of moments. Illness was a stage in
my life which it was worthwhile to
live out intensely, profoundly, radi-
cally, and with a certain enthusiasm
and joy. Who could assure me that
this was not the final stage of my
life? And how could I not have hur-
ried to live out that possible moment
to the fullest extent possible?” —
Jesús Burgaleta.3

2.3. Not Shutting Oneself up 
in Illness

The experience of suffering did
not lead Jesus to become hard and to
shut himself up within himself. In-
deed, it made him become sensitive
to the pain of other people and en-
abled him to “help us in the trials we
undergo” (Heb 2:18) and to identify
with his brethren who suffered: “I
was sick, and you cared for me” (Mt
25:36). 

When faced with the risk of be-
coming totally absorbed in our suf-
fering as though nobody else in the
world existed, an effective way of
overcoming or relieving our suffer-
ing is to break the vicious circle
which suffering tries to place us in.
Reality does not end in suffering. It
can be an opportunity by which we
can get to know other people, see
their goodness, and to open our-
selves deeply to others, especially
towards those who are in pain. No-
body and nothing can take away the
power to love and the power to offer
support. 

“I thank God that He gave me the
strength to see my reality, but also
that He gave me the grace to see the
reality of other people, to touch the
suffering of everybody, and not to
think that my suffering was the worst
that there was but to understand that
it was only my suffering; and to real-
ize that the suffering of others is
strong, stinging, and anxiety-rid-
den—because it is theirs. I discov-

ered that one can give love and make
other people happy with very little—
by remembering their names, by a
smile, by a pat on the back, by asking
how they are, by a joke, by an ex-
pression of understanding, and by
listening”  —Maria Dolores Jiménez
Lozano.4

“I managed to survive more than
thirty-five radiations because I did
not concentrate on myself, but dedi-
cated my attention to other people.
We had to wait for a long time on the
bottom floor of the hospital. We
gradually established an authentic
friendship. Most people were silent,
like me. We allowed the language of
our body to talk; smiles, expressions
of the soul. A man of my age who
had tongue cancer made me under-
stand that he wanted to take his own
life. I began to write down a thought
for each one of the people who was
waiting there. I realized that my slim
and brief writings were listened to
with interest; indeed, those who
were waiting even looked forward to
them. One day a woman in a wheel-
chair arrived on our bottom floor.
She gave a loving and encouraging
smile to each one of us who was
there. I also wrote a thought for her:
‘Her smile, which is full of love, here
in this basement is worth much more
than a million marks.’ I regard my
experience on the bottom floor of
that hospital as one of the most en-
riching and rewarding of my life”  —
B.Häring.5

2.4. Giving a Word to Illness
When the heart feels the bitterness

of pain it cannot be shut up and com-
pelled to keep quiet. Silent pain is
not human—it makes people ugly
and isolates them. A word can hu-
manize suffering. On the one hand,
that word can direct suffering to-
wards God, the mysterious transcen-
dence; and, on the other, it can direct
suffering towards other people.
When faced with pervasive suffering
and imminent death, Jesus did not
conceal his feelings. He opened him-
self outward and needed someone at
his side. “My soul is sad until death”
(Mk 13:14). And on the cross he ex-
claimed, “My God, my God, why
have yhou forsaken me?” (Mt
27:46). 

The person who suffers needs to
express himself, to allow his feelings
to come out, to explain them to
somebody who listens to him. And if
he is a believer, he also needs to ex-
press them to God. 

“The morning of the first of Janu-
ary, after the terrible crisis of New
Year’s Eve, I sat next to a ciborium
in a church which was almost empty,
and I brought out my pain with ab-
solute sincerity. I addressed myself
to the Lord and talked to him more or
less as follows: ‘You know, you are
going against me. I loved a wonder-
ful man, I married him, and he
turned out to be a deceiver who ru-
ined my life. I left my work to look
after him while he suffered from ill-
ness and depression, and I did all this
so well that he went back to being
what he was before. As a result, we
had to separate. I only had one trans-
fusion and in that moment they in-
jected into my blood the most terri-
ble illness of the century. In less than
a year I lost my job, my husband,
economic security, my health, and
even the hope of a dignified death.
Why are you doing this to me? What
kind of a heroine do you think I am?’ 

After this explosion I felt almost
blasphemous. I wanted to ask for-
giveness, but I realized how ridicu-
lous my attitude had been. If God
knows my soul to its innermost
parts, what is the use of telling Him
that I accept everything if in reality I
feel the opposite? Can somebody lie
to God in the same way as he lies to
men? I believe in God, and I cannot
avoid Him. And I believe that He is
my Father and that He loves me,
even though He does not solve my
problems. Perhaps this is because if
He did solve them He would be a
magician, and my life would be a
science-fiction story. I believe that
God will be near to me, suffering or
being happy with me, in both the
darkness and the light” —Maria
José.6

2.5. Looking for a Meaning 
to Suffering

As V. Frankl observes, “Healing
comes through a rediscovery of the
meaning of health, of illness, and of
life itself.” The serious search for the
meaning of suffering, the wish to
find a meaning to suffering, keeps
man on the path which leads to au-
thentically human health. 

“I have found no pleasure in pain;
I do not like it. I accept it simply be-
cause it is there. I look at the crucifix,
and the Cross becomes for me a path
towards full life because He is there.
In Him I find the peace and the
serenity by which to suffer in joy. He
is the hope that I do not live alone in
pain, but in communion with Him.
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Our God is not a God of the dead, but
of the living. He wants the life of
man and the happiness of man. Pain
does not make man happy, and for
this reason pain cannot have the last
word, and I experience within my-
self that which is not to be found in
pain. There is Someone within you
who accepts that pain and takes it on
Himself so as to make life spring
forth even from within an ‘apparent-
ly dead’ person. His presence does
not explain my pain or reduce its in-
tensity—it gives it meaning and
helps me to live it out in fullness and
joy, hoping that one day my body
will be completely broken up and I
will able to enjoy his presence to the
full, face to face” —Cecilia.7

2.6. Discovering, and Giving 
Thanks for, What Suffering 
Teaches Us 

Suffering in itself is an evil. But it
is not an evil which should always
and in all circumstances be avoided.
It can be a factor which involves
wise learning and growth. Léon Bloy
says that in the heart of man there are
many corners which we do not know
about until we arrive at that pain
which enables us to discover them. 

“The other day I read about the
case of euthanasia in the United
States of America. A woman aged
forty-five chose to die rather than
undergo chemotherapy. I respected
her choice, but I raised my eyes to
heaven and I said to Jesus, ‘Thank
you for your help, thank you for my
choice, thank you because my life
has found meaning over these two
years, thank you for all your love and
the goodness which I have come to
know, for those who have always
been my friends, for my new friends,
for having discovered your King-
dom, for having allowed me to be-
come transformed, for my new heart,
for my new values, for the decisions
which I accepted with so much
peace, for every dawn which you
give me, for the two-and-a-half years
of life in my family, for having al-
lowed me to keep my joy, my sense
of struggle, my desires and wishes,
because you support me in my hard-
est moments, for knowing how to
give value to the smallest of things,
for everything which I have known
how to do, whether well or badly,
and for having allowed me to take
part in your Gethsemenes. Thank
you!” —María Dolores Jiménez
Lozano8

“I can say that, unfortunately, I

had the good fortune to fall ill. By
this route I was able to live through
certain aspects of life which, while I
was well, I would not even have no-
ticed: weakness, being limited in my
actions, that which cannot be reme-
died, the depth of what is profound,
pain, relativity, what is important
and what is accidental, what is nec-
essary and what is accessory, what is
superfluous and what is essential,
what is valuable and what is useless,
the shouldering of one’s own history,
the acceptance of what one is, the
ability to engage in self-criticism, the
prospect of change, the acceptance
and recognition of death, being open
to the future, desperate hope....”  —
Jesus Burgaleta.9

2.7. Filling and Transcending 
Suffering Through Love

Only love saves from the destruc-
tion to which pain can lead. Love
keeps pain from burning us away. In
many cases love frees us from de-
spair. And it is love which gives life,
which sustains us, which takes care
of us, which makes us grow and de-
velop, which prepares us for the loss
of life and helps us to give it. Only
love, giving, can transform death in-
to a “life-giving act par excellence.”
The design of God in relation to man
is love: he who continues to love,
even in suffering and death, contin-
ues to strengthen himself as a person,
and grows notwithstanding the fact
that his physical strength diminishes
and biological life expires. The fill-
ing and transcending of pain and
death through love is the most beau-
tiful miracle of the Christian faith. 

Jesus accepted suffering when he
came into contact with it, and active-
ly employed it as an opportunity to
express his love and total trust in the
Father, and his love for his brethren.
In his pain he was worried and con-
cerned about his mother: “Son, be-
hold your mother” (Jn 19:26). He
forgave those who had brought
about and caused his death: “Father,
forgive them, for they know not what
they do” (Lk 23:34). And he re-
sponded to the cry of the good thief
with the following statement: “To-
day you will be with me in heaven”
(Lk 23:43). In Christ, suffering “is
united to love” (SD 18). “In received
and given love, suffering and death
also find their meaning, and al-
though remaining within the mystery
which surrounds them, they can be-
come an event of salvation” (EV 81). 

“The effectiveness of a life is to be

found in the truth of its love and no
misfortune can take from us the
force to go on loving. I could lose
my activity, my future plans, my
sight, my health.... But none of these
losses, or all of them together, would
have the power to deprive me of the
capacity to love, to receive and to
give love. ‘While I am capable of
love,’ I said to myself, ‘I am invinci-
ble.’ The Spirit fills the without-
hope of our lives, and transforms it
into a thousand possibilities for com-
munion. Even if I cannot see now—
for many months I have been unable
to see out of either eye—I am happy
because others see and know how to
enjoy the gift of sight. If I cannot
share the joy of those who can use
their sight merely because I do not
have the same joy, this is because I
have allowed selfishness to take pos-
session of me. And this is something
which should really be seen as a mis-
fortune! If I open myself to share the
happiness of another person, I dis-
cover that in me, too, there are other
reasons for happiness and other
sources of happiness which can be
shared with other people” —Anto-
nio.10

2.8. Praying
Jesus found in prayer the force and

strength which he needed. On the
Mount of Olives he prayed constant-
ly: “My Father, if this chalice may
not pass me by, but I must drink it,
then thy will be done” (Mt 26:39).
And on the cross he places himself in
the hands of God: “Father, into your
hands I commend my spirit” (Lk
23:46). 

For the believer, prayer is the in-
strument which enables him to live
the mystery of weakness. To pray is
to enter into our inner selves and to
discover the place where we place
ourselves in contact with God and
with his salvific power. 

“In praying from the starting point
of what I was living, I began to trans-
form my illness into a time of grace.
The grace which the Lord granted
me was that of understanding that
the favor which I asked of Him, and
which He wanted to grant me, was,
above all, to accept the results of that
process, whatever it might have
been, as something which was the
most fitting and helpful for me. To
find the same meaning, or even
more, in life as I did before, notwith-
standing my loss of faculties. To
know that I could continue to be use-
ful and to work for others. To accept
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the changes in such meaning in line
with the results and to accept them
without turning them into some great
event which would sadden my life
and that of those who were near to
me—this was the highest miracle
which the Lord wanted to grant me,
or, rather, which had already taken
place in my innermost self” —Anto-
nio.11

“This afternoon during prayer we
were invited to ask the Lord for heal-
ing and to let Him heal us. It was a
prayer, a painful reflection. The tears
ran constantly down my face. I want-
ed to ask the Lord to heal me, but it
was impossible for my prayer to
arise from my heart because in order
to be healed I had to accept that I
limp. Before receiving treatment I
asked Him to accompany me on my
way, to grant me his Spirit and his
strength so that I could give a name
to what was happening to me and
tackle what lay in store. It was by no
means easy but now I feel at peace”
—Viky.12

2.9. Living Through Suffering 
in Hope

Pain does not have the last word.
Suffering passes; life does not. Faith
in the merciful and risen Christ leads
us to believe that suffering does not
have the last word, that it can be
lived as a salvific experience and as a
constant opportunity to love. Love is
the only thing which can conquer
death. 

“Despite the darkness and the
emptiness, I asked myself how pain
could annul my hope. Such a thing
could not happen unless I became
the center of everything—sulking,
demanding, and transmitting bitter-
ness to other people.... I felt pain as
an experience of ‘death’, and a series
of questions besieged me. Among
the questions which I asked myself
were these: How is it that in a believ-
er death is stronger than life? If Jesus
rose again and there is life and life to
the full, why should ‘death’ sink my
hopes? In my deepest being an un-
bearable joy rose up: It’s God! To the
extent that one ‘dies,’ one lives. One
lives in another way, but one lives—
one manages to touch the ‘other’ re-
ality” —Cecilia.13

Sé que voy a perder mi vida. Pero 
no importa; seguiré, sigo jugando. 
Y, aunque sé que me estoy 

desmoronando, 
voy a esperar, sigo esperando, 

espero. 

¿Dónde quedó mi corazón 
primero? 

¿Dónde el amor que amaneció 
silbando? 

¿Dónde el alegre adolescente? 
¿Cuándo 

mi alma cambié por este 
vertedero? 

Pero voy a seguir en esta noria 
de la esperanza, terco, testarudo. 
¡Leventad acta a mi requisitoria! 

Tal vez un día se deshaga el nudo. 
Y, si no puede ser, dirán: 

“No pudo. 
Pero murió a las puertas 

de la gloria”. 

—J.L. MARTIN DESCALZO14

I know that I will lose my life. But 
It does not matter, I will go on, 

go on playing. 
And even if I am breaking up, 
I will wait, will go on hoping, 

hope. 

Where is my first heart? 
Where is the love which appeared 

whistling? 
Where is the happy teenager? 

When 
did I change my soul for this 

heaviness? 

But I will continue on this 
waterwheel 

of hope—stubborn, obstinate. 
I will put what I am accused of on 

the record! 

Perhaps one day the knot will be 
untied. 

And if this is not possible, they 
will say, “He did not do it. 

But he died at the gates of glory.” 

2.10. Maintaining a Healthy 
Relationship with Suffering 
and with God in Pain

A healthy relationship with God,
especially during suffering, requires
constant purification. At the end of
the dark night of suffering we feel,
like Job, the living mystery of God,
strong in weakness, present in ab-
sence, eloquent in silence. A God
who looks for man in order to save
him, to free him, and to strengthen
him. A hidden and humble God who
does not impose himself with his
power and does not blind with his
glory; a God whose presence is dis-
creet and not oppressive, in the same
way as the presence of friendship
and real love is always discreet and
not oppressive. A God who suffers
with us so that we can learn to love

with Him and like Him. A God, the
future of man, who will not allow a
life to be destroyed by death. 

“The face of God, in whom I be-
lieve and who scandalously but real-
ly revealed itself to me in this experi-
ence, is the same face that I saw in
my parents and in so many other
people who struggle with all their
strength against pain and its causes.
They show their intense love by tak-
ing part in the pain of the children of
their own flesh and in the final analy-
sis accept in silence and powerless-
ness a love which will not allow a
child to be freed by death, but by a fi-
nal abandonment. Perhaps it is for
this reason that my faith now man-
ages to suspect that God was present
on the cross of His Son, and loved
him without taking any intervening
action. There is nothing more immo-
bile than love. Not even God was
‘able’ to free his beloved Son from
death. He did not abandon His Son in
final fashion to the power of death,
but raised him from the dead. And in
this way not only did God prepare us
to expect final life, but He also
showed us that there is a way of liv-
ing which constitutes the seed of the
resurrection. This is the hope which
animates us. In a conversation which
I had with my brother (who is termi-
nally ill with AIDS) I ventured to ask
him how he felt—given that he was
faced with an expected end which
was very near—if he believed or not
in another life, if he believed in
God.... His answer was as follows:
‘Now, when I am thirty-seven, I have
discovered that I lost my life because
I did not learn how to love. I knew
only how to use my life. One cannot
improvise loving. I do not know if
there is another life. If there is not,
this means that this hell is over both
for me and for all of you. If there is,
and if God is waiting for me there,
after the family experience which I
have had I cannot be afraid of meet-
ing Him” —Emma Martínez
Ocaña.15

2.11. Being and Feeling 
Accompanied 
in One’s Journey

To be able to approach and face
up to illness, suffering, and death
with serenity, with joy, and with in-
ner peace, and to reach the final ex-
istential moment in such a frame of
mind is only possible thanks to soli-
darity, company, love, and friend-
ship at the service of others. We can
face up to and accept this situation
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only when we do not feel alone,
when we feel the presence of other
people. 

“Only the grace of God has en-
abled me to remain joyful during
these recent years. I know that it is
by no means a pleasure to be in the
Garden of Olives, but, like the Lord,
I, too, had ‘angels who consoled
me.’ At times these angels ex-
pressed themselves in a simple way
through an inner peace. On other,
numerous occasions they took the
part of the people in these years who
have loved me and helped me a
great deal. My brothers, my friends,
and so many mysterious and un-
known people have supported me,
and I deem it a miracle that in nearly
all the dark hours there always ar-
rived a letter, a telephone call, or a
casual meeting in the street which
helped me to regain a sense of calm.
I must confess with joy that I have
never felt so loved as I have been in
these years. I emphasize this be-
cause I know very well that many
brothers and sisters have not had and
do not have the good fortune that I
have had and have. A family and a
sister who suffers at your side with
you are gifts which Providence has
given me but which—unfortunate-
ly—not all sick people have” —J.L.
Martin Descalzo.16

“What a relief to feel that some-
body is taking care of your situation
and is not trying to offer you some
kind of cheap consolation or to dis-
tance you from the truth of reality,
however hard it may be, or to imitate
your own feelings. The time has
come to recognize and to thank the
‘angels’ who allow you, and have al-
lowed you, as you travel down your
road, to rise up, to nourish yourself
with the bread of solidarity, neigh-
borliness, free self-giving, and
struggle, and thereby to go on walk-
ing” —Emma Martinez Ocaña.17

It is not easy to live through suf-
fering and death in a healthy way,
but it is possible. This is a gift and a
task for each and every one of us. I
would like to conclude with the final
message of those who took part in
the National Congress on the
Church and Health which was held
in Spain in 1994: “To believe in
Christ and to follow him, to experi-
ence the healing and saving force of
his life, his death, and his resurrec-
tion, is one of the healthiest and
most gratifying ways of living life to
the full, and of living through health,
illness, and death itself.”18

2.12. Training Oneself 
and Preparing Oneself to 
Live Through Suffering

One cannot improvise dealing
with the realities of suffering and
death—these are things which we
have to be well prepared for. It is im-
portant to be aware that they form a
part of the human condition, and to
grasp that one can be happy despite
pain, but that it is impossible to live
your whole life without pain. It is
constructive to live out the values
which illness and death put to the test
(solidarity, union, mutual service,
generosity, resistance...) and to culti-
vate those attitudes and approaches
which at the right moment facilitate
their being experienced (the accep-
tance of our limits, integrity during
such trials, love, radical faith in
God...). We must take advantage of
the illness of those who are with us
and see it as an opportunity for en-
richment and self-formation, etc. 

The Spanish Bishops’ Conference
has distributed a publication entitled
Testament of Life. In this work the
faithful are invited to reflect upon
life, suffering, death, and the here-
after. It is a profession of faith in life
as a gift of God, and in death as a fi-
nal event of earthly life and as a pas-
sage which opens the road to that life
which in the presence of God will
never end. There should be a wish to
die, an asking for help to engage in a
human and Christian living out of
death, a wish to prepare for the
peaceful experiencing of death, near
to one’s loved ones, and in the con-
solation of the Christian faith. 

RUDESINDO DELGADO PÉREZ 
Ecclesiatical Assistant 

of the Association of Christian 
Health-Care Professionals (PROSAC), 

Spain 
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1. Illness 

This is not the place to engage in
a medical definition of illness. It is
enough here to provide an approxi-
mate description based upon com-
mon experience. Without doubt the
term “illness” evokes a condition
which is opposed to health. It
seems that a valid distinction can
be made between “illness” and “de-
fect.” A defect which is congenital
or caused by an illness is a stable
reality which is compatible with a
state of health. A person who has
had a limb amputated has a defect,
but one could not say that he is sick.
In more serious cases, one can em-
ploy the notion of being an “in-
valid.” 

Illness is a reality which is in a
state of movement which itself is
engaged in a process of evolution.
Its most general and constant char-
acteristic is that of provoking an
imbalance in the functions of the
body in such a way that the harmo-
ny which characterizes the state of
health is compromised. When this
imbalance is such as to compro-
mise the essential vital functions of
the body, one can talk about a seri-
ous illness which is a threat or
which involves the risk of death.
Death can be described as the end-
ing of life brought about by this
state of imbalance between the dif-
ferent essential vital functions, or
their termination, a process which
leads thereby to the definitive de-
struction of the unity of the organ-
ism. The survival of certain cells or
groups of cells of an organism does
not constitute the “life” of the
whole to which they belong. One is
dealing here, instead, with rather
short or artificially maintained veg-
etative processes. 

What seems to be interesting for
our purposes is to see the physio-
logical process which we term “ill-
ness” as an initial or advanced mo-
ment of imbalance in the vital func-
tions, a state which has not yet
come to cause death, but which has
a relationship with death. 

When a person experiences ill-
ness, he finds himself in a situation
where the human being perceives
his mortality and thus his finite na-
ture, his powerlessness, his fragili-
ty, and his dependence. 

Given that man has a vocation to
eternity, the experience of illness
should be an appeal to his con-
science to face up sooner or later to
the question of death, the judgment
of God, and his eternal destiny.
Like all circumstances connected
with life, illness leads us—albeit in
a very special form—to remember
the pragmatic observation of St.
Paul, a statement which is of rele-
vance and importance to all Chris-
tians: “While we live, we live as the
Lord’s servants; when we die, we
die as the Lord’s servants; in life
and in death, we belong to the
Lord” (Rom 14:8). 

Having said this, it should also
be added that old age is a condition
which is similar to that of illness.
During old age various kinds of im-
balance emerge which compromise
the harmony and the unity of the
living organism, and this is a
process which inevitably leads to
death. 

It is, however, perfectly natural
that the Christian perceives illness
as a sign and reminder of his finite
nature and as an invitation to pre-
pare himself for the advent of eter-
nal life—that is, the final and defin-
itive stage of human existence, for
if our earthly life conforms to the

wishes of God, our being will al-
ways be centered on Him, and there
will be no possibility of our becom-
ing separated from Him. Further-
more, our being will achieve its
fullness on the day of the resurrec-
tion. 

Illness is usually marked by pain
and worry—conditions which are
inherent to this life, but which are
destined to disappear in the heaven-
ly Jerusalem: “Here is God’s taber-
nacle pitched among men; he will
dwell with them, and they will be
his own people, and he will be
among them, their own God. He
will wipe away every tear from
their eyes, and there will be no
more death, or mourning, or cries
of distress, no more sorrow; those
old things have passed away” (Rev
21:3-5). The Apostle St. Paul asso-
ciates temporal life with corrupt-
ibility (cf. 1 Co 14:43ff) and sees
the physical nature of the risen in
terms of the “spiritual,” which from
a certain point of view is synony-
mous with immortality. It is per-
haps for this reason that he argues
that “the last of those enemies to be
dispossessed is death” (1 Co
15:26). Pain necessarily refers to
nonpain and this is clearly a valu-
able concept or notion—although it
is certainly negative in literal
terms—by which to describe life,
harmony, and happiness. 

When we employ the terms
“pain” and “illness,” we usually re-
fer first and foremost to physical or
bodily pains or suffering. However,
we all know that there are pains and
illness which can be called “spiritu-
al” and which do not belong in an
exact sense to the category of psy-
chic pains. Whatever the case, the
unity of the human being is such
that spiritual suffering can have so-
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matic consequences and vice versa.
It is for this reason that the happi-
ness of the blessed in glory, which
principally consists of the joyous
vision of God, his ineffable being,
and his works, also includes full
physical harmony and the impossi-
bility of corruption and suffering.
In contrary fashion, the condition
of the damned involves pain with-
out end, a sort of internal lacera-
tion, an imbalance which tortures
and which comes from a clear
awareness of having rejected the
only good which is absolutely de-
sirable and the only object which
really blesses, and of not being able
to go back on this rejection. Just as
blessedness receives the appella-
tion “eternal life,” condemnation is
called “eternal death” and is de-
scribed by Holy Scripture with a
whole variety of images which
evoke suffering: “fire” (Mt 3:12;
18:8; 25:41), “worms” (Mk 9:43-
47), “gnashing of teeth” (Lk 13:28;
Mt 24:51), “darkness” (Mt 8:12;
22:12), etc. 

2. Life 

On the horizon of many men to-
day the word “life” refers only to
the physical and temporal dimen-
sion of their existence. The contem-
porary world has acquired a very
developed sensitivity towards the
rights of the human person and,
above all, the rights of his physical
life. That life is protected by law
and is defended against unjust ag-
gressions. Complicated and expen-
sive systems of social security and
welfare measures have been devel-
oped to help people who are sick or
physically or mentally limited. Cu-
riously enough—and in truth this is
something which is really scan-
dalous—many systems of legisla-
tion allow attacks on the life of the
unborn child and see it as some-
thing which is legitimate. Abortion
in its various forms—something
which is atrocious and expressive
of a general decadence of moral
sentiment and sensibility—has
been eliminated from the list of
crimes which are punished by soci-
ety. After the legitimation of abor-
tion we have had to face the legiti-
mation of euthanasia, and it cannot
be denied that between the two phe-
nomena there is an inescapable log-

ic of connection. Subsequently, we
have also encountered genetic ma-
nipulation, and the possible devel-
opments in this sphere are highly
unpredictable. We must be happy
about the growing concern and
awareness which is now present as
regards respect for life, but it is not
possible to feel a certain amaze-
ment and indignation when we are
faced with the various forms of as-
sault on life which now confront us. 

However, in the light of faith, life
in its complete meaning is much
deeper—it is life in Christ and for
God. “For me, life means Christ;
death is a prize to be won,” (Phil
1:21) declared St. Paul,  who added,
“And yet I am alive; or, rather, not
I—it is Christ that lives in me” (Gal
2:20). The parable of the Prodigal
Son (Lk 15:11-32) clearly teaches
that life distant from God does not
deserve the term “life,” but is in re-
ality misery and death. As the fa-
ther of the returning son declares,
the boy who came back to the fam-
ily home “was dead and has come
back to life” (Lk 15:32). The mis-
sion of Christ can be summed up by
his own words: “I have come so
that they may have life, and have it
more abundantly” (Jn 10:10), and
he himself proclaims that he is “the
way, the truth, and the life” (Jn
14:6). When the Apostle St. Paul
states with extraordinary force and
directness that “for love of him I
have lost everything, treat every-
thing else as refuse, if I may have
Christ to my credit” (Phil 3:8), in
fact he is doing nothing else but ex-
pressing his belief that nothing has
value if it is in opposition to the
Lord. When confronted with the
choice of losing their physical lives
or gaining eternal life, the martyrs,
with wisdom, chose physical
death—they decided to surrender
their earthly life in favor of the
achievement of eternal life. 

Every Christian must always
bear the perspective of eternal life
in mind, and it is in this light that he
must judge and evaluate the objec-
tives which arise and the options
which go to make up the history of
his existence in freedom. The re-
membrance of death, therefore, is
not a tragic remembrance, but an
awareness of a normal fact which,
though it is not any less painful for
this reason, constitutes a staging-
post on the road to eternal life—as

long, that is, as existence on this
earth has conformed to divine law.
The remembrance of death is an in-
vitation to give value to objectives
and options from a sole valid per-
spective—that is, in relation to
their conformity to the will of God.
Temporal life is nothing else but a
preparation for, or an antechamber
to, eternal life: God concedes us
temporal life so that we can deserve
the eternal life which is our real end
and purpose—indeed, our only de-
finitive end (cf GS 22)—and in the
light of which everything else must
be understood, assessed, and evalu-
ated. 

Eternal life is not only the im-
mortality of the soul, but in the fi-
nal analysis the life to the full of the
whole human being, both body and
soul—the place of resurrection on
the day of the Parusia of the Lord.
This life in its fullness will be the
expression of perfect harmony be-
tween man and God, a harmony
which is the result of the justifica-
tion and the grace which are the po-
lar opposites of sin, whose conse-
quence is death (cf Jn 3:19; Rom
5:12-21). For this reason, it is not
only legitimate, but also logical to
affirm that every choice in favor of
the rejection of sin is a choice in fa-
vor of life, just as every decision in
favor of sin in the truest sense pos-
sible is a decision in favor of death. 

3. The Sacraments: Signs of Life 

The teaching of St. Thomas of
Aquinas to the effect that the sacra-
ments are commemorative signs of
the Passion of Christ is well
known. This Christian thinker be-
lieved that they demonstrate grace
and anticipate future glory. All of
this has an intimate relationship
with life because the death of
Christ constituted a victory over the
power of sin and death; grace is re-
al life already present in this world;
and glory is the fullness of life.
These three dimensions correspond
to each sacrament, albeit with the
special element of grace, which is
particular to each of the sacra-
ments. 

The three sacraments of Christ-
ian initiation—Baptism, Confirma-
tion, and the Eucharist—are the be-
ginning, the maturity, and the suste-
nance of the new life which has
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been embraced. They are, so to
speak, the re-creation of man (Eph
4:24; Col 3:10; 2 Co 3:17; Gal
6:15), the gift of divine adoption
and participation in the nature of
God (2 Pt 1:4; Jn 6:53-57; 15:4:8),
and the beginning on earth of the
vocation to holiness and praise of
the glory of the grace of God (Eph
1:3-14). It should be remembered
that these three sacraments, which
introduce grace into life, already
aim towards the final and total des-
tiny of the whole man, in his body
and soul—a destiny which involves
an eternal and glorious life made up
not only of the immortality of the
soul, but also of the resurrection of
the body. One should not under-
state the importance of the very di-
rect expressions employed by St.
Paul: “But your bodies are not
meant for debauchery—they are
meant for the Lord” (1 Co 16:13);
“Have you never been told that
your bodies belong to the body of
Christ?” (1 Co 6:15); “Surely you
know that your bodies are the
shrines of the Holy Spirit, who
dwells in you. And he is God’s gift
to you, so that you are no longer
your own masters” (1 Co 6:19); and
“Glorify God by making your bod-
ies the shrines of his presence” (1
Co 6:20). The Apostle discusses
these aspects of the question of
Christian chastity with reference to
our destiny of resurrection, which
is the projection of the resurrection
of Jesus Christ (1 Co 6:14). 

The sacraments of Penance or
Reconciliation and the Anointing of
the Sick make up the so-called
sacraments of health, healing, or
treatment (Catechism of the
Catholic Church, 1420ss.) because
they presuppose the existence of a
serious fracture in spiritual and
physical health of a Christian which
has taken place after baptism. 

Penance seeks to restore health
and aims at a “second” justification
with the aim of destroying sin,
whose consequence is “death,” or
rather the deprivation of the life of
Christ on this earth, of “deifica-
tion,” and, in definitive terms, of
the possibility of having access to
the fullness of Life in eternity. The
state of “death” caused by sin leads
to eternal death, which afflicts the
whole man unless there is conver-
sion or reconciliation with God. Sin
is connected, therefore, with a dis-

aster (perhaps of a physical charac-
ter as well) which has befallen the
human person, and for this reason it
is right to understand reconcilia-
tion—although it refers in a direct
form to “spiritual life”—as having
(despite this fact) a corporeal effect
(we today would use the term “so-
matic”). This effect involves restor-
ing the practical possibility of gain-
ing access to life in Christ, whose
full expression is eternal life and
the glory of the resurrection. 

The Anointing of the Sick as-
sumes that the person who is
anointed is a Christian who has al-
ready been baptized, who is still in
possession of his rational faculties
(which implies the capacity to have
sinned, even if only venially), and
who has been struck by an illness
which places his life in danger,
even though there is not an immi-
nent danger of death. Here we en-
counter a point of special impor-
tance in studying the interrelation-
ship linking health, grace, and life.
I will return to this subject later in
this paper because it requires a sep-
arate analysis all its own. 

The two sacraments of Holy Or-
ders and Marriage are seen as
sacraments which aim in particular
at the achieving of social order
within the Christian community
(Catechism of the Catholic Church,
1534ss). The belief that the other
sacraments have only a personal di-
mension would involve departing
from the teaching of St. Paul, who
perceives the Church as the “Body
of Christ” (Rom 12:5; 1 Co 10:17;
12:12; Eph 4:16: Col 2:19) and thus
a community reality within which
there exists a solidarity which goes
well beyond a mere legal member-
ship (LG 8 and 9). Each and every
sacrament communicates graces
the benefits of which are received
not only by those who engage in
them: these sacraments enrich and
affirm the ties which exist among
the members of the People of God,
ties which are first and foremost
those of grace and life in Christ. If
the two sacraments of Holy Orders
and Marriage are seen as referring
to the social life of the Church, this
does not exclude the fact that there
is a social dimension to the other
sacraments. It is a statement to the
effect that these two play a special
role in the sacramental structure of
the Church. 

The sacrament of Holy Orders
transmits the succession of apos-
tolic ministry, which ensures a cer-
tain form of the presence of Christ
within the community through the
exercise—in his name and not
through human decisions—of the
tripartite ministry of the authentic
preaching of the word of the God,
of presiding over the liturgical cer-
emony “in persona Christi,” and
guidance in the name of Christ of
the ecclesial community. Given
that the Church is in pilgrimage to-
wards the Kingdom of Heaven,
which is her fullness and comple-
tion, and given that this pilgrimage
is nothing but the consequence of
Christ and his growth in every
Christian (Eph 3:19; 4:13), the or-
dained ministry is a ministry of life
and salvation in which the dispen-
sation of the ministries of God (1
Co 1:1; 2 Co 6:2), and the power to
cast out evil spirits (Mk 3:15)
whose action is the root of physical
and eternal death (Gen 3:16-19; Sb
2:24), are inseparably bound up. 

It should not be forgotten that
since ancient times the Church has
entrusted to ordained ministers the
power to cast out the devil from
those believers who have fallen un-
der his power—this is the liturgical
activity known as “exorcism.” And
it should also be remembered that
in apostolic action towards the
sick—where members of the laity
can and must shoulder various
kinds of responsibility—it is the
specific and exclusive duty of
priests to administer the sacrament
of the anointing of the sick just as
in the same way priests and dea-
cons are the usual ministers of the
viaticum for those who are about to
leave this world. 

One could also say that the
Sacrament of Marriage “struc-
tures” the Church in the sense that
the conjugal community reflects
the bridal relationship between the
Church and Christ. Christian mar-
riage is a sacrament—that is, a real-
ity of grace and thus of life in
Christ. An essential task of Christ-
ian marriage partners is that of pro-
viding each other with mutual and
loving help in their pilgrimage to-
wards the Lord, supporting each
other in a permanent form in the
promotion of the ideal of holiness,
which for the marriage partners
must necessarily take place within
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the framework of the marriage con-
dition. And, given that holiness is
synonymous with the fullness of
life in Christ, it is perfectly logical
to affirm that marriage is a sacra-
ment of life which not only seeks to
secure mutual support in a tempo-
ral, physical, or affective sense, but
also that its fruit of grace should be
necessarily understood within a
context of eternal life, precisely at
the “wedding of the Lamb,” which
is referred to in the last of the books
of the Bible (Rev 21:9). 

This is also to be deduced from
the fine teaching of St. Paul in his
letter to the Ephesians (5:21-23).
Various sections from this text en-
able us to assert that the Apostle
sees the Church as a fertile bride
who, through the grace of Jesus
Christ, generates children, and cer-
tainly not only at the end of her ful-
fillment in this world, but so that
they can respond to a vocation of
holiness and eternity. The role of
the Christian marriage partners in-
cludes their responsibility towards
their own children—a responsibili-
ty which is truly “apostolic.” Chil-
dren are brought into this world so
that they can be children of God,
parts of Christ and of his Church,
temples of the Holy Spirit, and
heirs to the Kingdom of Heaven—
that is, so that they may have life
and not only corporeal life or the
life of this world, but true life,
which cannot be such unless it is in
Christ. It is therefore right to assert
that marriage is a sacrament of the
growth of the Church by the path of
the natural and supernatural fertili-
ty of the marriage partners. It is a
sacrament which leads to the exis-
tence of new members of the com-
munity of salvation who are called
to grace and glory. 

4. The Sacrament of the 
Anointing of the Sick    

As has already been observed,
the direct beneficiary of this sacra-
ment is a Christian, and, further-
more, a baptized Christian, who
has his rational faculties and is un-
dergoing suffering which threatens
his life, even though that danger is
not imminent. The tradition of the
Church sees old age and senility as
on a par with illness. The time to
administer this sacrament begins

when suffering is already present
and threatens physical life, even
though not in an imminent or in-
evitable sense. It is a pastoral error
and a lack of charity to delay the
administration of this sacrament
until the sick person is dying or
near to dying, or perhaps is already
in a state of unconsciousness. It is a
pastoral error because this sacra-
ment gives the grace by which the
cross of illness can be borne, a
cross which appears long before
the immediate drawing near of
death. This pastoral error is based,
therefore, on an erroneous idea of
the fruit and the grace of this sacra-
ment. There is also a lack of charity
which can become objectively of a
very grave nature because a Christ-
ian is deprived of the sacramental
graces whose fruit is precisely that
of helping him to bear the reality of
the illness or his old age as a form
of his life in Christ. 

In relation to this whole question,
the Catechism of the Catholic
Church teaches that: 

“The special grace of the sacra-
ment of the Anointing of the Sick
has as its effects: the uniting of the
sick person to the Passion of Christ,
for his own good and that of the
whole Church; 

the strengthening, peace, and
courage to endure in a Christian
manner the sufferings of illness or
old age; 

the forgiveness of sins, if the sick
person was not able to obtain it
through the sacrament of Penance; 

the restoration of health, if it is
conducive to the salvation of his
soul; 

the preparation for passing over
to eternal life.” (Catechism of the
Catholic Church, 1532). 

Illness is a reality which can be
ambivalent in relation to salvation.
It can be experienced in intimate
union with Christ in his painful
Passion, in a spirit of penance and
offering, and with patience and
serenity. But it can also be experi-
enced, unfortunately, in rebellion
against God and even with despair
and impatience, without thinking
of the Passion of Christ, with
doubts rather than faith or with a
lack of trust in the loving mercy of
God. The first of the ways of living
through illness described above is
that of “experiencing it in Christ”
as a salvific condition, the drawing

near of the end of this pilgrimage
on earth with the eyes of faith rest-
ing on blessedness and the House
of the Father. This experience in-
volves overcoming the innate diffi-
culty and the repugnance of the sit-
uation by accepting pain and
death—this difficulty is rooted not
only in ourselves, but can also be
advanced by the action of Satan,
who wants to ensure that the Chris-
tian finishes his earthly existence in
a lack of trust in the love of God,
refusing Him or feeling rejected by
Him. This victory can be nothing
else but the fruit of the grace of
God, whose usual channel in the
Christian economy—and because
of the circumstances of the ill-
ness—is the sacrament of the
Anointing of the sick. 

The experience of illness or of
old age reminds us of the reality
which Jesus Christ took upon him-
self. As the Son of God he emptied
himself and took on human nature
in a form like ours—without, of
course, the reality of sin—and
humbled himself to the point of
suffering death, and death on the
cross. For this reason, the Father
exalted him and gave him the name
which is above any other (cf Phil
2:6-9). Illness and old age are hu-
miliations which place man in front
of the void and emptiness of the
meaning of his independence and
invite him once again to place trust
in God alone. They are a painful
purification which constitutes a les-
son in humility written into the ba-
sic Christian doctrine of the inade-
quacy of merely human forces in
the achievement of salvation and
the victorious strength of grace,
which “has power to raise up chil-
dren of Abraham out of these very
stones” (Mt 3:9; Lk 3:8) because
“nothing is impossible for God”
(Lk 1:37; 18:27). 

The doctrine of the Church as-
serts that the fruit of this Anointing
of the sick is a profound “purifica-
tion” of the soul of the person who
receives this sacrament (cf DS
1696). How should this purification
be understood? Perhaps a compari-
son with the scars which are left af-
ter physical wounds have healed is
appropriate for our purposes. A
scar in itself is not an illness; it is
not painful; and it does not develop
in such a way as to threaten health.
But it is not beautiful. It makes us
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ugly. It is a lack of harmony and
bears witness to a previous “disor-
der.” It would be ingenuous to be-
lieve that personal sins and, above
all, those which were previously a
“habit” pass without leaving any
traces. A strongly felt conversion
which is painfully full of love may
completely extirpate the conse-
quences of sin. But feelings are not
usually so strongly felt, nor so
painful, nor, indeed, so full of love,
and for this reason a new gift from
God is necessary, a gift of grace
which counters the weakness or the
imperfection of the conversion—
this is the gift which comes through
the sacrament of the Anointing of
the sick, a sacrament which pro-
duces fruit according to the ap-
proach and attitude of the person
who receives it. 

The sacrament of the Anointing
of the sick produces certain effects
in relation to the condition of the
illness which is suffered and helps
in enabling that illness to be suf-
fered in a Christian way. Other ef-
fects seek to obtain that justifica-
tion which it is not possible to ob-

tain from the sacrament of
Penance. Lastly, there are effects
which are principally directed to-
wards acquiring the right attitude
and approach by which to enter in-
to eternal blessedness and thereby
contemplate face to face the ineffa-
ble beauty of God. 

Often the illness finishes and
man recovers his health. It can hap-
pen, therefore, that this Anointing
is received more than once during
an individual’s life if an illness re-
turns or if the illness grows worse. 

For this reason Holy Anointing is
also a sacrament of life: to live in
Christ the condition of threatened
physical life, to make the whole of
the Body of Christ the fruit of the
personal experience of the Passion,
and to enter eternal life and the glo-
ry of the resurrection through a hu-
miliation and provisional destruc-
tion of the body which is endured
with the realism of faith. 

The seriously ill Christian must
receive the sacraments of Penance,
the Anointing of the ick, and the
Eucharist as a Viaticum. The Body
of the risen and glorious Christ

which is received in such circum-
stances is the pledge and the guar-
antee of the resurrection which
awaits the Christian on the day of
the Parusia, when the final enemy
will be destroyed—that is, death it-
self (1 Co 15:26). 

“This corruptible nature of ours
must be clothed in incorruptible
life; this mortal nature, with im-
mortality. Then, when this corrupt-
ible nature wears its incorruptible
garment, this mortal nature its im-
mortality, the saying of Scripture
will come true: ‘Death is swal-
lowed up in victory. Where, then,
death, is thy victory; where, death,
is thy sting?’ It is sin that gives
death its sting, just as it is the law
that gives sin its power; thanks be
to God, then, who gives us victory
through our Lord Jesus Christ” (1
Co 15:53-57). 

+ Most Rev. J. ARTURO MEDINA
ESTÉVEZ 

Pro-Prefect of the Congregation 
for Divine Worship 

and the Discipline of the Sacraments, 
Holy See 
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This Twelfth International Con-
ference, which is dedicated to the
subject of “Church and Health in
the World,” is to be placed within
the framework of our approaching
the year 2000 with all its “expecta-
tions and hopes.” 

The opening speech, which we
listened to yesterday, given by
Cardinal Laghi, really opened up
the road to the Jubilee, in a broad
and deep way, by presenting Jesus,
the Word made Flesh, as the
“health and salvation of man.”
What could I add here after this
speech? In essential terms, the
grace of a Jubilee is not really so
original. It merely takes advantage
of an exceptional year—the transi-
tion from one millennium to an-
other—in order to draw attention
to the divine event, which in itself
is very great, but which human
practice has reduced to another
fact, that of the birth of Christ the
Savior. This has taken place to
such an extent that, in a truly igno-
rant way. when looking forward to
the year 2000, people have thought
only of reserving a table at the ban-
quet to mark this fascinating date! 

It is a most positive fact that
your conference underlines how
health and salvation in the econo-
my of salvation are mutually sig-
nificant and rich in meaning and
that, as a result, it is Christ’s inten-
tion to bestow them together. A
day will come when they will co-
incide, when death will be van-
quished—death, the final enemy
to be defeated. At that time glori-
fied man will enjoy perfect happi-
ness, a complete Jubilee, because
he will be saved in a complete and
overall sense. 

I am thinking here of that para-
lyzed person from Trastevere (dur-

ing the Jubilee of 1975) whom the
Holy Father, Paul VI—himself im-
mobilized by various forms of
rheumatism—took into his arms
and promised that one day, after
the resurrection, he would dance in
front of the Lord. Both of these
figures must now be impatient of
that day when their bones will be
healthier than ever and they will
dance together in happiness under
the astonished eyes of the celestial
court! 

Church and health in the
world. Ours is a curious epoch,
given that the phrase “world of

health” seems derogatory because
it is applied to illness, the world of
illness, and its prevention. Unless,
that is, Dr. Knock was right when
he said that every healthy person is
a sick person without being con-
scious of the fact. Whatever the
case may be, healthy people no
longer dare to talk about sick peo-
ple; they no longer know how to
talk to those who are ill. It is al-
most as though these two cate-
gories lived on different planets. 

What should we say, therefore,
as the Jubilee of the Year 2000 ap-
proaches, to ensure that the
healthy and the sick are always
with and among each other, in a
community of destiny where man
passes from one state to another?
The answer is simple. They should
live together as much as possible,
for each other, and through each
other. 

From the point of view of the
healthy person, the sick person
seems to be abnormal. One need
only think here of the current
phrase “to fall ill.” Through this
image of the fallen person popular
wisdom emphasizes that illness is
often an obstacle on the road to life
because of the state of dependence
and loneliness which it involves. 

From the point of view of the
sick person, the healthy person
seems to be engaged in what is fu-
tile, immersed as he is in ambitions
and chimeras which he pursues
with anxiety. He sees us as being
the wrong way round and inside
out, and this is a call to those who
live on the surface of things to
move towards what is profound; it
is a call to prayer directed towards
those who become dizzy in action. 

The great Jubilee must be an op-
portunity to understand the role of

ROGER ETCHEGARAY
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suffering in the lives of men and
Christians. The Church does not
canonize suffering—to fight
against suffering is also a duty and
we should praise those wise peo-
ple who help to reduce suffering
without impinging upon the lucid-
ity of sick people. The only reason
why a disciple endures suffering is
because his Master underwent it at
the outset. “Christ did not come to
explain suffering; he filled it with
his presence,” declares Paul
Claudel. He alone can really com-
municate with those who suffer.
We can do nothing but keep quiet
or merely point out with our fin-
gers the “Holy Face” of the Cruci-
fied One. All the rest is indecency
and insolence. During this first
year of preparation for the Jubilee,
which concentrates upon the per-
son of Christ, how many times
have we ourselves carried out what
was done by Saint Veronica? 

The great Jubilee must also be
an opportunity to ensure that the

“world of health and health care”
is a place which is radically mis-
sionary in character and thus a spe-
cial field for evangelization. Be-
cause it is here that in a crucial
way we encounter the mystery of
man in his most precarious of con-
ditions, and perhaps the most scan-
dalous of them all—that of his suf-
fering. 

It is a place where men mobilize
themselves to struggle against ill-
ness, against being in a bad state.
This has been done through some
very impressive achievements,
without, however, managing to
knock down the wall of death. 

It is a place of coexistence
where men (both patients and
those who provide treatment and
care) from every cultural and reli-
gious context train themselves in a
face-to-face struggle against evil.
But at the same time it is a place
where social conflicts become ex-
acerbated. 

It is also a place where the ques-

tion of the real meaning of life and
its nonmaterial rewards is raised
with the greatest clarity. I am
thinking here of that father from
Marseilles who showed me his
Down son and said, “For God, mi-
nor-league people do not exist.” 

Yes, indeed: the “world of
health” is really a field where we
can prepare for the great Jubilee
and celebrate the great Jubilee, and
this is because in that field there
strongly resound all the expecta-
tions and hopes of mankind, which
now finds itself in a state of excite-
ment and in search of health as the
year 2000 looms on the horizon. In
a very deep sense I would like to
thank His Excellency Archbishop
Lozano and all those who work
with him. 

His Eminence ROGER 
Cardinal ETCHEGARAY, 

Chairman of the Committee 
for the Great Jubilee of the Year 2000, 

the Holy See 
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1. Buddhism 

Probably none of the great reli-
gions has dedicated so much atten-
tion to the question and subject of
health as Buddhism. The medical
concept of dukkha—that is, pain—
was the point of departure for a pen-
etrating analysis of human exis-
tence which led the contemporaries
of Buddha to hail him as the
“supreme physician.” Without
mental and physical health it is not
possible to lead a sound life. De-
spite the fact that every healthy
body is destined to fall ill and to die,
it remains true that without the pos-
itive value of health the condition of
suffering and impermanence cannot
be overcome. Genuine physical and
mental health is obtained through
an assiduous practice of morality
(sîla), where body and mind act in
perfect harmony. Given that Bud-
dhist morality does not distinguish
between “good” and “evil,” but in-
stead emphasizes behavior relating
to health (sappâyakiriyâ) with a
view to obtaining the neutralization
of karma (that which does not en-
gender salvation), health in an over-
all sense is considered of the high-
est possible value: “Health is the
greatest of goods” (ârogyaparamâ
lâbhâ).1 A modern Buddhist writer
has linked this statement to that call
for “a standard of living suitable to
the health and well-being of a man
and his family” which is to be found
in the Universal Declaration of Hu-
man Rights of 1948.2

One of the essential precondi-
tions for obtaining enlightenment
was expressed in the principle of
mens sana in corpore sano. As a re-
sult of an ascetic life among the
masters of the forests which was
too severe in character, Gautama
Sakyamuni became so physically

weakened and so debilitated that he
was not able to obtain mental seren-
ity. He detached himself from ex-
treme asceticism—in the same way
as he had previously moved away
from a life of luxury—and pro-
claimed, instead, “the middle way.”
He argued that this was the natural
precondition for the spiritual life
because the path of salvation re-
quires a healthy and robust body.
He himself regained his physical
strength by eating rice mixed with
honey and milk—a diet which he
subsequently recommended to his
monks for its therapeutic qualities.    

“[Rice with milk and honey] con-
fers ten things on the monk: 

Life and beauty, ease and strength; 
For him intelligence arises from it. 
It dispels hunger, thirst, and wind, 
It cleanses the bladder, it digests

food; 
This medicine is praised by the

well-farer.”3

A section from Anguttara-
Nikâya (II, 143)4 states that there
are two kinds of illness, physical ill-
ness and spiritual illness. Whereas
man can enjoy physical health for a
hundred years, it is difficult to find
an individual who has not had spir-
itual illness for at least a moment.
The Buddha drew up a list of the
four principal spiritual illnesses
which afflict monks—greed, vexa-
tion, and discontent with life, all of
which lead to a desire for esteem,
gain, honors, and fame. In the
search for such things the monk en-
ters into a state of vanity and with
such impure intentions might go to
call on families and preach the
dharma. The Buddhist path, which
is based upon an analysis of “suste-
nances” (âsava) which give rise to
these illnesses,  leads on to a

healthy and serene life through their
destruction. 

“After recognizing this mis-
ery that ‘pain is born from de-
pendence on sustenances,
through a clear understanding of
all the sustenances, freed from
all the sustenances, the wise
man who has well understood
that health depends upon a dis-
solution of the âsava which is
carried out with decisive dili-
gence in the Doctrine cannot be
defined with a name.”5

The Buddha believed that illness
took place within a psychosomatic
dimension and was the fruit of a
previous karma whereby man was
imprisoned by an attachment to il-
lusions. As the body is a “coagulat-
ed karma,” medical treatment not
only eliminates the illness, but also
creates the necessary orientations to
advance along the path which leads
to enlightenment. The problem of
physical health, therefore, can only
be addressed within the context of
overall health. 

Healing as an Analogy 
of Salvation 

In his great compassion for the
suffering of living beings, the Bud-
dha presents his truth as a therapy
which involves the whole physical-
mental complexity of his followers,
and his analysis of the existential
condition of man as expounded in
the Four Noble Truths follows a
method of precise medical analysis.
The “everything is dukkha” diagno-
sis of illness in the first truth is
based upon an analysis of its ori-
gins, which are located in the
“thirsts” (tanha) of desires (the sec-
ond truth). Then healing (the third
truth) is aimed at, lastly, at recom-
mending a treatment which consists

MICHAEL FUSS
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of the practice of the “eightfold
path” (the fourth truth): 

“It is necessary to see the truth
of pain as an illness, the    truth
of the origins of pain as a cause
of illness, the truth of the extinc-
tion of pain as the healing of ill-
ness, and the truth of the path as
medicine.”6

Some authorities even detect an
analogy between this analysis of
life and the ancient medical science
of Ayurveda, with its four divisions:
illness (roga), the cause of illness
(roganidâna), the cure for illness
(roganivârana), and the application
of medicine (tikicchâ).7 In the great
utopia of Milindapañha8 on the City
of the Law reference is made to the
medicine of the enlightened one,
who offers bitter treatment to
achieve liberation from the cycle of
samsâra. Taken as a whole, the
hard and severe spiritual transfor-
mation is likened to recovery from
illness: 

“As if a man were a prey to
disease, in pain, and very ill, and
his food would not digest, and
there were no strength left in
him; and after a time he were to
recover from that disease, and
his food would digest, and his
strength come back to him;
then...he would be of good cheer
at that, he would be glad of heart
at that.”9

The Buddha explains the process
of reawakening in the parable of a
man wounded by a poisoned arrow
who then has to undergo a painful
surgical operation. He compares the
wound to the field of passions, the
poison to ignorance, the arrow to
desire, the exploration of the sur-
geon to knowledge, his knives to
noble wisdom, and the Buddha
himself takes on the role of the doc-
tor and the surgeon.10

The Buddha allows his monks to
use many traditional medicines and
cures (a long list is to be found in
Mahavâgga, VI). Generally, how-
ever, medical treatment is always
subordinated to spiritual exercises.
The ascesis of the monk requires
the treatment of health, and this is
also seen as testimony to the com-
passion and benevolence of the
Buddhist community. The monks
can give advice to secular people,
but health care and treatment can
never become a means by which to
obtain alms and must not develop
into a source of distraction from

spiritual life. In general, the specific
treatment of illness, involving such
elements as hospitals, clinics, and
rest homes, is entrusted to the gen-
erosity of secular people or to pub-
lic authorities. The monks are thus
to concern themselves with provid-
ing spiritual help. 

In ancient times the practice of
medical science became a useful
way of propagating the Buddhist
dharma,11 and this was especially
true in the world of Chinese Tao-
ism, with its practice of alchemy. It
was also a means by which to
spread the principles of Indian med-
icine within the various cultures of
the time. When we come to survey
the work of Buddhist rulers, it may
be observed that the Emperor Aso-
ka (the third century BC)12 pre-
scribed in his second work both
medical treatment for men and for
domestic animals and the cultiva-
tion of medicinal plants for such
treatment. Over the centuries many
other Buddhist kings in the coun-
tries of Theravâda and Mahâyâna
have followed his example and all
have obeyed Nâgârjuna’s exhorta-
tion to his king: “Enable the blind,
the sick, the humble, the unprotect-
ed, the destitute, and the crippled—
all equally—to obtain food and
drink without omission.”13

The Paritta: The Practice 
of Positive Thought 

The frequent recital of the paritta
(in Singhalese the term employed is
pirit),14 a collection of twenty-four
canonical texts which ward off
mental and physical illness, is still
widely practiced in popular Bud-
dhism. Acting on a belief in the in-
herent force of the melodious recit-
ing of sacred formulas, an attempt
is made to unblock every mental
closure of the patient and to activate
the healing powers of his subcon-
scious. A concentration upon posi-
tive values not only induces such
feelings, but also eliminates a con-
trary, negative attitude. This is not a
magical automatism, but a trusting
openness to the truth of the words
of Buddha. 

“The paritta protects these,
but not the others. There are
three circumstances in which
the paritta does not offer protec-
tion: an impediment caused by
nonsalvific actions (kamma), an
impediment caused by mental

clouding (kilesa), and lack of
trust. The paritta, because it is a
protection of beings, loses its
protective action as a result of
the actions of these same be-
ings.”15

A readiness to open oneself to the
operation of positive realities
means, in the final analysis, to open
oneself in trusting fashion to the un-
conditional compassion of the dhar-
ma of which the Buddha is the bear-
er. An awareness of mutual interde-
pendence (pratîtya-samutpâda) en-
ables the individual to allow him-
self to be penetrated and to be fully
cured by spiritual joy and happi-
ness. It is within the context of this
radiation of universal compassion
that we should also understand the
frequent invocation of the faithful
which is taken from the Metta-sutta
(Love Sûtra): “Let all beings be
happy, with a contented spirit!” 

Compassion in the Mahâyâna 

In the Mahâyâna two aspects of
health emerge from a study of the
figure of the Bodhisattva (“king of
the doctors,” bhaisajya-râja) and
the hypostasis of universal compas-
sion, which is expressed in the fe-
male divinity Kuan-yin. The Bod-
hisattva who offers himself for the
salvation of everyone is seen in the
Lotus Sûtra (Saddharmapundarîka-
Sûtra) as a vase which contains the
medicine of the dharma which heals
the multitude. Here we encounter
the model of the religious teacher
who is to be found engaged in his
task. 

“If a man is to preach this
scripture, he should enter into
the room of the Thus Come
One, don the cloak of the Thus
Come One, and sit on the throne
of the Thus Come One... Great
compassion is the room, tender
harmony and endurance of in-
sult, the cloak, while the empti-
ness of the dharmas is the
throne; making these his home,
he preaches to the multitude.”16

In the parable of the physician,
the Lotus Sûtra describes the role of
the Buddha as a useful means (up-
âya) by which to achieve salvation.
As the spokesman of the dharma,
the Buddha sees himself as the uni-
versal physician who strives to heal
his children by every means possi-
ble, even to the point of feigning his
own death. The gradual reawaken-
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ing of men is compared to the
process of healing, and appropriate
medicines correspond to their vari-
ous dispositions: “Seeing the pre-
cariousness of the agonies of his
children, the father tried the various
herbal medicines of his books,
which were rich in colors, perfumes
and tastes, together with prescrip-
tions.”17 The historical event of the
Buddha, his enlightenment, preach-
ing, and death, were a medicine for
the healing of the world. And thus it
is that physician and medicine coin-
cided in the achievement of salva-
tion. 

The figure of the Bodhisattva
Avalokitesvara—”he who hears the
cry of the world”—has become a
hypostasis throughout Asia for the
infinite compassion and consola-
tion of the Buddha and is intensely
venerated by the people as a help
for every affliction. Represented in
iconographical terms as Kuan-yin
(Kwannon) and thus portrayed as a
woman, his thousand arms and
thousand eyes express his ability to
see and to distance every evil: “The
pains of birth, of old age, of illness
and of death will be gradually re-
duced.”18

In the Vimalakîrtinirde-a-sûtra
the wise man Vimalakîrtu takes ad-
vantage of a feigned illness to
preach on the subject of the precari-
ousness of the human body. 

“The body, which cannot be
grasped, is like a ball of foam.
The body, which does not last
for long, is like a bubble of wa-
ter. The body, arisen from the
thirst of passions, is like a mi-
rage.... The body, which perish-
es instantaneously and is unsta-
ble, is like a flash of lighting.
The body, born of multiple con-
ditions, has no master.”19

Illness reveals the impermanent
nature of earthly existence and Vi-
malakîrti endures it in an approach
which aims at the salvation of all
men. The noble figure of the Bod-
hisattva is present in this enlight-
ened secular individual. In his altru-
ism he takes upon himself the suf-
fering of others as a means by
which to achieve general salvation.
Because he himself is ill he is at one
and the same time both a model for
health-care workers and also illus-
trates the mutual relationship be-
tween the patient and those who are
responsible for his treatment: 

“As long as beings are sick, I

myself will also be sick; when
beings recover, I also shall re-
cover. And why? For Bod-
hisattvas, the realm of the round
of rebirth lies in beings, and
sickness rests on this round of
rebirth. When all beings have
escaped the pains of this sick-
ness, then Bodhisattvas also will
be free of sickness. For exam-
ple, if the only son of a guilds-
man falls sick, his father and
mother would also both fall
sick. As long as this only son
does not recover, his father and
mother will also both continue
suffering. Equally, a Bodhisatt-
va who cherishes beings as his
only son is sick when beings are
sick, and is free of sickness
when they are free of sickness.
You asked me where my sick-
ness comes from: in a Bodhisatt-
va sickness arises from great
compassion” (mahâkarunâ).20

Through the experience of their
own illness, those who care for the
sick must aim to achieve a change
in the attitude and approach of pa-
tients. Illness should no longer be
seen as an evil destiny but as a pos-
itive opportunity by which both pa-
tients and doctors can achieve sal-
vation. However, infirmity should
not provoke the wish for nirvâna in
a strictly individual sense, but
rather a desire for solidarity among
all men. This awareness of univer-
sal pain should bring about that ac-
tive readiness to help others which
is compassion. For this reason, Vi-
malakîrti suggests that the health
care worker should engage in spiri-
tual forms of treatment and care. 

“He exhorts him to use his
own sickness to have pity on
sick beings and drive away their
sickness. He exhorts him to re-
call sufferings previously under-
gone to promote the welfare of
beings. He exhorts him to recall
the countless good roots already
nurtured for practicing a pure
life. He exhorts him not to fear,
but to give himself over to vigor.
He exhorts him to pronounce
the great vow to become the
king-physician who heals all be-
ings and definitively appeases
the sickness of body and
mind.”21

Contemporary Buddhism 

Contemporary Buddhism trans-

lates these doctrinal tenets into
practical works of medico-spiritual
assistance which aim to secure the
healing of man. In recent years the
effective network of “Engaged
Buddhists” has been set up, and this
movement is present in a variety of
contexts marked by major tensions
and difficulties in Asia and the
whole world. This movement seeks
to apply the spirit of knowledge and
wisdom to sociopolitical structures
whose injustices and forms of alien-
ation form part of the influences
working on karma, and strives both
to lighten the physical and mental
afflictions of the poor and the mar-
ginalized and to offer an alternative
therapy to the rich West, which is it-
self today suffering from an
anaemia of spiritual values. One of
the intentions (and also the attrac-
tiveness) of the silent mission of
Buddhism in the West is the cre-
ation of environmental conditions
which work for the health of our
world. “Being peace” is therefore
the necessary precondition for
working for the achievement of
spiritual, mental, and physical
health. 

Just as the young Prince Gauta-
ma, the future Buddha, when he ad-
dressed the world in his famous
“four exits” from the royal palace,
encountered a sick man, an elderly
man, and a dead man, and devel-
oped a profound vocation for the re-
ligious life, so at the present time
Buddhists recognize the need
which exists to penetrate the im-
mense ocean of suffering with the
halo of effective charity as a path to
illumination. 

In India there has been an im-
mense reawakening of Buddhism
since Dr. B.R. Ambedkar began his
social movement and directed and
organized it along the lines of
Christian charitable initiatives and
the activity of the Hindu Ramakr-
ishna Mission. The struggle for hu-
man rights, and, in particular, med-
ical care and educational programs,
forms part of the Self-Education
Movement, which was created in
Thailand by the lay Buddhist, Sulak
Sivaraska: 

“The suffering of the present
day, such as that brought about
at Bhopal and Chernobyl,
should move many of us to think
together and act together to
overcome such death and de-
struction, to bring about the
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awakening of mankind.”24

Through a capillary system of
family units the secular movement
of the Risshô Koseikai in Japan
promotes health care and social as-
sistance among its members. In a
similar way, the Won Bulgyo of
Korea has established a network of
healthcare facilities. The coherence
of spiritual witness practiced within
industrial society is undoubtedly
something which has a very great
appeal. 

In addition to promoting cooper-
ation between Buddhists and Chris-
tians in many areas where suffering
is present, these new liberation
movements within contemporary
Buddhism have also discovered a
new hermeneutic key by which to
translate doctrinal traditions into
charitable activity. Where there is
an identification of the founders of
these religions with the suffering
and tribulations of humanity—as is
present in the following poem from
the Indian Dalit Buddhists—there
is without doubt the basis for a
shared religious responsibility to-
wards the suffering of our time (cf.
also Mt 25:31-46 and Vin. I. 301:
“Whoever wishes to take care of me
should take care of the sick”)25: 

“Siddhartha, never do I see
you in the Jetavana sitting in the
Lotus position.... I see you
speaking and walking among
the humble and the weak, sooth-
ing away grief in the life-threat-
ening darkness.... Today you
wrote a new page of the Tripita-
ka. You have revealed the new
meaning of suffering which, like
an epidemic, swallows life’s
blood.”26

Rev. MICHAEL FUSS 
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Introduction

Medicine was the most impor-
tant of all the physical sciences
whch were cultivated in ancient
India. The literature on medicine
contains many interesting ethical
instructions and reveals a view of
life which differs considerably
from those contained in philo-
sophical works. Again, those who
are interested in Hatha Yoga1 or
Tantra physiology or anatomy2 in
relation to some of the yoga prac-
tices will find very useful the
speculations of medical schools
on these subjects. Their specula-
tions on embriology, heredity, and
other such points are likely to in-
terest those who deal with medi-
cine and healing.

Ayur-Vedic Medicine3

Ayur Veda4 is the science of life
in ancient India. It is considered an
ancient science for there were al-
ways people who knew about life,
and there were always medicines
which acted on the human body ac-
cording to principles laid down in
the Ayur Veda. The Ayur Veda is
even considered as superior to oth-
er Vedas because it gives us life,
which is the basis of all other bene-
fits5. Both the Atharva Veda and
the Ayur Veda dealt with the curing
of diseases and the attainment of
long life: the first principally by in-
cantations and charms while the
second by medicines. Ayur Veda
treats of eight subjects: surgery,
treatment of diseases of the head,
treatment of ordinary diseases, the
process of counteracting evil influ-
ences of evil spirits, treatment of
child diseases, antidotes to poi-

sons, the science of rejuvenating
the body, and the science of acquir-
ing sexual strength. There is a the-
ory that by wind, bile and mucus
the body is sustained and that by
their decay also the body decays.

Life is divided by Caraka into
four kinds: happy, unhappy, good
and bad. Happy life is the one
which is not affected by bodily or
mental diseases, is endowed with
vigour, strength, energy, vitality,
activity, and is full of all sorts of
enjoyments and successes. The
opposite of this is the unhappy
life. Good life is the life of a par-
son who is always willing to do
good to all beings, never steals
others’ property, is truthful, self-
controlled, self-restrained and
works with careful consideration,
does not transgrees the moral in-
junctions, takes to virtue and to
enjoyment with equal zeal, hon-
ours revered persons, is charitable
and does what is beneficial to this
world and to the other. The oppo-
site is the bad life. The scope of
the science of life is to teach what
is conducive to all these four kinds
of life and also to determine the
length of such a life6. The Atharva
Veda deals with the treatment of
diseases by advising the propitia-
tory rites, offerings, auspicious
oblations, purificatory rites, fast-
ing, and incantations.

Thus we see the connection be-
tween the Atharva Veda and the
Ayur Veda.

It is interesting to note that the
medical practitioners of ancient
India went about from place to
place (carana-vaidya) and that the
sufferers on hearing of the arrival
of such persons approached them
and sought their help. At the time
of the Atharva Veda the practice of

pure medicine had been going on.
The God Prajapati appears to be
the original teacher of the science
of life (Ayur Veda) and had learnt
this science from Brahma the Cre-
ator. Diseases and their symptoms
were cured by medicine of various
kinds. The Atharva Veda itself
mentions only a few medicines
which are to be used as amulets
for protection not only from cer-
tain diseases but also from the
witchcraft of enemies. The effect
of medical herbs was of the same
miraculous nature as that of mere
charms or incantations. They did
not operate in the manner in which
prescribed medicines in the ordi-
nary medical literature acted, but
in a supernatural way.

Analysis of the Human Body

The human body is the modifi-
cation of the five elements, ether,
air, fire, water and earth and is the
seat of consciousness (cetana).
The foetus cannot be produced
simply by the union of the semen
of the father and the blood of the
mother. Such a union can produce
the foetus only when the atman
with its subtle body, constituted of
air, fire, water and earth, and man-
as (mind, the organ of perception
and thought) becomes connected
with it by means of its karma. The
mental traits of the individual are
determined by the state of mind of
the individual in its previous birth.

If a healthy man wishes to keep
up his health at the normal level, he
has to eat things of different tastes
without an excess of any particular
kind of substance in the body. Dis-
eases are caused through exces-
sive, deficient, and wrongful ad-
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ministration of sense-objects, heat
and cold, and the misuse of intelli-
gence. The sight of objects with
powerful light, the hearing of very
loud sounds, the smelling of very
strong odours, too much eating, the
touching of too much cold or heat,
too much bathing or massage are
examples of excessive association
with sense-objects. There can be
also deficient association with
sense-objects. The principle of
growth and decay is seen in the
maxim that the different con-
stituents of the body grow when ar-
ticles of food having similar cos-
tituents are taken and that they de-
cay when aricles of food having
opposite qualities are taken.

The qualities of the body are of
two kinds: those which sustain
and purify the body (prasada) and
those which make the body decay
and foul (mala). The air (vayu),
bile (pitta), and phlem (kapha)
may become more or less than
their normal measure; they tend to
weaken or destroy the body. These
three are finally responsible for all
kinds of sickness of the body. The
most vital centres of the body are
the head, the heart and the pelvis.
The vital current and all the senses
are said to depend on the head.
The difference between the head
and the brain was known already
in the Atharva Veda7. The heart is
the vital centre of the pranas (vital
breaths) and of the manas (mind).

The theory of tastes (rasa) plays
an important role in the Ayur-Veda
in the selection of medicines and
diet and in diagnosing diseases
and arranging their cures. Taste is
that which could be perceived by
the organ of the tongue and it is
one, i.e., that of water. They are
listed as sweet, sour, salt, hot, bit-
ter, pungent, alkaline, and so on.
Water is the origin of all tastes
(rasa). All substances, animate or
inanimate, are to be considered as
medicines, provided they are ap-
plied in the proper way and for
specific purposes.

Good Life

Good life does not mean only an
ethically virtuous life but a life
which is free from diseases, and
which is so led that it attains its
normal period of life. It is wise

and prudent life. Lack of wisdom
and prudence is the cause of all
physical, social, physiological,
moral and spiritual evils. Physical
diseases are to be cured by medi-
cines and mental diseases are to be
cured by right and proper knowl-
edge of things, self-control and
self-concentration. There is a
close interconnection between
body and mind. Out of the body
arise the mental disaeses, and out
of the mind arise the bodily dis-
ease8. The physician should try to
cure not only the bodily diseases
but also the mental diseases.

When the three elements in the
body, heat, cold and air are in a
state of equipoise, the body is
healthy; when any one of them
predominates, there is disease.
The mind is constituted of sattva
(goodness), rajas (activity) and
tamas (passivity); when they are
in a state of equipoise, the mind is
in proper order; when any one of
them predominates, the mind be-
comes diseased. It is the welfare of
both the mind and body that is the
concern of the physician.

Ayur Veda speaks of primarily
the ways in which a life may be
good (hita), bad (ahita), happy
(sukha) or unhappy (asukha). A
happy life is that which is undis-
turbed by bodily and mental dis-
eases, full of youth, and proper
strength, vitality, energy, making
new efforts, endowed with wis-
dom, knowledge, and efficient
sense-organs, a life full of good
enjoyments, and successful under-
takings. The opposite in the un-
happy life. The fundamental idea
of good life is that a life should be
so regulated that the body and
mind may be free from diseases,
that is should not run into unnec-
essary risks of danger through
carelessness, that it should be vir-
tuous, pure and moral. It should
tend to the good of life, body,
mind and spirit.

Medical Yoga

The most popular of all tradi-
tional forms of yoga is the Hatha
Yoga whose object is to achieve
complete control over the physical
organism. Originally the Hatha
Yoga was meant to prepare the
body for spiritual development.

The value of physical yoga lies in
its immediate physical effects: in-
creased bodily fitness, suppleness,
and relaxation. Physical benefits
of Yoga are listed as follows: to
feel physically more alert and fit;
lose excess fat, to gain bodily sup-
pleness; to feel more relaxed; to
learn breathing control or easier
breathing; relief from various ail-
ments, from indigestion, stomack
trouble, constipation, etc.; to sleep
better and more restful. Mental
Yoga has its benefits worth men-
tioning: calmer outlook, mental
relaxation, better power of con-
centration and mental control,
more self-confident, cheerful, and
more efficient in physical and
mental work.

Many physical ailments are
brought about by subconscious ac-
tivity and tension. Fear or tension
dynamically seizes the mind, set-
ting up irritations that manifest
themselves as sickness. Modern
medicine accepts this fact. Serious
illnesses can be stimulated by
mental suggestion and inner ten-
sion. Medical doctors can begin
the healing work but the patient
himself must co-operate and real-
ize that healing take place with
himself. Yogic concentration is a
medicine to be self-administered.
It requires some personal effort. It
asks the sick to “focus” on some-
thing remote from their illness at a
time when the latter is a subect of
absorbing habitas; by it we can
make something new of our pre-
sent lives and something different
of our future prospects. By alter-
ing our attitudes here and now, we
also exert a direct influence on our
future. We can practise this con-
centration by focussing our
thought on one point, on one defi-
nite object. When we apply con-
centration by fixing our attention
on one significant object, we de-
veloped in course of time mental
control of a new order. And this
goes a long way to foster posivite
thinkning and healty outloon on
our life. What the nmind dwelles
on the mind becomes. As a man
thinks in his heart, so is he.

Yoga and Long Life. 

It is natural for the artery walls
to harden with advancing years.
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But one can reduce the pace at
which they harden. The breathing
exercises of Yoga can help the
properly oxygenated blood.
Again, cell growth in the body di-
minishes with advancing years.
Air, relaxation and exercise have
much to do with aging. The har-
mony of body and mind can be
kept by the Yoga exercises. Apart
from aging, the up-keep of general
good life is maintained by the
Hatha Yoga. Hatha Yoga is a form
of Yoga which consists of the reg-
ulation of breathing and other
bodily disciplines or training.
Hatha Yoga is an almost necessary
prelude to the discipline of the
mind (Raja Yoga). The object of
Hatha Yoga is to achieve complete
control over the physical organ-
ism.

Laya Yoga is that system of Yo-
ga in which the chief emphasis is
laid upon awakening and directing
the latent force of the Kundali-
ni10, which normally sleeps at the
base of the spine. It is a force de-
scribed as lying coiled up like a
serpent (in three coils) in a cavity
near the base of the spine. It lies
with its head blocking a fine chan-
nel which goes straight up the
spine and is called Sushumna. In
the Laya Yoga it is awakened and
proceeds up the channel on which
six Chakras are threaded. The six
chakras are: muladhara, at the
base of the spine, near the anus;
Swadhisthana, at the level of geni-
tal organs; Manipuraka, at the lev-
el of the navel; Anahata, at the lev-
el of the heart; Vishuddhi, at the
level of the throat; Ajna, at the lev-
el of the eye rows. Some modern
scholars have associated these
chakras with important nerve
plexuses in the body.

Normally there is a certain
amount of Kundalini force always
flowing up the channel, but when
more is awakened, and the chakras
are alerte thereby, there can be an
enhancement of the sensitiveness
of the senses and the powers of ac-
tion, amounting to clairvoyance,
clairaudience, etc.

The characteristic material and
sensations are: earth and smell,
water and taste; light and sight; air
and touch; ether and sound; and fi-
nally mind.

A comparison can be made with
the respective principles of human

activity as follows: body, desires
and emotions, lower or objective
mind; moral and ethical nature;
the will; and the higher mind.

Far more important, from the
medical point of view, are the ‘re-
al’ powers obtained by the yogins,
especially their astonishing ability
to control the neurovegetative sys-
tem and the influence they are able
to exercise on their cardiac and
respiratory rhythms. In the case of
the pumping and expulsion of liq-
uids by urethra, it is believed that
the phenomenon can be explained
by insufflation of air into the blad-
der.

Though the Hindus have an
elaborate system of scientific
medicine, they also developed
theories of mystical physiology in
dependence upon their objective
and utilitarian medicine or at least
in connection with it. Subtle phys-
iology was probably developed on
the basis of ascetic, ecstatic and
meditative experiences expressed
in the same symbolic language as
the traditional cosmology and ritu-
al.

Al-Biruni in his description of
India gives an account of the con-
nections of alchemy with long life
and the restoration of youth.
“They (Hindus) have a science
similar to alchemy which is quite
peculiar to them. They call it
Rasayana, a word composed with
rasa, i.e., gold. It means an art re-
stricted to certain operation, drugs
and compound medicines, most of
which are taken from plants. Its
principles restore the health of
those who were ill beyond hope,
and give back youth to fading old
age, so that people become again
what they were in the age near pu-
berty; while hair becomes black

again, the keenness of the senses
is restored as well as the capacity
for juvenile agility, and even for
cohabitation, and the life of people
in this world is even extended to a
long period. And why not? Have
we not already mentioned on the
authority of Patanjali that one of
the methods leading to liberation
is Rasayana?”.

Diseases and Medicine

From the time of the Atharva
Veda, various kinds of diseases
have been known and cures have
been suggested. Fever, diarrhoea,
diabetes, glandular sores are men-
tioned. A string made of munja
grass is to be tied; the mud from a
field or ant-hill is to be drunk;
clarified butter is to be applied and
the mouth of the sores tobe aerated
with a leather bladder. For dropsy
a jugful of water containing grass
is to be springled over the body of
the patient. For all diseases arising
from disturbance of wind (vata),
bile (pitta), phlem (slesman), fat,
honey, clarified butter or oil have
to be drunk. In the case of injuries
a handful street dust is to be
thrown on the place of injury or a
bandage is to be tied with sticky
mud.

Against heart disease and jaun-
dice, hairs of a red cow are to be
drunk with water and a piece of a
red cow’s skin is to be tied as an
amulet.

In general several kinds of dis-
eases are mentioned; those of the
head, diseases of the abdomen,
navel, heart, diseases of the spine,
the ribs, the eyes, the intentines,
diseases of the leg, knee, pelvis,
and veins. Diseases are divided in-
to three classes: those produced by
water, by wind, and by fire, (those
which are dry). Some of the cures
above proposed are charms with a
curative value. In addition to the
charm and amulets, and the herbs
which were to be internally taken,
water was considered to possess
great medical and life-giving
properties. The medical properties
of herbs were often regarded as
being due to water, which formed
their essence.

All substances are composed of
five elements: earth, air, water, fire
and ether. All substances, whether
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inanimate or animate, are to be
considered as medicines provided
they are applied in the proper way,
and for specific purposes. A par-
ticular substance is medicine only
when it is applied in a proper way
and for specific purpose. The
medicative influence is exerted
both by virtue of the specific
agency of a substance and by the
specific agency of its qualities, as
also by their joined influence.

Healthy Practices of the Hindus

Prevention is better than cure.
Hence the Hindus take many pre-
cautions to keep good health and
physical fitness. The health princi-
ples described already in the
Manu Sastras are instructive. 1) A
daily walk to a distance in the cool
bracing atmosphere of the early
morning is very invigorating.

It stimulates the appetite and en-
suree a certain amount of rest and
relaxation, and renders one better
fitted for the day’s work. 2) A reg-
ular attempt at answering the calls
of nature in the morning helps pre-
vent constipations; also other dis-
eases such as piles, dysentery, liv-
er troubles, etc. can be prevented
by this practice. The human body
is prone to all ills and germs which
cause sickness. One has to take
care of one’s body to be free from
germs of this kind. Epidemics
such as cholera, typhoid, fever,
dysentery are known to spread
through water and food. Epi-
demics occur when the character
of the seasons changes and medic-
inal herbs and water become im-
pure. Hence we have to use only
pure water and pure herbs. Fresh
air increases health and long life.
Fumigation by the burning of in-
cense and performance of homa
add considerably to the value of
the general disinfection. Only af-
ter such purification should one
assemble in groups to dine or mix
with one another. Two kinds of
pollution are observed: one in the
case of death and the other in the
case of birth. On these occasions
there can be disease or germs of
disease that can be the cause of in-
fection.

Hinduism gives a prominent
place to cleanliness, both physical
and moral. The prominent place

accorded to bathing in Hindu reli-
gion has been responsible for the
establishment of cleanliness as an
important factor in life. Cleanli-
ness is a sanitary safeguard; to be
clean in large measure means to be
free from infectious disease; it ap-
plies not only to the person but ex-
tends to the personal environment.

The maintenance of health in
the normal organism is deter-
mined largely by the proper rela-
tion of the two great factors: activ-
ity and rest. A moderate amount of
exercise is needed if the body is to
be properly developed and main-
tained throughout life. Musculay
exercise is essential to health. Ex-
ercise compels increased amount
of respiration and the result is the
more effective oxygenization of
the blood. Food is the source of
health; it is also the cause of ill
health when taken injudiciously.

The importance of wholesome
diet in the treatment of diseases in
widely recognised. The common
saying is: when the patient is on
proper diet, what is the need for
medicine? When he is not on
proper diet, what is the use of
medicine. The best diet is: cereals,
grains, roots, nuts, fruits, vegeta-
bles, milk, oil, curds, butter, ghee,
butter-milk in proper quantity.

When milk is converted into
curd (dahi), the milk-sugar (lac-
tose) becomes converted into lac-
tic acid; and the medicinal proper-
ties of the lactic acid as well as the
bacteria contained in the curd in
the treatment of certain intestinal
disorders like colitis, dysentery,
enteritis, have long been known to
the Hindus, as curds of butter-milk
formed the essential diet in such
diseases. “Just as nectar is indis-
pensable for the gods in heaven,

so is butter-milk for humans on
earth. No disease under the
scorching effects of butter-milk
shall augment or grow worse; nor
does one that uses butter-milk
everyday suffer from disease
whatever”. (Ayur Veda)

Hindus had known by experi-
ence about the existence of food-
elements (similar to modern vita-
mins) and their importance to
good health and vigour, although
they were not able to demonstrate
their chemical nature, now made
possible by modern means. The
medical doctors prescribed for the
sick a diet consisting mainly of
vegetable food and water, the
lighter kinds of animal food, such
as fish, pigeons, and goat’s flesh
being only occasionally intro-
duced and in moderate quantity.
The Hindu classification of food
from the point of view of spiritual
practice is founded on the theory
of three gunas goodness (sattva),
passion and activity (rajas) and
passivity, dullness (tamas); the re-
ligious faith of every man is in ac-
cord with his natural disposition
depending on food habits.
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4 Ayur Veda is dated atound 900 B.C.
5 Caraka Samhita 1.1.42.
6 Caraka Samhita 1.1.40; 1.30.20-23.
7 See Atharva Veda 10.2.6 and 8.
8 Mahabharata 12.16.
9 On medical aspect of Yoga, see MIRCEA

ELIADE, Yoga. Immortality and Freedom,
Routledge and Kegan Paul, London, 1958,
ch. VII on Yoga and Alchemy; ERNEST E.
WOOD, Practical Yoga Ancient and Modern,
E.P. Dutton & Co., London. 1948.

10 On Kundalini Yoga, see EVELON, The
Serpent Power, Adyar, 1940.

11 EDWARD C. SACHAU, Alberuni’s India,
Vol. I, pp. 188.89.

12 See M.A. KAMATH, Hinduism and Mod-
ern Science, The Sharada Press, Mangalore,
1956.
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The fundamental idea which
characterizes the position of Ju-
daism in its approach to the topics
which we are here subjecting to ex-
amination—that is, the whole ques-
tion of the health, illness, and heal-
ing of the individual—is an idea
which is found expressed in the first
instance in Scripture and thereafter
in the Rabbinical texts. This idea
lays down that the Divinity is the
primary source upon which there
depend both physical well-being
and the illnesses which afflict man.
As Deuteronomy makes clear, “I
am he, and there is no God beside
me; I kill and I make alive; I wound
and I heal” (Dt 32:39). 

Experience teaches us that the
term “health” refers to many ele-
ments which condition and influ-
ence the existence of man. The con-
dition of “feeling well” does not re-
fer solely to health and physical
well-being—it also involves a vari-
ety of factors such as, for example,
being on good terms with one’s
neighbor, economic and profession-
al ease and content, and so forth. A
lack of satisfaction in relation to
one of these elements causes physi-
cal suffering and disturbance at a
spiritual and, above all, at a psycho-
logical level. 

We are often called upon to deal
with a condition which is quite nor-
mal in the existence of individu-
als—that is, the shift from a condi-
tion of normality, which is that of
health, to that of an equally normal
condition, given the fragility of
man—namely, that of illness—and
then, if all goes well, on to getting
better. Are we dealing here with
natural processes which affect
every individual, or do we have be-
fore us events which should be
placed within a special logic which
offers explanations as to why they

take place and also strengthens our
hope as to their future? 

First of all, it is necessary to re-
member that Judaism emphasizes
the Divinity’s constant interest in,
and concern about, man. In the
economy of Scripture, man is a col-
laborator of God in the work of Cre-
ation. As a result, there is an ab-
solute necessity on the part of God
to ensure that man’s activity in fa-
vor of the Creation is healthy and
sound: “Unless the Lord builds the
house, those who build it labor in
vain. Unless the Lord watches over
the city, the watchman stays awake
in vain” (Psalms, 127:1). 

The physical health of man is not
a condition that is taken for granted
for which no price is to be paid. The
Torah, the moral law, envisages
something which one could term
preventive medicine, to employ a
modern medical term. In Exodus
(15:26; 23:25), we read: “If you
will diligently hearken to the voice
of the Lord your God. . . , I will put
none of the diseases upon you
which I put upon the Egyptians,” or
“You shall serve the Lord your God
. . . and I will take sickness away
from the midst of you.” In other
words, the biblical text declares that
health is the result of the care which
people take to follow divine injunc-
tions and what is expressed by di-
vine will. 

The commandments and injunc-
tions of the Torah taken as a
whole—even though this work is
not a text of medicine or hygiene—
is permeated with compassion and
love. It is “a tree of life to those who
lay hold of her” (Proverbs 3:18)—
that is, a giver of life, health, and
well-being for both the spirit and
the body. 

To pass from the general to the
particular, it should be observed

that various authorities have studied
a large number of scriptural rules
and regulations which have a
marked significance for the health
of man. Thus, for example, there
are all the guidelines concerning
food—the distinction between ani-
mals which can be eaten and those
which cannot, the prohibition relat-
ing to the eating of blood or animal
fat—the precept of circumcision,
the rules about conditions of purity
and impurity (especially as regards
women), and—why not?—the Sab-
bath day of rest: all these have a
health-inducing value for the life of
the individual. 

Post-biblical rabbinical literature
provides a whole host of advice
which has the value of preventive
medicine in relation to both the in-
dividual as such and society as a
whole. Such advice is chiefly con-
cerned with food and eating and in-
volves guidelines for how long one
should remain at table, the quanti-
ties of food which should be con-
sumed, hygiene, and so forth. Ad-
vice for society as a whole largely
centers around matters concerning
ecology. 

Maimonides, the famous Rabbi
and physician of the twelfth centu-
ry, dedicated an entire chapter of his
work Mishné Torah to how health
could be maintained and, above all,
to the ways in which individuals
should conduct their lives. At the
end of this chapter are to be found
the following lines: “Whoever be-
haves in the ways I have outlined, I
guarantee him that he will never fall
into illness: until he grows old, he
will have no need of any physician.
His body will be whole and healthy
every day. Unless his body is in a
bad state from the moment of his
creation, or if he has indulged in
bad behavior from his birth, or if he
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has encountered the plague or
drought which have afflicted the
world” (M.T. Deot. 4:1-19). 

It is, therefore, the duty of man to
defend and maintain his own health
and to protect it by keeping distant
from, and avoiding, all danger. It is
in this sense that the following lines
from Deuteronomy should be un-
derstood: “Only take heed, and
keep your soul diligently” (Dt 4:9)
and “you shall make a parapet for
your roof, that you may not bring
the guilt of blood upon your house,
if any one falls from it” (Dt 22:8). 

Some Jewish theologians believe
that the reason why the individual is
called upon to preserve his own
health is the divine plan, which
seeks to keep man healthy and
sound in order to be able to respect
and carry out God’s law. Mai-
monides himself writes, “Man must
subject all the faculties of his soul to
reason, as has been explained in a
previous chapter, and place before
him only one goal, which is that of
drawing nearer to the Blessed God,
to the extent that it is possible for
man; I mean to say: to know Him.
He must direct all his actions, activ-
ity, rest, and words towards that
goal so that among his actions there
is not one which is useless—that is,
not directed towards this purpose.
Thus, in eating, drinking, sleeping,
sexuality, wakefulness, and activity,
he should be concerned only with
the health of the body, but the goal
of physical health is to ensure that
the soul can have healthy and per-
fect instruments and use them to ac-
quire learning and moral and intel-
lectual virtues...” (Eight chapters, 5) 

The question as to why omnipo-
tent, good, and merciful God allows
the existence of diseases and evil in
the world is dealt with at consider-
able length in the Bible. The whole
book of Job, part of Ecclesiasticus,
and a large number of psalms dedi-
cate especial attention to the ques-
tion of why suffering exists. For the
spirit of the believer, this is an acute
problem, and an answer has been
sought to it over the ages and in
every epoch. 

Ghershom Scholem writes, “The
problem of evil is one of those
problems which, when faced up to,
render the difference between a
purely speculative approach and a
religious approach particularly
clear. The first tends to relativize
evil, to reduce it to an appearance,

and after this to go on calmly along
one’s path, believing that it has
eliminated it from the world, or
from real being. The religious ap-
proach, on the other hand, requires
a real overcoming of evil. This ap-
proach begins with the profound
conviction as to the real power of
evil and therefore cannot accept
that evil—recognized as a reality—
can be eliminated by dialectic arti-
fices, however acute and intelligent
they may be (Le Grandi Correnti
della Mistica Ebraica, Milan, 1965,
p. 317). 

The Talmud (Berachot 5a) pro-
poses a first attempt at this over-
coming of evil: “When man is af-
flicted by evil he should engage in a
careful examination of his own con-
science... If he reaches the conclu-
sion that the evil cannot be the con-
sequence of a blameworthy action,
he should attribute it to a neglect of
the study of Torah... If, however,
this does not appear to be justified
either, then he is necessarily face to
face with a sign of the love of God,
in line with what is written: “God
punishes him whom He loves”
(Proverbs 3:12). 

The mystics of the Zohar argue
that “the divine forces, taken as a
whole, form a harmonious whole.”
But, as Scholem writes, “Each of
these forces or qualities is holy and
good as long as it remains united to
the others and in a living relation-
ship with them. This is true, above
all, for the quality of justice in a
strict sense, in judgment and severi-
ty—in God and by God—which is
the profound cause of evil. The
wrath of God, like his mercy, has an
intimate relationship with the quali-
ty of grace and love—his right
hand. This sapphire of severity is
thus the great fire of ire which burns
in God, but which is certainly
sweetened and lessened by his
grace. If, however, in an abnormal
and hypotrophic growth it breaks
out and breaks its union with grace,
it then escapes with violence from
the world of divinity and becomes a
radical evil, the world of Satan
which is opposed to the divine
world” (op cit., p. 318). 

The Jewish believer accepts evil
with faith, but does not love it. He
fears it because he never feels cer-
tain that he can overcome trials or
maintain his faith whole, and he
sees in evil an impediment to ac-
tion. Rabbi Jochanan, when sick,

answered to the person who had
asked him if he loved evil, with the
following reply: “I do not love evil
or the reward which it brings” (Be-
rachot, 5a). 

The sick person prays to God to
be freed from evil: “What profit is
there in my death, if I go down to
the Pit? Will the dust praise Thee?
Will it tell of thy faithfulness?”
(Psalms 31:10). And yet faith in the
possibility of being able to see the
prayer answered is implicit in faith
in the Providence of God: “One
must bless God for evil, as one
blesses him for good” (Berachot
54/a), observes a famous Talmudic
saying. 

Suffering and pain lead man to
look within himself and also ac-
company him in his search for the
nearness of God and involve an in-
tense relationship with God through
prayer. “Any prayer which in one
sense or another can hope to be
heard is subject to this eternal para-
dox—that with it man hopes to in-
fluence the inscrutable divine ways
and the eternal decision of Provi-
dence” (Scholem, op. cit., p. 373). 

In the Jewish vision of the world
life is something of infinite value,
an experience which will not repeat
itself throughout all eternity. Re-
lease from suffering and illness ex-
alts the value of life and its sacred-
ness: “The Lord has chastened me
sorely, but he has not given me over
to death” (Psalms 118:18), cries the
individual who has been healed and
restored to health. 

From this experience is born the
teaching that nothing within life is
ours. What we possess, including
life, is a pledge which can be re-
deemed suddenly when we least ex-
pect it. The pledge, however, must
be redeemed at the end of the lease
and must be returned in good condi-
tion to Him who gave it to us. But
as long as the pledge, like life, is in
our hands, we are responsible for
the sense of mission that we must
have and for the use of the good that
we make of it, in conformity with
the words “Chai Chai Hu Yoducha
Kamoni Hayom—the living, the
living, will praise you as I do to-
day!” (Isaiah 38:39). 
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In Muslim countries hospitals
have for some time been one of the
special places for the achievement
of dialogue between Islam and
Christianity. In these places very
many Catholic members of reli-
gious orders look after sick people
or are at the side of those who are
about to die. In other countries such
members of religious orders are at
the service of women who give
birth in villages or are engaged in
helping nurses who are in need of
training for their future “hospital”
mission. 

It is certainly true that life,
health, and the care and treatment
which they both require are funda-
mental values to which Muslims,
too, are sensitive and that much the
same could be said about other be-
lievers and their brothers who be-
long to mankind. Islam has always
upheld the sacred value of such
things and has known how to de-
velop the institutions necessary for
their protection in those societies
which it has inspired or helped to
shape. 

Although it is the case that dur-
ing the first centuries of Islam, in
Damascus and Baghdad, medical
doctors were still and often Chris-
tians who had been trained at the
medical school of Gondêshâpûr,1 it
soon happened that Muslims ex-
celled in medical research and the
treatment of the sick after they, too,
had been admitted to the school.2 It
should be recalled that the great
names and their great achievements
were the results of the work of the
Syrians and Persians, who thereby
continued the Greek tradition. Hip-
pocrates and Galen were translated
into Arabic by Hunayn b. Ishâq,
Qustâ b. Lûqâ, Isâ b. Iahyâ and Abd
al-Rahmân b. Alî. 

Christian and Zoroastrian doc-

tors, and later Muslim doctors,
were prominent at the court of the
Caliph Abbâside Hârûn al Rashîd
in Baghdad, and in the hospitals,
the famous bîmâristân,3 where they
organized and developed their art.
Abû Bakr Muhammad-al-Râzî
(250/854-323/935), the Rhazes of
the Latins,4 won fame in a very spe-
cial way after working at the hospi-
tal of the Rayy. Indeed, his two
works, Al-Hâwî fî l-tibb and Al-
Mansûrî, subsequently become
classic texts. 

Later, the great philosophers of
the Hellenizing school, in both the
East and the West, were also med-
ical doctors and practicing physi-
cians. It is to Avicenna that we owe
the textbook on medicine entitled
Al Qânûn fî l-Ribb.5 And in the
same way it is to Averroes that we
owe Il Kulliyyât, which was based
on the work of Ibn Bâjja6 and Ibn
Tufayl,7 who were then followed by
the Ibn Zuhr family, who took the
Latinicized name of Abenzoar in
Spain.8 Everybody is aware of the

great influence which was exer-
cised by Arab medical science on
the Western world. One need only
think of the translations carried out
by Gerardo da Cremona, Andrea
Alpagus di Belluno, and very many
others. And what should we say
about the pharmacopeia and the
knowledge of the “less expert”?
And in Italy was there not the fa-
mous school of Salerno and the im-
portant work of Constantine the
African?9

All this explains why it was that
on the threshold of modern times
hospitals and healthcare services
increased in number in certain
Muslim countries which had be-
come committed to modernizing
programs of reform (the Ottoman
tanzîmât, for example) or em-
barked irreversibly on a similar
process of advance during the colo-
nial era. Today, all these Muslim
countries have a ministry of health,
and thanks to these ministries gov-
ernments want to respond to the
needs of their populations in mat-
ters connected with necessary
forms of care and treatment. This is
done through a network of hospi-
tals, clinics, and centers for the pro-
tection of maternity and childhood.
To this should often be added the
many-sided activities of private or
public associations which work to
help the physically or mentally
handicapped. The Muslim Univer-
sal Declaration of the Rights of
Man in Islam, which was proposed
by the Muslim Council of Europe
to the Paris headquarters of UN-
ESCO in September 1981,10 after
the first clause, which upheld the
right to life, went on to state that
“every individual has the right to
have his own part of the goods nec-
essary for his life: food, drink,
clothes, housing, and all the forms
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of treatment which his physical,
moral, and intellectual health re-
quire” (clause 18). 

The third and last project of the
Declaration of the Rights of Man in
Islam of the Organization of the Is-
lamic Conference, which was held
in Cairo in August 1990,11 asserts,
in turn, that “each person has a
right to medical care and social se-
curity, and to all the public aid sup-
plied by society and the state with-
in the limits of the resources which
are available” (clause 17, § b). On
various occasions, at different con-
ferences, and in a large number of
declarations, Muslim medical doc-
tors and theologians have stated
and repeated that Islam rejects and
condemns abortion, sterilization,
euthanasia, and heterologous artifi-
cial fertilization. 

Health, therefore, is one of the
essential values which Muslims
want to serve and to protect. But
what should be the attitude and the
approach of the Muslim believer
towards illness, suffering, and
death? “Islâm” means ‘trusting
submission’ to the will of the Cre-
ator, who is Providence before be-
ing a Judge who forgives and re-
wards or punishes. But when faced
with this majestic greatness of Al-
lah, whose transcendence reminds
the believer of his smallness, the
ordinary Muslim expresses no re-
proach and does not for a moment
consider rebellion when he suffers
from a chronic illness or when he
sees that the hour of his death is ap-
proaching. 

Submission, patience, and resig-
nation are the virtues which are
taught to him by his father and
which are confirmed by the teach-
ing of the Koran: He knows that
everything on earth is headed to-
wards nothingness, but the face of
the Lord subsists, full of majesty
and munificence (55:26-27). The
Koran also states the following:
Know that life here below is noth-
ing but a game, distraction, a vain
ornament, a joust of pride among
you, a challenge involving wealth
and children; it is like the rain....
Life here below is only illusory en-
joyment. Hasten to obtain your
Lord’s forgiveness and a paradise
as vast as heaven, prepared for
those who have believed in God
and in his messengers. It is the
grace of God, a grace He grants to
whoever He pleases, and God is

the master of immense grace
(57:21-21). 

God does as He wishes; it is He
who gives health or illness; it is He
who decides if our lives are to be
long or short, according to his eter-
nal decree. We belong to Him, and
to Him we return, the Koran inces-
santly repeats (12,84): For this rea-
son the Moslem can make Jacob’s
experience after he lost Joseph his
own. His eyes were misty as a result
of his pain. But he mastered his suf-
fering. 

The ordinary Muslim can also
employ the prayer of Abraham,
which the Koran cites: It is the
Lord of the worlds who has created
me, and it is He that guides me,
nourishes me, and gives me some-
thing to drink; He heals me when I
am ill; He will have me die and
bring me back to life; and it is from
Him that I hope for the forgiveness
of my sin on Judgment Day. Lord,
grant me the power to judge with
discernment and let me reach the
saints!(26:78-84). Here we en-
counter the great truth: God is He
who gives life (al-Muhyî) and He
who makes people die (al-Mumît).
For the believer who has to face up
to the vicissitudes of life, therefore,
it is a question of entering into the
patience of God (is it not perhaps
the only Sabûr?) and to bring its
features into the human dimen-
sion—something which is a good
sâbir. How often the Koran insists
on this virtue of patience! O you
that believe! Be patient! Compete
in patience and firmness. Fear
God, and you will be happy (3:200)
Whatever good you enjoy comes

from God When suffering afflicts
you, it is to Him that you direct
your prayer (16:53) Seek aid in pa-
tience and prayer (2:45) O you that
believe! Ask for the help of patience
and prayer. God is with those who
are patient (Inn-Allah ma(a l-
sâbirîn) (2:153). Thus it is that the
believer often repeats the idea that
“patience is beautiful” and that it
must be linked to gratitude (shukr),
as the Koran repeats: There are tru-
ly signs for every patient, grateful
man (sabbâr shakûr) (14:5; 31:31;
34:19; 42:33). These are the deep
feelings which inspire each authen-
tic Muslim during the difficult peri-
ods of his life. And before dying
the last gesture which he makes,
and the last words which he wishes
to utter, concern that profession of
Muslim faith which is very well
known: “There is no God other
than Allah, and Mohammed is his
Prophet.” 

It is undoubtedly true that during
the course of history and today as
well Muslims at a popular level
have engaged in various orthodox
and heterodox practices. The last
two sections of the Koran (al-
muawwadhatân) are examples of
invocations “against the evil of
creatures, of darkness, and of the
envious,” and especially “against
the evil of the Tempter, who must
be lapidated.” 

The devotions of the Shiites have
included books of special invoca-
tions for all the difficult moments
of life—for illness, for suffering,
and for exile—like that which is at-
tributed to the Zayn al-Abidîn, the
Sahîfa sajjâdiyya.12 The hadîths of
the Prophet of Islam are another
source of propitiatory supplications
in this field. It is also true that mag-
ic practices have not failed to infil-
trate the mentality of simple believ-
ers who have been little or badly in-
structed in the Catechism. In such
circumstances, the very texts of the
Koran become prophylactic means
to secure protection against illness
and epidemics. Magic is not absent
from certain traditional areas.13 But
this should not obscure the usual at-
titude of the believer, which is that
of his own faith. And it is for this
reason that Christians and Mus-
lims, in hospitals and clinics, can
generously help each other in the
exchange of treatment and encour-
agement, in such a way that believ-
ers turn their trials into an act of
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submission and oblation in imita-
tion of Job, a figure who is also cit-
ed by the Koran by way of exam-
ple.14

And how could I fail to conclude
these brief comments on the
prospects for dialogue without
quoting the famous hadîth al-
Ruqyâ, a formula used by Christian
physicians in favor of their Muslim
patients during the first centuries of
the splendor of Baghdad which uti-
lizes the “Our Father” and adapts it
to these circumstances?15 It is as
follows: “Lord, our God, who art in
heaven, hallowed by thy name. Thy
will be done on earth as it is in
heaven. Let thy mercy reign on
earth as it reigns in heaven. Forgive
us our sins and our errors, thou who
art the Lord of the Good. Allow thy
mercy and they healing to descend
upon this suffering, so that it may
be healed.” 

May Christians and Muslims
help one another, together with oth-

er believers and men of good will,
to reduce human suffering and to
restore “divine” meaning to the
health of the sick, at the end of a pe-
riod of patience which also knows
how to express gratitude.
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A century is reaching its end
during which knowledge and tech-
nology have advanced with a pace
and intensity which would never
have even been thought possible a
hundred years ago. From our
knowledge about the universe—
the macrocosmos and the micro-
cosmos—to that about the basic
phenomena of life; from means of
communication and information to
energy and new materials, this leap
in knowledge is in view of all and
is to be seen around us in daily life. 

This process has also led to a
profound transformation in the
knowledge and methods which are
applied to the maintenance of
health and the treatment of illness.
When those like me who have had
the good fortune to live during,
take part in, and observe the
progress of medicine during the
second part of the twentieth centu-
ry return to the books that were
studied early on in our medical ca-
reers, we have the impression that
we are going back down the cen-
turies. “Wool, milk, and bed” was
the treatment which was suggested
for kidney complaints. My work
on internal medicine recommend-
ed “a hot bath and a small glass of
marsala” for those who suffered
from typhus. The only diuretics
were “the mercurials,” and it is dif-
ficult to say whether their effect
was more positive or harmful. Tu-
berculosis was the subject of long
chapters in these textbooks and at
the same time was an illness which
gave rise to sanitoria which were
built on many a mountain. Cardiac
decompensation was still treated
exclusively with infusions of digi-
talis purpurea, a cure which an
English doctor had taken from the
secrets of Welsh witchcraft at the

end of the eighteenth century, or
with nitroglycerine, which in reali-
ty had been invented for very dif-
ferent purposes. Surgery was reti-
cently termed “explorative” or
more brutally described with the
phrase “open and close.” It was of-
ten the only, bloody way of seeing
“from the inside” what the facul-
ties of the medical doctor were not
able to “see from outside,” despite
the various time-honored forms of
inspection, auscultation, percus-
sion, and palpation which formed
a part of his repertoire. 

Today the frontiers of what is
possible seem to be continuously
expanding. The term “metabiolo-
gy” refers to the possibilities we
have of going beyond the biologi-
cal limits of life. On the one hand,
there is the biotechnological ma-
nipulation of the genetic comple-
ment in order to cure genetically
inherited diseases. On the other,
there is the possibility of extending
life beyond the life of vital organs
by means of transplants and the
use of artificial organs. 

This continuous evolution has
led some people to draw the con-
clusion that there are no fixed lim-
its to our knowledge, accompanied
and sustained as it is by an “unlim-
ited power” to develop new forms
of technological advance and
progress. Other people respond to
such extreme optimism by asking
whether man will be able to con-
trol such advance and progress and
their consequences and wonder
whether man will in fact manage
to avoid becoming a sorcerer’s ap-
prentice. Other observers, lastly,
display a pessimism and an ease of
judgment which are on a par with
the optimism of the first category
and assert that scientific and tech-

nological progress is the enemy of
mankind. Such people often take
refuge in a return to magic and
pseudomedical alternatives. 

This very important point will
be returned to later on in this paper.
For the moment let us here observe
that while science and technology
hurtle towards the third millenni-
um with flying banners and in-
creasing speed, the contrast be-
tween the unsuppressible and
proud impetus towards knowl-
edge, on the one hand, and ques-
tions about the effects of the use of
instruments and methods which
are produced by such knowledge,
on the other, remains open, ever
present, and unresolved. 

“Est modus in rebus, sunt certi
denique fines, quos ultra citraque
nequit consistere rectum.” Should
this statement from Horace be ap-
plied to the dominion of science?
Medicine might perhaps be able to
withdraw from the conflict be-
tween science and its use. After
all, the use of science to combat
evil might appear to be good by
definition. But this consolatory
conclusion is too easy, and too
simplistic. 

We can be happy and proud be-
cause today we know how to treat
a large number of illnesses which
at one time were incurable; in
many parts of the world women
hardly ever die at childbirth, and
infant mortality rates are at most a
tenth of what they were during the
first part of the century; it is now
possible to outlive heart attacks
and kidney failure; we are begin-
ning to be able to deal successfully
with certain kinds of cancer; and
we have learnt a series of rules by
which to prevent certain illnesses.
However, many of these advances
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raise ever more pressing questions
about how, and if, the new tech-
niques and methods available to us
should be used, and about the dis-
tinctions concerning what can be
done, what is useful, and what is
suitable for an individual patient in
a given set of circumstances. 

Indeed, the subject which has
been given to me does not so much
involve science and technology
per se, nor do I think that it would
be fitting for me to provide a sur-
vey of the present and of the prob-
able future with regard to scientif-
ic progress. I do, however, believe
that specific and essential ques-
tions should be raised and an-
swered in relation to the employ-
ment of science and technology, as
the title of this paper has it, “at the
service of the person.” Here the
whole subject becomes much
more complicated. We should not
ask ourselves what medicine can
do for man today and will be able
to do for man tomorrow. We
should, rather, face up to this reali-
ty and ask ourselves why, for
whom, how, where, and when it
can and must do things. 

And the question is difficult for
me from the outset, beginning with
the primary approach to the sub-
ject which I have been invited to
talk about: what does the phrase
“at the service of the person” real-
ly mean? Is one dealing here with a
verbal simplification or a kind of
magnetic moral north pole by
which to direct the compass of our
orientations? I am convinced that
this conference believes in the
suitability of the second defini-
tion—that is, the search for a di-
rection, an ideal path, a practical
and moral rule by which to govern
the methods and instruments
which science and technology
have made, and are making, avail-
able to us. 

But what do we mean by the
term “person,” which is to found in
this phrase? Are we referring here
to the individual person or to per-
sons in the plural? And if we are
talking about persons in the plural,
are we referring to the social con-
sortium to which each one of us
belongs, or to the consortium of
nations, or even perhaps to the
consortium of all humans? All
these categories are composed of
persons, but service to the individ-

ual person is not necessarily the
same—or, rather, is not automati-
cally compatible with service to
different kinds of aggregations of
individual persons. 

A second area of uncertainty is
encountered when we address our-
selves to the context to which the
person to whom we wish to render
service belongs—that is, service in
the form of science and technolo-
gy. Western society, one might
point out, with all its demands and
requirements, is very different
from the very poor societies to be
found in other parts of the world.
In one region of Italy—Tuscany,
for example—the presence and
availability of hundreds of very so-
phisticated machines which sup-
ply various forms of echography
may well be seen as insufficient
when compared to the diagnostic
demand. But I know missions run
by Franciscan nuns in Central
Africa, in a region which is much
larger than Tuscany, where an old
echograph is the sole (and very ad-
vanced) product of technological
civilization. This piece of machin-
ery is employed to distinguish be-
tween an abdomen disturbed by
the effects of malnutrition and the
presence of a pregnancy. So what
are we talking about—the first
context, the second, or both at the
same time? Certainly, we are not
dealing with the same thing, and
the breadth of situations between
these two extremes is obviously
very great. 

These differences bring us to an-
other area of difficulty, that of the
limits which exist to the resources
which are available. In all soci-
eties, and within homogenous con-
texts as well, such limits inevitably

pose the problem—albeit with dif-
ferent levels of intensity—of the
criteria which should lie behind
our decisions, taken as they are in
conditions which lie between the
extremes of uncontrolled inequali-
ty, on the one hand, and complete
social solidarity, on the other. The
latter, of course, is a goal which is
still far off, even in the most ad-
vanced societies on the planet.
Should there be much for a few or
a little for many? Obviously
enough, we would like a great deal
for a great many, but nowhere is
this really possible. So what
should we do? What criterion is
right and what do we mean by
“right” in this context? Are we
dealing here with an ethical yard-
stick or an economic point of de-
parture? Are we using the lan-
guage of costs and benefits or that
of “compassion”? Indeed,
Amartya Sen, the great expert on
developing economies, observes,
“An equal commitment to every-
body involves very unequal treat-
ment for the most disadvantaged.” 

I have tried to produce an an-
swer, but I do not know if this re-
sponds to the spirit which lies be-
hind the choice of this subject. My
answer is that “the person” spoken
about in the title of this paper is not
merely the individual patient to
whom the medical doctor applies
the process of diagnosis and treat-
ment in line with his professional
expertise and the instruments and
methods which are available. Nor
is this person simply an anony-
mous number in a cold and calcu-
lating clinical experiment carried
out on a population made up of pa-
tients. In both cases, and in all cas-
es where science and technology
strive to improve the well-being or
to reduce the suffering of some-
body, whether poor or rich, small
or great, pygmy or Scandinavian,
one always comes across a man.
For this man the suffering caused
by illness is influenced by his
emotional ties and his culture—a
series of habits, fears, hopes, tradi-
tions, obligations and responsibili-
ties, dignity, and reserve which go
to make up his existential context
and which medical science and
technology should never ignore,
but always respect. 

And thus I find myself at this
point agreeing with the words of
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Seneca: “If the physician does
nothing else but take my pulse and
see me as one of his many patients
and coldly prescribe to me what I
should do or what I should avoid
doing, then I owe him nothing, be-
cause in me he does not see a
friend but only a client.” 

In the light of this approach to
what constitutes a person, I will
now attempt to present certain re-
flections on the subject I have been
invited to speak about here today. I
will seek to address myself to this
subject with reference to two ex-
tremes—the poor countries of the
south of the world, on the one
hand, and the rich industrialized
countries, on the other. This limita-
tion of the discussion to two op-
posing poles constitutes a dialecti-
cal simplification because it is
more than obvious, as I will em-
phasize once again later on in this
paper, that wealth and poverty can
often be mixed together in a broad
fan of intermediate situations, and
this is true of the geographical and
social context as well. 

An initial observation may be
made: health is not only or primar-
ily a problem which concerns
medicine. “A bello, fame et peste
libera nos Domine.” Only a few
centuries have passed since the
time when, on our continent as
well, the yearning for health and
social security was expressed in
such terms. Today the horrors of
hunger, war, and pestilence often
meet with the filter of indifference
to something which in essential
terms no longer concerns us. This
indifference is somewhat attenuat-
ed by crude television reports, but
their effect is reduced by the enter-
tainment value of real or fictional
violence, to which cinema and
television expose us every day.
Our capacity for compassion and
indignation comes to be weak-
ened; and, after all, we can simply
liberate ourselves from all this by
pressing a remote control button. 

Health is first and foremost a
question of physical safety (I am
thinking here of the horrors of trib-
al wars or religious fanaticism),
nutrition, food, and water, and it
thus involves agriculture, irriga-
tion, environmental hygiene, and
the eradication of endemic infec-
tions. Such was the case until only
a short time ago in Western coun-

tries as well. Only a hundred years
have passed, or perhaps somewhat
longer, since the discovery of the
existence of bacteria. And the
same period of time has elapsed
since Ernst Semmelweiss proved
the relationship between bad hy-
gienic conditions and hospital
mortality rates—a fundamental
basis for subsequent advances and
success in medicine and health
care. Thereafter came education
and the laying of the foundations
of economic self-sufficiency, and
it was only with these steps for-
ward that one could seriously be-
gin to speak about the emergence
of medicine and health care in a re-
ally modern sense. 

Fortunately enough, there are
today many scholars and experts
who with great seriousness em-
ploy the necessary global ap-
proach to the study of the develop-
ment of the countries of the south
of the world. With reference to
Italy in this context, I would like to
mention the work carried out by
the Luca D’Agliano Research
Center in Turin. 

In countries in the south of the
world science and technology,
when it comes to matters of health,
are of medical importance only in
a secondary sense. Often those in
power in these countries see the
development of health care in a
distorted way—they want to create
highly specialized facilities merely
for reasons of national pride or in
order to imitate the industrialized
countries. Thus, for example, a
heart-surgery clinic is established
where the whole problem of en-
demic infections remains very far
from being solved and where dra-
matic difficulties of nutrition con-

tinue to exist. From this point of
view, cooperation between the
North and the South must not re-
peat the errors of the past. Nobody
can deny the good intentions of the
World Health Organization and the
slogan “Health for All in the Year
2000,” which has inspired the
work of this organization over the
last twenty years. However, in
practical terms, this mirage has al-
so given rise to delays, false hopes,
and erroneous approaches. 

What we need to do is to face up
to, and tackle, the whole problem
with a pragmatic gradualism—in
the form of nutrition, education,
and the creation of primary sys-
tems of health care. This does not
mean that we should not in the fu-
ture aim at more advanced objec-
tives and goals, but such things can
only be achieved if they take place
against a background of overall
advance. The more the moment of
self-sufficiency draws near, the
more it becomes important to de-
velop higher systems of health
care and to ensure that there are
suitable structures in which trained
staff can apply what they have
learnt. Naturally enough, an ex-
ception to all this is to be found in
emergency action such as that un-
dertaken by the association Medici
Senza Frontiere, action which
takes place where, and when, the
madness of men means that sur-
vival rather than well-being is
what is really at stake. 

To return, however, to the ques-
tion of “service to the person,” as it
has hitherto been defined in this
paper, I believe that in these coun-
tries service to the person also
means the avoidance of rapid
changes in relation to the traditions
and values of the society in which
healthcare initiatives are taken, re-
fraining from imposing foreign
models solely because they func-
tion in other contexts, and a funda-
mental and full commitment to ed-
ucational processes without, how-
ever, seeking to achieve a mirror
image in these societies of what
goes on in  Western countries. 

Finally, I cannot fail to speak
about a problem which seems to
me of immense and striking im-
portance. I am referring here to
birth control, contraception, or
what is termed “responsible pro-
creation.” That a young woman
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may die in childbirth, perhaps after
bringing into this world ten chil-
dren, of whom only three have sur-
vived, as often happens, for exam-
ple, in Central Africa, is not ac-
ceptable to a man of my way of
thinking and ethical outlook. I am
well aware of the admirable work
carried out by the missions. I be-
lieve that humanity owes a great
deal to these men and women, who
have dedicated themselves to a vo-
cation which, lived out in silence,
every day threatens their very
lives, striving as they do to bring
some relief to, and to improve the
chances of survival of, their less
fortunate brethren. I respect life. I
believe that it is unacceptable, for
example, that in some Anglo-Sax-
on countries certain patients are
classified with the letters “NTBR”
(an acronym for “not to be re-
vived”). I reject euthanasia, a sub-
ject which every now and then is
brought to the forefront of public
attention, as being an unacceptable
practice. And, in addition, I refuse
to treat the subject of the interrup-
tion of pregnancies in a light-
hearted fashion. 

But I must declare quite honest-
ly that I do not understand how it is
possible to justify those avoidable
deaths to which I have just referred
before any judge, in this world or
the next. And I cannot prevent my-
self from thinking that it would
have been better if these creatures
had never conceived. I do not even
think that the idea of “responsible
procreation” can be applied with
the same rules in all contexts. I am
aware of the difficulties which this
position meets with in this place,
but I believe that it is my duty to
declare what my point of view is
for reasons of intellectual honesty.
To keep quiet would be offensive
towards those who have done me
the honor of inviting me to talk
here today, and for this reason I
have held to the view that my ideas
and my experience could be of
some use and some interest. 

I would now like to dwell upon
the other extreme—that of the case
of the industrialized countries. The
aging of the population, the outliv-
ing of illnesses or events which in
the past proved fatal, and the
progress of the technology of diag-
nosis and of forms of treatment
have all meant that there has been

a constant increase in the offer and
the demand for health. This circle,
which one could in theory define
as being “virtuous” in character,
has had damaging effects because
of the increase in costs which it has
brought into being. The constant
call for new forms and levels of
funding, organization, and action
has brought with it the danger that
the whole system might enter into
a state of paralysis. 

Increasing levels of general
prosperity have acted to accelerate
this process because needs which a
few decades ago would have
seemed wrong, marginal, or even
absurd are now deemed to be es-
sential. I am thinking here of the
excessive “psychiatricization” of
problems connected with social
disturbance or individual adapta-
tion, or of the explosion in forms
of “aesthetic treatment”—an ex-
ample, it might be observed, of the
“medicalization” of problems con-
nected with self-perception. This
has meant that even in health ser-
vices which generally aim at an
approach based upon solidarity—
such as ours—there has been an
increase in the costs which the pa-
tient has to pay. This process has
meant that, despite the various
kinds of initiative which have been
taken to deal with this problem, in
reality access to the national health
service has become increasingly
more difficult for the poorer sec-
tors of the population. 

All countries in the West have
encountered this difficulty because
an increase in the availability of di-
agnostic instruments and methods
has led to a frequently unjustifi-
able proliferation of clinical tests
and examinations. In addition, giv-
en that payment is based upon the
number of these kinds of inquiries
into the health of the patient and
upon the number of people who
are admitted to the hospital, there
is a natural tendency to increase
both forms of initiative. In our
countries there has emerged a form
of real healthcare consumerism,
and this is a phenomenon which
generates very great waste. It has
also provoked the introduction of
mechanisms of partial payment by
the patient, which means that ac-
cess to the national health service
necessarily becomes more difficult
for the weaker and less prosperous

sections of society, as is also true
of essential forms of care and treat-
ment. This is an even more serious
situation given that today all in-
dustrialized countries have their
own “South”—that is, individuals
who live below the poverty line
and often do not make use of the
national health service or, when
they do make use of it, act in re-
sponse to an extreme emergency. 

Once again, therefore, albeit for
reasons which are different from
those which are at work in the poor
countries of the world, processes
of health care in rich countries
come up against the realities of
each society’s economy. This
means that today the management
and the use of healthcare re-
sources, in our countries as well, is
conditioned by economic factors.
Furthermore, this is something
which will grow even worse in the
future. In order to meet this prob-
lem it will be indispensable—
among other things—to overcome
the selfishness of certain cate-
gories of healthcare personnel. In
Italy, for example, such selfishness
has led to the renewal of the con-
tracts of hospital doctors on terms
which are very burdensome for so-
ciety as a whole. It is true, as
everybody now observes, that the
organization of the national health
service should move towards a re-
duction in the practice and length
of hospitalization, and to an in-
crease in pre-hospital diagnoses
and post-hospital treatment carried
out at home or in special residen-
tial institutions. But at the same
time the way in which human and
technological resources are used
should also be radically reformed
and restructured. 

But this objective first requires a
solution to a problem which goes
even deeper. In hyperspecialized
and hypertechnological medicine
the general practitioner and the
physician of the person is today
disappearing, and this is a very
great loss. Furthermore, nothing
has as yet been invented to counter
this tendency. The truth is that
even in the present-day (exces-
sive) growth and splendor of med-
icine by machines and by imper-
sonal method, the true quality of
medicine is always influenced by
the way in which the relationship
between the patient and the med-
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ical doctor begins and develops.
And, of course, needless to say, in
this relationship there are two dif-
ferent individuals with their own
separate culture, personality, cir-
cumstances, problems, anxieties,
hopes, and expectations. 

Over recent decades the rela-
tionship between the medical doc-
tor and his patient has diminished
in importance, almost as though
one were dealing with a devalued
currency or perhaps with a ban-
knote which had been withdrawn
from circulation. People certainly
speak about this phenomenon with
regret. The idea is not so much that
something of value is being lost
from sight, but, rather, that such a
relationship is something good
from the good old days, akin, as it
were, to the lace which grand-
mother used to wear. Of course,
this relationship still exists, but
both the patient and the doctor
tend to experience it as a kind of
bureaucratic formality which is in-
troduced into the sphere of what is
considered real medicine—that is,
a realm where mechanical analy-
ses carry out their schematic, re-
lentless, and categorical judg-
ments as to what constitutes nor-
mality and abnormality. In this
way, the two key moments—the
human moment and the technolog-
ical moment—increasingly tend to
go their separate ways. And one of
the greatest challenges which
medicine now has to face is how to
reconcile its human dimension
with its technological dimension. 

This is true not only from an eth-
ical/humanitarian point of view,

but also in order to improve the ef-
fectiveness of technological medi-
cine itself. Without the human re-
lationship with the doctor who
knows how to explore, judge, and
decide on the basis of his personal
knowledge of the patient, the sick
person runs the risk of becoming
lost in a labyrinth of various forms
of technology. There is the danger
that he will become reduced to the
level of unconnected numbers,
lines, and images, and that what
will be aimed for is not his own
subjectively perceivable well-be-
ing, but the normalization of some
kind of parameter. Without this
personal relationship between the
doctor and the patient, the percep-
tion of the difference between
what is possible, useful, and right
for the individual patient in his
own personal context, and with his
personal, family, and social expec-
tations and hopes, can lead—and,
unfortunately, does often lead—to
forms of medical response and
treatment which are unsuitable and
which are carried out simply be-
cause they can be carried out with
the techniques which are available. 

In Western society, too, there-
fore, there is the very important
and compelling need to bring med-
icine back to “service of the per-
son.”

To conclude this paper, I would
like to address myself briefly to an
assessment of the value of scientif-
ic and technological advances, es-
pecially in relation to the field of
medicine. 

My opinion—that of someone
who has by now spent half a centu-

ry engaged in scientific research or
the treatment of patients—is very
simple: one cannot, and should
not, impede man’s inescapable vo-
cation to follow the path of “virtue
and knowledge.” But when ad-
vances in knowledge, or the ma-
chinery and methods which derive
from such kinds of advance, be-
come likely to engage in a
“metabiological” attack on man
and his system; when the econom-
ic implications of new realities and
procedures are such as to endanger
the financial resources which are
available to healthcare services as
a whole; and when the results ob-
tained in terms of quality of life are
of a dubious value, or when the
cost in suffering which an inter-
vention requires is greater than
possible benefits; then, beyond all
meaningful experimental evidence
and every theoretical hypothesis,
analysis of all the implications of
science and technology must be
extremely severe.

I would like to finish this paper
by once again thanking the orga-
nizers for their invitation for me to
speak here today because it has
obliged me—as, indeed, does not
happen often enough, involved as
we are in our strenuous daily du-
ties—to peer deeply into the
means, the ends, and the values of
our work as doctors and scientists. 
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Introduction

At the end of the second millen-
nium medicine is faced with a
turning point. At no other moment
during the last hundred years has
medicine been so near to illness
and at the same time so distant
from the sick person. 

On the one hand, the advances
achieved in the world of clinical
medicine have brought about a se-
ries of unprecedented successes in
the area of treatment: many forms
of illness and disease which at one
time were considered inevitable
scourges have been hard-hit, and
this has led—first and foremost in
the countries of the Western
world—to a well-being in people’s
lives and to a longevity which have
never before been experienced by
mankind. At the same time the
support disciplines of medical sci-
ence, such as biology and genetics,
have brought us very near to the
roots of life and to the point where
disturbing philosophical, moral,
and legal questions now pose
themselves. We need only think
here of the problems raised by the
phenomena of assisted procreation
and genetic manipulation. 

However, in strident contrast to
the triumphs of medical science,
we are also in the presence of a
growing lack of satisfaction both
as regards the patient and in rela-
tion to the medical doctor. The for-
mer feels that he is subject to an
alienating form of medical care
which, although it may well with
growing effectiveness end physi-
cal illness, nonetheless also in-
volves an accompanying increase
in that feeling of isolation and psy-
chological dependence which is
normally associated with the con-
dition of illness. The medical doc-

tor, for his part, finds himself in-
volved in trying to keep up with
the advances of professional
knowledge in his field of interest
and sees that he is immersed in the
ever-more complex diagnostic-
therapeutic algorithms of modern
clinical disciplines. In such a con-
text he feels that contact with the
patient eludes him and the real hu-
man nature of his patient becomes
submerged within an impersonal
mechanism which transforms
health care into just another public
service. As a result, the delicate
and sensitive process of interaction
between the medical doctor and
his patient becomes annulled. 

The reasons which lie behind
this state of affairs are in essence
four in number and can be adum-
brated in the following fashion: 

1. The radical epistemological
transformation of modern medi-
cine which has taken place in re-
cent times and the influence of
support disciplines which them-
selves have lain behind the ad-
vance of modern medical science. 

2. The present-day problems and
difficulties of instruction and
learning in the world of medicine. 

3. The processes of massive
growth and bureaucratization in
the world of medical care. 

4. The loss of a sense of the tran-
scendent dimension to human ex-
istence. 

The Birth of Modern Medicine 
as a Science

The modern age has witnessed
an unprecedented advance in med-
ical knowledge. This began gradu-
ally in the seventeenth century
with the first discoveries relating
to man’s physiology and then ac-

celerated from the middle of the
nineteenth century onwards. Dur-
ing the twentieth century, it may be
observed, advances in medical
knowledge have progressed at a
breathtaking pace. 

These advances cannot be ex-
plained without reference to the
radical methodological changes
which took place within the world
of medicine during the seventeenth
and eighteenth centuries. Such
changes involved a more rigorous
scientific approach which moved,
however, rather slowly in compar-
ison to the other disciplines at the
time. In truth, although the scien-
tific bases of mathematics and
geometry had already been firmly
established in ancient Greece,
medicine itself was still struggling
to establish itself as a science when
the modern age dawned. It was
still considered an art (ars medica)
and at times a philosophical disci-
pline because it was connected
with the discipline of physiology,
which at that time was considered
a branch of philosophy. 

An illustration of this state of af-
fairs is to be found in what René
Descartes, one of the founding fa-
thers of the scientific revolution of
the seventeenth century, wrote in
his Discourse on Method. After
discovering his own interest in the
exact sciences he decided to drop
his idea of dedicating himself to
those “other sciences...which draw
upon philosophy for their princi-
ples” (that is, medicine and ju-
risprudence, which at that time
were considered linked). He went
on to declare, “Indeed, I believed
that on such unsound bases noth-
ing solid could be constructed....
And, on the other hand, although I
did not display any contempt for
worldly glory, I did not give value

CORRADO MANNI

Technology or Technicism for the Society 
of the Third Millennium?



127CHURCH AND HEALTH IN THE WORLD: EXPECTATIONS AND HOPES ON THE THRESHOLD OF THE YEAR 2000

in the least to that which can be ob-
tained through false qualifica-
tions.”1 This severe judgement re-
flects the aura of  distrust and of
suspicion—if not of charla-
tanism—which then surrounded
the profession of medicine. The
marked lack of diagnostic and
therapeutic means and instruments
which were then available—
whose actual effectiveness was
never subject to a serious process
of testing and verification—makes
such a reputation more then com-
prehensible. 

But over the two subsequent
centuries things changed very rad-
ically—the introduction of experi-
mental methods in the observation
of phenomena and the measure-
ment and correct interpretation of
such phenomena lay behind the
immense advances and strides for-
ward which are very well known.
The fragmentary clues and insights
of the thousands of precursors of
scientific medicine were suddenly
placed in their right context rather
like the pieces of a mosaic. At the
same time the innumerable errors
with which they were beset and
bound up became clearly evident.
It was from this point in time that a
clinical knowledge about the
forms, symptoms, and develop-
ment of certain illnesses and a ver-
ifiable understanding of the
anatomical and physiological as-
pects of pathological phenomena
began to take shape. As a result of
concomitant technological forms
of progress, therapeutic means and
methods by which to control the
development of most forms of ill-
ness became finally available to
the discipline of medicine. 

However, all of this was not
without its consequences for the
mental approach and character of
the figure of the medical doctor
himself. From the physician who
was a “humanist” and a “philoso-
pher” there was shift to a medical
doctor who was a “technicist” and
an “organicist,” the true son, that
is, of that positivistic mentality
which reached its height during the
nineteenth century. His learning
and expertise became rigorously
scientific and empirical—the ap-
proach to the clinical case in hand
was analytical and aimed at an
overall vision of the pathological
process which was responsible for
the general condition of the pa-

tient, and all this with a view to
identifying the cause of the illness
and thereby proposing the most ef-
fective form of treatment possible
for its cure. In this approach every-
thing which was outside the
process of diagnosis and subse-
quent treatment became irrelevant,
including emotional participation
on the part of the medical doctor in
the human experiences of the pa-
tient, which, it was said, could in-
terfere with the achievement of
limpid objectivity in establishing a
medical judgment of the case. 

In this way a process of natural-
istic rationalization led to a neglect
of any historical or personal di-
mension of the illness, something
which became meaningful to the
doctor only as a “clinical case”
which was lacking in any kind of
significant human dimension. 

However, this approach led to a
denial of one of the most evident
characteristics of illness, namely,
that it is at one and the same time
both an affliction of the body and
of the psyche and that for this rea-
son without the treatment of both
aspects health cannot be restored
to the patient because the very con-
cept of “health” itself refers to both
physical and psychic well-being.
Overall, when there is an attempt
to alleviate the suffering of the pa-
tient without reference to his per-
sonal and human experiences and
difficulties, this involves an accen-
tuation of his spiritual suffering
and the consequent risk that the
goal of a real cure will not be
achieved. 

However, at the beginning of
this last century of the millennium
the emergence of psychoanalysis
threw new light upon the intercon-
nection between the human mind
and the human body. The discov-
ery of a psychosomatic dimension
to many illnesses, and in particular
the importance of the role of the
actual wish of the patient to get
better in rendering treatment effec-
tive, made a significant contribu-
tion to the positivistic excesses of
the previous century. Yet these dis-
coveries, for all their solid scientif-
ic bases and evident successes in
terms of treatment, have still not
produced significant real innova-
tions in the mentality and practice
of modern medicine. Today’s med-
ical doctor still tends to be rigidly
“body-centered” and to deny the

psychological aspects of illness,
or, when such aspects become so
evident that they can no longer be
denied, to hand them over to the at-
tention of a specialist. This kind of
approach to this dimension of ill-
ness both demonstrates an inability
to deal with what it involves and
accentuates the conceptual dual-
ism of psyche and body. When car-
ried to extremes, this can reduce
the spiritual disturbance of the pa-
tient to the level of any other kind
of technical problem which
should, therefore, be approached
and handled in the same way. 

The Didactic Roots 
of Technicism 
in the World of Medicine 

We cannot but be amazed at the
cultural backwardness of the med-
ical doctor of today’s world when
we reflect upon the fact that the an-
thropological-ethical dimension is
almost completely absent from his
or her training. The university pro-
grams of the faculties of medicine
have been in need of moderniza-
tion for over fifty years, and it
should be pointed out that the re-
form of the so-called “Table XVI-
II” has not brought about signifi-
cant changes in this regard. 

The degree course in medicine
remains the longest that there is in
the university world and is also
one of the most demanding. What
needs to be known, which is al-
ready very great, increases every
year with advances in medical
knowledge and research, and the
need to keep up with developing
knowledge at times does not allow
the university teacher to arrive at a
necessary overall picture and to
place new facts within a general
theoretical model. As a result, the
textbooks are often already obso-
lete for the student who enters the
course. In addition, the mind of the
student is largely occupied in re-
membering what has been taught,
and his time is so taken up with at-
tending lessons that little room is
left for deeper reflection upon the
real object of his study—namely,
man. A critical capacity in a strict-
ly clinical sense is endangered by
this enormous mass of information
and of new principles and by the
crisis which is taking place at the
level of teaching. 
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The body of medical knowledge
is now so great as to make special-
ization indispensable. The figure
of the general practitioner has al-
most disappeared. The basic
courses in the degree program are
often divided into concurrent
courses which are held by special-
ists. In each separate discipline
within the medical area various
specializations exist side by side
and in the specialization courses
themselves there are different spe-
cial subjects. 

This subdivision accentuates the
physiological character of contem-
porary medicine—each specialist
focuses on his own area of exper-
tise, and medical doctors increas-
ingly become the treaters of physi-
cal organs. It becomes doubly dif-
ficult to perceive the man and pa-
tient in overall terms when he is
seen and understood merely as a
collection of organs. 

What without doubt makes the
situation even worse is the enor-
mous overcrowding of the facul-
ties of medicine in our universities.
On the one hand, this impedes at-
tendance at lessons on the part of
students, but it also makes the es-
tablishment of suitable relation-
ships with patients in the wards
more difficult. The vital impor-
tance of establishing a good rela-
tionship with the sick patient is ac-
cepted by all as being—at least in
theoretical terms—an essential
prerogative of the medical doctor.
But for this relationship to be
formed there must be daily contact
with the patient, and the teacher
must transmit to his students his
own critical abilities as well as a
sound ethical approach, not least
by way of example. To employ the
words of Jaspers: “The humanity
of the doctor is also transmitted
through his personality, impercep-
tibly, moment by moment, through
the way he acts and speaks, and
through the spirit which prevails in
the ward.”2 But this humanity,
which is the fruit of ethical aware-
ness and sensitivity and of that ma-
ture judgement which is achieved
through experience, cannot be
written into the exam programs or
into ministerial directives. It can-
not be assessed in an examination
mark. As a result, it is difficult to
find a place for it in the evaluation
of a candidate who aspires to take
part in the medical profession. 

Changes in the Social 
Relationship between the 
Medical Doctor and his Patient 

This tendency towards hyperspe-
cialization and the reduction of
medicine to learning processes form
a part of distinct general tendencies
of our historical epoch which are
based upon collective organization
and the overpraising of results. And
these principles have not failed to
achieve a radical transformation in
the organization of health care and
the nature of the relationship be-
tween the patient and the medical
doctor. Indeed, in the past this rela-
tionship was of a highly individual
character—the doctor looked after a
limited number of patients whose
welfare he could safeguard and
whose clinical and personal histo-
ries he was informed about. He was
more a private or family counsellor
than the provider of certain ser-
vices. The social and economic
changes which have taken place
during the course of this century
have certainly had the very impor-
tant result of extending health care
to the whole of the population, but
at the same time they have also led
to a radical change in the ways in
which this health care is provided.
To quote Jaspers once again: “With
the release of medical help from the
grip of private property and its free
bestowal upon the individual, the
action of the medical doctor has
come to be organized along the
lines of a commercial firm. Clinics,
medical insurance, and laboratories
come between patient and doctor. A
world has grown up which makes
medicine in its actual practice im-
mensely more effective, but which
at the same time comes into conflict
with the function of the medical
doctor. Doctors become func-
tions.... Between doctor and patient
powers grow up whose rules must
be obeyed by both.”3

This planned form of medical
care, which, it should be repeated,
is positive as regards the possibili-
ties of making the best use of the
resources which are available, im-
proving the results of new knowl-
edge, and facilitating the exchange
of information and expertise within
the profession, nonetheless leaves
little space for the development of
the personal relationship between
the patient and the doctor who is
treating him. This is so from the

overcrowded offices of front-line
doctors right up into the world of
hospitals, where, it has been ob-
served, “illnesses are divided by
wards, like the products offered by
a supermarket; and the doctors
passing from bed to bed, rather as
though they were on a factory line,
strive to discover the causes of
what has gone wrong in order to re-
pair the organ which is sick.”4

This organized form of medicine
makes increasing use of an ever-
greater range of diagnostic meth-
ods and instruments which bring
with them the risk that a balanced
analysis of the case will be sub-
merged. On the one hand, the low
level of clinical experience which
characterizes many medical doc-
tors and which is caused by those
difficulties in the training process
we have already referred to, and, on
the other, the pressure exerted by
commercial companies, whose
power is ever more bound up with
the worlds of politics and learning
and study, both promote a state of
affairs where often useless diagnos-
tic inquiries and therapeutic appli-
cations are encouraged. These are,
of course, frequently expensive and
require a great deal of research. 

The increasingly evident re-
course to self-diagnosis and self-
treatment on the part of the distrust-
ful visitor to the doctor’s office is
encouraged by this state of affairs.
It thus often happens that a patient
goes to a general practitioner in the
national health service and asks
him to prescribe a certain test with-
out offering any other explanations.
In the case of the patient who has
been admitted to a hospital, such
overall developments become ex-
pressed in a series of procedures
and tests which the patient does not
understand and which disorientate
him—when, that is, they do not ac-
tually inflict suffering on him.
When a sufficient explanation has
not been given of what their pur-
pose might be, such tests and pro-
cedures can appear to him as hav-
ing no clear purpose at all. 

If all this causes suffering in the
patient, it also has a bad effect on
the medical doctor, who may come
to feel deprived of his real role—
that of being the restorer of the
health of the patient and the inter-
mediary between the patient and
his illness. A denial of the human
dimension of the patient means the
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doctor is denied the satisfaction
which contact with his patient pro-
motes. The doctor finds that he is
locked into an impersonal mecha-
nism, limited by the requirements
of hyperspecialization and interdis-
ciplinary study in his ability to treat
his patient, almost displaced in his
diagnostic and evaluative functions
by an abuse of various kinds of
tests, and limited in his range of
contacts with his patient by the in-
tense turnover in the hospital wards
and by the stressful pace of work to
which he is subjected. In such a
context the doctor often comes to
feel frustrated and perhaps even su-
perfluous. Here we are dealing with
the dangers of what might be
termed the “anthropological muti-
lation” of medicine. 

Unfortunately, the abuse of
methods and instruments of diag-
nosis is one of the causes which
have led over recent years to an
alarming increase in the costs of
medicine and health care. During
this period of crisis in the econom-
ic model of the Western world, at-
tempts at reform based upon the
goal of reducing the public deficit
find in health care costs one of their
principal targets for cuts. However,
because of the economic pressures
which have already been referred
to in this paper, the greatest risk of
all is that, instead of their leading to
a rationalization of the use of tech-
nology, we will face, on the con-
trary, a reduction in the health care
which is offered to the weakest
parts of society—the chronically
ill, the terminally ill, or those peo-
ple who are without economic re-
sources. At the same time techni-
cism unwittingly supplies a theo-
retical justification for this kind of
policy—when assessed in terms of
mere efficiency, health care fur-
nished to sick people who have no
prospects of getting better or who
are subject to socioeconomic con-
ditions which worsen the prospects
for their improvement may appear
to be a waste of resources. Thus we
can see that a reductionism involv-
ing reference to the body alone of
the patient promotes a draining of
potential ethical support.5

The Rejection of Death 
in Modern Society 

But there is another aspect of

technicism which requires discus-
sion, and it is rooted in factors
which are not so much of a scien-
tific nature, but of a social and cul-
tural character. It is the façade be-
hind which modern society’s rejec-
tion of death is hidden. The great
trust in scientific progress of the
modern age has produced in many
of us the illusion that human
knowledge has unlimited bound-
aries. Many dreams of antiquity
which at one time belonged to the
realms of poetic imagination and
invention have become reality—
man has learnt to fly, to land on the
moon, to transmit sounds and im-
ages from a great distance, and to
solve immensely complicated sci-
entific problems and questions
with the help of electronic comput-
ers.  

Only one ancient myth remains
unattained—immortality. Al-
though medicine has been able to
prolong the average life expectan-
cy of the human species, the under-
lying final objective still remains,
for the moment, unobtainable. It
does not seem possible, or even
perhaps desirable, to lengthen our
existence here on earth indefinite-
ly. However, psychoanalysis tells
us that in the depths of our uncon-
scious we consider ourselves im-
mortal. Although a knowledge of
the end of our lives is inevitably
rooted in our consciousness, we
find difficulty in accepting the idea
to the full that we will die. Only a
lack of knowledge of the exact mo-
ment when death will take place
renders its existence tolerable to
us. 

In addition, many sociological
factors make the idea of death un-
acceptable to modern man. In an
opulent and hyperproductive soci-
ety such as ours is in the West—
that is, where material prosperity is
all too often seen as the only possi-
ble good and where the mass me-
dia tend to construct an image of
reality made up exclusively of
beauty, wealth, and success—the
dark sides of life, such as suffering,
old age, and death, are increasing-
ly marginalized, almost as though
there were an attempt to remove
them from general consciousness.
In a perspective made up solely of
worldly goods, the painful side to
existence can only appear as an un-
thinkable and inexplicable void
which has to be exorcised. It is in-

evitable that a loss of a sense of the
transcendent meaning to life de-
prives its natural conclusion—
namely, death—of meaning as
well. 

Behind the tendency to hospital-
ize illness there is often found an
attempt to conceal this painful di-
mension of life from the eyes of
society in the same way as in cer-
tain idyllic American cemeteries
there is an attempt to hide the dra-
matic reality of death behind a
front of flowerbeds and the sound
of classical music.6

But the failure to accept such a
reality, its marginalization or con-
cealment behind an exaggerated
technicism, and its “medicaliza-
tion” cannot, on the one hand, pre-
vent this reality from taking place
and, on the other, render modern
man ever more unprepared to face
up to it. In addition, it has in-
creased the suffering of those who
are about to die because they have
to endure the moral and material
consequences of an isolation of
which far too often they become
the victims.7

In each and every one of us the
vision of the death of another per-
son provokes discomfort because
it reminds us of our inevitable des-
tiny. In the case of the medical doc-
tor, there is added a sense of per-
sonal defeat in relation to his own
capacities and expertise. This is
perfectly understandable, not least
because all doctors are aware from
the outset that it is not always pos-
sible to save those whose lives are
entrusted to them. However, it is
precisely the tendency to see the
death of a patient as an example of
failure in treatment which is one of
the main reasons behind attempts
to delay the moment of death to the
last possible instant through the
employment of all the means and
instruments at hand. In such a cir-
cumstance, technicism becomes
the doctor’s way of hiding his own
failure at the level of treatment—
whether such a failure is really pre-
sent or not—and his own frustra-
tion. The inadequacy and malfunc-
tioning of each organ is fought
against, and the truth that the
whole body dies is forgotten. 

The tendency to look at the pa-
tient’s body alone and not at his
psychic make-up is a further factor
behind this erroneous kind of per-
spective. The identity of the patient
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also becomes lost from sight be-
cause it becomes identified and
confused with his illness. In such
an outlook death is quite wrongly
seen as the final outcome of an ill-
ness and not as the natural end of a
life. 

We can see, therefore, how the
above-mentioned factors are close-
ly connected. Technicism and
body-centeredness may at first
sight seem to be mere “profession-
al deformations” of the medical
classes. In reality, a closer investi-
gation shows that they are at one
and the same time both the justifi-
cation and the instrument of a
more general cultural rejection of
death which characterizes not only
the medical doctor himself, but the
whole of society as well. 

Specific Questions Relating 
to Intensive Care    

Therapeutic overkill is strictly
connected with the phenomenon of
technicism, and this is especially
the case in the field of intensive
care. This is so because of the pres-
ence of a number of factors. 

First of all, the mentality of the
doctor who is an anaesthetist and
intensive care specialist makes it
difficult for him to accept defeat.
He is used to defending life, not
least in very difficult conditions.
The right meaning should be given
to diagnostic and therapeutical ob-
stinacy by the intensive care spe-
cialist. It is made necessary by the
seriousness and the rapidly chang-
ing character of the clinical situa-
tion which this specialist has to
deal with and by the fact that his
task is to achieve a speedy diagno-
sis of the patient’s condition in or-
der to produce an effective and
specific treatment. 

Furthermore, the advances of a
scientific and technological nature
which have taken place over recent
years in the field of intensive care
have provided the expert in resus-
citation—more than is the case
with any other specialist in medi-
cine—with ever more effective
and long-lasting mechanical and
pharmacological instruments of
aid and support which enable the
life functions of the human body to
be kept going when they have en-
tered into difficulty. 

Indeed, it is even now possible

to keep the physical extracerebral
functions of the body functioning,
albeit for short periods of time,
even in the case of patients whose
cerebral functions have ceased for-
ever—that is, in those patients who
have undergone “brain death.”
This kind of intensive care for pa-
tients who are to all effects already
dead can only be justified—and
the point should be made with
great force—when the removal of
organs for transplant purposes is
envisaged. Any other reason for
such a course of action cannot be
justified in ethical terms. Indeed,
we may assert that a patient who
has already undergone brain death
is an extreme example of the tech-
nicistic and physiologistic defor-
mation perpetrated by medicine.
We are dealing here with a human
body which is entirely dependent
upon a form of treatment where an
erroneous use of technology can
maintain the appearance of life
even when this has in fact ceased
to exist. 

This is the condition most close-
ly connected with therapeutic
overkill. Such a policy, it may be
recalled, can be defined as being a
“treatment of proven ineffective-
ness as regards its declared goal, to
which is added an elevated risk for
the patient and/or a specific kind of
danger, and further suffering,
where the exceptional character of
the means and instruments em-
ployed are clearly disproportionate
to the objectives of the situation at
hand.”8

The first defining criterion of
therapeutic overkill, therefore, is
proven ineffectiveness, and thus
the actual uselessness of the treat-
ment which is applied. It is based
upon an evident contradiction as
regards the conventional role of
the medical doctor. In this
“overkill” there is a stubborn and
purposeless employment of treat-
ment which has no positive effects
for the patient and which thus de-
stroys its “therapeutic” value and
the very nature of what treatment
actually is—that is, something
which works to the benefit of the
patient. This assessment is also to
be found in the new Italian code of
professional medical ethics, where
in clause 13 diagnostic-therapeutic
overkill is defined as being “the
continued application of forms of
treatment from which benefits for

the patient or an improvement in
his quality of life cannot be reason-
ably expected.”9

It is also more than clear that a
useful form of treatment, whatever
its complexity may be, can never
be found in a policy of therapeutic
overkill. The employment and ap-
plication of advanced diagnostic
and therapeutic resources which
are of a technologically developed
character can only be fully justi-
fied if this takes place with a view
to the exclusive well-being of the
patient. 

The second criterion, which is
not explicitly referred to in the new
professional code, is that relating
to the dangers of treatment and the
risks run of provoking further
moral and physical suffering of
such a character as to constitute
“therapeutic violence.” 

The third criterion is that of the
exceptional character of the means
and methods of treatment, which
must not be disproportionate to the
objectives which the medical doc-
tor wishes to reach. 

It is clear that this last criterion is
subject to a process of continual re-
vision by medical science. Meth-
ods which at one time were consid-
ered not appropriate are today of
routine and daily application. One
need only think of the iron lung
and hemodialysis, which are today
employed even in the patient’s
own home. Judgments concerning
the actual appropriateness of a
treatment must take place within a
context of a suitable knowledge of
the clinical conditions of the pa-
tient and of the real benefit which
is to be gained from the application
of that form of treatment. 

To conclude, it should be ob-
served that just as therapeutic
overkill is not a matter of its com-
plexity or its aggressiveness, but of
whether its intensity is appropriate
to the actual conditions of the pa-
tient, so, in the same way, it is not
the intense use of technology
which determines technicism, but
the goal towards which it is direct-
ed. Thus the medical doctor “must
look at all the forms of technology
available with a certain detach-
ment, much as he would consider
what methods he would choose to
achieve a certain end.”10 This end,
it must be repeated once again,
must be that of treating and caring
for the patient, not his illness. 
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A Return to the 
Hippocratic Approach 
and the Christian Vision 

The critical revision of techni-
cism has led to a rediscovery of the
ancient Hippocratic approach to
medicine. In this holistic way of
thinking the illness is not a mere
phenomenon of the body, but an
expression of a man’s imbalance as
regards his body and the world
which surrounds him. For this rea-
son the medical doctor must treat
the patient as a whole and in coop-
eration with the patient himself. A
paternalistic and positivistic rela-
tionship based upon dependence is
set against an interdependence
which takes place within a relation-
ship of interaction between the doc-
tor and the patient. 

The opposition between these
two rival forms of practicing medi-
cine was already evident during the
days of ancient Greece. In his Laws
Plato distinguishes between the
doctor who is a slave and treats
slaves and the doctor who is a free
man and treats free men. The first
kind of doctor examined the sick
slaves in special treatment centers.
He never explained the reasons for
their illness and never listened to
what the sick slaves had to say. He
hurriedly prescribed what he
thought was best for the patient and
then went on to another case. The
second kind of doctor looked after
people who had the status of being
free. He analyzed their illnesses
with reference to what had caused
them and to this end engaged in
conversation with the patients and
those who were closest to them. He
informed the patient about the ill-
ness he was suffering from, or inso-
far as the patient could understand
what he was being told, and never
prescribed remedies before obtain-
ing the patient’s agreement as to
their potential effectiveness. The
sick person wanted to know about
his illness and its treatment so that
he could reach an independent de-
cision. His trust was great, but by
no means blind. Plato relates an
anecdote about Aristotle, who,
when he was ill, said to a doctor
who was prescribing a treatment
for him, “Tell me why you are do-
ing this, and if I am convinced, I
will do as you tell me.” 

However, this kind of relation-
ship cannot exist without real mu-

tual respect, and this is something
which is based upon a knowledge
of the patient in his entirety, with-
out any kind of reductionism. 

This return to a more “human”
dimension of the relationship be-
tween the medical doctor and his
patient naturally takes on a new
meaning in the Christian view of
charity—the treatment of illness is
an opportunity to give one’s neigh-
bor one of the greatest of gifts:
health. And this is understood in
terms of physical and moral well-
being and the restitution to the sick
man of his dignity. “The approach,
which is full of humanity and love
for the sick person and which is
rooted in an integrally human vi-
sion of sickness and animated by
faith, finds expression in this thera-
peutic effectiveness of the relation-
ship between the doctor and his pa-
tient.”11 The healthcare worker
must so steward his relationship
with the patient that his sense of hu-
manity strengthens his professional
skill and his expertise is made more
effective by his ability to under-
stand the sick person whom he is to
treat. 

An understanding of the real
needs of the patient is a fundamen-
tal prerequisite for medical ethics.
Among other things, it guarantees
that the technology and methods
available to the medical doctor re-
main confined to their role as in-
struments—that is, techniques em-
ployed but never ends in them-
selves. 

Technical methods must be eval-
uated with reference to their ethical
acceptability, which is a yardstick
to determine if they are compatible
with a human approach. To put it
another way, their employment
must be carried out in defense of,
and with respect for, the dignity of
the human person. Science and
technology “cannot on their own
demonstrate the meaning of exis-
tence and human progress. As the
creation of man, from whom they
spring and develop, their purpose
and their limits must be based upon
the human person and the person’s
moral values.”12

It is for this reason that “science
must be united to wisdom. Science
and technology are in the van-
guard—that is, they push back their
frontiers every day. Wisdom and
conscience point out to them the in-
violable limits of man.”13 “Our age,

more than in past centuries, needs
this wisdom so that all new discov-
eries may become more human.”14

Hippocrates said that the physician
should love wisdom—iatros
philosophos isotheos: the medical
doctor who is a philosopher is like
a god. The doctor, indeed, draws
upon scientific knowledge, not
with the attitude of one who thinks
that he is all-powerful, of one who
declares that he is sophos, or wise,
but with the belief that he is philo-
sophos, the person who loves every
form of knowledge because he
knows the limits to his own knowl-
edge and never tires of trying to in-
crease it. 

Professor CORRADO MANNI
Director of the Institute for Anesthesia 
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Over the last decades the ad-
vances in medicine in relation to
forms of treatment and different
kinds of therapy have certainly
been greater and of more signifi-
cance than over the last millennia.
This has been the result of the great
strides forward in scientific re-
search which have advanced our
basic knowledge and allowed such
knowledge to be applied to the de-
velopment of new pharmacological
therapies. It has further permitted
the effectiveness of such forms of
treatment to be tried and tested in
controlled clinical studies. A long
list of illnesses which can in large
measure now be cured is the result
of this combined effort on the part
of experimental laboratories and
clinical centers of research through-
out the industrialized world. Great
hopes today reside in the future pos-
sibilities of advances in molecular
biology. The hope here is that

through the identification of genic
and proteinaceous structures mod-
ern pharmacology will have new
targets at which to aim in the certain
belief that subsequently—although
within a space of time which it is
difficult to predict—new therapeu-
tic instruments will become avail-
able. Table 1 presents an albeit sim-
plified vision of the most promising
forms of intervention in this whole
area, even though it should be
stressed that the outlook and the in-
formation we have available are
certain to change very rapidly in the
future. 

However this paper will seek to
avoid a triumphalistic tone or pre-
sent lists of possible imminent dis-
coveries. Instead, it will concentrate
on a series of facts and factors
which bring out how these new
therapies do not always meet the
needs of all sick people but rather

are designed—although with obvi-
ous exceptions to satisfy the inter-
ests of the great pharmaceutical
multinationals. It seems to me that
such an observation is very appro-
priate in the context of an interna-
tional conference such as that
which is being held here during
these few days, and in this place. 

With regard to levels of actual in-
novation in the availability of new
drugs, a recent study1 demonstrates
that of the thousand pharmaceutical
products or so registered in Italy
during the period 1984-1992 less
than 2% actually represented an im-
provement on the therapies which
were previously available. An
analysis of the products registered
in line with the required procedures
of the European Union during the
period January 1995 to May 1997
shows that only six proximate prin-
ciples—out of thirty-one pharma-
ceutical products whose commer-
cialization was formally autho-
rized—involve a real demonstrable
advance and an advantage for sick
patients. 

There is also a great gap between
what is produced in terms of re-
search by the pharmaceutical indus-
try (which by tradition is concerned
with the development of new drugs
and medicines) and the actual ther-
apeutic needs of sick people. The
same may be said to a certain extent
in relation to the interests of the na-
tional health service which admin-
isters therapies and pays for them
on behalf of patients. 

Rare Illnesses 

There are about 5,000 illnesses
which be classified as being rare be-
cause of the fact that their incidence
is very low, even though it should
be pointed out that what is rare in

SILVIO GARATTINI

New Therapies in Medicine

Table 1: The Development of Modern Biotechnology 
as Exemplified by New Products(3). 

• New therapeutic agents of a proteic nature (recombinant products). 
• New strategies and new products which can modulate the action of specific genes (and

more specifically gene therapy, antisense oligonucleotides). 
• New strategies and now composites which can block the activity of peptides and proteins

through biological action (monoclonal antibodies, soluble receptors, selex). 
• New approaches in the screening of molecules produced by organic synthetic chemistry

(combinatorial chemistry). 
• New methodologies for the rational development of molecules of a classic kind produced

by organic synthetic chemistry (rational drug design). 

Clinically Available Products 
Insulin, growth hormone (hGH), erythropoietin (EPO), granulocyte-macrophage-colony-

stimulating factor (GM-CSF), granulocyte-colony-stimulating factor (G-CSF), interferon al-
pha, interferon beta, interferon gamma, follicular stimulating hormone (FSH), interleukin-2. 

Products in Use at an Experimental Level
Anti-inflammatory cytokins: receptor antagonist of interleukin-1(IL-ra), interleukin-4, in-

terleuin-6, interleukin-10, interleukin-13. 
Growth factors: neuronal growth factor (NGF), thrombopoietin (TPO), basic fibroblast

growth factor (bFGF), acidic fibroblast growth factor (aFGF), platelet derived growth factor
(PFGF). 
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one geographical region can be rel-
atively frequent in another. The
United States of America and Japan
have used different parameters by
which to define rare illnesses (re-
spectively one in a thousand and
one in ten thousand) while in Eu-
rope the tendency has been to avoid
a purely statistical approach. Rare
illnesses are in large measure genet-
ic in origin and are identified as
such in the various branches of spe-
cialized medicine. Our knowledge
about these illnesses is relatively
limited even though thanks to pro-
jects such as Telethon there have
been recent major advances in the
identification of genetic failings or
changes. Rare illnesses can also be
environmental in origin and caused
by special situations of local pollu-
tion. 

In general,there are very few
therapies designed to treat these
rare illnesses and often such thera-
pies are not of proven effectiveness.
Table 2 lists all the therapies which
are used in the treatment of he-
molytic uremia. In reality it is very
difficult for specific therapies to
emerge because the know-how for
such a development—in fundamen-
tal terms—exists only within the
pharmaceutical industry, and be-
cause this industry is not interested
in dedicating large resources to an
undertaking which does not give a
suitable economic return. For this
reason, rare illnesses are deemed
“uneconomic” and the drugs and
medicines for rare illnesses are usu-
ally defined with the denomination
“orphans”.2

Table 2: Therapeutic Responses 
to the Uremic Hemolytic 
Syndrome and Thrombotic 
Thrombocytopenic Purpura 

• Splenectomy 193612

• Glucocoticoids 195913

• Blood Exchange       195914

• Heparin                   196015

• Anti-piastrinic Agents 197216

• Plasma Exchange       197617

• Plasma Infusions       197718

• Prostacyclin             197919

• Vincristine             197920

• Immunoglobulin       198521

It is calculated that all the rare ill-
nesses counted together represent at
least 10% of all pathologies and for
this reason it is not acceptable that
those who suffer from rare illnesses
come to be condemned to being de-

prived of the hope which springs
solely from the existence of new re-
search into new drugs and medi-
cines. We should among other
things emphasize that rare illnesses
contribute to our understanding of
illnesses which are more common.
For example, without the illnesses
which are connected with hematic
coagulation our understanding of
the processes of hemorrhage and
thrombosis would be less advanced
and sophisticated. Research into
rare illnesses should not be dedicat-
ed solely to the development of
drugs and medicine or to the ad-
vance of genic therapy. Preventive
steps in the form of genetic advice,
or in the future perhaps genic mod-
ifications connected with tech-
niques of assisted fertilization are
equally important in this respect. 

Tropical, Infectious, 
and Parasitic Illnesses 

For opposite reasons the illnesses
present mostly in developing coun-
tries must be considered “uneco-
nomic” in the above-mentioned
sense. Indeed, even if new drugs
and medicine were to be discovered
for the treatment of malaria, lep-
rosy, tuberculosis, schistosomiasis,
trypanosomiasis, and filariasis, the
patients who would benefit from
such drugs and medicines would
not have the economic resources to
buy them. And yet, as table 3 makes
clear, these illnesses are very com-
mon in today’s world.     

Table 3: Data on the Most 
Widespread Tropical Diseases 

The research conducted into these
illnesses is limited and is largely
concerned with the protection of
American military personnel work-
ing in regions at risk. The World
Health Organization has a research
program which is still in being

(TDR—Tropical Disease Research)
to discover and develop drugs for
the treatment of such illnesses but its
resources and funding are so com-
pletely inadequate (about twenty
million American dollars) that the
program is not really significant.
The contributions of the industrial-
ized countries to this program are in
decline, which is a scandal, and the
funds allocated by the European
Union to research programs for the
developing countries are also very
inadequate. 

It should be emphasized that nev-
er before has modern research been
able to provide such important infor-
mation on those receptors, enzymes
and genes of microbes and parasites
which could be very promising tar-
gets for the discovery and develop-
ment of new pharmaceuticals. In the
same way one could well envisage
the development of new vaccines
through the employment of our new
advances in knowledge in this area.
However, suitable economic re-
sources for such undertakings are to-
tally lacking and thus there are se-
vere obstacles in the way of the es-
tablishment of groups of researchers
who could develop and advance
tropical medicine. 

Drugs and Medicines 
for Non-Responders 

Therapies which are considered
effective, even in relation to the
most common forms of illness, are
not effective for all patients who are
treated with them. These patients are
deemed to be resistant or are termed
“non-responders,” and for them ef-

fective therapies must be found. To
give some examples of this phenom-
enon, it may be remembered that
about 30% of patients with serious
depression have an insufficient re-
sponse to the usual anti-depressive
drugs (the tricyclamols or inhibitors

Illness No. of Victims Notes

Malaria 300-500 million 1.5-2.7 million deaths every year 
(including about one million 
children under the age of five. 

Chagas’ disease 18 million 45,000 deaths a year 
Schistosomiasis 200 million
Onchocerciasis 17.6 million 
Filariasis 100 million 
Leishmaniosis 12 million
Trypanosomiasis 300,000

Source: WHO: 31/7/1995 
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of the serotonin uptake); that 10-
20% of patients who are carriers of
helicobacter pylori (a micro-organ-
ism which is thought to be responsi-
ble for duodenal ulcers) do not re-
spond in any meaningful way to the
current types of therapy (antibiotics
+ inhibitors of the H2 receptors or
the inhibitors of the protonic pump);
and that about 7% of patients who
have had a myocardial heart-attack
subsequently die even though they
have been treated with fibrinolytic
drugs. 

Non-responders find themselves
in a situation where they do not have
suitable treatment and they thus con-
stitute a small proportion of patients
as a whole. They are in a category
very like that which consists of peo-
ple who suffer from rare forms of ill-
ness. In this case as well the low
number of patients who might bene-
fit from a new therapy means that
such a therapy is not developed for
reasons which are fundamentally
economic in character. From a nar-
rowly commercial point of view, it is
of course better to develop drugs
and medicines which could appeal
to a large market. 

Illnesses such as cancer are in a
very different situation. Here one is
dealing with a large number of pa-
tients and the economic incentive to
produce pharmaceuticals which are
successful with forms of cancer
which are resistant to the usual anti-
tumor drugs continues to be of a sig-
nificant force because the market re-
mains favorable. 

The Need for Comparative 
Studies of Pharmaceuticals 
Which Belong to the Same 
Therapeutic Category 

Contrary to what is generally be-
lieved, and as has already been
pointed out, really effective “new
therapies” in the pharmaceutical
field are relatively rare. Indeed, the
market is dominated by copies of the
same proximate principles which
are present under different names, or
by analogues which do not offer real
advantages when compared to the
original prototypes. Table 4 sets out
the number of analogous substances
which are available for twenty-three
proximate principles which can be
defined as being “prototypes” and
are thus real innovators in the field.
There are 199 such similar sub-
stances and over seven hundred

products which compete on the mar-
ket for the prescriptions made out by
members of the medical profession.
Table 5 describes the excess of phar-
maceuticals which exist for cardio-
vascular treatment. 

In reality, the development of
many analogues does not meet the
real needs of patients but is the out-
come of a commercial attempt to
make inroads into the market. For

this reason the analogues of existing
drugs are also known as “me-too”
products. Although it cannot be de-
nied that in certain rare cases a “me-
too” drug does indeed offer greater
therapeutic effectiveness or perhaps
better results from a side-effects
point of view, in the vast majority of
cases the “me-too” drugs do not of-
fer any particular advantages over
the prototypes, not least in econom-

Table 4: Some Classes of “Me-Too” Drugs in Italy (1994)

No. Class Active Principles Pharmaceutical Products

1 Cephalosporins 28 122 
2 NSAID 23 109
3 Benzodiazepines 17 36 
4 Heparins 15 25
5 Tricyclic antidepressants 14 18 
6 Beta-adrenoceptor blockers 13 14
7 Iron salts 13 42 
8 Glucocorticoids 12 34 
9 Beta-adrenoceptors agonists (aerosol) 11         20
10 ACE inhibitors 11 26 
11 Sulphonamide antidiabetics 11 17
12 Ca++ antagonists (dihydropyridines) 10 36
13 Prokinetics 8 24
14 Urinary antiseptics 8 40 
15 H2 antagonists 7 39
16 Nitrates 7 23 
17 Fibrates 6 19
18 Fibrates (selective) 6 12 
19 Benzamides 6 15
20 Bile acids 5 24 
21 Anthracyclones 5 4
22 Serotonin uptake inhibitors 5 8 
23 5-HT3 antagonists 4 9

Table 5: Some Classes of Proximate Principles 
and Products Distributed Free by the National Health Service 
for Cardiovascular Therapy 

Pharmacological Class No. Proximate No. Products 
Principles (confections) 

Cardiac Glycosides 1 8 
Diuretics 15 38 
Anti-arythmics 7 17 
Beta-adrenergic blockers 16 53 
Anti-hypertensives 3 12 
ACE inhibitors 18 70 
Alpha-adrenergic blockers 2 15 
Angiotensin II receptor inhibitors 1 3 
Nitrates 4 51 
Calcium antagonists 10 99 
Simpatomimetics                     1 1 
Heparins 2 35
Oral anti-coagulants 3 5 
Anti-piastrinics 2 14 
Hypolipemisers 4 21 
Hypocholesterolenisers 4 16

Total93 458
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ic terms. For example, the eight ana-
logues of captopril (the first in-
hibitor of the conversion enzyme of
angiotensin II with an anti-hyperten-
sive action), like the large number of
non-steroid anti-inflammatory drugs
(NSAID) or the twelve analogues of
diazepam which have an ansiolytic
effect, are in essential terms com-
pletely the same except for certain
minor differences which are irrele-
vant from a therapeutical point of
view.4 However it should be added
that their equivalence is not totally
proved because the clinical studies
which have been carried out do not
exclude that some of them in fact
have a minor different effect. 

Indeed, what generally interests
the pharmaceutical industries - and
this in the absence of rules which re-
quire real and effective comparative
studies—is the proof of an effective
analogous effect to the products
which already exist (equivalence) in
order to enter the market. For these
reasons we now lack a sufficient
number of serious and controlled
studies by which to establish what
the real equivalence of these ana-
logues is in relation to the original
prototypes. In the same way it can-
not be imagined that the pharmaceu-
tical companies will in fact carry out
this research because were a drug to
be found to be inferior to others they
would run the risk of losing their
market possibilities. 

Whilst in the past research was
conducted to discover analogues
which were in some respect new—
even though clinical trials and test-
ing did not actually demonstrate that
they had any particular advantage -
today many studies which are very
intricate begin clinical trials and
testing with the sole objective of try-
ing to demonstrate an equivalence to
the existing drug (see for example
the case discussed in table 6). With-
out wanting to enter into statistical
details for which the reader may
wish to consult the specialist litera-
ture(5-6), it is none the less true that
the study of equivalence raises ques-
tion of an ethical nature. 

Indeed, in order to meet ethical re-
quirements clinical tests and trials
must be so organized as to provide a
certain answer and must examine
the hypothesis that an advantage is
being gained for the sick person.
They expose many patients to tests
and trials knowing from the outset
that the new drug can only be equal
to those which are already on the

market and they are not sure that it is
not inferior. This is not ethically ac-
ceptable. What we need to do here is
to go more deeply into the problem
and to involve ethical committees
and groups of patients with a view to
modifying the existing legislation.
In this way it will be possible to en-
sure that purely market-motivated
interests do not transgress the rights
of patients. It could be objected that
in this way medical progress comes
to be obstructed. But nothing could
be more erroneous because when

too much space is conceded to prod-
ucts which are destined to increase
the market then the resources avail-
able for the discovery of really new
drugs, and the efforts made to pro-
duce them, are correspondingly re-
duced. The analysis of the pre-clini-
cal characteristics of a new proxi-
mate principle should have more im-
portance paid to it above all else
when it is possible to demonstrate
that the new product works by a
mechanism which is different from
that of the existing pharmaceuticals. 

Table 6: The Question of Equivalence11

The relationship between cost and effectiveness allows health services to choose the
cheapest treatment possible from a number of alternative therapies of equal effective-
ness and safety. It is important to establish if a therapy is as equally effective (without
being necessarily superior) as another form of treatment which on the basis of the re-
sults of clinically controlled studies is the best possible therapy for a specific pathology.
The methodology of the clinical trials on effectiveness is not always applicable to the
realm of equivalence. The trial is useful in detecting differences between forms of treat-
ment but if two therapies are not different in terms of their clinical effectiveness they
should not necessarily be considered equivalent. Certain guidelines suggested by the
European regulatory authority (CPMP Working Party on Efficacy of Medicinal Prod-
ucts, see footnote 5 for details) seek to prevent methodological errors which involve an
uncritical reading of the results of a trial in terms of “equivalence” rather than “non-dif-
ference.” Despite such warnings, the interpretation of the results of a trial often gives
rise to a number of doubts and uncertainties. 

An Example
The INJECT trial (6) compares two thrombolytic strategies in the treatment of acute

myocardial infarction. It is argued that a new tissue plasminogenous activator (tPA) is
able to reduce mortality by 1% in patients treated with steptokinasis (SK) after the heart
attack. But given the difficulty of demonstrating this theoretical advantage an attempt is
made to verify if the experimental treatment is at least equivalent to the standard treat-
ment. 

Mortality in the first month of the infarction is 9.5% in the SK group and 9% in the
tPA group—a reduction of 0.5% which would suggest a band between a possible re-
duction of 1.98% and a possible increase of 0.96%. The worst result which could be en-
visaged, therefore, is less that the 1% increase in mortality adopted as the criterion of
equivalence in the protocol of the trial. This result draws even further away from the
pre-established limit of the 1% excess of death-rate incidence if only those patients who
have received the treatment are taken into account and if a less conservative test is ap-
plied subsequently—the maximum excess of mortality in the tPA group, as compared
to the SK group, becomes only 0.7%. The conclusion as a result is that there is an equiv-
alence between the two forms of therapy. 

But there remains the fact that a potential added risk of 1% (or of 0.7%) is dispro-
portionate and thus rather unacceptable if applied to an event which has an incidence of
9% and a pathology which is widespread in the population as a whole. Expressed in fig-
ures, this would mean considering as equivalent to the standard present-day treatment
something which when applied to the 500,000 patients afflicted by infarction every year
in Italy could indeed save 900 lives but could in addition also sacrifice over 400. Doubts
and uncertainty increase when one considers the safety of each form of treatment—for
example, over 6,000 patients in the tPA group, compared to 5,000 in the SK group—
could suffer a cerebral ictus in the immediate post-heart-attack period. 

In conclusion, it should be observed that though this consideration may well appear
surprising, a judgment of equivalence requires even more caution than a judgment of ef-
fectiveness. Furthermore, the scientific data and proof relating to the equivalence of dif-
ferent forms of treatment require an improvement in the methodology of the trial which
has, however, provided very important results in terms of defining the effectiveness of
pharmaceuticals. 
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It could also be argued that this re-
strictive approach could impede the
development of general drugs (those
which are copies of the proximate
principles which have gone beyond
the patent stage and which are sold
under a general name in the place of
products with a commercial name).
However, in this case the goal in
studying the equivalence of such
general drugs in relation to the orig-
inal products is that of reducing the
price which has to be paid. And
therefore the aim is to obtain an ad-
vantage for those—whether public
authorities or private individuals—
who have to buy pharmaceutical
products. 

The Reduction of the Number 
of Patients who are Treated 
to no Effect 

The use of large number of drugs
and medicines has favorable results
only in a small proportion of patients
who receive this kind of treatment.
In general, these are pharmaceuti-
cals used in primary or secondary
prevention which have to be admin-
istered for many years or even for
life. For example, the use of aspirin
in patients who have survived a my-
ocardial infarction reduces the mor-
tality rate by 4% each year. In a mil-
lion of patients this means 40,000
less deaths every year—a very high
figure which fully justifies the use of
aspirin. However, if one looks at the
matter from another point of view, it
becomes clear that 960,000 patients
are exposed to a drug without gain-
ing any advantage in terms of mor-
tality rates but at the same time have
to endure serious side-effects (gas-
tric ulcers), although this happens in
only a few cases. 

The “Woskop” study (7-8) re-
volved around an examination of the
use of pravastatin (a drug which re-
duces hypercholesterolemia) in a
work of primary prevention. It re-
vealed a decrease in the mortality
rate of 2%. This means that in treat-
ing a million people it is possible to
save 20,000. But in this case, too,
980,000 people were treated without
gaining any benefit in terms of mor-
tality incidence, and at the same
time were exposed to the possible
risk of cancerogenesis.(9) For the
problems connected with the use of
statine in the treatment of hypercho-
lesterolemia see table 7. 

It is clear that ad hoc studies could

be used to understand the character-
istics of patients who respond posi-
tively to treatment as opposed to
those who do not respond in such a
way. Such studies would allow us to
identify those people who do re-
spond and thus to diminish the num-
ber of patients who are treated to no
effect. However it is unlikely that
such studies will be carried out di-
rectly by pharmaceutical companies
because this would lead to a very
significant reduction of the potential
market for their products. 

Concluding Observations 

The examples given above well
demonstrate that there are broad ar-

eas of therapy which are deficient or
are dealt with in a way which is not
constructive. All this arises from the
fact that our society has delegated
the vast majority of activities devot-
ed to the discovery of new drugs and
medicines to the pharmaceutical in-
dustry. It is clear that one cannot ask,
and one cannot oblige, those who
are engaged in the pursuit of profit
to deliberately turn their backs on
the making of profits. The develop-
ment of knowledge and techniques
in the sphere of therapy and treat-
ment, and a greater awareness of the
rights to fairness which sick people
possess, means that the problem
much be approached from a differ-
ent angle in order to provide an-
swers to new needs. We should not

Table 7: Hypercholesterolemizing Pharmaceuticals: What Advantages? 

A Model Path: The Case of the Statins 

Pharmacological Effect:
• Biochemical  By inhibiting the hydroxymetilglutaril coenzyme A (HMG-

CoA), the statins reduce the synthesis of cholesterol and the
production of LDL by the liver. In this way, they reduce the
level of cholesterol in the blood by 20-25%. 

• Biological    They reduce the arteriosclerotic plaques.

Clinical Effectiveness They reduce coronary episodes by a third: from 8.5% to 5%
in secondary prevention and from 7.9% to 5.5% in primary
prevention. 
They reduce general mortality rates by a third: from 11.5%
to 8.2% in secondary prevention and from 4.1% to 3.2% in
primary prevention. 

Epidemiological Effectiveness 
They increase by four months (74.5 years) the life expectan-
cy of a man of 59 with medium to high levels of cholesterol
(260mg/dL). 

They are given to 30 patients for five years to avoid: 1 coro-
nary event and 1 death in secondary prevention. 
They are given to 110 patents for five years to avoid: 1 death
in primary prevention. 

Cost Effectiveness In a man aged 59 with medium to high levels of cholesterol one year
of added life costs $5,400—that is, a little more than 9 mil-
lion Italian lire. 

The benefit/risk and risk/benefit dimension of a therapy is never made sufficiently clear.
Although rich in evaluations and information, the example of the statins which have
here been taken as a case study has many rather unclear aspects. For example, the fact
that the survival curve of the patients treated with statins in the trials cited above tends
to diverge progressively in comparison to the survival curve of the control group might
induce one to believe that a treatment which went on forever could guarantee an effec-
tiveness superior to that observed during the period of the trial. In reality, we still do not
know the risks which this treatment involves for patients in the long term. We know on-
ly that these grow with the use of the pharmaceutical within the population as a whole.
If the cancer-inducing effect of statins detected in animals were to be confirmed in man
as well, what would be the benefit/risk relationship of a treatment over a long period?
And given that the question can still be posed profitably—what would be the relation-
ship between cost and benefit? 



137CHURCH AND HEALTH IN THE WORLD: EXPECTATIONS AND HOPES ON THE THRESHOLD OF THE YEAR 2000

in some way penalize the work of
the pharmaceutical industry which
should, rather, be improved so that
the discovery and the use of new
drugs and medicines is not condi-
tioned by purely economic factors.10

We should urgently create new
ways of promoting new therapies
understood in the broadest sense of
the term—without reference to nar-
rowly commercial considerations.
This objective can be reached by a
number of routes. First of all we
should mobilize new resources for
research and render the approval of
analogues of existing products more
difficult. This can be achieved
through the limitation of the number
of registrations in a way which cor-
responds to the presence of the
pathology or through demanding
more detailed comparisons with
drugs and medicines which already
exist. As has happened in the United
States of America and in Japan, in
Europe, too, we should introduce
legislation which, through exclusive
rights to commercialization and a
series of incentives to carry out clin-
ical research, would facilitate the
availability of “orphan” pharmaceu-
ticals for rare illnesses and tropical
diseases. 

Secondly, we should introduce
suitable fiscal incentives at a Euro-
pean level for those who carry out
research which has no industrial rel-
evance. These incentives could take
the form of contributions, interest-
free loans, tax reductions, the tax de-
ductibility of certain social costs,
and so forth. Thirdly, we should set
in motion a series of projects at both
a national and an international level.
In Italy the creation of a “National
Medical Research Council” to deal
with the needs of the national health
service could be a useful body by

which to promote research into ther-
apies which are of public interest. At
a European level, the fifth program
of the European Union may offer a
great opportunity in this direction,
especially as regards rare illnesses
and “orphan” drugs which in truth
constitute a problem which goes
well beyond national boundaries.
Lastly, one could envisage the cre-
ation of an agency at a European
level to provide grants and contracts
by which to finance and promote all
the therapy research which is neces-
sary to our healthcare systems. 

In conclusion, it should be ob-
served that today there exist very re-
al opportunities for the creation of
new therapies. However, we need to
remember that not all therapies have
an interest for the pharmaceutical
companies. For this reason, we
should develop alternative strategies
to those which at the present prevail. 

Professor SILVIO GARATTINI 
Director of the Mario Negri Institute 

for Pharmacological Research, 
Milan 
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Experimental Science 
and Technological Support 

This title is very general and re-
quires certain key clarifications at
the outset. In the first place this pa-
per will address itself to scientific
and technological progress in the
biomedical sphere even though it
is fully realized that this progress
exists within a framework of the
development of modern science
where other factors of a cultural
and social character are also pre-
sent.1

Furthermore, it seems to me
clear and evident that this paper
should dwell first and foremost
upon the possibilities and limits in
an ethical sense of such scientific
and technological progress.2

It is known that there can be oth-
er limits to scientific and techno-
logical progress—for example, an
absence of suitable funds, a lack of
freedom, or failures at the level of
education, but in this paper it is
ethical limits that will be referred
to and analyzed. 

One final clarification should be
made in relation to the meaning of
the phrase “scientific and techno-
logical progress,” a phrase which
links science and technology to-
gether and emphasizes their mutu-
al bond.3 In this paper the word
“science” is taken to mean experi-
mental science, that is, science in-
volving the experimental method
as begun by Galileo and Bacon
and carried on in medicine by C.
Bernard. 

By science one means the
process of the acquisition of
knowledge through the observa-
tion of objects, facts and natural
phenomena employing a system-
atic and rationally convalidated

system of an inductive character
guided by a rationality which is di-
rected towards understanding
causes. The application of the ex-
perimental method to science has
brought a characteristic rational
model to the process of inquiry
which looks for causes in facts and
phenomena through the reproduc-
tion of the processes involved in
order to discover the laws which
govern the phenomena of the uni-
verse. The experimental method is
marked by its own logical struc-
ture which begins with the obser-
vation of facts based upon the pre-
vious acquisition of knowledge,
then proposes an explanatory hy-
pothesis, subsequently engages in
a repetition of the process in a lab-
oratory or real life, and then con-
cludes with a verification of the re-
sults and conclusions. It should be
emphasized that this rational
process is not by its nature merely
technical or almost mathematical
because in the formulation of the
hypothesis there is space for inspi-
ration or intuition, for creativity,
and at times for chance itself—
what can happen is that by acci-
dent in the search for a result a
causal connection is discovered
which was not actually being
looked for at that moment. 

By technology is meant the ap-
plied consequences of scientific
discovery but today it is also clear
that technology is connected to ob-
servational/instrumental research
as well. This is because there exist
forms of technology which are en-
gaged in the extension of knowl-
edge and for this reason technolo-
gy itself helps to promote its own
system of knowledge. It would,
for this reason, be simplistic to
posit a net division between sci-

ence and technology, and thus be-
tween scientific progress and tech-
nological progress. 

After making these necessary
and elementary preliminary obser-
vations, I believe that ethical de-
bate about the guiding values and
the binding limits which regard
scientific and technological
progress in the biomedical field
should concern itself chiefly with
highlighting and clarifying two
points which are themselves inter-
connected: 

a) What is the epistemological
basis of the relationship between
experimental science and technol-
ogy on the one hand and ethics on
the other? What is being asked
here is whether there is a reason
which can be justified in rational
terms for allowing ethics to inter-
vene in the development and ap-
plication of scientific and techno-
logical progress Or is one dealing
with what is in reality an intru-
sion? And if there is such a reason
what space should ethics have in
the field of scientific research and
its various phases of application?
This is the problem which is usual-
ly defined and described with the
phrase “epistemological justifica-
tion.” 

b) The other question, which
follows on from the first, and in re-
lation to which contemporary pub-
lic opinion is markedly sensitive,
is that of the autonomy of science,
and from this there flows the prob-
lem of the limits which should be
placed by ethical imperatives and
requirements on scientific and
technological progress. 

It is upon these two hinge areas
that this paper will concentrate its
attention in summarizing fashion,
and in accordance with the time
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that is available. 
As a general framework within

which to consider these two chief
questions, there should however
be placed the fact—which is ac-
knowledged by everybody—that
scientific and technological
progress in the biomedical field
has over the last fifty years experi-
enced an exceptional acceleration.
J. Bernard argues that two revolu-
tions have taken place since 1937.
First of all, there was the discovery
of the sulphamides in that year,
which, “after millennia of power-
lessness gave man the ability to
conquer illnesses which had for a
long time been fatal—tuberculo-
sis, syphilis, the major forms of
septicaemia, infections of the en-
docrine glands, and disorders of
the chemistry behind moods.”5 To
the discovery of the sulphamides
should be added the discovery of
penicillin. 

This first revolution was sup-
ported and promoted by the
processes of clinical experimenta-
tion, whose rules and rational spir-
it had been formulated by the fa-
mous scholar and expert C.
Bernard. 

The other revolutionary stage in
this story was marked by the dis-
coveries in genetics and molecular
biology which began with G.
Mendel and are now being carried
forward by genetic engineering
and gene therapy. 

The advent of the experimental
method was certainly a factor for
acceleration. But a further element
in this acceleration was to be
found in the joining together of
science and biomedical technolo-
gy in a close bond of interdepen-
dence. One cannot imagine, for
example, the carrying out of ge-
netic diagnoses without the cre-
ation and the application of tech-
niques which make such diag-
noses possible. In the same way,
the discovery of the structure of
genes and the reading of the genet-
ic code would not have been possi-
ble without such a preliminary and
vital first step. 

The experimental method and
the use of increasingly sophisticat-
ed forms of technology have en-
gendered this further acceleration
in the biomedical field. The join-
ing together of scientific and tech-
nological knowledge has also had

another effect—the opportunity
not only to know, but also to ma-
nipulate, engineer, and produce
changes in the connecting links of
natural causes and structures. 

The dream of the first experi-
mental age was to understand the
secret of nature, to discover the
laws of nature. The idea of the re-
searcher today, supported as he is
by the expert in technology, is to
intervene and to change in order to
obtain results which would not be
obtained through the normal nat-
ural processes. I would say that the
researcher of the past was moved
by the spirit of Ulysses and that his
counterpart of today is often ani-
mated by the impulse and the
hubris of Prometheus. Karl Pop-
per’s idea that the linking together
of science and technology has pro-
duced a “world number 3” is well
known.6 In the opinion of this
scholar the world of culture and
productivity are to be seen within
society as the outcome and result
of man’s intervention in the realm
of nature. 

A further causal factor has been
illuminated by sociologists, that of
a social and economic character.
Today we are becoming ever more
aware that science and research
are increasingly dependent upon
the requirements and demands of
society both from a cultural and an
economic point of view.7 We do
not need to go deeply into details
by way of example to detect the
connection between research poli-
cies, funding, and scientific and
technological progress. This is
true not only as regards military
research or competition between
states but also in the medical field
as well. The relationship between
science and the economy is not in
itself negative as long as the inten-
tion is to respect life and respect
authentic human values, and to de-
fend and promote health and con-
quer illness. But it often happens
that the goals are of a very differ-
ent kind. One thinks here of re-
search which is carried out in the
areas of contraception and preg-
nancy avoidance, and birth con-
trol, or in the military field. But at-
tention will now be turned to those
two key questions which have
been deemed of essential impor-
tance to the ethical discussion con-
ducted by this paper. 

The Relationship between 
Scientific/Technological
Progress and Ethics 

A Justification
Certain investigations suggest

that the idea that there can be ethi-
cal limits to research is not very
widely held among scientists. An
inquiry carried out a few years ago
into the interests and concerns of
scientists produced the following
results.8

Independence in Research 90% 
The Pursuit of Knowledge 80%
Functions and Responsibilities

50%
The Management of 
Research and Politics 40%
Ethical Questions 25%
Science and Faith 5%

Robert Nozick’s affirmation to
the effect that “microscopes and
telescopes do not reveal ethical el-
ements”9 is certainly provocative,
and Renato Dulbecco observes that
“for centuries scientists kept them-
selves distant from the tragedies of
history and defended the indepen-
dence and the neutrality of their
role within society. With Baconian
and Cartesian pride, they rejected
every attempt at control and inter-
ference by, and from, each and
every quarter—whether govern-
ment, churches, or other kinds of
authority.”10

At the same time we know—and
the rise of bioethics bears witness
to this—that an impulse towards
ethical reflection has often come
from scientists before coming from
philosophers: Potter was a re-
searcher who posed ethical ques-
tions; after the discoveries relating
to DNA it was the researchers and
the discoverers themselves who
imposed a moratorium on their
work after the Gordon conference
of 1973; and the first elaboration of
ethical rules in relation to genetic
engineering was the work of the
Assilomar Conference of 1975,
which was attended by the most
important experts in the world on
the subject of in vitro genetic ma-
nipulation.11

Many people have supplied an
answer which in reality appears to
be the most obvious: the need for
bioethical reflection occurs at the
moment of practical application. It
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is believed that experimental re-
search is by its very nature neutral
and that its practical application re-
quires a previous bioethical analy-
sis of possible consequences and
risks.12 This is true because nobody
could deny that before proceeding
to apply a scientific discovery in
the biomedical field—for example,
the technology relating to the re-
structuring of DNA—it is first nec-
essary to pose a series of bioethical
questions about the goals, conse-
quences, risks, and so forth which
are involved. However, a recogni-
tion of the role of bioethics and
what justifies it only at the moment
of practical application is insuffi-
cient and limiting, as will be
demonstrated. Ethics and bioethics
are relevant at the stage of experi-
mental research as well. For exam-
ple, they are also present at the
very moment of initial program-
ming. 

Other scholars and experts admit
that in general there is an intrinsic
ethical element within scientific re-
search, but only in the sense of loy-
alty to the canons of research itself.
Such an ethical element, for this
reason, is to be found in method-
ological honesty and rigor, in exact
truthfulness in the communication
of results, and in a transparency of
the procedures employed so that
they can be checked by the scien-
tific community. This “intrinsic
ethical element” in research is a
valid deontological requirement
for every kind of science, and it is
thus also essential to bioethics,
which is concerned with biomed-
ical research. 

In the opinion of some authori-
ties, this intrinsic ethical element
includes certain essential features
which are indeed defining aspects
of research. Merton has listed them
in what he terms “Merton’s para-
digm”: Communism, which means
placing the results at everybody’s
disposal; Universalism, which
means evaluating the results, what-
ever their source; Disinterested-
ness, which means exactly that;
and organized Skepticism, which
means systematic doubt. The
acronym CUDOS has come into
being to describe this list of quali-
ties. Other experts and scholars
have added the notions of Origi-
nality and Humility to this list, and
the ability to engage in a Recogni-

tion of other people’s talents and
capacities.13

Some people, however, have
been rather skeptical as regards
these codes, which always imply a
basic and shared moral truth. They
observe that with the dominion of
economic interests, research has
become PLACE—private, local,
authoritative, commissioned, and
expert.14

But leaving such skepticism to
one side, one cannot limit the
ethics of scientific research in the
field of the experimental sci-
ences—and particularly bioethics
in the field of the biomedical sci-
ences—to these codes of correct-
ness. Indeed, we must learn to dis-
tinguish between the category of
what is necessarily required in or-
der to guarantee the sound ethical
character of an action, on the one
hand, and what is sufficient for a
judgment of full ethicality, on the
other. 

For example, that a surgeon
should know how to plan an opera-
tion and engage in the techniques
of such an operation to the full is a
necessary requisite of professional
ethicality. But it is not sufficient for
it to be safely asserted that his ac-
tion is ethical from all points of
view (in the validity of his sugges-
tions, in the obtaining of consent,
in respect for the higher good of
the person, as, for example, might
happen in a transplant of organs for
which there are many ethical pre-
conditions). 

For this reason, beyond these
two links, which undoubtedly exist
between scientific research and
ethics (the link at the level of prac-
tical application and the link at the
level of the ethical code of the re-
searcher in his respect for the
methodological procedures of the
research itself), there are other
links which are no less important.
They are first and foremost con-
nected to the actual intentions the
researcher has in mind. 

Both the researcher and the orga-
nizers and the financial backers of
research are human persons and
can have good or perverse inten-
tions, or intentions which are mere-
ly utilitarian in character. The orga-
nization and direction of the re-
search is always a project and re-
veals or conceals a strategic goal
which could be directed towards

the treatment of an illness, or an in-
crease in agricultural, industrial, or
pharmacological production, or
could also have a goal involving
manipulation or the alteration of
biological processes, as in the case
of experimental attempts to
achieve procreation between
species or to alter the genetic inher-
itance of an individual. In all truth
and sincerity, it is clear that neutral
research does not actually exist. 

This kind of ethicality or non-
ethicality at the level of the project
itself, in addition to having a rele-
vance in itself and of itself, also has
important implications for those
who cooperate at a lower level.
Such people have the right to know
the goals of the project they are
participating in and have the
right/duty to raise objections when
in all conscience they do not feel
that they can take part in a substan-
tial sense in a project which they
do not think is right. Neither the
claims of scientific secrecy nor
those of industrial secrecy can re-
move this right from those who
participate in a substantial sense in
a project that is in itself wrong or
intentionally aberrant. In the field
of bioethics one can hypothesize
many situations of this kind—for
example, the beginning of research
into finding an abortifacient such
as the RU 486 pill. 

Another link between research
and ethics lies in the realm of ex-
perimental procedures—we are
dealing here with the ethics or,
rather, the bioethics of biomedical
experimentation, with all the ques-
tions raised by the carrying out of
experiments on man (consent,
risks, experimentation on children,
the mentally ill, those who are un-
conscious, foetuses, etc.) and also
on animals. 

Indeed, ethics in relation to goals
are not enough. There should also
be a corresponding call for an ethi-
cality of means and of methods.
Even when the ends are good—the
giving, for example, of a child to a
sterile couple—the procedures
which are chosen may well not be
legitimate. They could wound the
dignity and the life of the human
person (for example, the loss of
surplus fertilized embryos). The
principle of “non sunt facienda
mala ut veniant bona” is of great
relevance here. 
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But in my opinion the deepest
link encompassing all the others,
which are always connected with
the operational aspect (ends, proce-
dures, methods, and risks), lies in a
need of an integrative character. 

Indeed, we should not forget that
the experimental method is by its
very nature a contraction of reality.
This is because it only considers
the experimental and quantitative
aspect while the deepest and
broadest aspect, the ontological na-
ture and the axiological value of re-
ality, escape the procedures of the
experimental method.15

If the scientist, for example, car-
ries out research on a human em-
bryo, he cannot limit himself to ob-
serving the ethicality of the results
and the procedural aspects in terms
of methodological correctness, or
ask questions about the application
of his results. He must also ask
himself what a human embryo re-
ally is, if it is a human being, and
whether it has the value of a human
person or not. 

It is from the answers to these
questions that all the other bioethi-
cal answers flow—when the full
character of what is real has been
clarified, then all the other ethical
requirements relating to ends,
means, risks, and so forth become
understood. This element was lu-
cidly explained by K. Jaspers, the
scientist and philosopher, when he
observed that experimental science
in itself is not able to understand
and perceive the qualitative aspect
of reality, nor the deepest value of
its nature, and cannot on its own by
its own method even discern the
ends themselves of science and sci-
entific research. This is because all
of this would require a decision re-
garding the goals of human activi-
ty and the life of man.16

The most recent epistemologists,
such as Popper and Eccles, have al-
so emphasized this limited charac-
ter of experimental science, both in
relation to its methodological pro-
cedures and as regards a more
overall observation of reality.17 For
this reason, the link between sci-
ence and ethics, or, rather, between
scientific research and ethical re-
search, is not a question of option
or a recent fashion, but is a many-
sided need which springs from
within the scientific procedure it-
self. 

Naturally enough, as has already
been observed, if the question
comes from within research, then
the answer requires an integration
of the experimental aspect with re-
ality as a whole and thus should
take place within an ontological
and axiological perspective of the
living being the research is being
carried out on. For this reason the
drawing up of criteria by which to
engage in a judgment becomes
necessary—criteria which cannot
be supplied in their entirety by the
scientific research itself, but which
must be deduced from the com-
plete vision and overall meaning of
the reality which is under consider-
ation. 

I would like here to refer again to
the example which has been given
above: if the experimentation is
conducted on an embryo, whether
or not it is for a therapeutic reason,
we must first ask what the global
reality of the human embryo (on-
tology) really is and what its value
(axiology) amounts to. Once the
conclusion is reached, for example,
that one is dealing with a human
being, of an individual human,
then it becomes necessary to ask
questions about the meaning of ex-
perimentation on a single human
being, and, as is the case with a mi-
nor, the duty of the researcher must
be made very clear. 

In order to decide when using
such criteria one should as a result
clarify what man is, what his value
is, and what his destiny is. And
when one refers to a man as a man,
to his origins and his destiny, one is
inquiring into what links all men
together in the same set—namely,
their dignity and their transcen-
dence.18

In conclusion, and applying
what has been said in this paper
about the relationship between sci-
ence and ethics—and, consequent-
ly, of the relationship between bio-
medical science and bioethics—it
is possible to affirm that the bioeth-
ical justification does not involve
only the moment itself of research
and the method of research. In the
final analysis, bioethics relates to
biomedical research in the form of
an integrative vision. 

Furthermore, if we consider
medicine in terms of assistance and
organized health care, then the eth-
ical factor becomes even more rel-

evant, and the organic link between
scientific knowledge and ethical
norms of behavior becomes even
more evident. Studies carried out
over recent years in the field of
medical anthropology19 have re-
vealed the radical inadequacy of a
unilateral scientific approach to the
concept itself of illness, health,
prevention, and all the rest. The in-
fluence of the “personal,” psycho-
logical, and spiritual factor in the
whole field of health  care is a de-
cisive element not only in assess-
ing the well-being of the patient,
but also in evaluating the health-
care worker or professional him-
self. 

As regards the organization of
health care, it is by now well
known that this requires as precon-
ditions education in relation to
health, the cooperation of citizens,
and a guiding criterion in order for
the concept of justice to be author-
itative in the allocation of re-
sources and in the supply of struc-
tures and services. The ethics of
the economy and the ethics of
health care encounter each other on
the social plane in one of the most
important categories of public ex-
penditure to be found in the ad-
vanced democracies. 

The concept of integration in-
voked here as a method of achiev-
ing contact among different kinds
of knowledge and different types
of discipline has been well de-
scribed by the theologian Lonergan
when discussing the relationship
between theology and the other
sciences.20

The Independence of Science 
and its Meaning 

The independence of science can
be understood in different ways
and can be seen as being in varying
ways linked to the ethical factor of
responsibility. In order to answer
this question about the possibility
of the independence of the scien-
tist, we must think about science in
reference to different kinds of cri-
teria. 

It is possible to see the experi-
mental sciences in the context of
their specific project, and we see
that at this first level: 

a) each of these sciences has an
area of thought and thus sees reali-
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ty from a precise angle—the objec-
tive of physics is not the same pro-
ject as that of chemistry, or of biol-
ogy, and so on; 

b) each of these sciences has its
own research methodology which
is the outcome of its own thought
and its own research history; 

c) and, lastly, each of these sci-
ences has its own criteria of judg-
ment by which to assess and vali-
date its own specific results. 

As Agazzi observes, “a decision
can be judged as being politically
sustainable even though it has dis-
advantages from an economic
point of view.”21 In this sense sci-
ence has its own independence. 

Everybody believes that this first
level of independence is legiti-
mate. Vatican II, in its constitution
Gaudium et Spes, enjoins respect
for the legitimate independence of
science: “The holy council, refer-
ring to what the First Vatican
Council taught, declares that there
are two orders of distinct knowl-
edge, that of faith and that of rea-
son, and that the Church does not
forbid the arts and the human disci-
plines to use their own principles
and their own methods in their own
specific fields. Recognizing this
just freedom, the Church thus up-
holds the legitimate independence
of learning and especially of sci-
ence.”22

There then exists a second level
where the independence of science
is seen as being independence from
values or value-free, as indepen-
dence from external checks and
controls, and, finally, as indepen-
dence in the activity of research
and its application. To use a histor-
ical example, those who built the
atomic bomb made a decision
which was independent of a
process involving an examination
conducted from the point of view
of, and in relation to, moral values. 

It should be made clear that this
second level is often taken as one
single block containing all three
“freedoms,” something especially
in relation to the radical conception
of the independence of science.
However, there are some authori-
ties who, although they believe that
independence from values and
controls is legitimate, also admit
that society should choose the right
course to follow when practical ac-
tion is involved.23 Others accept

controls on science, but only in or-
der to defend and safeguard public
health. 

We also have to analyze a third
level, where, above all, the respon-
sibility of the scientist is empha-
sized, and where as a result inde-
pendence is limited and subjected
to guidance and direction. This re-
sponsibility is emphasized in de-
bate24 with reference to two sepa-
rate areas—the field of pure re-
search and the field of applied re-
search. 

a) In the field of pure research
the responsibility of the scientist is
certainly directly dependent on his
code of professional ethics or his
internal ethics (rigor, veracity, ob-
jectivity, etc.). But it also requires
an examination and assessment of
his means and instruments of re-
search, the conditions in which he
carries out his research, and the ef-
fects which the publication of the
results of this research could have.
All of this, naturally enough, also
applies in a situation where pure
research at the outset is directed
solely towards the acquisition of
knowledge and does not have other
debatable ends—in a situation
where, indeed, a bad end could
even damage a procedure which is
in itself good. One example of this
can be found in the field of genetic
research, where the aim is to dis-
cover the maps and the sequences
of certain genes or the entire hu-
man genome—in this project the
means and the conditions of such
research must be subjected to close
examination. 

b) But there should also be
scrutiny of the field of applied sci-
ence, where various instances of
further responsibility have been
pointed out. H. Jonas has observed
with great emphasis that today’s
applied science often involves the
expropriation of a result which is
then communicated and applied by
others. This expert employs the
metaphor of the train and the pas-
senger—the passenger chooses the
train in order to go in a certain di-
rection, but he cannot determine
the speed of the train, where it
stops, or when it stops. In the same
way the scientist, for example, can
indeed decide whether to publish
the results of a specific scientific
discovery, but he cannot dictate the
various ways in which that discov-

ery comes to be developed or ap-
plied in practical terms. 

This fact arises from the organi-
zation of our society, where indus-
try takes patents and applies them
to the productive processes. It is
obvious from this point of view
that one should also be aware of
the possible consequences of the
practical application of a research
project from its very inception.25

In this situation and in this per-
spective the responsibility of the
researcher is most keenly felt at the
moment when the research project
is conceived and programmed and
when the results are communicat-
ed, and this is especially true of ap-
plied research. As a result, the
teams of scientists who receive
public funds run the risk of losing
their independence and not being
able to control the way in which
the results of their research are ap-
plied. And, even worse, there is al-
so the risk that the process of re-
search will turn out to be a stage in
a process which produces the lethal
instruments and technology of war. 

When we reflect upon the recent
employment of deadly weapons in
the war against Iraq, we come to
realize the extent to which science
contributed to the construction—
and on both sides—of means of de-
struction and, furthermore, that sci-
entists had no say at all in relation
to their use. 

Independence and 
Responsibility: 
The Recomposition 
of a Harmony 

In order to achieve a harmony
between independence and respon-
sibility we need to look for a point
of encounter not so much in  prag-
matic mediation but in anthropo-
logical integration. Experimental
science and technology—the latter
is bound up with experimental sci-
ence—arise from man and are
called in the same way as all forms
of human activity to operate posi-
tively for the integral good of each
man and of all men. For this rea-
son, ethics, subordinated to inde-
pendence and responsibility, can
only be ethics with an anthropolog-
ical and personalist foundation.26

This integration of the person is
even more necessary given that ex-
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perimental science—because of its
very special and specific epistemo-
logical character—does not con-
sider the whole of human reality,
but only its quantitative, verifiable,
and testable aspects. For this rea-
son, its knowledge is concerned
with a dimension of what is real
which does not represent the whole
of reality. And because of this the
independence of its procedures and
its goals has to presuppose a refer-
ence to the totality of reality, where
what is experimental is only one
feature. This is especially true
when the reality which is observed
experimentally is not a material re-
ality, but the realm of life or the hu-
man object himself, as occurs, for
example, in biology and medicine.
One can never speak about ab-
solute independence when the field
of experimental research refers on-
ly to a dimension of a greater reali-
ty. 

For this reason, from within the
independent procedures of science,
independent in the sense we have
employed hitherto, there emanates
the need for anthropological inte-
gration. Science must refer to the
individual man and to society be-
cause it is man that does research,
because it is the good of man
which is the end of scientific and
experimental research, and be-
cause the field itself which is ex-
plored by the experimental sci-
ences represents a real—albeit sec-
torial—dimension of reality.27

It should be added, if we want to
be objective and clear, that the val-
ue of science and the inherent val-
ues of scientific research do indeed
represent a set of important values
because they can bring about incal-
culable benefits for mankind. But
at the same time they do not consti-
tute the highest and ultimate good
of human life, which, indeed, must
not be endangered in the name of
science and technology. The hu-
man person can and must be en-
riched and improved by a set of in-
dividual, social, moral, and even
religious and transcendental val-
ues. Among these are to be found
the values promoted by science,
which, however, are not the only
such values, nor can they be placed
before others which are more fun-
damental, such as respect for life,
or which are higher, such as the
moral good of the individual and

society. Indeed, in order for the
values within the person to become
harmonized, they must also be
considered in terms of their respec-
tive importance and predomi-
nance. 

What we have to do, therefore,
in this personalistic and integrated
conception of the values of sci-
ence, is to correct what Husserl
called “the subjective blindness” of
the scientist and what H. Jonas
calls “refraining or feigning,” in
order to point out and condemn
that approach of forced neutrality
which leads the scientist at times to
deliberately ignore the person to
whom scientific speculation is con-
nected in terms of ends,28 and to
“refrain” from considering the
moral and anthropological prob-
lems which arise in relation to his
research, in order to remain loyal
to the objects and goals of his own
speculation. 

In order to give practical expres-
sion to this harmony between the
values of the experimental sciences
and those values which are more
generally anthropological, be-
tween the independence and the re-
sponsibility of the scientist, one
can conclude this paper with the
following overall guidelines: 

1. One must respect the indepen-
dence of science at the first level—
independence in its own field, and
in the specific method and criteria
of judgment which are characteris-
tic of each form of science. This le-
gitimate independence is also en-
riched by the values which exist
within science as such. These im-
manent values which are present
within science as such are de-
scribed by Pelligrino.29 They are
the pursuit of an expansion of
knowledge, the freedom of re-
search (in the sense used and ex-
plained above), the universality of
results, the verifiability and the fal-
sifiability of the results which have
been obtained, methodological rig-
or, the accuracy of written ac-
counts and observations, the objec-
tivity of interpretations, honesty in
publication, the communication of
results, and the acceptance of con-
trols and criticism. 

This legitimate independence
and these values within research
should be recognized, defended,
and promoted. It is in this sense
that the independence of science

and scientific research should be
seen and upheld. 

2. There must be no acceptance
of that level of independence
which involves an attempt to ob-
tain an independence from values
controls in action. This would
mean a misunderstanding of the
nature and the anthropological
function of science and scientific
research, and their conversion into
an absolute. Furthermore, in med-
ical and bioethical questions in
general—that is, where research
and its methodology have an im-
mediate application in relation to
man and society—such a form of
independence would be absurd.
As, for example, is the case with
this kind of independence in the
field of genetic research. 

3. When we come to controls ap-
plied by society, it should be ob-
served that these must relate solely
to questions of safety and thus the
common good. For this reason, the
state must not impinge upon the
preceding level of independence,
that of the first level. 

In order to guarantee this fact it
often happens today that there is
support for the mediation and role
of self-control on the part of scien-
tists themselves in conjunction
with control by public authorities. 

The delicate question of funding
in a certain way also conditions the
independence of research. Re-
search financed by the state and by
industry may be exposed to influ-
ences and directives which are not
always legitimate and which are
not government’s proper province
for action. For the means and ends
of research to be legitimate, its
conditions and application must be
respected and subject to controls.
However, all this means that the
scientist must not see himself as a
salary-earner or an official. Both as
an individual and as the member of
a professional category, he must
know how to defend the purpose
and goals of his research and its re-
sults in order to guarantee the
rights of man and the inescapable
values of morality, in the same
way, that is, as he defends a patent
and the scientific worth and in-
tegrity of his discoveries. 

We should observe that this kind
of independence is often not de-
fended enough, even by those who
reject the legitimate control of the
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state in its safeguarding of the
common good. But in this area,
precisely, we are drawing near to a
fourth conclusion. 

4. The scientist’s acceptance of
the nature of his responsibility as
outlined in section 3. The responsi-
bility of the scientist in relation to
his research involves not only re-
spect for the inherent professional
ethical code to which reference has
already been made, nor does it
come into play only when that re-
search finds practical application,
as though there could be neutral re-
search, but morally relevant and
compelling technology.30

The ethical aspect of research,
and thus the nature of the responsi-
bility involved, concerns both pure
research and applied research. It
concerns the goals and objectives
of research; its justification—not
least with reference to the common
good, resources, and urgent
needs—its methods, and especially
its experimental method—and the
circumstances in which, for exam-
ple, the consent of the individuals
involved is obtained and the com-
munication of the results is carried
out. 

This responsibility derives,
above all, from the constant need
to unite the approach of experi-
mental research—which is neces-
sarily quantitative in nature and
limited to experimental ele-
ments—with an overall and an-
thropological approach which
must take into account the aspects
and features of individuals. Fur-
thermore, the moral order in the
exercise of the independence and
responsibility of the scientist does
not constitute a prison or a con-
straint, but both a widening of out-
look and a further evaluation of
what constitutes the total meaning
of scientific research. 

Precisely at the moment when
the experimental dimension be-
comes complete and unified in
such personalistic and subjective
values, the ethical moment itself
increases in weight and relevance. 

It is obvious that in order to unite
the meaning of independence and
the meaning of responsibility with-
in scientific research, our culture
should not only lay special empha-
sis on the “reasons for the employ-
ment of instruments and methods,”
but should also be able to locate the

methodology of research within a
suitable framework. Its own phys-
iognomy should be respected and
linked to that speculative and con-
templative thought which belongs
to philosophy. It should also be
linked to theology in the search for
a wider unity which emanates from
the “splendor of truth.”31

Most Rev. ELIO SGRECCIA 
Vice President of the Pontifical 
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At a conference which takes
place on the threshold of the year
2000 and which is concerned with
the hopes and ambitions of the
world’s health, there could not fail
to be a wish to move towards a
more holistic form of care for the
person. This modest paper seeks
only to point out certain key guide-
lines and suggest some practical
policies which should be followed. 

A belief underlies this paper:
starting from her Christian con-
ception of man, the Church must
cooperate decisively in the search
for the integral health of each and
every human being. This could be
her greatest service to the health of
man over the next decades. 

1. Certain Basic Guidelines 

1.1. The Return to the Person 
“Illnesses as such do not exist.

We know only sick people.”1 The
quotation comes from Ludolf von
Krehl, but it represents an aware-
ness which is becoming ever more
widespread and from which cer-
tain important consequences must
be drawn. “Illness” is an abstract
concept which exists only in con-
crete men. Reality is the sick per-
son. 

For this reason, when medicine
manifests itself as a “science of na-
ture” which treats illness in techni-
cal fashion as an objective process,
and without an awareness of the
sick person who is living out this
process in relation to his own
unique and unrepeatable originali-
ty, human illness is deprived of its
personal and historical character;
the human individual is reduced to
a mere organism, and in this way
there is a serious anthropological

mutilation of the medical treat-
ment which is practiced. 

As the eminent Professor P. Laín
Entralgo has observed, “Human
biology...is a discipline which in
essential terms is distinct from an-
imal biology.... Man is not an or-
ganism; he has an organism which
belongs to his being. He is his or-
ganism, but he is also “something
more,” and thus all the realizations
of his being correspond to a num-
ber of his entitative dimensions,
but require the participation of the
whole of his being.”2

When medicine seeks to get to
the essence of an illness with pure
objectivity through an analysis of
its symptoms, an identification of
its causes, or a study of its conse-
quences, it should not forget that
these symptoms emerge in a spe-
cific moment in the history of a
human individual, that the past of
this person has in some way acted
upon the genesis of his illness, and
that there are consequences for his
life plans. 

Obviously enough, one should
not deny the great advances which
medicine—understood as a sci-
ence of nature—has achieved over
the centuries, nor should we ignore
its effectiveness in taking care of
and treating the organism. But at
the same time we should remem-
ber that seduction by scientific ob-
jectivity and by technological
achievement should not lead us to
forget the human individual him-
self. Medical care must not only be
concerned with illness—it should
also address its attention to the sick
person. 

1.2. A Complete Vision 
of Human Illness 

Illness is not only a biochemical

problem or an alteration in the bi-
ology of the individual. It is also
an experience which affects the
human being in his totality. The
sick person is not only a “body”
and is not even a mere “living be-
ing.” He is a person, a being en-
dowed with intelligence and free-
dom, a bearer of values, a creature
engaged in relationships with oth-
er human beings, someone with a
conception of himself and of the
world, someone with a life project
and responsibility in relation to his
own destiny. 

As Viktor von Weizsäcker, the
great pioneer of anthropological
medicine, declared, “The illness of
man is not the breakdown of a ma-
chine... but of himself.”3 It is for
this reason that we must concern
ourselves with the various dimen-
sions of human illness. We should
not only look at its biological di-
mension, but also its psychologi-
cal, spiritual, familial, and social
dimensions. 

The increasing specialization of
medicine has without doubt led to
many very positive advances in
our knowledge about, and our
treatment of, the sick organism.
But such specialization can also
lead to a unilateral and fragmen-
tary kind of care which neglects
the totality of the human individ-
ual. The technological and hyper-
specialized medicine at the end of
the twentieth century requires
deep revision, and this should be
inspired by an anthropological vi-
sion of the human being as seen in
his “integrated totality.” As the
eminent Professor Sandro Spin-
santi has made clear, “in order to
return to a vision of totality we
must go against the trends of con-
temporary medicine, which has
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followed the path of fragmentation
and specialization. Indeed, the
healer has lost sight of the fact that
behind every sick organ there is
the totality of the individual.”4

1.3. Interdisciplinary Cooperation 
Today it is not enough to refer to

the “humanization of medicine.”
We need to make clear that such
humanization will not take place
unless an interdisciplinary cooper-
ation is promoted which takes care
of the patient in his totality as a hu-
man being. In discussing the need
to find a new paradigm by which
to liberate medical care from its
present-day biological reduction-
ism, Dr. G. Acevedo recently
stressed the importance of the dia-
logue which V. Frankl called for
between different disciplines, with
a view to ensuring that through a
multifaceted approach such disci-
plines address man in his totality
and place themselves at the service
of his complete and integral
health.5

This certainly does not mean ig-
noring the importance of biomed-
ical science and its contribution to
human health. It involves, rather,
complementing and enriching this
technical assistance with other dis-
ciplines and human sciences such
as anthropology, psychology,
ethics, theology, and sociology.
P.Laín Entralgo argues that in real-
ity “there should be no lack or pain
where the medical doctor is unable
to extend his range of action. At
least in the spirit, he should be
trained in relation to an immense
sphere and direct his eyes towards
the totality of what within man is
asking for help.”6

Interdisciplinary cooperation re-
quires a recognition of the multidi-
mensional character of care for the
sick person, with each discipline
being aware of its own limitations
and its specific responsibilities to-
wards achieving an overall per-
spective. No form of reductionism
is acceptable when we care for a
sick human being. As Dr. Acevedo
observes, “no scientific discipline
can limit itself completely to one
or other sector and seek to obtain
total results thereby.”7 Reduction-
ism in care for the sick person
(whether in the form of biologism,
psychologism, or spiritualism) is
at heart a pseudoscientific process

which does not address itself to the
needs of the human being in his to-
tality. 

2. Towards Holistic Care 

2.1. Medical Action at the Service
of the Sick Person 

Scientific and technological
progress must not obscure the fun-
damental goal of medical action,
which is none other than “always
helping, treating wherever possi-
ble.” The more sophisticated and
complex the development of
health technology becomes, the
more we need to affirm the role of
homo adiuvans, of the health
worker. This person is not only an
able user of medical technology
and techniques, an observer of
what is happening within the pa-
tient. He is a “healer,” a person at
the service of the patient, in line
with the original etymological
meaning of the verb therapeuein,
which means “to serve.” 

This does not in the least mean
to adopt a negative position to-
wards technological medicine or
to undervalue professional service.
On the contrary, it involves raising
this work to its most human level
by placing it at the humble—but at
the same time more real—service
of the “being in pain,” the sick per-
son. 

It would be a mistake to contin-
ue with the development and ad-
vance of medical technology with-
out asking questions about man in
his totality, without reflecting
more upon the reason for and pur-
pose of this technology, or without
responding to the many needs of
the patient, who asks to be taken
care of, treated, and healed not as a
thing or an organ, but as a human
being who is in need of help. In
contemporary medical language it
is the custom to use terminology of
a warlike character, and thus med-
icine is compared to a battle
against illness (the fight against
cancer or AIDS, victory over ill-
nesses which at one time were in-
curable, defeat in the face of death,
etc.). At times a language which is
humble and responsible and at the
service of the patient, who is a
fragile and suffering being, but al-
ways in search of life and salva-
tion, would give better expression

to the real nature of medical ac-
tion. 

2.2. Looking After the Different 
Needs of the Sick Person 

We can move in an effective
way towards holistic care only if
we promote suitable services
which cater to the different needs
of the patient with a view towards
the totality of the person. This
means not only developing con-
tacts and cooperation involving
the medical doctor and other pro-
fessional figures (the psychologist,
the chaplain, the social worker),
the patient’s relatives and friends,
specialized volunteer workers, and
so forth, but also establishing, co-
ordinating, and integrating the ser-
vices of psychological, spiritual,
social, and family support within
the healthcare facility. 

This interdisciplinary approach
becomes even more urgent in the
case of those who are terminally
ill. In such circumstances one is
not dealing with the re-establish-
ment of the health of the organism,
but with facing up to the various
needs of the patient which arise
with the impending death of a hu-
man being. When we face the in-
evitable and imminent death of the
patient, what is of importance is
not to treat him, but to take care of
him, reduce his suffering, and ac-
company him on his path. It is at
this moment, above all, that the
sick person should receive assis-
tance in his needs, which are not
only physical, but also emotional,
familial, spiritual, and religious.8

2.2.1. Psychological Care. Al-
though it is easy to discern a cer-
tain distrust and lack of faith when
there is a psychologist present at
the side of the patient, it is clear
that psychological help can, and
must, complement the biomedical
approach. This is true, above all,
where patients have special needs
of a psychoemotional character
(one thinks here, for example, of
surgical operations which lead to
the patient becoming an invalid, of
the removal of the female breast,
of amputations which involve a
deterioration of the patient’s self-
esteem, etc.). 

At the same time, very impor-
tant problems such as the reduc-
tion of pain require not only treat-
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ment of physical suffering, but al-
so attention to moral suffering or
to the emotional reactions which
might arise when the patient is
faced with the prospect of a nega-
tive prognosis, the possibility of a
possible separation from those he
loves, the fear of death, and so
forth. 

This concern with the emotional
and psychological aspects of the
sick person on the part of a spe-
cialized service must not lead to
reducing the responsibilities of the
other health workers. In the same
way, it should not involve an im-
poverishment of their relationship
with the patient—a relationship
which should always involve at-
tention to his reactions and his suf-
fering during the evolution of the
illness. On the contrary, this con-
cern must be shown within the
framework of close cooperation
and act to make all the healthcare
personnel more conscious of the
problems it faces—something
which will enrich the therapeutic
relationship between the patient
and those who are engaged in
treating him. 

2.2.2. Social Assistance Atten-
tion should also be paid to social
assistance, especially in the case of
those patients who, because of the
nature of their illness or because of
various factors of a social or famil-
ial character, are more in need of
help: invalids or the chronically ill
who have a very low quality of
life, patients who have a family or
social environment which is
marked by conflict or in a poor
state, elderly people who have to
endure loneliness or isolation,
young people afflicted by drugs or
AIDS, or the mentally ill. 

Such attention can embrace a
very broad field of social help in
relation to both the hospitalized
sick and the chronically ill, as well
as those convalescing in their own
homes—problem-solving as re-
gards family life or the workplace,
advice and help in dealing with bu-
reaucratic problems (pensions, le-
gal recognition of invalidity), eco-
nomic help to deal with material
needs, etc. 

Such social assistance must
manifest the care and concern
which each and every society
should display towards its least de-

fended and neediest members.
When suitably integrated into
healthcare facilities, such assis-
tance would significantly improve
the care which is given to the poor-
est sick people within society. At
the same time, we should not for-
get the incisive observation of S.
Spinsanti, who tells us that “when
faced with a hospital population
which is increasingly composed of
the chronically ill and elderly peo-
ple, the ‘healing’ action of social
assistance is indispensable.”9

2.2.3. The Cooperation of the
Family. We should not forget that
illness can generate a whole set of
needs which should be adequately
faced up to, even though they are
not the exclusive responsibility of
the health worker. There are sick
people who need security, love,
and self-esteem; some  patients
need encouragement and energy in
moments of demoralization; others
search for company in order to
deal with their own loneliness or
for hope in order to face up to their
own illness or death. Here we are
dealing with people in need who
must be cared for more in terms of
friendly proximity, affection, and
unselfishness beyond a strictly
professional perspective. 

In a significant number of cases,
the family can play a fundamental
role, and this is especially true
when it comes to being at the side
of the terminally ill patient. It is
certainly true that families are of-
ten not prepared or able to provide
this “healing” proximity. For this
reason, the healthcare facility
should not only play a primary role
in ensuring a suitable presence of
relatives alongside the patient, but
should also provide consultation
and appropriate advice for the case
at hand. 

2.2.4. Different Forms of Volun-
teer Work. Similarly, we should
not exclude the cooperation of var-
ious forms of specialized volun-
teer work, either, which can draw
near to the sick person with friend-
ship and unselfish solidarity. In
some cases its presence can be of
great importance in liberating the
patient from the isolation which he
has to undergo in the hospital envi-
ronment, in expressing the prox-
imity of the human or religious

community to which he belongs,
and, at a more specific level, in
helping him to experience his ill-
ness in a way which is more close-
ly linked to the values, symbols,
and beliefs which give a meaning
to his life. 

We well know that there are dif-
ficulties in the organization of this
kind of voluntary work within the
healthcare system—the need to
avoid forms of abuse and forms of
injurious interference, the training
of volunteer workers, and so forth.
But we should, nonetheless, en-
courage what is already being
done in this area by striving to
achieve methods and forms which
are increasingly suitable to the
tasks at hand. (10) In this sense, it
seems to me that the Church
should continue to promote coop-
eration among her lay members
within the realm of pastoral assis-
tance and should ensure that the
Christian community is close to,
and concerned about, sick people. 

2.3. Spiritual and Religious 
Assistance 

In  spite of its value, religious
care is often discredited as being
something which is of secondary
importance. Medical care is exclu-
sively concerned with the sick
body of the patient. Psychological
assistance frequently ignores the
spiritual and transcendent dimen-
sion of the person and confines it-
self to a recomposition of the hu-
man psyche in a process which is
closed within itself. Religious care
is thus often seen as an action
which is not necessary, or which is
even inappropriate. In this way
health professionals and chaplains
or pastoral teams work in a state of
mutual ignorance, without discov-
ering the complementary character
of what they do or finding suitable
channels by which to cooperate in
an overall system of care for the
patients they have before them. 

However, each patient, whatev-
er his or her religious vision, faith,
or existential approach towards
life, has the right to be respected
and seconded in his requests and
needs of a spiritual character. Seri-
ous illness and the proximity of
death are experiences which are
intense and touch the person in his
inner being. The sick person may
need to have wounds healed which
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come from the past, to find a
meaning to his own pain-filled ex-
perience, to deal with feelings of
guilt, to open himself with trust to
mystery, to reconcile himself with
who he is and with God, to ask for
forgiveness, to feel accepted, to
leave this life with hope and
peace.... There cannot be holistic
care if this spiritual, transcenden-
tal, and religious dimension is not
attended to. Hence the need to give
new weight and importance to reli-
gious assistance, which should be
seen not as something which is de-
tached from the other forms of
health care, but considered as an
integrated service concerned with
the totality of the sick human be-
ing. 

This religious and spiritual as-
sistance is of special importance
when we come to consider the case
of the terminally ill. The Church
must work to ensure that no sick
person is abandoned to his fate, to
waiting for a death which is ex-

pected in one way or another, as
though no help or closeness is re-
quired except that of the practical
monitoring offered by the other
systems of assistance. Someone
has to take care of him as a person
with a transcendent destiny and
must offer him the help which is
needed to live through his death in
a suitable, responsible, and trust-
ing way. 

It is within this context of over-
all care that the Christian accom-
paniment of the sick finds its real
meaning. Prayer with them and for
them, the celebration of the sacra-
ment of reconciliation, receiving
Holy Communion, and the sacra-
ment of the Anointing of the Sick,
where the Church asks for and
seeks complete health for the sick
by offering them the salvific grace
of Christ.11

Rev. JOSÉ ANTONIO PAGOLA 
General Vicar of San Sebastián, 
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Over the last thirty years the eco-
logical movement has been charac-
terized by a vigor, an intensity, and a
militancy which have promoted a
new and widespread awareness of
ecological problems and issues.
Subjects such as the improvement
of the environment, the quality of
life, innocuous forms of technology,
recycling, and so forth are discussed
in all social contexts and are the ex-
pression of a new sensitivity to-
wards the deterioration of nature,
fields, the seas, rivers, woods, cities,
food, and all the rest. 

As a science, ecology has neither
created nor promoted the ecological
movement in all its various forms
and expressions. But it has provided
necessary information about nature
and the environment, and has also
stimulated and fostered a strong and
widespread concern about the dete-
rioration of the natural world. Ecol-
ogy has stressed an obvious and ev-
ident fact—that man can act without
limitations and without controls in
relation to nature without suffering
the consequence, in the short or
medium term, of going beyond cer-
tain safe limits. The human species
is a part of nature. And in the opin-
ion of certain analysts of nature
man, through his uncontrolled be-
havior, is now sawing off the branch
on which he is standing. 

As a branch of biology, ecology
gave rise to the idea of the protec-
tion of nature. And from the ecolog-
ical awareness felt by the biological
sciences we passed on to other sci-
ences which have also drawn atten-
tion to man’s transgressions of the
natural world. The discipline of de-
mography is opposed to the gallop-
ing growth of the world population
and to various forms of overpopula-
tion. The discipline of ethnology has
condemned the attacks on ethnic
groups and minority cultures by so-

cieties and cultures which are
stronger and more technologically
advanced. The discipline of sociolo-
gy has engaged in a kind of apolo-
gia of natural man and has accused
Western man of having become do-
mesticated. All this has had an evi-
dent impact on economic science,
on political science, and on industri-
al society itself and has had immedi-
ate repercussions for psychology,
philosophy, and theology. From an
interdisciplinary perspective, ecolo-
gy sees man as being inherently
rooted in the natural world, and
when this world is violated, man
necessarily experiences the conse-
quences of that action. In this way,
ecology emerges as the “link be-
tween the natural and the social sci-
ences,” to employ the subtitle of the
book Trattato d’Ecologia by E.
Odum. This means that the social
and economic problems and diffi-
culties which are expressed in forms
of inequality and injustice are inti-
mately influenced by the way in
which ecosystems come to be seen
and treated. 

As Edgar Morin emphasizes, eco-
logical awareness presents us with
serious issues and compels us to
question the underlying assump-
tions of industrial civilization: the
Cartesian separation of the subject-
man in relation to the world, which
is held to be a moldable object, and
the victorious and operative idea,
which is to be found in both the
Marxist and the capitalist worlds, of
man the conqueror of nature. At the
present time there is a marked inter-
est in ecology because nature is a
world we have lost and which we
cannot abandon, for it is our natural
homeland in which we all live,
move, and exist. 

A certain number of supporters of
ecology speak about a planetary or
global ecology because they want to

insert natural, technological, and
cultural elements into an overall
system. Nature is the suitable hori-
zon of society, but society cannot be
hostile to nature. Instead, it must in-
tegrate itself into nature. Pure nature
is not possible in the same way that
pure society is not possible. The na-
ture-man-society-technology coor-
dinates must be enlightened by
guiding principles—that is, princi-
ples of a cultural character, which
overcome the dialectic of an irre-
ducible antagonism and give rise to
a union of communion and solidari-
ty. 

The complex systems of the real
world (the natural world, the tech-
nological world, and the human
world) should not develop their in-
ner practical potentialities in antago-
nistic approaches, but in integrating
and interconnected dimensions. As
Morin writes, “Our pluri-ecological
universe is a universe in which
everything is organized from the de-
parture point of innumerable inter-
actions between its physical, chemi-
cal, climatic, plant, animal, social,
economic, technological, and ideo-
logical component parts”.1

The new science of ecology
strives to highlight fundamental and
urgent issues and difficulties con-
nected with the life of nature, the life
of living societies, and the life of hu-
man societies—that is, the relation-
ship between man and nature in all
its breadth and from the point of
view of its many aspects and fea-
tures. For Moring, “general ecology
is the first science which as a sci-
ence (and not as the outcome of the
tragic applications of its knowledge,
as has been the case with nuclear
science and as will be the case with
genetics and the science of the
brain) requires a direct process of
awareness. This is the first time that
science, and not philosophy, has

JOSÉ ANTONIO MERINO

Ecology, Creation, and Health 
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raised the question for us of the rela-
tionship between mankind and liv-
ing nature.”2

During the course of history the
human species has profoundly al-
tered ecosystems, and some of these
changes have been irreversible, as
has been the case with deforestation
and the excessive transformation of
land into terrain for the pasturing of
animals. Industrialization, urbaniza-
tion, the development of applied
forms of technology, the enormous
demographic increase, automation,
and rationalization have all caused a
serious and profound destabilization
of certain ecosystems which were in
themselves previously stable. In Eu-
rope and North America this
process has taken place in an ex-
treme way for about a century and a
half, and it has progressed to such an
extent that the damage which was
caused to the environment over the
previous millions of years appears
in comparison to be on a very small
scale, and this was because man
confined himself to a forest and rur-
al economy. 

The destruction of the environ-
ment which is being carried out at
the present day by the world econo-
my and by powerful forms of tech-
nology will severely endanger the
survival of humanity during the next
century. Scientists go on repeating
and demonstrate that the burning of
fossil fuels and the pollution of soil,
water, and air by contaminating ele-
ments and chemical fertilizers will
lead to the destruction of flora and
fauna, to a profound change in the
climate, and to a threat to human life
itself. Advanced industrial societies
have disturbed the organic equilibri-
um of the earth, and, if they do not
change direction, the world will
move towards the universal ecologi-
cal death discussed by ecologists
and the supporters of the ecological
movement. There is also talk of a
“gigantic dissolution of our environ-
ment.”3

It is proclaimed that the danger of
an ecological collapse of the earth is
greater than that of a nuclear cata-
strophe because the latter is possible
only as long as ecological catastro-
phe is the inevitable destiny of hu-
manity. This destiny is held to be in
the cards if changes are not effected
in economic policy and in the pro-
ject of uncontrolled and irrational
growth and development. 

Analysts of the environment usu-
ally offer an almost Dantean picture

of the deterioration of nature. They
argue that we are living at unbear-
able levels of pollution and that we
are threatened by an eco-catastro-
phe. The proof of this is said to be
found in toxic clouds, acid raid, the
progressive destruction of coasts,
chemical waste, the greenhouse ef-
fect, the erosion of the ozone layer,
the destruction of the ionosphere,
and so forth. All this is the result of
a series of causes which are con-
nected to, and generate, the ecologi-
cal crisis. But the principal factors
which are said to be of greatest im-
pact are pollution, the shrinking of
natural resources, policies in rela-
tion to armaments, and overpopula-
tion. These questions, however, re-
quire separate comment. 

Both in America and in Europe a
terrifying word has entered into the
vocabulary of social discussion:
“earthmurder.” The era of technolo-
gy is bringing out—and at a very
deep level—the ontological mean-
ing of the terms “to possess” and “to
have.” We are face to face not only
with the loss of certain goods which
we possess, but we are also up
against something more radical in
character—the loss of what we are.
With great wisdom G. Marcel has
declared that “pollution seems to be
the inevitable and materialized con-
sequence of a specifically meta-
physical error.”4 In seeking to con-
quer nature, man has disfigured it.
The wonders of technology have
provided great progress for man, but
they have also produced a fragment-
ed world and have denatured moth-
er-sister earth, as St. Francis would
have said. The ecological problem
has such dimensions that it cannot
be reduced to the biological and
physical sciences, as it was at the
outset of the whole debate. It should
be seen and discussed, instead, in
terms of an interdisciplinary ap-
proach and method of understand-
ing. 

The distancing of man from na-
ture is influenced by a previous phi-
losophy which was implemented at
an unconscious or conscious level.
Ever since the beginnings of philo-
sophical thought, or at least in the
Western world, we have encoun-
tered opposition between man and
nature and the dualism of man and
nature. Both modern philosophy
and modern science have empha-
sized and worked according to this
dualism. The traditional divisions
between me and not-me, between

subject and object, between body
and soul, between thought and mat-
ter, and between inner world and ex-
ternal world, have repeatedly ex-
pressed the duality of man/world,
and all this derives from a vision of
the cosmos which man has created
for himself. 

Modernity has been characterized
by the enormous ascendancy of sub-
jectivity, by the imposition of intelli-
gence, of the will, and even of man’s
image of himself. The subjectivity
which has thereby been unleashed
has principally expressed itself in
man’s dominion over nature during
a technological age which has not
confined itself to, or stopped at, the
world of things and irrational be-
ings, but has gone on to experiment
(with boldness and audacity) even
on the very nature of man. It has
done this by such routes as bio-
chemical action, psychical inva-
sions, and experiments in genetic
engineering. The triumph of subjec-
tivity seems to based upon, and to be
justified by, man’s uncontrolled
domination of nature. 

The pollution and the deteriora-
tion of nature have anthropological
and metaphysical roots which must
be examined and understood in or-
der to achieve a new and construc-
tive dialogue between man and na-
ture. Mother earth cannot be seen as
a mere technical possibility, as an
unending quarry—that is, as a store-
room to which recourse can con-
stantly be made by human beings. It
should be seen, rather, as a vital and
necessary horizon of our being in
the world. Man needs nature in the
same way as nature needs the spirit.
The relationship between man and
nature will be re-established only
through a metaphysics of love and
by means of an ontology of partici-
pation infused with respect. 

Notwithstanding the philosophi-
cal assertion that man and the world
are a system and are called to share
the same human and planetary his-
tory, the development of the actual
and historical reality of man and the
world, or man and nature, is not con-
vincing and frequently provokes a
feeling of abandonment, hostility, or
exile. In his Letter on Humanism,
Heidegger talks of displaced mod-
ern man not only because of the
oblivion of being, but also because
modern man does not feel wel-
comed and protected by the world
horizon. Nietzsche bore witness to
this reality in his forceful descrip-
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tion of this displaced being. Earlier,
Hegel had expressed it in his con-
cept of estrangement, and later on
Marx was to employ it in his repeat-
ed use of the term alienation. The
feeling of exile and of being uproot-
ed is so emphasized and felt in our
epoch that “the displaced being has
been transformed into the destiny of
the world”6, and has provoked in not
a few people an attitude of perma-
nent aggression and a propensity to-
wards contained or unleashed vio-
lence. 

The harmony or disharmony be-
tween man and nature arises from
whether man treats nature as an ob-
ject to be used or interprets it as a vi-
tal space which cannot be reduced to
an instrument or used at whim, be-
cause nature is neither there, nor in
me, nor against me, but with me.
Both nature and every natural thing
have their own value and meaning,
and in Ortega’s view “not to recog-
nize that every thing has its own
condition, which is not that which
we want, is the real ‘cordial’ sin
which I call capital sin because it is
rooted in a lack of love. Nothing is
so illegitimate as filling the world
with our manias and our blindness,
the draining of reality, and the imag-
inative destruction of pieces of what
is.”7 We need to realize that natural
things, too, have their depth, interi-
ority, and special dimension which
easily escape the worries and anxi-
ety which are experienced by man. 

Modern rationality brings with it
a strong impulse to subjectivity and
self-awareness. The individual sub-
ject who affirms himself does so at
the expense of the objectification of
both internal and external nature.
The individual subject who grows
independently when he turns to his
respective objects in knowing and
acting becomes autonomous, inde-
pendent, and impenetrable. And un-
consciously he accentuates the ten-
dency to self-exaltation and to abso-
lutizing his acts of reflection and
emancipation. The rationality of
thought which becomes absolute
tends to manifest itself in the domi-
nation and subordination of every-
thing man depends upon or is condi-
tioned by. Absolute reason becomes
transformed into absolute will and
into the will to power, although it is
indeed masked by civilized forms. 

When what I think, want, feel,
and evaluate is a programmatic ex-
pression of an uncontrolled subjec-
tivity, one falls into the myth of the

absolute self, for whom other peo-
ple, things, and nature are seen
merely as means and instruments.
This leads to an undermining of au-
thentic human relationships with na-
ture and a mutilation of the comple-
mentary realities of the human be-
ing. The process of rationalization,
which began with modernity and
which became accentuated with the
Enlightenment movement, has cer-
tainly gained a great autonomy for
man, but it has also brought with it a
dehumanization of nature and a de-
naturation of the human world. Fol-
lowing the thought and approach of
Piaget, we can assert that this
process should be understood as a
decentralization of the image of the
world which has had inevitable
repercussions for the relationship
between man and nature. 

Man polarizes himself towards
the world through a spontaneous
and natural movement. By his be-
havior he opens to the world and to
the things with which he shares his
existence, which is defined by his
link with the world, which he tries to
understand through ontological
affinity. Because of the intentionali-
ty of thought and the centrifugal
movement of the self, we see our-
selves thrown far beyond our sub-
jectivity, which is placed within a
world antecedent to the self and
which involves us in a series of real
or possible relationships. The world
is an ingredient of human existence,
the circumstance of my self, in the
sense that Ortega gives to the con-
cept of circumstance, and it belongs
to the analytics and the structure of
the life of man. This is because hu-
man life is essentially of this world,
for man’s own corporeality is intrin-
sically and constitutively insepara-
ble from what is of this earth. To be
in the world means necessarily to
have something to do with what is
not in the world, and this something
is living. This implies making and
making oneself, a making of the
world and a making a world of one-
self. To live is not only to express
this binding tie between the self and
the world, but it also implies the dis-
covery of the existential connection
and the existent dynamic which are
within the whole world and which,
because of the presence of man, is
already the human world. By this
route, subjectivity and objectivity
are two necessary and inescapable
poles of the self/world system. 

In structural terms man is a rela-

tional and connecting being. But it is
not easy for him to engage in a rela-
tionship because we are conditioned
and subjected to our cultural
schemata and to the environmental
and dominant prejudices which
model different visions and readings
of reality in the human mind. The
natural ingenuousness of the Pre-
Socratics has been lost, and we live
with a will impregnated by suspi-
cion and fear which distances us
from reality. “We bear the world
within us,” declared Unamuno,
when commenting on the lives of
Don Quixote and Sancho.8 This fact
requires a revision and a purification
of the spirit. Every vision lies be-
hind a person’s own experience, and
this is expressed in a practical ap-
proach to his life and to nature itself. 

In order to achieve an integral and
integrated understanding of the real
world, which is at the same time
both technical and natural, we need
to overcome those systems which
exclude. These systems are posi-
tivism-idealism, scientism-volun-
tarism, objectivism-subjectivism,
and all the rest. We need to achieve
the widest and deepest relationship
possible with reality through all the
forms of knowledge which are
available to us. To do this, mere
communicative reason is not
enough—we need to obtain a com-
municative existence which is based
upon an ontology of constitutive be-
ing-present. This, in turn, involves a
new way of living in the world and
of treating things, and a new way of
looking at nature and of learning to
listen and to respect all beings. 

In a humanized vision of nature
the scientific-technological aspects
are not in the least opposed to the
values of the spirit or to the spirit it-
self, in the same way as mechanics
are not opposed to mysticism. As
Bergson wisely observed, the tech-
nical body “expects a supplement
from the soul, and mechanics re-
quire the mystical.”9

In this way mechanics, which
have bent many men towards the
earth, can help them to raise them-
selves and to look above them-
selves. Through a profound human-
ization of nature and things, man
will obtain a new form of existence
in the world and will cooperate in
the construction of a more habitable
and welcoming environment. 

The message of the Old Testa-
ment offers a theology of the cre-
ation where the relationship be-
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tween man and nature is understood
as beginning with that of the rela-
tionship between the Creator and the
creature. This is perfectly under-
lined in the profession of faith of the
first chapter of Genesis and in the
wisdom literature and the prophetic
writings. Man is a created being,
like nature and all the other beings
and things which are to be found in
nature. God appears as a great Lord,
freely creating the human being and
the other beings on the earth. The
whole of the Creation is radically
distinct from God, and for this rea-
son pantheism is excluded. At the
same time, the whole of created re-
ality is good. Not only man is good,
but also all the other creatures. As a
result, a Manichean approach is
ruled out. The goodness of nature,
and of what lives within it, is a prop-
erty which comes from its Creator.
However, the human being is de-
scribed as a reality which is distinct
from the other natural realities, al-
though he does not in the least lose
his definition as a creature. This
makes him king of the Creation—as
long, that is, as he uses it and does
not abuse it. 

The command “Govern the earth”
is not a license to exploit and de-
stroy, but a divine imperative to en-
sure that man will humanize nature
and link himself to it in a fertile way
and in joyous fashion. The Apos-
tolic Constitution Gaudium et Spes
(no. 34) states on this subject: “Man,
created in the image of God, re-
ceived the commandment to place
the earth under him and everything
within it, and to govern the world in
justice and holiness, and thus also to
bring himself to God and the whole
universe, recognizing in Him the
Creator of all things, in such a way
that in the subjection of everything
to man the name of God could be
glorified over the whole of the
earth.” For this reason, the uncon-
trolled exploitation of nature, or its
deliberate deterioration caused by
man, go against the design of the
God of the Bible. 

Nature and history involve and
condition each other in reciprocal
fashion in the Bible because God
achieves his mystery of salvation
through historical and cosmic ac-
tions. The message of Genesis about
the Creation not only has a protolog-
ical significance—because it dwells
upon the first Creation—but also
contains an eschatological meaning
because within it there is already a

move towards the New Creation
which is made up of history and na-
ture. In the Book of Genesis primor-
dial passivity does not predominate.
There is, rather, the founding and
transforming action of all the com-
ponent parts and elements of the
universe. Man is a collegial member
of this cosmos. He does not have a
promethean subjectivity, but a guid-
ing and solidarity-based subjectivi-
ty. His action in relation to nature
must be an act of cultivation or of
culture because his task is to culti-
vate and steward his own habitat.
The anthropocentrism of the Bible is
very distant from the anthropocen-
trism which has dominated Western
culture since the Renaissance. This
is because, while, in the latter, over-
bearing and self-sufficient subjec-
tivity stands out, in the former there
is concern with other creatures and
things, in addition to solidarity,
which is expressed in the imago
Dei. Biblical man cannot be a mer-
chant of others and of other things.
In his conscience there resounds the
voice which asks him about his
brothers and sisters and the world. 

The whole of the New Testament
gives prominence to the mediating
and exemplifying action of Christ,
the Word made Flesh, the creator
and reformer of all existential cate-
gories and the various orders of the
real world. If Christ is the only Sav-
ior, and the Creation is an act of sal-
vation, this means that the Creation
and Christ are intimately linked.
This is what was declared by St.
Paul, for whom Christ was the inter-
pretive, explanatory, and applied
key to the story of salvation and the
natural world. If everything re-
volves around Christ, the mediator
and the lord of the Creation, in
whom everything is recapitulated
(Eph 1:3-10), then it must be con-
cluded that the whole of the uni-
verse is pervaded by Christic refer-
ences. 

The whole world should be seen
and interpreted in the light of a uni-
versal Christocentrism—in the per-
spective, that is, presented seven
centuries ago by John Duns Scotus
and described during this century by
Teilhard de Chardin. The individual
who wants to engage in an in-depth
examination and interpretation of
the whole of the Creation from a
Christian standpoint will inevitably
encounter a Christological urgency.
If one returns to the cosmic Christo-
centrism along the lines of the think-

ing of St. Paul, then all terrestrial re-
alities are seen in a special perspec-
tive imbued with meaning and com-
munication. 

Christianity sees the whole of na-
ture in the perspective of the risen
Christ, who is the real point of con-
vergence between nature and histo-
ry. For this reason, the pollution of
nature, the exploitation of cultivable
fields for reasons of pure selfish-
ness, the dissipation of natural re-
sources, and irrational, uncontrolled
consumerism, like all other forms of
aggression against nature or a part
of nature, are an attack on the divine
plan of the Creation and lead to dis-
order in the world, with unpre-
dictable consequences which will
inevitably have an impact on man
himself.10

The Creation is not merely a
vague image of God—it is his gift
and comes from his self-revelation.
For this reason, it is the language
and the manifestation of its author.
From this point of view, it seems to
me appropriate to offer here a syn-
thetic vision of an ecological theolo-
gy of a Bonaventurian stamp which
is profound in its contents and ele-
gant in its expression. For St.
Bonaventure the world is a sacra-
ment of allusive qualities and refer-
ences because it is entirely penetrat-
ed by presences pointing to the
Great Presence—that is, to God. 

Bonaventure’s vision of the cos-
mos is based upon exemplarist phi-
losophy, a school of thought which
emphasizes the likeness and the re-
lationship which exist between crea-
tures and the Creator. God is love
and the supreme good, He is diffu-
sivum sui, and He is open and com-
municative through his dynamism
as the Creator. God is infinitely
good and communicates this good-
ness, which is transformed into the
source of all beings. In the same
way in which the cosmic structure
itself carries within it this mark of
communication, it is a requirement
of its expression that the whole of
the Creation reflect its own origins,
its own structure, and its own pur-
pose.11

The metaphysical structure of be-
ing contains three fundamental
truths: originated being or received
being, interiority or being in itself,
and communication or being in
communion. This means that the
whole of created reality is depen-
dent, consistent, and referent in such
a way that the cosmos is an ontic
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synthesis where union, likeness, and
relation are intertwined and mani-
fested. God created this world,
where in some way He is present,
given that the world, beings, and
men are the expressions of invisible
divine ideas which have acted as a
model. The Creator has left his im-
press on things and other created be-
ings. (12) All created beings are the
appearance, impress, or image of
God. This likeness, whether clear or
confused, distant or near to the di-
vine, is not a poetic or romantic cat-
egory, but an ontic reality. It is not
something which is accidental, but
something which is substantial, and
an essential property of beings.13

The whole of the world is a book
on which the creative Trinity is im-
pressed in legible and accessible
characters.14 The whole of the ex-
pressive likeness15 of divine ideas is
based upon an ontology of expres-
sion which contains ideal truths
which are distant from the factual
truths of modern epistemology and
are incomprehensible for the posi-
tivistic mentality. Present-day scien-
tific thinking, which is based upon
empirical and experimental forms of
knowledge, can only with difficulty
understand the truth of the
metaphors of things which
Bonaventure offers us. However, it
is only by going beyond factual
truths that it is possible to under-
stand the profound meaning of the
existence of man and the profound
and meaningful value of nature. 

If every being is a word (a written
logos), it must also be a memory
(the recollection of its author), just
as it is communion and bond (all be-
long to the same lineage) and a cele-
bration (because it expresses divine
joy). Pure realism amounts to a lack
of perception of reality, and pure
positivism is a lack of a vision of
this same reality. The Bonaventuri-
an vision is a symbolic and partici-
patory realism which re-evaluates
the practical, sees it as a language,
and relates it to a universal commu-
nion. 

Bonaventurian thought, in its
ideas about nature and natural be-
ings, requires the adoption of human
behavior and existential attitudes
which are based upon respect, com-
munion, and brotherhood with all
such beings because it is based upon
an ontology of love. This ontology,
more than involving a knowledge of
things, leads to knowing how to live
with them, and this knowledge is

called wisdom. Man is not opposed
to nature but lives together in nature
and with nature. Within the human
being there are to be found, and
there take place, the most hidden
movements and hopes of the Cre-
ation. Man is a medietas between
spirit and nature, between the finite
and the infinite. He is a microcosm
in which matter and spirit harmo-
nize in a perfect synthesis, but not a
complete synthesis. Man neither
dominates nor manipulates the Cre-
ation—he presides over it and gives
it explicit meaning because every-
thing has been created with a view
towards him.16 For this reason, man
and nature harmonize in a theologi-
cal, cosmological, and hermeneutic
project. 

In the book of the Creation, St.
Bonaventure discovers and writes
about a whole universe of beauty
and harmony because every natural
thing—even the lowest on the scale
of beings—reflects a ray of divine
light. The penetration of Bonaven-
ture’s intelligence, a loving intelli-
gence, is marvelous and filled with a
sense of discovery.

The whole universe is a world of
divine noise and expression. And to
discover this fact one needs only
employ one’s senses in an operative
way. For this reason, “he who with
so many splendors of created things
does not see is blind; he who with so
much noise does not hear is deaf; he
who with all these effects does not
praise God is dumb; he who with so
many clues does not perceive the
first principle is a fool. Open, there-
fore, your eyes, draw near to the
spiritual ear, explain the lips, and
apply your heart so that in all things
you may hear, listen, venerate, glori-
fy, and honor your God, so that the
whole world will not turn against
you.”17

Nature, God, and man are pro-
foundly interrelated by theological
motivations, but also by an ontolog-
ical kinship and by epistemological
and hermeneutical principles. How-
ever, at times man is very wise in
science, but ignorant in wisdom, a
great knower of laws, but an exem-
plary know-nothing when it comes
to sapiential principles. 

For St. Bonaventure, nature is
very far from being an unwelcom-
ing, dark, and hostile reality in its re-
lationship with man. Nature is seen
and interpreted as a home, a
dwelling, and as a place to live
where the human being feels that he

is in his own familiar environment.
Man is not a gypsy without a home
or an uncomfortable citizen, nor is
he a tenant who feels that he does
not belong to his own habitat, as, in-
deed, is suggested by J. Monrod
with unrestrained pessimism in his
book Il Costruire e la Necessità. On
the contrary, there is an intimate re-
lationship between man and nature.
And in this vital dynamic of coexis-
tence there is no room for those
forms of aggression, violence, or de-
struction which are against the nat-
ural world—that natural world
which is our necessary complement. 

The whole of the Bonaventurian
universe—interpreted from the
point of departure of religious expe-
rience and of an experienced theolo-
gy—has great harmony and beauty.
But at the same time it is a natural-
practical world because we live in it,
move in it, and exist in it. St.
Bonaventure would propose—were
he alive today—an ecology of un-
limited horizons which give rise to
an aesthetic approach lived out by
the whole of the Creation and to
brotherhood among all the beings in
nature where there reigns not ag-
gression and exploitation, but har-
mony, service, and good will, all ex-
pressed in an attitude of solidarity
and mutual help. 

St. Francis of Assisi had a para-
digmatic existential approach which
requires special comment because it
gave rise to an important spiritual
and cultural movement. St. Francis
felt himself not only intimately
linked to all men, but also to all the
beings in the Creation, giving them,
indeed, the tender name of brother
or sister. He never formulated a the-
ory of the ontological unity of the
real, but instead lived out the cosmic
harmony with such intensity that he
created a special theory and vision
of man as a being in the world. In his
universe there was no room for pos-
sible contamination because within
it everything was harmony and
openness, respect and courtesy. He
who sincerely sings and celebrates
neither contaminates nor diminishes
nature, but offers others a new way
of dwelling, being, connecting, and
living and thereby establishes the
most effective anthropological
bases by which to achieve healthy
and health-inducing relationships
linking man, his actions, and nature. 

In St. Francis poverty certainly
had roots in the Gospels, but it also
had ontological and cosmological
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origins. Whoever possesses domi-
nates; and whoever dominates de-
stroys. Francis loved life and every-
thing within it with infinite tender-
ness. For this reason, he could not
corrode or destroy or diminish the
wonderful gift of the Creation. Only
tenderness and sympathy can effec-
tively oppose the plagues of deterio-
ration and relationships of death. 

Francis was a saint, not a scien-
tist; a practical man and a practition-
er, not a theorist or a theorizer. But
the experience he underwent was an
expression of his interior archeolo-
gy and his religious vigor, both of
which can help to create a type of
man who knows how to dwell in the
world in a way which is different
from what we are used to nowadays.
Francis did not have a theory about
the world, but a utopia of the world.
This is not a mere recollection—it is
a provocation which induces a crisis
in the contemporary conscience,
which lives according to the habitu-
al imperatives of a set of ethics
based on consumption. His art of
living, and of being in the world and
with things, constituted an invitation
to create a universal dialogue which
is able to see beyond the scientific
and ontological assumptions of sub-
jectivity and objectivity, of external-
ism and internalism, and of materi-
alism and spiritualism. 

This man of poverty did not have
a spirit which feared nature, as
though things were inhabited by
dangerous spirits that needed to be
placated or obeyed. Such an attitude
is that of excessively archaic minds
that have not yet gone beyond prim-
itive animism. He did not even have
a romantic spirit which was the pro-
jection of his own feelings onto the
world. Romanticism is a character-
istic of modern subjectivity, an ap-
proach which employs nature to
peer into an individual’s own con-
sciousness and inner feelings. But
both the archaic mind, with its fear,
and the romantic mind, with its tu-
multuous emotions, do not listen to
the voice of nature. Instead, they
project onto it their own fears or
feelings. However, in Francis a real
desire to hear the whole of the Cre-
ation is to be found, and in the Cre-
ation he perceived the mute voice
and the silent sound of God the Cre-
ator, Father of all beings. And in this
rich and shared silence he could sing
in, of, and with all the beings of the
author of the Creation. 

In his Cantico delle Creature we

perceive that there intertwine at an
essential level the religious, aesthet-
ic, and poetic experiences. In the
Saint of Assisi internal archeology
and external ecology achieved a per-
fect synthesis. If this Cantico
springs from the depths of his exis-
tence, this means that its author
achieved cosmic brotherhood and
took part in its power and its mes-
sage, thanks to the fact that he had
previously created a great emptiness
and absence within himself. As a re-
sult of his radical poverty, Francis
was able to live out and to perceive
the natural gift of all the beings who
make up the mystery of the Cre-
ation. Nature offers itself and opens
itself only to those who have liberat-
ed themselves from themselves and
have eliminated forms of resistance
and opaqueness. Before approach-
ing all other beings in a fraternal
spirit, Francis freed himself from
the weight of his own selfishness
and egotism. Only the free and freed
man is able to discover, take part in,
and sing about the irresistible vitali-
ty of the Creation. Only men of this
kind attract the world to a new com-
plete existence and new cosmic fra-
ternity. Max Scheler observed that
St. Francis of Assisi was “one of the
best sculptors of the soul and the
spirit in European history”18 because
he managed to live within his own
person, and in a synthesis which can
only with great difficulty be
equalled, love for God, for men, and
for all the beings in nature. In this
way a real utopia and a complete ex-
istence were achieved which can
serve as a paradigm by which to
learn about, and live within, the
world and to live together with other
people and other things. 

Man will find and maintain his
normal health, his human balance,
and his complete harmony when he
manages to live a balanced integra-
tion between his interiority and his
externality, and between his own in-
dividuality and necessary biodiver-
sity. In this way he will be in com-
munion with all the beings in nature.
Quality of life implies a process of
humanization and men of quality.
Both from a biological point of view
and in a psychological and affective
perspective, the health of man de-
pends not only on what he eats,
drinks, touches, and breathes but al-
so on everything which comple-
ments him as a linked and connected
being to practical nature with all its
beings and all the things which are

in it. But this dimension of commu-
nion with nature requires that con-
temporary man not only have a new
set of planetary approaches and en-
vironmental ethics—it also means
that he should learn to live in the
world and to treat nature and all the
things which live in it in a fraternal
spirit, in the same way as he must al-
so respect and safeguard microsys-
tems and macrosystems. 

Rev. JOSÉ ANTONIO MERINO,
OFM 

Rector of the Antonianum 
Pontifical University, Rome 
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About 45% of the world’s popu-
lation and a high proportion of
children above the age of ten—es-
pecially in the developing coun-
tries—make up the workforce of
the planet. Work is essential for
man because it ensures the produc-
tion of food, goods, and services,
and the economic and social devel-
opment of society as a whole.
Work is also a solution to the prob-
lem of poverty. We need, there-
fore, to invest in human capital
through better education, the train-
ing of workers, and the improved
safeguarding of their health. 

Human capital and investment
in human capital are thus of great
relevance and importance at every
level in promoting the improve-
ment of the quality of work, the so-
cial advance of the worker, and the
economic progress of a country.
We should also be aware of the
fact that technology and invest-
ment in human capital in many in-
stances make up for a lack of nat-
ural resources, as the economies of
certain countries in Southeast Asia
well illustrate. The availability of
modern productive machinery and
methods does not suffice if there is
not also a workforce which is suit-
ably trained and defended in rela-
tion to the quality of life and the
safeguarding of health in the work-
place. Overall, one can assert that
investments in human capital seem
to be very effective in the improve-
ment of standards of living and
levels of health. 

The interaction between the
worker and the workplace, both
from a physical point of view and
in psychological terms, is very im-
portant. A work environment
which functions well can promote
and favor the well-being and the

health of the worker. In contrary
fashion, a place of work which is
not favorable can induce physical
and mental alterations in those
who work within it and amount to
a burden of suffering for the work-
er, his family, and society itself. 

It is interesting to observe how
in historical terms work and the
workplace have progressively
changed in order to adapt to new
circumstances. We have thus
passed from hard agricultural
work—including the domestica-
tion and rearing of animals—to the
industrial and urban revolution,
which was very much based in its
initial stages on manual labor, and
on to the present-day technologi-
cal revolution. Today, in the West-
ern world, work does not require a
great physical effort, but there is a
greater demand for technical and
intellectual competence and skill
on the part of the worker. This
greater demand for such compe-
tence and skill has increased the
social and psychological stress
connected with the world of work.
Stress at the workplace may be the
result not only of the tasks which
the worker has to perform or the
impact of environmental factors,
but also of organization itself—
how work is arranged and the hier-
archy of the company. 

The burden of work, the need to
meet deadlines, responsibility, and
levels of conflict are the principal
factors which contribute to psy-
chological stress. All of this not
only has marked consequences for
the relationships which exist be-
tween people within the work-
place, but can also affect life with-
in the family. It can also lead to the
appearance of clinical physical
symptoms. Certain examples of

pathologies linked to stress are
listed in the following table: 

Table 1: Possible Negative 
Effects of Stress 
Upon Psychophysical Health 

Physical Effects
Allergies                               
Arrhythmia                              
Articular and Muscular Pains            
Gastrointestinal Disturbances           
Headaches                               
Sleep Disturbances  
Neurovegetative Alterations 

Psychological Effects 
Anxiety 
Depression 
Appetite Disturbances 
Inability to Concentrate 
Irritability 
Phobias 

Social Effects 
Apathy                                  
Problems in Family and  

Interpersonal Relationships

Effects on Work 
Absenteeism 
Increase in Behavior at Risk 

The revolution which has taken
place in the world of production
has not been of the same character
in all parts of the world. It is large-
ly a phenomenon of the developed
and industrialized countries. In the
developing world, at the present
time, manual labor is still very
widespread. For these reasons the
strategies for safeguarding health
at the workplace must vary accord-
ing to the context and country
which is under consideration. 

It is possible to identify certain
primary objectives and strategies

CARLA GIULIANA BOLIS

Protecting Health in the Workplace
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in relation to the improvement of
health in the workplace. The
World Health Organization and the
International Labor Organization
operate with great effectiveness in
this area. The following table lays
down certain primary objectives
for this whole field: 

Table 2: Primary Objectives 
for the Safeguarding of Health 
in the Workplace 

Improvement of national and interna-
tional policies. 

The ever-greater development of con-
trols for work environments and the
health of workers. 

Improvement of the services offered
as regards labor medicine. 

The development of standards of ref-
erence which are based upon proven sci-
entific evidence of risk. 

The identification of biological in-
dices of the risks of exposure to toxic
substances. 

The development of information net-
works and reference data and the promo-
tion of research programs. 

The development of permanent train-
ing programs for workers in order to pro-
mote their professional skills. 

The development of information pro-
grams on the health risks of various
kinds of work activity, with a view to
achieving improved levels of prevention. 

In the evaluation and assessment
of the risks of work it is necessary
to be aware of the fact that the
length of the working life has in-
creased over recent decades. There
has thus also been an increase in
the average age of workers. It
should also be noted that the pro-
portion of women who work has
also risen. The safeguarding of
health at the workplace must,
therefore, take such differences
and changes into account. As oc-
curs in all branches of modern
medicine, there must be a classifi-
cation and understanding of the
risks and pathologies which are in-
volved for each age group and sex. 

Special reference must be made
here to the phenomenon of child
labor. The work carried out by mi-
nors escapes control, analysis, and
forms of defense because reliable
data do not exist on its character,
range, and extent. In addition, the
world of child labor is often delib-

erately concealed or ignored by
people. It is very important to safe-
guard the growing human body
because for biological resons chil-
dren are not ready and prepared to
deal with stress, toxic substances,
the risks of infection, and all the
rest. There should, therefore, in to-
day’s world be far greater controls
of the whole sphere of child labor. 

In a holistic vision of health in
the area of work we should also be
aware of such other important and
relevant factors as the climate. In-
deed, special attention should be
paid to the fact that conditions of
heat or cold or excessive dampness
can create serious physical ill-be-
ing. This is particularly the case
where an especially hard and in-
tense form of physical activity is
required in the work a person per-
forms. 

In developing countries in many
instances it is also necessary to in-
crease the controls over the pres-
ence of the carriers of infectious
illness or the existence of diseases
provoked by parasites. Such a con-
cern should not be limited to de-
veloping countries alone—one
thinks here of the risks to which
health workers or slaughter-house
employees are exposed by the re-
cently discovered and identified
pathology of “transmissible
spongiform encephalopathy,” a
rare but devastating condition. 

One of the most feared risks to
which the worker can be exposed
in his job is the presence of toxic
substances. Many of these can be
cancer-inducing; others can act in
a damaging way on the human ner-
vous system.  In addition to being
directly exposed to such harmful
elements, the worker can also be
the carrier of such substances into
the home through their being pre-
sent in his clothes—this, of course,
only takes place if suitable preven-
tive measures are not taken. A
good program of prevention or of
constant checks should therefore
ensure the effective presence of (a)
methods of personal hygiene at the
workplace and (b) controls at the
home of the worker. We should al-
so produce biological indices
which provide information on the
consequences of short-term and
long-term exposure to such toxic
substances. 

Special attention should be paid

to substances which cause cancer,
and in particular to those which
have a long-term effect and oper-
ate over a considerable period.
This is a subject which is also of
great importance because there is
often uncertainty in discussing
such substances about the relation-
ship between dosage and actual ef-
fect. In the middle of the eigh-
teenth century it was proposed that
certain illnesses could be caused
by work conditions or by toxic
substances which were present
within the workplace. In Italy
Bernadino Ramazzini wrote about
this whole question in his work
Trattato di Medicina del Lavoro,
which was published in 1705. In
1775 the English doctor Percival
Pott discovered and described the
presence of cancer of the scrotum
in London chimney-sweeps, and
related it to exposure to chemicals
produced by coal burning which
then remained in the chimneys
which these sweeps had to climb. 

Another important aspect of
health in the workplace relates to
the use of toxic substances in agri-
culture. Agricultural workers—
unlike workers who work in an ur-
ban environment—often lack suit-
able health services. Often such
access is limited by long dis-
tances, and this is especially true
in the case of developing coun-
tries. It should also be pointed out
that many of the technological in-
novations in the world of agricul-
ture and the use of chemical fertil-
izers and plant protection products
which have been introduced to im-
prove agricultural productivity
have not been accompanied by a
parallel improvement in the levels
of information provided to agri-
cultural workers about the risks
which their work involves. The in-
dustrial countries are not immune
to such risks—one thinks, for ex-
ample, of the epidemiological cor-
relation between the presence of
Parkinson’s disease and the use of
herbicides in certain parts of rural
Canada. It is thought that in such
cases these herbicides damage the
working and tissue of the human
brain. 

Furthermore, there are impor-
tant interactions between the
lifestyle of workers and environ-
mental factors in the workplace.
For example, a worker who drinks
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too much is more exposed to the
risks of having an accident at
work if he has to perform difficult
manual work, operate dangerous
machinery, or drive a motor vehi-
cle. Similar problems arise from
the use of various forms of drugs,
including psychoactive sub-
stances. Smokers are more ex-
posed to the possible conse-
quences of inhaling toxic sub-
stances from the atmosphere and
in particular substances which are
cancerogenous. For all these rea-
sons, we should develop pro-
grams to safeguard health in the
workplace which take these fac-
tors into account. We should also
ensure that there are suitable con-
trols on workers themselves. 

A suitable and nutritious diet
constitutes another aspect of the

whole question of workers’ health
and bears upon performance on
the job and in daily life. In many
industrial countries canteens exist
in the workplace, and these offer a
balanced diet at a very accessible
price, but in many work contexts
in developing countries such a ser-
vice is not always available. 

In addition to giving rise to the
various problems and difficulties
which have been described in this
paper, the industrial and techno-
logical revolution has also had a
major impact on the general envi-
ronment. It has contributed to the
pollution of the air and water, and
this is something which has placed
the health of the entire popula-
tion—and not only the worker—at
great risk. This fact suggests that
the defense of health at the work-

place and the safeguarding of the
health of society as a whole are
closely interconnected. Today, any
advance which takes place in the
world of science and technology
can have a great impact upon
work, workers, the workplace, and
the environment. 

This observation emphasizes the
responsibility which science and
technology bear in relation to the
health of man. Exactly the same
may be said about national and in-
ternational bodies and associations
which seek to safeguard that
health. 

Professor CARLA GIULIANA 
BOLIS

Professor of Comparative Biology at 
The University of Milan, Italy 
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The medicine of migration or
rather of emigrants in their host
country is a subject of great impor-
tance within the context of world
health and health care. There are
more than one hundred million im-
migrants in the world and at times
they have no healthcare rights at
all in the nations where they live.
Such rights are also often very
weak and frequently not utilized
either because these immigrants
do not know about them or be-
cause they are little understood. 

Our experience is based upon
our work with 30,000 immigrants
in Rome. It has been going on
since 1983 and is organized by the
Church of Rome and more specifi-
cally by CARITAS. This latter
body has always been very con-
cerned with such people and in
most cases is the only organization
which safeguards the well-being
of these immigrants. 

Emigration is one of the most
traumatic experiences that an indi-
vidual can undergo. It is a wound
because it not only involves a de-
parture from  a home culture of
friendships, climates and horizons
but also, and above all else, be-
cause it involves the need to over-
come a barrier of poverty which is
not removed at the moment of im-
migration. And although it is very
easy to imagine how hard the con-
dition of the immigrant really is,
he or she is often received in the
host country with attitudes of hos-
tility. 

I would like in this context to
quote from a newspaper article:
“They arrive like locusts.... They
are dirty and sad people who speak
too much. Entire tribes which mi-
grate towards the North where the
fields have not been devastated,

where you can eat, where you can
drink; they go to live where their
relatives are, and live among them,
remaining separate from the peo-
ple which has received them. They
work for a low wage and now and
then have fun with the knife or per-
haps with an accordion.”1

This piece from the press could
be very easily cited with reference
to the controversies and polemic of
the present day, as we have seen on
our television screens not least
with regard to the recent immigra-
tion from Albania. But in fact it
comes from the edition of a French
newspaper—La Patrie—pub-
lished in 1896. It is a reference not
to immigrants from Africa or from
Asia, but to Italians, or rather to
Italians from Romagnola, Sicily,
and Naples. 

Once again we encounter a fa-
miliar relationship. On the one
hand, there is the person who feels
a sense of aversion and fear, and
on the other the immigrant who
experiences distrust and above all
else the smashing of a dream—
that of the promised land of a
Western Eden which in fact turns
out to be a land of blood and of
pain. 

This attitude, which is marked
by hostility, control, and the em-
ployment of the police, is also to
be seen in the world of health and
health services. The immigrant is
often seen as a health danger. As a
carrier of epidemics. In short, as a
plague-spreader. 

The idea that there should be
health and disease controls at the
frontier is now very widely held.
This would certainly be scientifi-
cally valid if it did not have conno-
tations of social prejudice. No-
body, for example, would think of

subjecting an American to a health
check at the frontier, and this is
true even if he came from an area
where AIDS was endemic. How-
ever, the idea that there should be
checks where the patient is black
and comes from Kinshasha comes
spontaneously to mind. History re-
peats itself. First the Italians and
the Spaniards were poor, in the
kind of context which is described
above. Today it is the Africans and
the Albanians. But they have all
been seen as being different. 

Beyond the usual prejudices—
which are also present in academic
and institutional walks of life—the
immigrant is not generally afflict-
ed by those tropical diseases which
do not exist in the host country and
he is fundamentally in good health
when he arrives in our country,
even though he comes from coun-
tries where serious infectious dis-
eases are endemic and where
health care is nearly always of a
very low level. 

The reasons for this paradox are
to found in the fact that the migrant
population is not representative of
the population from which it
comes. Those who leave their own
country are the young (between
the ages of twenty and thirty), the
strongest and the most healthy (the
sick and the weak tend to remain
in their own country), and in the
case of certain nations (for exam-
ple Ethiopia) those from the higher
intellectual and social strata. Fur-
thermore, with regard to many
African nations one is not dealing
with emigration from the rural ar-
eas where, indeed, tropical dis-
eases such as schistosomiasis and
trypanosomiasis are most usually
to be found. 

The emigrants leave from the
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capital cities. The movement is
from the cities of the third world to
the cities of the first world, and fol-
lows on from the first wave of im-
migration which took place from
the country to the towns. 

These factors lie behind a kind
of social creaming effect, a process
of selection which takes place at
the point of departure. This is the
so-called “healthy migrant” effect.
To put it in other terms—the immi-
grant population from the third
world is, in fundamental terms, in
good health, and certainly in much
better conditions of health than
one would usually be led to be-
lieve. 

Unfortunately, healthcare facili-
ties and healthcare workers in Eu-
ropean societies tend to believe
that immigrants have those trans-
missible tropical diseases which
are very rare in our countries. 

It seems to me that it is possible
to summarize the three barriers
which the immigrant has to over-
come and their corresponding
healthcare difficulties in the fol-
lowing, albeit brief, way: 

1. The Economic Barriers 

The state of poverty in which the
immigrant lives engenders illness-
es connected with that process of
psychophysical impoverishment
which takes place after arrival and
is caused by very bad living condi-
tions and poor nutrition and diet.
There is a process of energy
katabolisis which becomes notice-
able after a variable period of
time—one to two years. On the
whole, the immigrant arrives in a
good condition of health but be-
cause of the difficulties of social
integration which he experiences,
and the economic poverty he has
to endure, signs of physical degra-
dation begin to appear which over
a long period evolve into forms of
illnesses caused by impoverish-
ment. Here we are dealing with a
central social problem in medicine
for immigrants, and this is an au-
thentic axiological factor behind
most of the pathological processes
which are to be encountered with-
in this category. 

It is therefore evident that any
form of healthcare initiative or ac-
tion cannot be divorced from at-

tempts to improve the housing,
work, and nutritional conditions of
the immigrants. It is not enough to
make sophisticated instruments of
healthcare available without seek-
ing first of all to find a solution to
the poverty in which these people
live. They fall ill because poverty
drains them of their psychophysi-
cal energies. What are needed are
social solutions and not healthcare
remedies. It seems clear that the
institutions of public health, as a
part of the work of prevention that
they carry out, should engage in a
detailed analysis of the basic ways
of living of immigrants and in this
investigation should avail them-
selves of the best statistics that are
available. 

2. The Cultural Barriers 

These are like architectural bar-
riers for the handicapped. None of
us pays attention to a step or to a
door with a high-up handle. We do
not seem to have before us a diffi-
culty. But if by ill-fortune we ac-
quire a physical handicap and we
have to live in a wheelchair, then
that step becomes an insuperable
barrier and that handle a painful
problem. Exactly the same may be
said about cultural barriers or ob-
stacles. We do not want to under-
stand how difficult it is for people
who have only a poor grasp of our
language and customs to gain ac-
cess to our national health service.
Without seeing a father who is ac-
companying his child who is af-
flicted with heart problems and is
trying to explain the situations
with words and gestures which
come from his cultural inheritance,
it is not possible to understand his
sense of powerlessness—and I re-
peat the point—which is like that
felt by a handicapped person. 

What links us to him is the pain
which we see is like ours, but how
difficult it is for us to understand
him and make ourselves under-
stood! We are not dealing here
merely with a problem of lan-
guage, there is also the question of
culture and of religion, and in par-
ticular it should be observed that
health is bound up with the body
and thus modesty mixes with igno-
rance, popular opinions, and leg-
ends. 

Cross-cultural medicine is a
very real difficulty. A knowledge
of the ethnology and cultural an-
thropology of the country of origin
is not enough. Indeed, in leaving
his country to seek a new sociocul-
tural context with all the very great
problems of integration that this
process involves and with an in-
eradicable background which is al-
ways present, the immigrant pa-
tient deforms his natural expres-
siveness in seeking to adhere to a
new cultural model which is not
real, but that of his dreamworld
and thus permeated with expecta-
tions which are nearly always the
product of the mass media. 

Different levels of confusion
emerge and with them correspond-
ing needs for interpretation. These
various levels are as follows.

a) The level of linguistic incom-
prehension in general. This is of-
ten marked by a frequent use of an
intermediate language by which
the immigrant tries to express him-
self to an Italian speaker, and this
is something which gives rise to
serious instances of incomprehen-
sion (for example, an Ethiopian
patient whose native tongue is
Amharic may try to explain his
health problems to an Italian doc-
tor with the little English that he
knows and which the doctor, for
his part, manages to understand. 

b) The level of linguistic incom-
prehension caused by shifting se-
mantic meanings in different lan-
guages. For example, the word
“kidney” refers to somewhat dif-
ferent concepts in different cul-
tures. In Somali, for example, it al-
so refers to the lateral region of the
abdomen. This phenomenon leads
to frequent diagnostic errors when
the first test is carried out. 

c) The level of incomprehension
caused by divergence in the mean-
ing of symbols. For example, the
image of cancer in Italy does not
have the same of charge of anxiety
and of social fear as in Ethiopia. 

d) The level of incomprehension
caused by divergences in cultural
customs. In Ethiopia, for example,
a medical doctor who asks a lot of
questions at the first examination
of the patient is considered igno-
rant because the man who is expert
is thought not to need to ask such
questions. Exactly the opposite is
the case in the Western world. 
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e) The level of incomprehension
caused by differences in philo-
sophical, religious and moral be-
liefs. It is more than obvious that
our culture has a positive judge-
ment of a standard type of model
patient who through patience, an
ability to resist pain, and obedi-
ence to medical doctors, displays
the characteristics of the pious
Christian. 

At all these levels is to be found
the possibility that there will be
misunderstandings between the
patient and his doctor, and at all
these levels efforts must be made
to improve the mechanisms of in-
terpretation and diminish areas of
potential discord and friction. All
this must be done in the awareness
that it is not enough to offer the
right to health care if this takes
place within unclear relationships
caused by the cultural distance
which exists between healthcare
institutions and a multicultural
population. 

3. The Administrative Barriers 

Here we encounter an unending
waltz—rights and concessions
which appear and disappear. In all
nations there are absurd situations
and numberless complications. In
practice, the healthcare status of
the citizen is not recognized—
principally because beyond the
whole area of costs and payments
there is no clear awareness of the
problem. 

In addition, there is a whole se-
ries of special difficulties which
merit particular attention and con-
sideration, and they are as follows. 

3.1. The health problems 
of women and children 
within a context of emigration 
and immigration. 

In practice, the period of preg-
nancy of a woman who emigrates
is one of great loneliness and diffi-
culty. It must be followed with
special attention and support by
healthcare workers and institu-
tions. The same may be said of
children who are born during emi-
gration and immigration. Such
children often have the known ca-
pacity of children to integrate
themselves culturally, but they al-
so often suffer from separation

from their parents or from being
abandoned by their parents. 

3.2. The Problem of 
Imported Illness 

a) Tropical Diseases 
As has already been observed,

even though it would seem logical
to lay emphasis on all those med-
ical strategies which strive to ex-
pand medical expertise and treat-
ment in this area—both as regards
funds and in terms of structures
which offer systems of diagno-
sis—it should be stressed that this
is really a marginal problem. 

The epidemiological importance
and relevance of imported tropical
diseases is reduced by the fact that
many of these diseases cannot be
transmitted to our climate because
the conditions do not exist for their
spread—the absence of the neces-
sary carriers, the low-level pres-
ence of faeces in the environment,
and so forth. 

It would be more helpful to es-
tablish training courses for general
practitioners on tropical diseases
who could then recognize the rare
cases they encounter. In this way
expensive and useless diagnostic
procedures provoked by an exces-
sive degree of worry about the
problem could be avoided. 

b) Non-Tropical Infectious Dis-
eases 

Under this heading we should
only consider those diseases and
illnesses which have such a slow
incubation period that emigration
is possible when the individual is
in an apparent state of good health.
One is thinking here of diseases
such as leprosy, tuberculosis, the
HIV infections, and Lues etc. Giv-
en that AIDS is now present
throughout the world, it should be
stressed that in the case of tubercu-
losis the precarious living condi-
tions which immigrants have to
endure in Italy are a very impor-
tant co-factor in provoking this ill-
ness. 

3.3. The Problem 
of Psychiatric Illness

The incidence of psychiatric ill-
ness has not risen in the immigrant
population. Erroneous diagnoses
caused by confusion arising from
linguistic problems are more likely
to be present than actual examples
of mental disturbance. 

3.4. The Problem of Illness Caused
by Traumas and Violence

Within the overall category of
immigrants there is a subsection
which has emigrated for political
reasons or whose members have
had to endure the suffering of war
and other forms of violence. It is
not unusual to encounter patholog-
ical symptoms, especially of an or-
thopaedic character, which require
a major operation or the employ-
ment of false limbs. It should also
be observed that orthopaedic prob-
lems are also often present because
of traumas caused by street-life in
Italy or by the results of illnesses
which have disappeared in our
country such as polio. 

3.5. The Problem of the 
Relationship of the Immigrant 
with the National 
Health Service

It is absolutely necessary for the
national health service to be
helped by instruments of explana-
tion which make clear how that
service works, both in relation to
how that service functions and as
regards the philosophy behind it
and the forms of response it offers. 

This is also necessary for the
Italian population, which is often
unable to understand the workings
and profile of the national health
service. In this way a certain
process of training will be made
available which, if carried out with
suitably simple and appropriate
mechanisms, will be another chan-
nel by which to help the immi-
grant, who often has a difficult re-
lationship with the realities of Ital-
ian society and is unable to deal
with the disordered bureaucratic
administrative processes of our
country. 

Given the almost worldwide dif-
fusion of this malady, campaigns
for information and prevention
must be launched for the benefit of
immigrants who come from areas
of the globe which are still rela-
tively immune to this malady.

In conclusion, I would like to
make a number of key observa-
tions. 

There is a great deal of talk
about the defense of life—of the
unborn child, of the embryo, and
of the dying. But I believe that the
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denial of health care or its provi-
sion in a superficial or incompre-
hensible way is also a bioethical
problem. If the ethics of medicine
amount to the study of correct and
erroneous forms of behavior, then
I believe that the first form of in-
correct behavior is the denial of
health care, which should be seen
as the sin of sloth with regard to
health. 

I believe that the field of pas-
toral action in the world of health
care and bioethics must extend not
only to the battles which go back
to the crucial starting points of the
fight against abortion, euthanasia,
and (now) cloning, but also against
medical sloth—that is, to against a
lack of interest on the part of those
who govern. To put it succinctly,
where there is a man who suffers
from some form of illness, there
Christ himself is suffering, and in
the future He will ask us why we
did not come to his aid. 

This is not a question of health-
care policy or technology, and I
certainly realize that it may appear
ridiculous to those who have to
deal with great international prob-
lems to mix charity with budgets
and Christ with international poli-
tics and diplomacy. 

But we find ourselves here, in
the sacred site of the tomb of
St.Peter, and we must remember

that our history was built on this,
and continues because of this. 

And because of this they will not
prevail. 

The Apostle Peter, who is buried
in the ground on which we walk
said, to the crippled man, “I do not
have gold or silver, but I will give
you what I have. In the name of Je-
sus Christ of Nazareth, rise up and
walk!” And in the same way, as
doctors, as Catholics, and as disci-
ples of Christ, we must perform
the same miracle and say to all the
populations that live in despair and
pain, and in the name of Christ,
“Rise up and walk!” 

The immigrant is a person with-
out a homeland. And this pain was
shouldered and experienced by
Christ when he said, “I was a for-
eigner and you brought me home.”
Christ himself was born an immi-
grant in a foreign land. Bethlehem
was not Nazareth. Nobody knew
Joseph or Mary. The Son was born
like one of today’s immigrants.
And Egypt was the place where
refugees fled. 

Catholic medicine is not the
medicine of the cleanest hospitals,
or the highest presence of Catholic
thought. It is where such thought
becomes true and is made flesh.
Over the last few years the special
discipline of healthcare economics
has come into being, a discipline

where health care is seen as a kind
of company. I would not like to
transform hospitals into compa-
nies and thereby transform pa-
tients into customers. Christ as a
customer? A deformation, indeed! 

The flame which must burn
bright is the deepest flame of all—
the flame of the poor and sick
Christ who is in all of us who are
sick and poor. For the millennium
which is soon to arrive we need a
form of Catholic medicine which
is committed at a local and global
level to the physical and mental
salvation of all those who suffer in
the name of Christ, without any
clouding of the issue or any kind of
ambivalence. 

Dr. RICCARDO COLASANTI 
Scientific Secretary of the 

Fernando Rielo School for Advanced
Study in the Biomedical Sciences, Italy 

Note

1 Quoted by Franco Foschi in “Medicina e
Migrazioni,” Proceedings of the First Interna-
tional Conference on Medicine and Migra-
tion:  Problems of the Physical and Mental
Health of Immigrants from Developing Coun-
tries (Edited by Frighi, Urrechúa, Cuzzolaro,
and Colasanti, 1988). 
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Since i was rash enough to ac-
cept the invitation to deal with
such a vast theme in such a limited
amount of time, i feel that the least
that can be expected of me is to de-
fine what kind of problems i will
try to cover and in which way i
will endeavor to approach them.

My contribution, albeit a small
and modest one is situated in the
general frame of this conference,
namely the expectations and hopes
that at the turn of the millennium
the catholic church nurtures in
what concerns the world of health
and the health of the world. Thus i
will address the following points :
responsibility towards the future
generations; main areas of medical
intervention with prospective in-
fluence; practical aspects.

1. Let us then consider first the
question of the responsibilities of
present man towards future fel-
lowmen.  There has been a heated
discussion in the field of ethics
about eventual rights of the future
generations, the positions defend-
ed going from a firm stance on the
existence of actual rights, which
must be accounted for, to an out-
spoken negation of such rights.
The rationale of the last named po-
sition is, of course, that rights are
ascribed to persons and that there-
fore not yet existing individuals,
like the members of the future gen-
erations, can not claim rights,
which they are unable to uphold or
defend, in the same measure as
they are not subject to the duties
which would be inexorably linked
to their presumed rights. Although
there is certainly a gross exaggera-
tion in evoking the rights of gener-
ations to come, this does not allow
us to disentangle this question

from the contemporary bioethical
discussion. On the contrary, one
dares say that the general view,
shared by most experts, is that al-
though the future generations are ,
strictly speaking, devoid of rights,
we, the present tenants of the
world, have serious and moral
obliging responsibilities and duties
towards our successors.

We are morally accountable for
our actions and liable to be called
for account (note that this is an al-
most verbatim quotation of the
synonymy of the word “responsi-
ble” in the oxford universal dictio-
nary); if this will happen now or
later in our life or even when our
presence on earth has long ceased
is not relevant to our problem. The
christian belief is that being crea-
tures we are not owners but mere-
ly managers of the goods entrusted
to us, therefore having a mandate
to pass to the future generations
these earthly goods in the best con-
dition, if possible in improved
condition : these are treasures
which we must preserve and in-
crease in accordance with the para-
ble of the talents (mt. 25, 14-30).
We do not face here any major dis-
crepancy with the intellectual dis-
position of non-believers who on
different reasons reach the same
conclusion, namely that we do
have responsibilities towards fu-
ture generations (for a detailed ex-
position see agius, hottois, jonas,
renaud). Moreover, it is a general-
ly hold view of public opinion that
our children and their descendants
should have a nicer life and enjoy a
better world  than those that we
call ours. Thus (and not ignoring
the practical difficulties, like
“should we abstain from central
heating so that fossil energy is pre-

served for people living in 2050?”
Or “is it mandatory to reject all
wood artifacts in order to stop de-
forestation and future desertifica-
tion?”) We conclude that the
teaching of the church, the domi-
nant opinion in bioethics and pop-
ular feeling all underline the moral
obligation of present man towards
future generations.

Which duties are then imposed
upon us? First of all, to preserve
the human species from extinction.
It may appear as a far-fetched pos-
sibility to thus consider the possi-
bility of a danger of extinction of
mankind and it is true that our
species is not in the list of endan-
gered species. However we do not
have to resort to science fiction to
identify potential dangers for the
human species. The extreme ex-
ample would be a global war with
atomic weapons, and we know that
we have been dangerously near to
such an event in the past and no-
body can totally exclude this even-
tuality from future history. Lees
dramatic, more insidious, slower-
acting factors are already present
and may ultimately prove to be
lethal for the human species if they
increase in uncontrolled and expo-
nential ways, i.E. If they are not
actively harnessed. I refer to
chemical pollution, global heating,
depletion of the ozone layer, radia-
tion hazards linked to power sta-
tions and atomic waste, wars, strict
fertility control, alterations of the
genetic pool due to biomedical in-
tervention, exhaustion of energy
and food reserves. The demo-
graphic implosion observed in the
so-called western world and the
general decrease in number and
motility of spermatozoa certainly
do not allow us to overemphasize
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this question but certainly repre-
sent facts the significance of which
can not be ignored. We have not
the right to leave to our descen-
dants a world in which they can
not live with dignity, even worse, a
world which would kill them. As
paul ricoeur said, when comment-
ing the neokantian formulation of
hans jonas “always act in such a
manner that your actions may be
compatible with the existence of
human life on earth”, being human
is a value in itself and the being
has a value, superior to non-being,
which is neither a value nor a non-
value. Life is thus accepted as a
value, if not the supreme value.

2. The second part of this contri-
bution has as its goal an imperfect
and swift overview of present day
medical interventions which will
be capable of exerting a profound
influence on future generations. In
fact, biology and the branch of this
science which we call medicine
(and which also deals with impor-
tant non-biological factors) have
witnessed such advances in
knowledge and technological
breakthroughs that the applica-
tions of new methods thus devel-
oped will certainly affect our de-
scendants. This should be stressed
because it represents an absolute
novelty and gives origin to new
challenges; contrary to what used
to happen ( at least till the industri-
al revolution and / or the biological
revolution) our deeds have neither
a geographical limit nor a temporal
restraint. What we do here and
now may affect the “global vil-
lage” and those who, having no
memory of those who lived before
them, will inhabit in 50 or 100
years this planet. 

The first thing which comes to
mind is of course genetic “engi-
neering”, i.e., Man-induced
changes in the genome. If the ger-
minal line is hampered with, the
traits thus changed will be trans-
mitted to descendants. This is of
course the reason why such type of
genetic engineering is generally
prohibited, at last in those coun-
tries where a correspondent legis-
lation does exist. The fact remains,
however, that genic therapy repre-
sents a great hope and probably
will become a routine procedure in
the next century, and that gene

therapy aiming at the germinal line
is clearly the most important ad-
vance to be obtained. In fact, if and
when put into practice without the
danger of altering parts of the
genome other than the pathologic
ones, it will result in cure of the af-
flicted individual and of his lin-
eage, thus ultimately conducing to
eradication of the disease. 

Genetic engineering has also
been proposed with the goal of
“betterment” of humans. This is
clearly an untenable proposition
which does not resist even a super-
ficial ethical review. One could in-
voke a number of reasons why it
would be illegitimate to resort to
this eugenic measure : who would
define which traits are “better”
(more intelligent, stronger, more
able for certain skills, aesthetically
more pleasant people?), Who
would select the “reproducers” to
be improved, who would be re-
sponsible, etc. Fortunately the
prospects of a technical feasibility
of this enterprise are very remote,
but the theoretical question re-
minds us again that not all that is
feasible is ethically acceptable.

A more realistic approach to in-
terventions in the field of health
which may affect future genera-
tions allows us to detect a number
of already existent medical factors,
as for example measures in the
area of human fertility and repro-
duction (contraception, medical
assisted procreation, abortion,
sterilization ) large scale immu-
nization, prevention and treatment
of cardiovascular and malignant
diseases, advances in care and
treatment of pregnancy and neona-
tal related diseases, better control
of infections diseases (including
viral ones), etc. Although the im-
pact of these factors and of their
future development is difficult to
ascertain, it appears safe to con-
clude that at least our next progeny
will still experience a further re-
duction in prenatal mortality, an
increase in life expectancy (with
the consequence of an aging soci-
ety and a society of the aged) and a
shift from communicable to non
communicable diseases. Degener-
ative conditions and dementia be-
ing characteristic of old age, they
probably will contribute in a very
large measure to the sick list of the
future.

3. Concerning the practical as-
pects implicit in the above consid-
erations, it appears that our respon-
sibilities towards future genera-
tions are manifold, even when re-
stricted to the world of health.
First, because we can not extricate
measures directed to preservation
and improvement of health status
from social, politic and economic
decisions, taken in global dimen-
sions. For example, clean water
supply and food distribution are
absolutely essential to health, but
their availability to all human be-
ings depends on taking and imple-
menting decisions which are out-
side the health system. Second, be-
cause it is evident that the health
education must be reinforced, pro-
moting healthy lifestyles and mak-
ing people aware of their own re-
sponsibility in keeping their health
and adopting patterns of life which
exclude causes of self destruction
(alcohol, tobacco, other drugs,
hiv). Health professionals having
an important role in health educa-
tion, other professions are needed
in order to achieve the goals of
health education (teachers of all
grades, journalists and communi-
cation experts, authorities, minis-
ters of religions, etc.). Third,
health professionals will have to
enter into concerted actions with
all those concerned with the envi-
ronment in order to preserve and
improve what still can be saved
and to avoid leaving as an inheri-
tance a devastated and bleak
world. Fourth, all efforts must be
made in order to guarantee access
of every person to means of pre-
vention and treatment already
available. This is of paramount im-
portance, as justice (or equity) and
charity demand. Fifth, those of
limited or absent capacity to de-
fend their rights must be specially
protected and their presumed con-
cerns voiced by their advocates;
this applies to the unborn in their
mothers wombs, to the physically
and mentally handicapped, to peo-
ple in old age, when viewed in the
perspective of future, this means
that what is undertaken now in or-
der to defend the life and health of
the embryo and fetus, to unravel
the causes of mental disease and to
devise methods of preventing and
treating the conditions which af-
flict the aged persons will certain-
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ly result in benefit for the mankind
in the future.

The catholic church (and i am re-
ferring, of course, to the whole
community of the faithful) is aware
of the challenge represented by this
situation. It looks back on a long
tradition of service to the destitute
and sick, many of its saints having
dedicated their lives to this glori-
ous service. An impressive number
of orders and institutes which has
its main activity centered on health
care and through the many hospi-
tals, homes, faculties of medicine,
charitable institutions, the church
keeps in activity has a profound
impact on global health: in fact, it
is the largest international health
care provider of the world. We, at
the international federation of
catholic medical associations, are
confident that the catholic church
will be able to answer the chal-
lenge and contribute to the aims of
improving the prospects of future
generations in a global way, foster-
ing their physical and spiritual de-
velopment, increasing the health
and the well-being of all people,

stimulating solidarity and mutual
help, giving new impetus to re-
search, promoting fundamental
values and caring with passion for
the sick and the poor. In its ambi-
tious program for the next century
(in the form of the draft of “health
for all in the century”) the world
health organization voices its  con-
cern with the prospects for health
for the present and future genera-
tions and emphasizes the need for a
global alliance for health. Let me
conclude by stating my belief that
catholic health professionals and
institutions, as well as the whole
community, are ready to contribute
to this alliance, without relinquish-
ing their principles and knowing
that their experience, commitment
and impact may significantly con-
tribute to the “mutually beneficial
change” that the who expects to re-
sult from such a partnership.

Professor WALTER OSSWALD
Emeritus Professor of Pharmacology 

and Therapeutics, 
Porto University Medical School,

President, International Federation of
Catholic Medical Associations (FIAMC)
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“You that listen to me, do as the
earth does. Produce fruits like her,
never show yourself to be inferior to
inanimate nature. She does not
nourish her fruits to enjoy them, but
to provide a service. You, on the
contrary...are difficult and unap-
proachable, you avoid encounters
so as not to be obliged to provide the
smallest of alms. You know one
word only: ‘I have nothing, I will
give nothing, because I am poor.’
Yes, you are poor; you do not pos-
sess anything. You are poor in love,
poor in goodness, poor in faith in
God, poor in eternal hope.”1 This
passage from Basil the Great on the
subject of wealth is famous. We
could quote others from his works,
or from Gregory Nazianzen, Grego-
ry of Nyssa, John Chrysostom, Am-
brose, or Augustine.2 I have quoted
this particular passage because it
gives clear expression to the Christ-
ian vision of material ownership.
The tradition of the Church has al-
ways interpreted the order of the
Creator, “Fill the earth and subdue
it,” (Gen 1:28) as a sign that the
goods of the earth are for everyone
and for the human community as a
whole.3 The New Testament severe-
ly condemns riches which are
sought after for their own sake.
They have a value only as an instru-
ment by which to live out the logic
of the Kingdom, the logic of free
giving and of selfless welcome in a
better way. The passage from Luke
on the subject (Lk 16:9-13) and the
injunction which reads “Make use
of your base wealth to win your-
selves friends” may be interpreted
as meaning: “Use what you have to
re-establish real solidarity among
men.” 

We can still find this view in the
thirteenth century in the writings of
St. Thomas Aquinas.4 For this au-
thority, the right to property is justi-

fied with reference to its end—a ra-
tional use can be made of what one
possesses. It is used to greater effect
to the advantage of everyone. This
doctrine was never really chal-
lenged, but gradually fell virtually
into disuse. The textbooks on
morality from the seventeenth cen-
tury onwards tended to ignore the
social function of property. Those
who explain Christian life in terms
of the fundamental precepts (for ex-
ample, H. Noldin) center teaching
on the economy around the seventh
commandment, “Do not steal,” and
those who want to build existence
around the virtues (for example,
D.M. Prummer) approach it in
terms of justice with reference to the
notion “Render to each man what he
deserves.” In these two cases one
begins with the idea of property and
then goes on to develop an analysis
of the duties of each individual in
relation to other people’s goods. Re-
sponsibility towards what the indi-
vidual himself actually possesses is
almost forgotten. In this way of
thinking commutative justice be-
comes more important than distrib-
utive justice.5 We are dealing here
with a general tendency of society,
resistance to which requires a great
deal of virtue and independence of
spirit—indeed, to be holy, in keep-
ing with the vocation of every
Christian, has always meant to go
against the current as well. 

Individualism and Materialism 

The deepest reason for this
change in approach is to be found in
the appearance of materialism and
individualism—two elements
which characterize the modern
Western world. The idea that our
civilization is marked by these two
cultural elements is certainly not an

original one. What is, however,
original is an emphasis on the fact
that these two tendencies are intrin-
sically linked to each other and that
they developed together almost at
the same time, towards the end of
the Middle Ages, and they could on-
ly be superseded by the movement
of society itself. 

I would like to observe that these
developments had positive effects
in terms of the pursuit of truth. An
awareness of individual reality and
the fundamental character of mater-
ial reality was indispensable. The
problem was to place these experi-
ences in a more exact context—that
is, within a more inclusive context. 

We should speak first and fore-
most about individualism. Whereas
medieval society was seen sponta-
neously as a natural unit in relation
to which an individual never
dreamed of asserting his own origi-
nality and distance, the culture of
the Renaissance witnessed the
spread of institutionalized interper-
sonal ties. This phenomenon was
manifested at an intellectual level
with an epistemological question
which was posed with a new inten-
sity—what weight can be given to a
shared form which enables us to be-
stow the same name on individuals
of the same species? One was deal-
ing here with the problem of univer-
sals. In order to solve this problem
William of Ikham, in the fifteenth
century, did not hesitate to develop a
nominalistic system based upon an
absolute empiricism according to
which what is real is composed of
individuals strictly isolated from
each other. The concept of human
nature seemed to this thinker to be
without value in the order of reality. 

Empiricism and nominalism
rapidly led to the idea that every-
thing is matter or arises from matter.
This seemed to explain all physical

MARIE HENDRICKX

Health and the Universal Destination of Goods 

saturday
8

november



167CHURCH AND HEALTH IN THE WORLD: EXPECTATIONS AND HOPES ON THE THRESHOLD OF THE YEAR 2000

and vital phenomena. We encounter
here the materialism which is al-
ready to be found in the thought of
Gassendi (1548-1655) and which is
clearly expressed in the work of
Thomas Hobbes (1588-1679). 

Materialism and individualism
are bound up with and converge in a
vision of society in which each turns
in on itself. Indeed, if material
goods are the only goods which
hold weight in reality, their posses-
sion very quickly appears to be an
instrument by which to increase
one’s own reality, and their being
shared emerges as an actual diminu-
tion of being. There is a tendency to
confuse being with having, and be-
cause what is material cannot be
shared without the portion of each
being diminished, the other man
may be seen as an adversary, an en-
emy. What he possesses I do not
have. This increases his being and
diminishes mine at the same time.6

Against such a rival, the sponta-
neous reaction will always be one of
diffidence—of defense, if I am the
weaker, or of aggression, if I am the
stronger. We are not distant here
from the idea of the struggle for life
where the strongest triumph. 

In modern society this becomes
translated into the more civilized,
but essentially similar idea of ruth-
less competition. Competition, prof-
it, gain. The two industrial revolu-
tions—the first, which began in the
middle of the eighteenth century and
which was characterized by the im-
portance of energy, and the second,
whose beginning can be located in
about 1880 and which involved the
first systematic application of infor-
mation to industry7—are the distant,
but necessary fruits of this new rela-
tionship with the world and with
other people. The inevitable corol-
lary of such developments was a
heightened praise for efficiency
combined with a materialistic aspi-
ration to comfort which centered
around the enjoyment of consumer
goods—something aroused in a host
of ways by advertising—in order to
advance an economic machine in
which all those who have a real say
in things find their reward. 

Do we need to insist on the fact
that this mentality discourages the
practice of sharing? Moreover,
some ask why we should care about
the poor. In the world of efficiency,
charity has no place and is, more-
over, counterproductive. We all
know the classical sophism em-

ployed to escape responsibility:
“The more is given to beggars, the
more beggars there will be, and the
less beggars are encouraged to pro-
duce, the less money will be avail-
able to help beggars.” The director
of a charitable undertaking, it is
said, will endanger the existence of
that undertaking and will, from that
moment onwards, behave like a bad
director.9

Most of the leading human voices
in our culture need, it seems, to re-
discover the very concept of a soli-
darity which is not based upon self-
interest. In the general view, the
community is far from being the
naturally and hierarchically ordered
society envisaged by Christian cul-
ture during the Middle Ages, but
which medieval man was not able to
put into practice. Indeed, he would
only be able to acquire the instru-
ments to achieve such a culture
through the experience of democra-
cy, and these instruments were
shared responsibility and dialogue
within independence with a view to
achieving a shared destiny. Today
we must deepen the purpose of
democracy, and this is because, al-
though we have improved the meth-
ods by which to achieve real human
community, it is also true that we
have almost lost such an ideal. Ideas
such as “common good,” or “the
universal destination of goods,”
must be re-examined and re-ex-
plained to the contemporary world.
Such, indeed, has been the entire
purpose and goal of the “social doc-
trine” of the Church since it was
first propagated by Pope Leo XIII. 

Body and Health    

A culture which loses sight of the
fact that, at least in ideal terms, we
must use the material resources
which are available to the advantage
of everybody must be avoided at all
costs. This is because such a culture
would develop a broadly selfish
conception of the body as an object
of enjoyment, and would reduce
health to well-being. Suffering and
even mere pain would appear as ab-
solute evils which are without
meaning. Physical and psychologi-
cal development, deemed to be
“spiritual,” is seen by the New Age
as a substitute for paradise and held
to be something to which everybody
can aspire and which can be reached
by one’s own efforts through access

to a kind of gnosis.9

In such a culture, medicine would
think more about the individual than
the person. It would oscillate be-
tween mere concern at being effec-
tive to a wish to achieve the imme-
diate satisfaction of the customer.
The body would be seen as being an
instrument, a machine whose differ-
ent parts must be kept in a state of
good health or replaced, if this is not
possible, with “spare parts,” to use
Jacque Attali’s phrase.10 The idea is
cannibalistic because very quickly
the bodies of the poor will come to
be used as a source of spare parts to
be transplanted into the bodies of
the rich.11 Another form of cannibal-
ism, this time practiced by the
whole of society on its undefended
members, is research on embryos
which are later destroyed in their
hundreds. Such a policy is some-
times justified with the argument
that results are reliable only when
they come from experiments carried
out on human material, and some-
times because laboratory animals
are said to be more expensive. 

When faced with a patient who is
about to die, the medical doctor of-
ten wants to give free rein to his dri-
ve for effectiveness and thus keeps
the body alive for as long as possi-
ble. This is because he believes that
death is an absolute defeat for his
skills and competence. Moved by
such a consideration, he engages in
a policy of therapeutic overkill—as
long, of course, as he does not allow
the wish of the patient to escape
from suffering to prevail and there-
fore engages in a policy of euthana-
sia. In both cases the medical doctor
fails to help his patient to face up to
his trial and through that travail to
become what in his innermost being
he most desires—to enrich the tran-
scendental dimension which is at
the root of the dignity of each hu-
man person. 

But it is not only the attitude and
approach of the medical doctor
which brings out contempt for, or
ignorance about, what really consti-
tutes human dignity.12 This igno-
rance or contempt is demonstrated
by two expressions which are often
used nowadays in order to describe
our relationship with our bodies—
”This body is mine” and “I am my
body.” As Rémi Brague well
shows,13 neither of these two phras-
es sufficiently explains why the hu-
man body should be respected more
than the body of any other superior
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mammal. The fact that it is “my”
body does not bestow upon it any
special kind of dignity. Further-
more, although it is true that “I am
my body,” it is also true that “I” am
infinitely more than my body, and to
forget this fact is to allow me to be
treated as a number. 

What constitutes the dignity of
my body is the fact that it is the
practical and indispensable support
for numberless possibilities and in
particular of the possibility that I
have, as a human being, not to be to-
tally conditioned by my body, but to
rise above it and to use it for a pur-
pose which goes beyond it. It is the
possibility which allows me to enter
into relationships with others, to put
me at their service, and to selflessly
place the good of others before my
own. I will explore this point in
greater detail later on in this paper.
For the moment, with reference to
the subjects of health and the uni-
versal destination of goods, we shall
seek to comment briefly on what the
World Health Organization (WHO)
has to say on the subject within the
framework of the “New Paradigm
for Health.” We will see that this ini-
tiative, which is certainly the out-
come of much good will and gen-
erosity, does not manage to go be-
yond the confines and the orienta-
tions of the contemporary material-
istic-individualistic mentality. 

The “New Paradigm of Health” 
of the World Health 
Organization 

First of all, we should ask our-
selves what a paradigm is. The term
“paradigm” forms a part of the vo-
cabulary of the New Age tendency.
In current diction this word refers to
an example and to a model. When it
is used by the World Health Organi-
zation it seems to be a way of un-
derstanding and perceiving every-
thing which surrounds us and a new
way of entering into a relationship
with reality. In the opinion of Dr.
Hiroshi Nakajima, the Director
General of the World Health Orga-
nization, this paradigm involves “a
global vision where health is at the
center of development and the qual-
ity of life”14 and, more precisely, a
set of criteria by which to establish
and order priorities in matters relat-
ing to healthcare policy. 

The definition of health suggest-
ed by the World Health Organiza-

tion—”a state of complete physical,
mental, and social well-being”—is
to be naturally connected to the ob-
session of our age with comfort, but,
unfortunately, it appears that this in-
ternational organization has set an
impossible goal for itself, an end-
lessly elusive horizon. Indeed, a
state of complete “social” well-be-
ing is clearly impossible in the con-
text of general competition which
individualism engenders and pro-
vokes. 

This ambition appears even more
utopian when it is observed that Dr.
Hafdan Mahler, Dr. Nakajima’s pre-
decessor as Director General of the
World Health Organization from
1973 to 1988, gave the organization
the aim of achieving “health for all
by the year 2000.” 

It is certainly true that this objec-
tive is heavily blurred in meaning,
and particularly by the idea of “pri-
mary care.” But it is also true that in
this striving for optimal results
WHO has really brought about a re-
duction in endemic diseases in
whole populations and has made
their living conditions improve.
These are realities which the
Church esteems and to which she
must contribute with all her ener-
gies. Unfortunately, the achieve-
ment of this goal by WHO is still
quite distant.

Those at the head of the WHO are
face to face with inevitable financial
difficulties—the funds for health
are simply not there. The available
economic resources, they say, are
restricted. It is not possible to in-
crease them, at least in real terms. 

There seems to remain only one
possibility—change the meaning of
the terms employed. “Health,” for
example? No, this would be impos-
sible—it is a part of the very core of
the World Health Organization it-
self. Perhaps, then, the word “all”?
But this cannot be changed without
changing the ethical view involved,
and some fear, therefore, that WHO
will increasingly tend to constitute
and present itself as a normative ex-
pression of ethics. And it is exactly
this which tends to underlie the
“New Paradigm of Health,” which
is based, not upon the health of the
individual, but on the health of soci-
ety as a whole.15

The World Health Organization
believes that it may be necessary to
strike a balance between the Hippo-
cratic Oath (which dictates the rules
of medical ethics in relation to the

individual patient) and the rights of
public health, and thus of society as
a whole. As an almost inevitable re-
sult, some illnesses might be treated
less and some parts of the popula-
tion might receive less medical care. 

This may seem to be justified
when the criterion of “life expectan-
cy without handicap” is introduced
as a means by which to decide upon
the allocation of healthcare services.
This criterion is used to determine
priorities in the healthcare field and
thus to decide upon what aid in this
sphere should be employed for in
each individual country. It is based
upon the concept of “life year cor-
rected by infirmity”—that is, the
number of years which each person
can hope to live without handicap in
a specific region of the globe. In a
utilitarian context where illnesses
are approached in terms of cost and
benefit, this policy, if we are not
very careful, might lead to a terrible
result—it would be considered use-
less to treat people who are afflicted
by illnesses which, after being
cured, leave behind disabilities, for
this would prolong useless and bur-
densome forms of existence within
society. To some extent, it might be
thought necessary to treat illnesses
which can be treated at low expense
and with a high probability that
workers will regain good health
rapidly. 

Consequently, despite statements
of principle to the contrary, health
runs the risk of no longer being a
right of man in the sense of “rights
for all.” Everyone, in theoretical
terms, has the same right, but in a
context shaped by their “life ex-
pectancy without handicap,” some-
thing, of course, which varies ac-
cording to age and geographical re-
gion. Accordingly, a Congolese
would not necessarily have the
same right to be treated as a Euro-
pean or an American, or an elderly
person to receive the same medical
attention as a young person. 

Furthermore, the new wide-rang-
ing definition of health has meant
that what was once considered as ly-
ing beyond its field (reproductive
health or genetics) is now placed
within the healthcare sphere. In the
same way, a new scale of aims and
goals has arisen within the field of
health care. Indeed, these objectives
have become new human rights
which are vague and empty and
which need to be defined, as Mar-
guerite Peeters has rightly ob-
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served.16 In this way, bogus human
rights have been created (the right
of the woman to genetic health)
which really act to undermine au-
thentic human rights (the right of a
child to life). 

The slogan “health for all by the
year 2000” remains valid, but there
is a risk that it will only be so for a
population which will first be deci-
mated by the illnesses produced by
poverty, “controlled” by contracep-
tion, abortion,17 and euthanasia. The
ideal which seems to be aimed at,
but which, apparently, no one dares
to openly profess for the time be-
ing—although, in this view, it is
clearly present—is that “there
should be fewer of us, but we will
be healthier and richer”! 

From One Paradigm 
to Another...    

We are enclosed within a system
of thought and an economic system
which, whether we like it or not,
lead us to utilitarianism, unless, that
is, we manage to put up strong resis-
tance to contempt for man, and es-
pecially for those who are poor,
weak, or dependent on others. How
should all this be fought against? It
is often said that we are experienc-
ing a period of cultural transforma-
tion. Is there a way of taking advan-
tage of this fact to disseminate a
healthier vision of man, of his rela-
tionship with his own body, and of
his relationship to his possessions?
The incredible enthusiasm aroused
by the figure and the message of the
Pope, in particular among young
people, is perhaps a sign of hope, of
a propitious moment which we
should take advantage of in order to
help people rediscover the values
which our materialistic and individ-
ualistic civilization has systemati-
cally buried. 

First of all, we should ask our-
selves what this cultural change re-
ally amounts to, a process which
might provide us with the opportu-
nity to promote a humanism which,
in addition to fostering a more equi-
table and harmonious form of com-
munity life, would also be an au-
thentic path by which to preach the
cause of Christ. In order to do this
we should use a small work entitled
Humanisme et Technique, written
by Bruno Jarrossom, a professor at
the School of Electricity. This work
is subtitled L’Humanisme entre

Economie, Philosophie et Science.
It is a part of the series Que Sais-Je?
of November 1996. I do not think
that this book is especially original,
but it has the evident merit of pre-
senting the question in clear
terms—above all, in its description
of the move from what is called the
“mechanistic paradigm” to the new
“complex paradigm” of our period,
a shift which took place in the early
1960s. 

The Mechanistic Paradigm 
and Conquering Man 

Bruno Jarrosson describes the
mechanistic paradigm—within
which most of us have developed—
as a representation of the world
which to begin with should be seen
as a break with the Aristotelian vi-
sion of things. It appeared during
the seventeenth century and was
based upon three axioms—the ab-
solutism of reason, the quantifica-
tion of the world, and the normal-
ization of time. 

This system advanced the idea of
determinism and thus of the gover-
nance of the future. Man, in this out-
look, thinks he can build the future
in line with his own wishes and that
he can master his own destiny. This
led him to an unprecedented devel-
opment of technology and to a ma-
jor leap forward in production. The
mechanistic paradigm, when ap-
plied to the economic system, ren-
dered possible the greatest and most
spectacular advance in production
that the world has ever known.
Since the first industrial revolution,
which began in about 1750, the
overall productivity of the West has
increased by about 3% a year,18 a
figure that is absolutely gigantic. 

The mechanistic paradigm placed
the world at the service of man and
gave him the means by which to
dominate it. But this domination,
because it took place in an individu-
alistic-materialistic context,  made
the pursuit of profit the engine of so-
ciety, and this involved catastrophes
for mankind. These are catastrophes
which can gradually be superseded,
it is certainly true, but only through
an exit from the context which pro-
voked them—that mentality which
dissolves human ties and overvalues
material gain, which encourages
those who have the power to get
rich and to dominate those who do
not have this capacity, and to con-

demn them to poverty and to mis-
ery. Workers managed to improve
their conditions only by uniting to
change power relationships. A calm
society whose chief sources of con-
flict are removed and where every-
body has an interest in maintaining
order can perhaps be the outcome of
this process, but a harmonious soci-
ety will never be possible, a society
which, as Aristotle and his disciples
proposed, fosters friendship among
its members. As has already been
observed, society no longer pursues
community as its ideal. 

The Complex Paradigm 
and Disturbed Man 

From 1900 onwards the fine con-
struction of regular lines built by
modern science was shaken and
then completely reshaped through
the absorption of quantum physics
and the theory of relativity. 

Quantum physics upset Newton-
ian physics to the very core and un-
dermined its accompanying philo-
sophical armor, especially deter-
minism. Quantum physics impeded
a deterministic vision of reality. The
only representation of the future
which became possible was the
probability that a specific situation
would evolve in a certain way.
There was also a shift in the notion
of the separation between subject
and object. Every measure was an
interaction between the subject and
the object and modified both. Neu-
tral observation at a distance from
the object was no longer conceiv-
able. At the same time the same
quantum object was poorly delin-
eated in space. 

As a result, matter could no
longer be conceived as something
which was exclusively material. It
was an interaction. Everything
could no longer be reduced to the
sum of its parts, and causality be-
came more elusive, order unstable,
and disorder could arise and con-
stantly return. 

The theory of relativity allowed
people to understand that time and
space interpenetrate to form the tex-
ture of the universe.19

The complex paradigm certainly
provoked a change in our relation-
ship to the world. Just as the men of
the previous generation had the im-
pression that the universe was at
their service, so contemporary man
discovered that he is surpassed by
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his environment and by the conse-
quences of his acts. Current man
feels vulnerable and powerless. He
is faced with incredibly frightening
questions. Cardinal Lustiger has
listed two of them.20

Excessive arms have given the
major industrial nations a striking
power, and the destruction of the
whole of mankind is now possible.
Man, from this point of view, has
become responsible for his own his-
tory and it is now for him to decide
whether that history should contin-
ue or not. 

Ecological commitment is now a
primary responsibility of humanity.
The technological and economic ex-
ploitation of nature is no longer lim-
ited to giving value to nature or to
developing it to improve the lives of
men. There is a danger, rather, that
such exploitation will upset natural
systems of balance, exhaust re-
sources which cannot be renewed,
and make original “natural ele-
ments” ever rarer and short on the
ground—something  which will in-
volve the suppression of the immu-
nity systems on our planet.21

Perhaps in such torments we can
perceive a way of overcoming the
amateurism of the “golden sixties”
and achieving more solid values
which can construct the real bases
for existence. In order to ensure that
they really constitute an opportuni-
ty, we should distance ourselves as
much as possible from that individ-
ualistic materialism which threatens
to impede our generation as it has
impeded Western civilization for
four hundred years. We have to de-
velop and modify our culture in or-
der to overcome what is blocking it.
We must strive to inquire deeply in-
to our reality in order to get a clear-
er idea of the resources which it ac-
tually offers us. 

An Opportunity and a Risk 

We must rediscover the truth
about man. The man of the complex
paradigm is a great enigma for him-
self, and this is much more than is
the case with the man of the mecha-
nistic paradigm. For the former, an-
other person seems irreducibly dis-
tant, similarly closed up within his
personal history and in his interpre-
tation of his life and events. 

Two great dangers threaten the
task of the reorganization of values
to which we should address our-

selves. The first is the abstractness
of wealth and the second is moral
relativism. 

The Abstract Character of Wealth
After about 1973 we entered into

the third industrial revolution,22 a
process which has been character-
ized by the absolute primacy of in-
formation, which, indeed, has be-
come more important than matter it-
self. The man who controls infor-
mation is rich or can become rich in
a few seconds. The man who is out-
side such circles is out of the game
and condemned to being subjected
to the rules of others. 

This process has gone hand in
hand with the increasing interna-
tionalization of the world of busi-
ness and trade (globalization). Gov-
ernments are no longer the masters
of economic processes—their place
has been taken by the multination-
als, whose actions often have dra-
matic repercussions for whole pop-
ulations. The world of politics is
now dominated by the economy and
increasingly finds it difficult to take
the human dimension of things into
account, and this will remain the
case as long as financial interests
are at stake. 

Being rich is now no longer
thought of in mental terms as
amounting to the ownership of land
or houses, but as a financial mass
whose principal goal is self-expan-
sion and the conferment of conse-
quent benefits. In this way, one
might say, wealth becomes abstract,
but, of course, in being such it loses
every kind of limit.23

Moral Relativism
The second danger—namely,

moral relativism—seems to derive
from the fact that life in community
is no longer an ideal and no longer
has a purpose. Individuals are sim-
ply placed side by side, and every
individual speaks his own language,
which is based on his point of view.
The easiest solution for every prob-
lem becomes that of compromise—
it is not worth it to fight for the truth;
we might just as well negotiate;
every person can surrender a little
piece of his vision of man. This is
the price to pay to ensure that sci-
ence and technology go on guaran-
teeing us greater comfort. 

Whether intellectual laziness is
governed by indifferentism or by
one ideology or another, the result is
the same. We find the third phenom-

enon which Cardinal Lustiger con-
demns as being characteristic of our
age: man arrogates to himself the
right to decide which people should
be defined and treated as persons
and which should not. Universal hu-
man brotherhood based upon shared
origins (the Bible refers to Adam
and Eve) was denied and negated
half a century ago and expressed it-
self in genocide. This danger has
not been eliminated and can always
reappear. We know that it remains a
danger because we are witnesses to
the advance of biology and medi-
cine.24

Towards a Higher Vision of Man 

The logic of profit condemns the
weak man to death and deprives the
strong man of an awareness of what
life really is. We should, therefore,
struggle against this logic with all
the energy and force at our disposal.
But this is not enough. We need to
encourage our contemporaries to
embrace another vision of them-
selves; we should help them redis-
cover the joy of living because this
is something which is intimately
bound up with the joy of giving. But
how can this be done? I would like
to propose two paths—the first is
the rediscovery  of our community
aspirations, which involves leaving
individualism behind us; the second
involves giving new value to the so-
cial dimension of property. This last
should imply the sentiment of “my
goods are for other people” and “for
me” at the same time, and exist to
favor communication with others.
This approach involves leaving ma-
terialism behind us. 

The Social Instinct 

It seems that the first question
which we should pose concerns
happiness. What makes man happy? 

First of all, we can observe that
within man there are fundamental
instincts which operate at a primary
level, the nonfulfillment (or the
nonsublimation) of which makes
him very unhappy. The classical
textbooks on anthropology talk
about a “natural inclination” to-
wards self-preservation and a “nat-
ural inclination” towards life in so-
ciety. 

It is certainly true that the social
instinct can always be portrayed as
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something which springs from the
instinct towards self-preservation,
that what comes first within us is a
radical egocentricity, and that the
desire to live with others is merely
an expression of the impulse to use
them for our ends. But such a
deeply-based pessimism cannot be
based upon convincing proof and
can only argue that the self-sacrifice
and the devotion to those who suf-
fer, in addition to altruism in all its
forms, belongs to some kind of ex-
panded selfishness. Furthermore, if
our attachment to ourselves in-
volves an attachment to others, this
means that egocentricity no longer
exists. The man who gives his life
for another person necessarily
prefers that person to himself, even
though he is happy at the thought
that his action will be seen as being
heroic. 

The book written by Jarosson
ends with a question about the rela-
tion between comfort and happi-
ness. Although he does not criticize
the hedonistic and consumer men-
tality of our age, he nonetheless can-
not fail to observe that material
wealth is not enough. Only love, he
declares, can give us a reason for
living. “We must learn to love lov-
ing...,”25 he writes. André Maurois
observes in his memoirs that the
greatest happiness of his life—”the
rare moments of ecstasy”—were
those in which he “was freed by
love or charity” from vain worry
about himself (Mémoires, 1, p. 335).
This is something which medical
doctors know—there are people
who die happy even though they are
weighed down by a painful malady
because of the simple fact that hap-
piness depends more upon the lov-
ing presence of other people than a
mere physical state. 

In this way perhaps we can haz-
ard a definition. To uphold this defi-
nition we would need volumes of
biographical reference, and to pro-
mote it volumes of philosophical
thought and reflection. But I ask
you to accept it as it is, upon the ba-
sis of your experience of life—hap-
piness is to be found in a happy rela-
tionship with one’s neighbor. 

As Emmanuel Mounier has said,
the prospects for the person are
open: if the body can be described
as “an opening onto the world and
myself..., the person seems also to
be a presence directed towards the
world and other people, without
limits, mixed with them in a per-

spective of universality. Other peo-
ple do not limit the person, but make
him be and grow. The person only
exists when he is directed towards
others, knows himself only through
other people, and finds himself only
in other people.”26

The human being is capable of
free giving and selfless welcome,
and here we encounter the thought
of John Paul II, something which
we should propound and expound.
We should merely emphasize that it
is in this freedom, whether fully
achieved or not, that there is to be
found the authentic liberty and tran-
scendence of man as compared to
the higher animals. 

The Universal Destination 
of Goods 

The social doctrine of the Church
has never understood the universal
destination of goods as something
which is in opposition to the right to
private property. In Rerum No-
varum Leo XIII states that “if we
declare that God has given it [the
earth] in common to men, this does
not mean that they must possess it in
a confused way, but, rather, that
God has not given it to one man in
particular and has left the delimita-
tion of property to the wisdom of
man and the institutions of the peo-
ples.”27

Private property is a natural right.
Man is created body and soul and
cannot live without the resources of
the earth. He is also created intelli-
gent and capable of meeting his own
needs and looking after his future.
Only property can give him the in-
struments and means to do this.
However, in the Christian vision of
things we are not absolute masters
of what we possess, but, as Michel
Schooyans observes, only “man-
agers of a world placed at our dis-
posal, at the disposal of others, and
of future generations.” (28) And we
are called to engage in a social use
of what we possess. 

Ever since 1891 the social doc-
trine of the Church has always striv-
en to make people more aware of
their responsibilities when it comes
to the relationship between their
goods and individuals who are in a
state of poverty and acute want. In
this way this doctrine has given a
more solemn form to a constant
teaching of the Church which has
existed since her beginnings. It was,

however, in Vatican II and its pas-
toral constitution Gaudium et Spes
(69-71) that what had been sought
after for almost a century was clear-
ly expressed—the idea that private
property is an instrument by which
to achieve more effectively the uni-
versal destination of goods.29

The goods that I possess are not
directed principally to my personal
enjoyment, but to serving all men.
The more I use them to help others
to grow in their humanity, the more
they will help me to grow. 

Another Definition of Health 

Our relationship with the world
seems to be an extension of our rela-
tionship with our own bodies. My
attitude towards my possessions re-
flects my attitude towards my body,
and thus the two are intrinsically
linked. If the Church tells me that
the goods of the earth must be
placed at the service of everyone,
she also tells me at the same time to
place my body and my person at the
service of other people. The phrase
“My body is mine” is true if it
means that no one else but me has
the right to treat my body as an ob-
ject to be used. But it cannot mean
that I have this right. My body is not
an object which I possess or which
other people can come to possess.
My body, my physical life, are an
opening for me. My body is the
practical form of all my relation-
ships with the world and with other
people. My body is the expression
of my person, its material expres-
sion, because my nature is such that
there is nothing in me which does
not pass through matter. I am infi-
nitely more than matter, but I am an-
chored in the real through my cor-
poreal dimension. 

How, therefore, should health be
defined? To be in good health can-
not mean merely “well-being in re-
lation to my body” or “feeling
good.” The treatment of someone
does not mean placing him in a state
of blessed satisfaction where he
needs nothing at all, and even less in
a state of enjoyment where he can
“do well in life,” to use the common
phrase, by bringing people and
goods into his orbit. 

To treat someone, rather, involves
re-establishing and maintaining to
the full his ability to engage in inter-
action with the world and with other
people. It means fighting with him
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and for him to ensure that he re-
mains free and able to connect with
his neighbor. It means helping him
to choose to his utmost ability the
paths of selfless welcoming and free
giving. 

For this reason we must rediscov-
er an objective criterion by which to
define health. To this end we can
draw inspiration from what Bishop
Sgreccia, in his textbook Manuale
di Bioetica, says on the subject.30

The dynamic balance to which he
refers has the goal of achieving
physical life, which we can describe
simply as energy, an active force
which makes possible relations and
exchanges with the world and with
others. For those who believe in a
religious sense, this force is by the
nature of things a gift from God. 

In defining health as a balance, it
acquires an objective criterion
which makes easier the distinction
between what is therapeutic overkill
and what is necessary treatment. We
can also more easily distinguish be-
tween “luxury medicine” and “basic
medicine,” and this is something
which will enable us to engage in a
reform of social welfare which is
based upon greater justice. Lastly,
men of good will are given an im-
proved point of departure by which
to achieve a more suitable relation-
ship with their physical condition
and state. 

The goal of “health for all by the
year 2000” is certainly a utopia, but
it is also an objective to which we
can really draw near and for which
we should indeed fight. The “right
to health” to which the World
Health Organization refers can
thereby become a real right—I have
a right to what helps me to maintain
my biological balance and to restore
that balance if it has been lost be-
cause of an illness or an accident.
Furthermore, I have the right to
what helps me to maintain or restore
the greatest biological balance of
which I am capable. All human be-
ings have this right in an equal way
and to the same extent. 

Conclusion    

In this paper two key ideas have
stood out. Materialism and individ-
ualism are bound together, they lead
to an instinctive perception of the
other person as a rival and an adver-
sary, and they destroy the ideal of
society as a community. 

Our relationship with the world
and possessions is an extension of
our relationship with our own bod-
ies. Just as a person may come to
see his body as an instrument for
pleasure, so other people can be
used selfishly by him and there can
be an excessive exploitation of the
environment. 

The result of such processes is
that there is now an urgent need for
a higher vision of man, a rediscov-
ery of the fact that we are really free
only in giving and selfless welcome.
It is here that we encounter the
sources of joy. 

The prophetic role of Christians
in achieving a more equitable distri-
bution of the goods of this world
lies, above all, and paradoxically, in
an opening up to each and every
man and to the affirmation that
every individual, whatever his age
or condition, has something irre-
placeable to give to the whole of hu-
manity, albeit at a very mysterious
level. It is in the family that respect
for others, self-giving, and sharing
are learnt, and for this reason the
Church will never be able to lay
enough emphasis on the need to
protect the family and to help it to
carry out its mission with great gen-
erosity. 

But perhaps the preaching of the
mystery of the person leads to a
preaching of the mystery of God,
and perhaps it is only the love with
which the God-Man loved us to the
point of death which will enable us
to love other people unto death.... 

Dr. MARIE HENDRICKX 
Professor at the John Paul II Institute 

for the Family,  Rome
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We often ask ourselves if the
peoples of the earth really behave
fraternally towards each other, and
the answer which we give to this
question may lead us to believe
that humanity has become dehu-
manized. With bitter skepticism
we have to admit that the relation-
ship between the peoples of the
globe at times does not even come
near to the categories of friend-
ship, of good neighborliness, or of
mutual respect. Yet these values
are essential to the achievement of
concord and harmony among na-
tions. 

Coexistence has been difficult
since the beginning of time, and
tolerance has not always ruled the
way tribes, ethnic groups, and na-
tions have behaved towards each
other. This lack of brotherhood is
at the root of the sadly real lack of
solidarity which has been demon-
strated during history. It has also
been the cause of the precarious-
ness of the brief periods of peace
which have taken place during the
existence of mankind. 

The selfishness of the developed
world is often the cause of an un-
fair distribution of goods. This atti-
tude of egoism must form part of
human nature. One can readily ob-
serve that at both an individual and
collective level the advance of on-
tophylogenetic behavior by people
comes to be expressed in a tenden-
cy to ignore those who are less
privileged. For this reason it is
very important to inculcate good-
ness of heart in young people so
that in the future they will be able
to express the generous and warm-
hearted features of our species,
and thereby subsequent genera-
tions will enjoy a more equitable,
harmonious, and balanced world. 

Still today, as in the past, some

people possess a great deal, and
others have very little (although,
with the passing of the centuries,
situations have often changed,
with civilizations experiencing
prosperity and then falling into de-
cay, or vice versa). From this im-
balance, and from a certain flicker
of compassion, there springs the
need for cooperation, which is an
act of fraternal love, philanthropy,
and charity towards one’s neigh-
bor, an expression of solidarity
which is based upon purely hu-
manitarian aims and does not have
any commercial or speculative as-
pects or motivations. 

Cooperation, in essential terms,
is nothing but the triumph of a
wish to give practical expression
to the best and most noble aspect
of the person, of the human be-
ing—to help those who are in
need, as, indeed, we are reminded
to do by Holy Scripture, and as Je-
sus during his ministry preached to
us through his example. 

There can be no doubt that in re-
cent years a large number of orga-
nizations with very different out-
looks and ways of doing things
have dedicated themselves to this
onerous task of serving their fel-
low men in very difficult situa-
tions, very hostile contexts, and
very adverse conditions. These
groups have gradually secured the
participation of people from differ-
ent backgrounds and have provid-
ed their help to those places in the
world which are most in need.
They have done this thanks to the
contribution of experts in logistics
and planning, but also thanks to
their ability to overcome very
great obstacles. We are dealing
here with a large number of volun-
teer workers, full of enthusiasm
and tenacity, who have been able

to perform the daily miracle of
restoring health to those people
who thought that they had lost it
forever. These arduous tasks have
been carried out without making
distinctions based upon race or re-
ligious belief. Such, indeed, is the
real patrimony and wealth of hu-
manitarian organizations—the
people who work for them. This is
something of which we are all well
aware. 

It would be useless to discuss
here the history of such bodies
over recent decades. Nearly all of
them have been established or re-
organized in line with the stan-
dards of nongovernmental cooper-
ation. Some have been a kind of
“rebel” complement to the activity
and initiatives of the governments
of various countries; others have
been the “alter egos” of govern-
ments and have acted together
with them in order to secure the
approval of programs and projects
which could be paid for out of
public funds only with great diffi-
culty in democratic societies. Oth-
ers, lastly, are simply independent
and autonomous. What I have said
here is no secret, in that all these
elements can be found in the net-
work of actions and grants where
astronomic sums of money are in-
volved and where economic re-
sources are transformed into a
valuable treasure which is admin-
istered in the name of solidarity. 

However, some time ago, when
those various sectors of modern
civilized society which were dy-
namic and involved felt especially
motivated by the wish to help their
suffering brothers and sisters of
the third world, many men and
women consecrated their lives to
be next to those in need and gave
the best of themselves to save the

JOSÉ A. PUJANTE

I: Nongovernmental Organizations
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sick in both a spiritual and a phys-
ical sense. They did this without
thinking about the risks of being
infected by very serious diseases
or worrying about the possible re-
actions of tribal witch doctors to
what was going on. Some of these
people were secular; others, as we
well know, were members of reli-
gious orders. 

The history of humanity cannot
be written without reference to
missionaries. In the same way, one
cannot speak about humanitarian
cooperation without mentioning
these people. For many centuries
they have gone from one end of
the planet to another, following the
instructions of their orders and
congregations, and they have set-
tled where there is most need of
them. In the name of the Church
they have carried out this arduous
work of evangelization for almost
two thousand years not only to
save souls, but also to heal bodies.
This two-thousand-year experi-
ence is a rich inheritance which
enables us all to feel proud of their
spirit of sacrifice, their self-denial,
the lives they have been able to
save, and the hope they have been
able to restore to millions and mil-
lions of unfortunate people. 

From this point of view, I re-
member that I recently saw scenes
in Rwanda which graphically ex-
press how certain sets of facts and
episodes can sweep aside the ef-
forts made by generations, much
like a river in full flood. The armed
conflict involving the Hutu and
Tutsi tribes has produced many ca-
sualties. In the under-equipped
hospitals and health facilities the
male and female missionaries who
look after such people without
making any distinction as to tribal
membership  have often heard
them exclaim, “This god whom
you taught me to believe in is not
so powerful as you led me to be-
lieve if he cannot prevent my
wounds from killing me. He can’t
be so good as you say since he al-
lowed my children and all my fam-
ily to die unjustly. This god does
not love us. The gods of my ances-
tors were better—they protected
us. I won’t pray any more.” Al-
though these are ways of thinking
which form part of human nature
and are readily comprehensible
during moments of despair, espe-

cially when there is an animist reli-
gious background and an ancestral
culture which has deep roots in the
atavism of many generations, they
nonetheless demonstrate how frag-
ile what the missionaries have
built up piece by piece really is. 

There can be no doubt that to-
day’s missionaries are and have al-
ways been the pillars of modern-
day cooperation and the seedbed
of nongovernmental organiza-
tions. The former are simple and
the latter are sophisticated, but
they are both involved in ad-
mirable initiatives and forms of ac-
tivity in a very complicated world
which is subject to the dictates and
many-sided shifting realities of
political and economic interests,
the power of information, the good
will of people, hypocrisy, and al-
so—why not?—innocence. 

After making clear that coopera-
tion in the healthcare world goes
back to the actions of the mission-
aries, it should also be pointed out
that one is not only dealing with a
nostalgic vision of the past, but
with a modern-day situation where
in the name of the Catholic Church
thousands and thousands of men
and women work in their mission-
ary lands far from their own
homes. The example of Italy
brings this point out very well. In
Italy there are 50,000 diocesan
priests or priests of other kinds,
and 16,000 priests are missionaries
in far-off countries. Most of these,
in addition to their apostolic com-
mitment to the faith, are chiefly
engaged in missions involving the
provision of health care. In this
pastoral activity the Church is able
to demonstrate both her capacity to
preach the Gospel and the extent to
which she is an ecumenical point
of encounter and contact between
different Christian denomina-
tions—Protestantism, Orthodoxy,
etc.—and a point of interreligious
contact with very different doc-
trines and beliefs—namely, Islam,
Judaism, Buddhism, Hinduism,
and so forth. 

The history of missions, and es-
pecially their pastoral activity in
the healthcare field, is certainly the
richest part of the modern and con-
temporary history of the Church.
However, this point has not always
been brought out to the full. In act-
ing as a missionary, the Church, in

addition to engaging in evange-
lization, also turns herself towards
Jesus, towards the suffering and
the sick of the entire world, living
with them and accompanying
them until death. On how many
occasions has the activity of mis-
sionaries served as a substitute for
the failings of the healthcare sys-
tems of third world countries when
their innocent populations have
become the victims of wars or nat-
ural catastrophes? The question re-
mains unanswered.... But, as I
have said, the Church, through her
duty and her mandate, could not
but place herself, like Christ,
among the sick, the real physical,
biblical, and metaphysical place
where human reconciliation takes
place because man does not be-
come reconciled to himself or to
others if he does not respond to
this need for physical and spiritual
health. 

Our much-loved Cardinal
Fiorenzo Angelini, who deserves
our fullest admiration and esteem,
captured the essential dynamics of
what I have just described and out-
lined it in the following incisive
words: “Almost a stereotype des-
ignates St. John of God, St. Camil-
lus de Lellis, and their followers as
apostles of the sick. An apostle is
he who is invited to evangelize. An
apostolate among the sick involves
going beyond a restrictive idea of
pastoral activity in the healthcare
field. And the missions, which
have experienced increasing
growth—especially starting in the
age of these two saints—have dis-
covered in pastoral activity in the
healthcare field their most impor-
tant and rewarding area of action,
thanks in particular to the birth
within the Church of numerous re-
ligious institutions for men and
women, many of which, indeed,
have dedicated themselves to mis-
sionary work ad gentes.” 

It is obvious that after the exam-
ple given by religious missions,
society itself went on to create its
own secular missions. Aware that
the state could not deal with the ur-
gent and many-sided needs of de-
veloping countries, the first associ-
ations sprang up, the outcome of
high ideals and the embryos of
what were to become today’s non-
governmental organizations. Only
twenty years ago a group of
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dreamers gave rise to aid projects
for depressed areas of the planet
without any other form of support
than that of popular campaigns.
They obtained timid, or at times
enthusiastic, social backing and
some contributions from individu-
als or private companies. In very
fortunate cases there was a sym-
bolic economic or logistic partici-
pation from public authorities.
However, with the passing of time,
more complicated kinds of organi-
zations and associations gradually
emerged. Governments already al-
located parts of their annual bud-
gets to the cause of cooperation in
different countries for humanitari-
an, political, or commercial rea-
sons and did not pay much atten-
tion to these potential lobbies and
the cultural role they could play.
Few people imagined the impor-
tant part that would be played by
nongovernmental organizations in
the not-so-distant future. 

Nongovernmental organizations
have certainly proliferated in dra-
matic fashion. Some of them are of
a religious and denominational
character, and others are not. Some
are openly political, and others are
not. Some have a clearly defined
ideology, and others do not. Some
want to work in certain specific
countries and have a single central
office, and others have become au-
thentic multinationals, truly pow-
erful machines, around which re-
volve companies and institutions,
volunteer workers and paid profes-
sionals with salaries equivalent to
their counterparts in the world of
private business. In some of these
organizations—and what is the
point in denying the fact?—cor-
ruption arose. Obscure figures
were able to operate freely and had
an opportunity to play on the heart-
strings of society through powerful
images of black people in advertis-
ing campaigns in the mass media.
The handling of “humanitarian
products” which were “highly sen-
sitive material” did not keep the
baseness of the human being from
displaying its most contemptible
aspect in the exploitation of scenes
of suffering and the pain of other
people in order to take advantage
of them by playing on such serious
elements as the feelings, good will,
and spontaneous reactions of the
public. 

Fortunately enough, however,
the fight against fraud and illegal
activity has enabled the rottenness
to be eradicated and the good
name and the respectable action of
these admirable organizations
have been vindicated. The whole
burden of the work of solidarity
cannot fall on nongovernmental
organizations alone, and these
bodies cannot generate the funds
necessary for the financing of their
expensive projects. Government
grants, the public money of every
taxpayer, should be wisely distrib-
uted among those nongovernmen-
tal organizations which present
plans for initiatives which are well
thought out and suitably pro-
grammed. 

In Spain, in 1992, when, that is,
the need to create a legal frame-
work for the various forms of ac-
tivity connected with the world of
international cooperation became
recognized, a long process was
embarked upon which culminat-
ed, in July 1997, in the Cabinet’s
approving a bill which after diffi-
cult parliamentary debates will
now be submitted to both houses
of parliament. This prospective
new law has six sections or funda-
mental parts. The first is con-
cerned with the Spanish policy of
cooperation and defines how it
should be regulated in legal terms,
its goals, how and where it should
be applied, its principles and its
priorities. The second part deals
with the planning, forms, and
methods of bilateral and multilat-
eral public cooperation. The third
part defines the responsibilities of
the operational bodies engaged in
cooperation. In the fourth part are
to be found the information and
data on the material side of this
policy. The fifth section deals with
the personnel of the government
civil service who are to manage
the policy of cooperation. The
sixth and final part concentrates
on nongovernmental cooperation
and defines what the private orga-
nizations dedicated to cooperation
and growth are, their public pro-
file, systems of aid and financing,
and fiscal incentives. 

Although this may seem an ob-
vious point, this law expresses the
fundamental objective of Spanish
cooperation in favor of growth
and development—the struggle

against poverty in third world
countries. In order to avoid a num-
ber of ambiguities this law also
defines what nongovernmental or-
ganizations are and sets out a gov-
erning statute. The overall inten-
tion is to improve the policy of co-
operation from a qualitative and
quantitative point of view. To this
end an “Interterritorial Coopera-
tion Council” will be set up which
will harmonize the actions of pub-
lic authorities (whether national,
independent, or local) and private
bodies and also engage in an ex-
change of information on ques-
tions relating to the various pro-
jects which involve cooperation. 

This is an important step in the
process of placing Spain within the
framework of countries which
dedicate a part of their national
budgets to the cause of humanitar-
ian aid. Almost none of these
countries allocate as much as 0.7%
of their gross domestic product to
this end, even though many areas
of society call for the implementa-
tion of such a figure with a certain
insistence. What is achieved every
year in this area is, however, of re-
al consequence. It should be rec-
ognized with realism and in a his-
torical perspective that in a few
years Spain has gone from being a
recipient of aid to being a supplier
of aid. Almost five years ago,
when the aid provided by Spain
began to be somewhat substantial,
the Committee for Aid and Devel-
opment (CAD) of OCDE invited
the Spanish government to pro-
duce a law on cooperation to en-
sure improved coordination of aid
and better long-term planning. 

One of the new aspects of this
law is the creation of special
“funds for cooperation and devel-
opment” administered by the Min-
istry for Foreign Affairs and in-
tended for the poorest countries of
the world. These funds are differ-
ent from the “funds for aid and de-
velopment” (FAD) which are dis-
tributed by the Ministry for the
Economy and linked to obligatory
contributions from the receiving
countries (the Ministry for Foreign
Affairs manages 38% of the mon-
ey allocated for cooperation, and
the Ministry for the Economy is
responsible for 62%). 

Overall, the government plans
to allocate 190 billion Spanish pe-
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setas in 1998 to cooperation, of
which about 8 billion will be given
to various nongovernmental orga-
nizations for 252 projects. The to-
tal sum requested by nongovern-
mental organizations for the 848
projects which they proposed was
18 billion Spanish pesetas. 

There are a large number of
ways by which to contribute to co-
operation. The Autonomous Com-
munity of Catalonia has for some
time been in possession of instru-
ments which allow it to channel
aid which comes from various
sources to the implementation of
humanitarian projects in a very
broad range of countries. The pres-
ence of a highly motivated and sol-
id society inclined to shared orga-
nization and solidarity has meant
that this proverbially generous
people has been able to promote
initiatives where once again civil
society has preceded the work of
public authorities. 

In addition to the funds supplied
by private and popular initiatives,
in 1997 the government of Catalo-
nia provided aid amounting to 1.45
billion pesetas in favor of coopera-
tion in developing countries. This
sum exceeded previous levels
even though this policy in favor of
less-favored nations has been go-
ing on since 1994, being organized
by the Commissioner for Foreign
Action, a special department of the
Catalonian Cooperation Council,
which has as its members repre-
sentatives of various areas of civil
society and of different kinds of
nongovernmental organizations.
Most of the projects and programs
which have been approved in this
area, it should be pointed out, are
concerned with the provision of
health care. 

The description which is offered
of the need for economic aid is in
itself an expression of the philoso-
phy which lies behind this law:
“cooperation to secure develop-
ment is an ethical duty of every de-
mocratic society and of every peo-
ple that, like the Catalonian peo-
ple, declares that freedom, justice,
and equality are the supreme val-
ues of collective life. Solidarity is
strictly linked to these values, and
this is something which must exist
among the citizens of our country
and in relation to those people
most in need in developing coun-

tries. In the context of a world in
which globalization and socioeco-
nomic interdependence are on the
increase, the problems of underde-
velopment are acquiring ever-
greater importance. For this reason
we should encourage the value of
international solidarity within so-
ciety, a value which involves indi-
vidual and collective concern,
knowledge, and action in favor of
cooperation with other peoples in
order to find the best ways of im-
proving their living conditions and
their democratic, economic, and
social development. In order to re-
spond to the increasing concern
and awareness of the Catalonian
population, which has traditionally
been sensitive to the needs of the
third world, the government of
Catalonia encourages and coordi-
nates a policy of cooperation
through support for the initiatives
which spring from civil society.
These initiatives are in large mea-
sure promoted through non-
governmental organizations and
other nonprofit bodies and institu-
tions which work in the field of co-
operation and solidarity.” 

There can be no doubt that most
of these projects are concerned
with cooperation in the healthcare
field. They are freely and indepen-
dently conceived and promoted by
nongovernmental organizations
and supported by government au-
thorities. Their aim is the reduction
or the elimination of the causes of
poverty and the raising of levels of
hygiene and health in the popula-
tions who receive this aid. 

In addition to this policy of co-
operation, which has been em-
braced by the “President’s Office”
within the Ministry of Health, the
Catalonian Institute for Health
(ICS) has also encouraged proce-
dures by which to contribute to im-
proving initiatives in the field of
cooperation dedicated to health
care. This has been done in a com-
plementary fashion without there
being any new economic contribu-
tion—material and human re-
sources alone have been involved. 

This institution is responsible
for public health and is about to be
transformed into a healthcare cor-
poration. It has 32,000 employees
and is the most important employ-
er of labor in Catalonia. In 1995
the Office for International Health-

care Cooperation was created,
with its headquarters in the central
office of its parent institution. 

This new body is to supply those
instruments and methods by which
the doctors, nurses, and paramed-
ical personnel at hospitals and ear-
ly intervention facilities in the
large ICS network will be able to
link up with cooperation projects
drawn up by the various non-
governmental organizations. Ob-
viously enough, it was important
to ensure that this institution, as a
public health body, did not behave
like a macro-nongovernmental or-
ganization. This would have been
an erroneous action by the govern-
ment, an interference of dubious
morality in the territory of others,
and an illegitimate usurpation of
roles and functions. It therefore
seemed more sensible to provide
the increasingly wooden state ad-
ministration with means by which
its employees and civil servants
could be helped to leave their jobs
in the national health service for a
short while—keeping, however,
their jobs and in many cases re-
maining on full pay—in order to
link up with specific cooperation
projects, after having asked for
special permission to do so. 

For such a large and intricate in-
stitution it was very important not
to fall into the net of bureaucracy.
It was necessary to facilitate and
ensure the effective working of
such permission so that members
of the state apparatus could make
themselves available to this non-
governmental organization when
called upon to do so, in certain sit-
uations of great urgency, and work
right away in aid and cooperation
projects in countries in Africa,
Asia, and Central or Latin Ameri-
ca. 

A normative legal corpus has
been drawn up which addresses it-
self to such procedures and cir-
cumstances. This ensures that this
large category of professional men
and women working in the civil
service can achieve their wish to
make themselves useful, to help
their fellows who are suffering,
and thereby give a new meaning to
their own lives beyond the gray-
ness of everyday events and the
routine of work at urban healthcare
facilities where health is already
guaranteed. All of this, as has al-
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ready been pointed out, is carried
on in a situation where these pro-
fessional people retain their
salaries and where the nongovern-
mental organization does not pro-
vide any kind of payment, unless,
that is, a special arrangement has
been made and the salary is delib-
erately not accepted. This new mo-
tivation on the part of healthcare
workers in the exercise of their vo-
cation—and at the same time this
opportunity to offer the best of
their lives to sick people who are
very much in need—is without
doubt a suitable complement to the
work which, as has already been
emphasized in this paper, mission-
aries and innumerable members of
religious orders already tirelessly
carry out in the name of the
Church. 

Man is undoubtedly the best ac-
tor in initiatives. In other words—
and to use language which is more
suitable to the end of this centu-
ry—human resources are the most
valuable patrimony of organiza-
tions. Institutions are no exception
to this rule. It is well known that
the people who work for them are
their strength, and it is in relation
to this spirit of service to the com-
munity, to society as a whole, both
within and beyond its present fron-
tiers, that we must frame and de-
velop various government policies
in this field. 

This fulfilling initiative which
has been promoted by the Catalon-
ian Institute of Health has given
many healthcare workers—doc-
tors, nurses, psychologists, social
workers, helpers, technicians, or
mechanics—the hope that they
will be able to engage in coopera-
tion and has also given the hope of
life to many anonymous recipients
of their good will and their actions.
The work of such people in these
distant corners of the earth will not
be sterile. 

I will spare you a detailed de-
scription and summarize in a very
brief and direct fashion the four
great guidelines and conceptual
objectives which we have in mind
and which seek to implement the
underlying philosophy I have out-
lined above. 

The first major category is made
up of principles which govern how
to manage things so that civil ser-
vice staff can leave jobs for a while

and work in cooperation projects
which are run by various kinds of
national and international non-
governmental organizations. 

The second such category deals
with how to organize modes and
channels to ensure that through
various kinds of nongovernmental
organizations it becomes possible
to take care of patients from coun-
tries of the third world who cannot
receive medical or surgical treat-
ment in their own countries, in
hospitals and healthcare facilities
within the health service run by the
Catalonian Institute for Health. In
the main, nongovernmental orga-
nizations make themselves respon-
sible for the transport of the sick
person, and the national health ser-
vice pays for the costs of care—
which at times become very high.
Obviously enough, a clear process
of selection is at work in this pro-
cedure. 

The third category of aid in the
field of cooperation involves in-
formation storage, which in the
case of computer archives is of a
“virtual” character. Such a system
enables us to classify all the mate-
rial we have available—namely,
material resources and healthcare
equipment—and place them at the
service of nongovernmental orga-
nizations which ask for them and
later send them on to third world
countries. Most of the equipment
which is no longer used in the hos-
pitals of industrialized countries
because it is out of date can be em-
ployed to very good effect in the
poorly-equipped healthcare cen-
ters of impoverished countries,
where it represents very advanced
technology. 

The fourth and final category in-
volves the definition of procedures
which can update the professional
skill and knowledge of healthcare
workers in countries whose pre-
carious health systems have been
destroyed and that have thereby
become unaccustomed to work
and engage in treatment in normal
conditions—in this way losing fa-
miliarity with new techniques and
elementary advances in the field of
medicine and care. A few weeks of
special visits organized by appro-
priate channels with colleagues in
modern health centers and daily
practice in wards and surgeries can
enable these people to update their

professional skill and knowledge,
exchange ideas and experience,
and learn new forms of diagnosis
and treatment. This is undoubtedly
something which can be of great
help to patients in their home
countries if applied in a suitable
way. 

Approaches of this kind, with
real support and cooperation
among governmental and non-
governmental organizations, are to
be found in most of the developed
countries of the world. The old
continent of Europe, which is
building its common home with
material from many quarters and
in a variety of architectural styles,
has not forgotten that it should also
act in a unified way to allocate
substantial funds to the cause of
cooperation. The countries of
North America and Asia which are
able to engage in a similar policy
have also organized funds to help
less favored nations. All of this
will probably be improved and
built upon, as happens with nearly
everything in life. But in a certain
sense this is something to be ap-
preciated because things today
could certainly be very different.
During other periods of history, as
I observed at the beginning of this
paper, those in need and sick peo-
ple in poverty would have been
left to fend for themselves in a
demonstration of what was a weak
and highly inadequate sensitivity
towards such questions and such
people. 

I would like to express my
strongly-held belief that these
funds really reach their humanitar-
ian and fraternity-inspired destina-
tion, and I would like to reject the
temptation to believe, as is sug-
gested by certain forms of infor-
mation, that there are people who
enrich themselves with this mon-
ey. I want to trust in the goodness
of human nature, even though such
an approach often seems rather
difficult. 

The Pontifical Council for Pas-
toral Assistance to Health Care
Workers has an important role to
play in this keenly-felt crusade, in
this noble struggle against injus-
tice in order to build a new world
where compassion shines forth
among the peoples of the globe.
This Pontifical Council has an es-
pecially favorable position when it
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comes to directing and managing
this campaign, whose goal is un-
doubtedly of the very highest or-
der. On the one hand, there is the
obvious influence that this Council
exercises on the members of reli-
gious orders engaged in mission-
ary work, both men and women,
and, on the other, we see that it has
the ability to make a direct impact
on countries in many different
parts of the world, to act at the very
highest levels of international or-
ganizations such as the United Na-
tions, the World Health Organiza-
tion, and UNICEF, and of various
forms of nongovernmental organi-
zations which act at a worldwide
level, and to deal in an ecumenical
spirit and an interreligious per-
spective with the questions and
difficulties which are raised by in-
ternational cooperation in the
health field. 

From its inception the Pontifical
Council for Pastoral Assistance to
Health Care Workers has demon-
strated its full potential and shown
how positive it can be in its activi-
ty designed to help humanity in
pain, the humanity which suffers
in silence and dies as a result of ill-
nesses which in the West can be
cured at very low cost. The Pontif-
ical Council does not forget all
these human beings, to whom Car-
dinal Fiorenzo Angelini (with
whom we are much linked by af-
fection) has constantly drawn at-
tention. Cardinal Angelini, of
course, was the alma mater and
the president of this ministry of the
Curia Romana. There can be no
doubt, after eleven international
conferences such as these, that he
managed, toether with his staff, to
express to the world the strong and
meaningful tie which exists be-
tween the Church and the world of
health care, particularly on the
threshold of the third millennium.
It is fitting that at this moment we
should honor His Eminence Cardi-
nal Angelini. With nostalgia, but
with the firm determination to con-
tinue his work, we should so orga-
nize our efforts that the new presi-
dent of this Pontifical Council,
Archbishop Javier Lozano, is able
to continue on his pilgrimage—
both real and virtual—in order to
spread his message and pastoral
action in favor of sick people
throughout the world. 

The initiatives of the Pontifical
Council for Pastoral Assistance to
Health Care Workers have always
received the support and blessing
of the Holy Father, who has con-
tinually expressed his vocation
and strong wish to be close to the
sick and infirm—that part of the
population which has been de-
prived of the divine gift of health
and which requires our selfless co-
operation. During his apostolate
John Paul II has given priority to
the creation of worldwide aware-
ness of the importance of provid-
ing health care to the poorest of
our brethren and to the dying. This
Pontifical Council for Pastoral As-
sistance to Health Care Workers is
the best instrument we have to take
the coordinates of this path of sal-
vation to everywhere on earth. 

The pontificate of John Paul II
astounds public opinion with its
dynamism. This is a pope who
travels (in almost twenty years he
has covered the distance between
the moon and the sun over three
times). He is a pope of the moun-
tains (and I, who humbly share
this passion with him, well know
the value of the solitude of the
peaks as a school for life, a place
to meditate upon existence, the
mystical, and the metaphysical).
He is a missionary pope, for he has
dedicated a large part of his jour-
neys to the countries of the third
world to share the suffering and
the pain of those who are ill and
infirm. In addition, he has reached
out to other denominations and
faiths in the most open form of ec-
umenism, to ensure that Jewish
and Muslim believers, to take just
two examples, can bring the sub-
ject of cooperation in the health-
care field into the synagogues and
mosques and thereby contribute to
sound and positive forms of coex-
istence. 

Even Indro Montanelli, an intel-
lectual and veteran philosopher
who works in the guise of a jour-
nalist, recognizes and appreciates
the intense work which has been
carried out by this pope and has
expressed the view in public that
he is an “agnostic and admirer of
John Paul II,” whom he considers
to be one of the greatest figures of
the last part of this century. There
can be no doubt that the sowing of
spiritual and moral values which

has been promoted by the Pontiff
will be a stimulus for all those of
us who during the third millenni-
um must go on helping those who
are most in need. 

Life is not only about carrying
out various projects and undertak-
ings—it is also about trying to
learn from various kinds of experi-
ence in order to become better and
more complete. I would like to say
that, in addition to engaging in var-
ious kinds of professional and aca-
demic activity, I have also had the
good fortune to get to know many
countries at first hand, many of
which are underdeveloped and
where living conditions are au-
thentically pitiable. I have been to
some of these countries to engage
in cooperation and to promote hu-
manitarian missions. I have visited
others to climb mountains or to en-
counter other cultures as an ama-
teur anthropologist. 

After twenty-six years of moun-
tain life I had the privilege one
happy day (May 16, 1993) to reach
the summit of Everest in the Hi-
malayas. During the third month
of the expedition, after great ef-
forts and a serious accident, which
took place a week before our tri-
umph, I reached the point where
the earth ends and the skies open. I
have described my life with the
Sherpas, devout Buddhists, in
many of my books because I feel
great respect for their religious be-
liefs. I have the same attitude to-
wards the credo of the Nepalese
Hindu porters, who, indeed, ex-
panded our spiritual horizons. Up
there at the very summit of the
world, more than forty degrees be-
low zero, blown by icy winds, you
get the feeling that you are in a
temple without walls where all
gods and all religions are present.
You cannot see God, but you feel
His presence. You cannot perceive
other gods, but you sense their
presence. Up there, in that simple
pinnacle of hostile ice, between
Nepal and Tibet, above the clouds
which cover China and India, the
human being feels small and re-
covers the humility which he has
lost. So great is the majesty of the
Creation, which is displayed in
such splendid fashion beneath his
feet and which so greatly eclipses
what he has just done that nobody
feels that his exploit is worth any-
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thing. During that solemn moment
nothing higher exists on the face of
the earth, and the grandeur of na-
ture towers over the vision of the
man who at that moment reflects
on matters, thinks of those he
loves, and of those who are living
and those who have died. And he
feels very near to an immense
presence which fills his whole be-
ing. 

Yes, up there, at top of the
world, you feel very near to God
and to men. Curiosity envelops
you, and you want to remain there
to see if it is possible to enter the
firmament even more, which at
nearly 9,000 meters is an almost
black blue caused by the lack of
oxygen. But this is not allowed
you. The human being has to re-
turn to physical meadows and the
material valleys to which he be-
longs, where he can breath and go
on living his earthly life. While
you descend from Everest after
this astounding mystical experi-
ence, you dream of finding a bet-
ter world and secretly nurture the
hope that something has changed
while you were lost in the clouds.
But, unfortunately, when you re-
turn to civilization, you hear that
wars are still going on, that pover-
ty, hunger, and acute need are rav-
aging the less protected popula-
tions, that epidemics are causing
thousands of horrible illnesses,
and violence is claiming its vic-
tims; that children are dying at
birth because of the lack of suffi-
cient care; that mothers experi-
ence pathologies because of an ab-

sence of clinical attention; that
women are raped and forced to
have abortions; that vaccines and
drugs and medicines pile up in
military stores while patients die
from illnesses which can be cured;
that torture is practiced; and that
experiments are carried out on hu-
man beings...while another part of
the same global village, 20% of
the overall population, controls
80% of total resources and wastes
them in superficial things or su-
perfluous luxury. As I observed at
the beginning of this paper, it is
probably from this imbalance that
there arises the need for coopera-
tion. This imbalance has injurious
effects. And if, as I believe, it does
not please the Creator, should it
not also wound the human con-
science? By these words I want to
bring out only a part of this crude
reality. Ladies and gentlemen, all
human beings have the right to be
happy. God has not bestowed this
right upon only some inhabitants
of our planet. Everybody, by the
simple fact of being human, de-
serves dignity, respect, and health.
But it will not be easy to break the
system of harmful and unjust dis-
tribution. If we are really all equal,
at times I think that some are more
equal than others.... 

It has been an honor for me to
present these thoughts of mine to
an audience which is so distin-
guished and which is well aware of
the transcendent importance of
suitable campaigns for prevention
and missions for healthcare coop-
eration aimed at achieving cure

and treatment, an audience made
up of doctors, surgeons, or teach-
ers. When the Holy Father con-
cludes the work of this conference
and we go back to our own coun-
tries, we will carry with us the be-
lief that all of us can do something
to help our sick brothers and sis-
ters, not only in the places where
we work every day, but beyond
our national frontiers, beyond the
comforts of our monotonous tasks
as citizens. There is a universe full
of work to be done which awaits
hands which are ready to do it,
even though it is certainly true that
real need is also to be found close
at hand. If charity is, as I believe,
the essence of cooperation, then
any person of good will can be
useful. Through nongovernmental
organizations or any other kind of
institution—the important thing is
that the results are the product of
honesty, of ethics, and of an un-
stained professional code of con-
duct. 

Even though we will not be able
to achieve a perfect world, we
need to engage in those actions
which will allow us at least to cre-
ate a better world, helping those
who are in need and seeking to be-
queath a world which is more just
and peaceful to subsequent gener-
ations. 

I would like to thank you for
your kind attention. 

Dr. JOSÉ A. PUJANTE 
Director of the Office for International

Health Cooperation, 
Barcelona,Spain  
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My dear friends, 
I would like to add my congratu-

lations to those already expressed
for the Pontifical Council for Pas-
toral Assistance to Health Care
Workers, the institution which is re-
sponsible for this Twelfth Interna-
tional Conference—an event which
seeks to affirm that Jesus Christ is
the salvation of the world. 

I have been asked to present a pa-
per on the subject of “international
cooperation and solidarity from the
point of view of my experience at
Cor Unum.” 

The subject is of great topical rel-
evance. This is because solidarity is
spoken about all over the world, for
the many evils from which humani-
ty suffers spring precisely from a
lack of solidarity among men and
peoples, and in its ministry at Cor
Unum the Church has a real promot-
er, director, and guide for coopera-
tion and solidarity among the peo-
ples of the globe. 

I have divided my paper into three
parts: 

1. Cor Unum as a generator of
universal solidarity among peoples
in order to achieve complete and
overall development, in line with the
thought of Paul VI. 

2. Cor Unum and solidarity as a
virtue, in line with the thinking of
John Paul II. 

3. Guidelines for action. 

1. Cor Unum as a generator 
of universal solidarity in order 
to achieve complete and 
overall development in line 
with the thought of Paul VI

Pope Paul VI initiated a practical
application of Vatican Council II in
the sphere of the Roman Curia after
that council had produced its results. 

On July 15, 1971 he created the

ministry of Cor Unum, “solicited
by duty to charity to encourage the
universal human family along the
path of reciprocal and sincere soli-
darity” (this quotation is from the
official letter which established the
Pontifical Council Cor Unum).
Aware of the immense number of
initiatives and institutions which
live  out and practice in a variety of
ways the virtue of charity and there-
by promote cooperation and help at
a national and international level,
the Holy Father wanted to create a
ministry which acted as a stimulus,
promoter, and guide by which to in-
tensify solidarity inspired by chari-
ty. 

Paul VI responded to the term
“solidarity” by using the pastoral
language of the Church. He declared
that the creation of Cor Unum was a
project which he had borne in mind
for some time, perhaps from the mo-
ment when he issued his Encyclical
Populorum Progressio, because he
wished “to ensure that in the vast
sphere of Christian solidarity among
peoples and the progress of men in-
spired by real charity there will be a
more secure linking of all the ener-
gies and initiatives which arise from
within the Church” (from the offi-
cial letter which established Cor
Unum). 

Furthermore, the Pope wished to
open up the horizon of universality
to all the initiatives which were al-
ready present within the Church and
which were certainly rooted in the
creative impulse of evangelical
charity. The Pope wanted the whole
spirit and all the words of the Con-
stitution of the Council, Gaudium et
Spes, as applied to the Church in the
contemporary world, to become vis-
ible and concrete in their expression. 

Universal solidarity was not
something which exclusively con-
cerned the initiatives and the institu-

tions of the Church. Paul VI extend-
ed the following invitation to the
bishops of the whole world and to all
the faithful of the Church: “It there-
fore seems to us suitable to create a
special ministry which offers, so to
speak, the opportunity for a shared
encounter to the whole People of
God with regard to the above-men-
tioned subjects of solidarity and de-
velopment, which should be given
practical expression in line with the
unchanging principles of the
Gospels” (from the official letter
which established Cor Unum). 

Although the many needs of the
peoples of the world, which were
outlined in detail by Paul VI in the
Apostolic Letter Octogesima Adve-
niens, made the Pope fully aware of
the urgent necessity for establishing
the Cor Unum ministry, this did not
mean that the Church was beginning
a new form of work. Thus Paul VI
wrote, “As in past centuries, so in
our times the Church believes that it
is her duty to serve men with dili-
gent commitment and in an authenti-
cally humanitarian spirit, having
been established by the Son of God,
who “did not come to be served but
to serve,” (Mt 20:28) (from the Let-
ter cited above). 

The Christian solidarity which
Paul VI enjoined for all the mem-
bers of the Church, both clergy and
members of the laity, was also ap-
plied to the nations of the world. “It
is our task,” he observed, “to remind
all the nations that they have the
same duty towards solidarity as is
incumbent upon all individuals.”
Referring to the Encyclical Populo-
rum Progressio, he reminded the
different nations that “what is sur-
plus in the richest countries must be
used for the poor countries” (from
the Letter cited above). In order to
achieve these great objectives, Paul
VI created the Pontifical Council

IVAN MARÌN

II: Cor Unum
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Cor Unum for the human and Chris-
tian promotion of peoples. 

2. Cor Unum and solidarity 
as a virtue in line with 
the thinking of John Paul II 

During the solemn commemora-
tion of the twentieth anniversary of
the Encyclical Populorum Progres-
sio, John Paul II demonstrated the
persistent validity of the social doc-
trine of the Church and enriched it
with new elements when he pub-
lished his encyclical Sollicitudo Rei
Socialis (SRS). 

It is important to examine the con-
cept of solidarity with reference to
everything which John Paul II has
done to enrich it if we want to apply
it with consistent continuity to pas-
toral activity. 

It should be remembered that half-
way through the twentieth century
two antagonistic positions held sway
with regard to social questions: on
the one hand, there was the ideology
of individualism, which established
a capitalistic system of the exploita-
tion of man, and, on the other, there
was collectivism, which proposed a
system of the exploitation of man
rooted in state totalitarianism. The
Church addressed herself to this
whole area in terms of the concept of
“the social” and since 1963, with the
social Encyclical Pacem in Terris,
she has approached it from the per-
spective of “solidarity.” 

In Gaudium et Spes, the Pastoral
Constitution of the Church for the
contemporary world, the Vatican
outlined the theological basis for
solidarity. John Paul II has said that
his Encyclical Sollicitudo Rei So-
cialis is an application of this docu-
ment of Vatican II (SRS, 7). 

In the overall magisterium of John
Paul II and particularly in his ad-
dresses in Latin America the subject
of solidarity has been dealt with
twenty-nine times. 

During his address to FAO, which
was delivered in 1987, the Holy Fa-
ther laid stress on how solidarity
meant openness, responsibility, and
interdependence. 

John Paul II has emphasized that
Populorum Progressio gave practi-
cal expression to the condemnation
which Vatican Council II made of
the situation of acute poverty. In ad-
dition, he has also made clear that
this publication drew attention to the
global dimension of the social ques-

tion. He has further stressed that
such a planetary perspective on this
situation was a new departure and
that such an approach also involved
the conversion of a moral obligation
into a duty to engage in solidarity
(SRS 7,8,9). 

On many occasions and in nearly
all world contexts John Paul II has
condemned the growing gap which
exists between the industrialized
countries and the developing nations
of the world. He has condemned the
absence of solidarity shown by those
who support financial and economic
mechanisms which increase the
wealth of the few, but continue the
poverty of the many. 

The diagnosis made by John Paul
II in SRS is even more valid when
he declares that the root of the social
problem of the world lies in the pres-
ence of conflictual nonsolidarity. 

3. Guidelines for Action 

To conclude this paper, and with a
view towards keeping the hope of
those peoples in need alive and fos-
tering the good will of the many
people who work to promote coop-
eration and solidarity in the world, I
would like to outline and discuss a
number of key points. 

a. The redemptive love of Christ 
is a solidarity-inspired love. 
“Caritas Christi Urget Nos” 
(2 Co 5:14). 
Today, as yesterday, the love of

Christ continues to inspire new
forms by which to live out human
fraternity; it thereby acts to expand
horizons until the day when they
will be truly universal. The dynamic
of the solidarity-inspired love of
Christ involves a preference for the
poor and the marginalized, and for
those who suffer from hunger, who
are sick, or who endure any kind of
serious lack. 

b. The development 
of a new solidarity 
Solidarity and cooperation are not

fashionable subjects. But they are
parts of a new spirit which is ex-
panding and growing in the heart of
man. This spirit must be understood
as a vocation and a task which is lo-
cated in the heart of man, in his in-
nermost part, where love has its
dwelling place. Its aim is the
achievement of the Common Good.
Solidarity advances by taking com-

munion as its central point, without
which there would not be a real
recognition of human dignity. This
awareness of communion from
which human solidarity draws ener-
gy requires that special interests take
second place to the common good—
that is, to shared interests—and
thereby abandons selfishness and
every form of exploitation and ma-
nipulation. 

c. The universal destination 
of goods 
Solidarity draws inspiration from

the solidarity-inspired love of Christ.
It has at its base human and super-
natural fraternity; at its center love
and charity; involves sacrifice and
self-denial; and helps us to under-
stand that the universal destination
of goods at the service of all men is a
requirement of justice itself. 

d. The Church as a generator 
and promoter of cooperation 
and solidarity 
The Church continues the salvific

work of Christ and “works to re-es-
tablish and reinforce unity at the
very roots of humankind”
(Dominum et Vivificantem). She
thereby promotes reconciliation,
which must express itself in new
works which take place within and
outside the Church, and which man-
ifest a spirit of brotherhood, fairness,
and justice which must spread and
develop throughout the world. 

Finally, I would like to bear wit-
ness to what very many Catholic or-
ganizations which operate in the so-
cial and charitable world are
presently doing. They are trying, by
many means, to teach and to achieve
solidarity among the peoples of the
world. They dedicate themselves to
providing help and assistance in crit-
ical situations created by natural dis-
asters or by the hand of man. And
they are involved with the various
areas which impinge upon the over-
all and complete development of
man. These bodies and organiza-
tions, some of which are members of
Cor Unum, cooperate in an effective
way together to ensure that this im-
portant ministry of the Pope is really
at the heart of service to charity and
a point of communion for the innu-
merable works and initiatives of the
Church which foster and encourage
cooperation and solidarity. 

Most Rev. IVAN MARIN 
Archbishop of Popayán, Colombia
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Caritas and Advocacy

Since its May 1995 General As-
sembly, the Caritas “family”  has
clearly defined a number of work
priorities for the 1995-1999 period.
Number one among these is the po-
litical dimension of Caritas action

1. The stand taken by Caritas un-
doubtedly springs from a very pro-
found understanding of its mission.
It is also explained by the evolution
of the international milieu, which for
different reasons has recently dis-
covered the importance of “civil so-
ciety”.  It is becoming habitual to in-
vite NGO’s to “make their contribu-
tion”, “to put forward recommenda-
tions”,  “share the follow-up
process” in the framework of a
growing number of commissions,
conferences, work groups...The
“culture” of the relations between
international organizations and rep-
resentatives of civil society  is in the
process of changing. Whatever be
our attitude to this evolution (one of
enthusiasm or scepticism,  accompa-
nied by the fear of being “manipu-
lated”), the current cannot be re-
versed; in the absence of a world
government, and in the face of the
resistance of national sovereignties,
civil society appears to be in reality
an objective ally in the promotion of
ideas “without frontiers”...

The challenge facing Caritas does
not seem to be in the first place that
of conscientisation of the leadership
of the member organisations: the
will to act has been clearly affirmed.
It is no more a question of  the
recognition of its right to speak out:
the presence of Caritas within the
framework of civil society (where it
can unfold itself) is unquestioned.
The challenge is rather on the level
of the practical mechanisms which
have to be put in motion to ensure
that the will to act produce concrete

proposals, capable of fostering the
action of the Member Organisa-
tions.

2. The “comparative advantage”
of Caritas derives from its  local
roots and the universality and per-
manence of its network. Its “influ-
ence capital”  is  amassed above all
on a national level, before making
itself felt on the international level.

Every decision maker, even inter-
national, is in the first place a citizen
of some country, rooted in a nation,
and bound to a national  political
system. The fact that he takes part in
the decision making on an interna-
tional  and inter-governmental level
cannot be divorced from this basic
fact. From this follows that an opin-
ion expressed in a national context
has a greater chance of being heard
than the same opinion (directed to
the same people) in an international
context.

Example: During the first semes-
ter 1996, Italy presided over the in-
auguratory Inter-governmental Con-
ference of the European Union.  For
that  occasion European  Caritas had
prepared  “common positions” on
certain points which seemed essen-
tial to them. It is clear that these
“common positions” presented by
Caritas Italiana to the Italian deci-
sion-makers, have been better ac-
cepted than the same, had they been
presented to the same decision mak-
ers by Caritas Europe (or C.I.). In
the eyes of the people concerned, it
is Caritas Italiana that carries weight
and not the international structures
of Caritas, perceived more or less as
“disembodied”, without a hold on
reality.

The same observations apply to
the opinion makers, to the media, to
public opinion  in general. In other
words, the efficaciousness of all in-
ternational effort at influencing (or
“politics”) depends essentially on

the way it is relayed on the national
level.

Our structures and methods of
work should take this into account.

3. Public positions and the credi-
bility of Caritas

Caritas cannot make itself heard
in the cacophony of the “global vil-
lage” save in those areas where it en-
joys a certain credibility in public
opinion. These  areas are not neces-
sarily those in which we think we
have something to say...

For example, a strong position of
Caritas on the struggle against
poverty will be far more credible
than on the safeguarding of the envi-
ronment (even if the safeguarding of
the environment is an element in the
struggle to overcome poverty). In
the same way, Caritas will be better
listened to as a defender of displaced
persons than as an advocate of the
rights of women or of children in
general (even though women and
children form the great majority of
displaced persons.)

In other words, whatever be the
wealth of our convictions, we have
to take our position in matters on
which Caritas enjoys greater credi-
bility with public opinion.

On the other hand, every member
organisation has its own strong
points and the fields wherein Caritas
is credible can vary from country to
country. The credibility of Caritas in
Sudan, for example, does not  base
itself on the same realities as in
Poland: the local political priorities
vary from country to country and do
not always lend themselves to action
on an international level.

The option proposed here is as
follows: on an international level,
the “political” action of Caritas
should be carried out  primarily in
the fields where its credibility is
more commonly acknowledged. Re-

LUC TROUILLARD

III: Catholic Charities
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taining this option  we are at the
same time helped to relay on a na-
tional level the work done on the in-
ternational.

Focusing on the synergy between
the international and national levels,
and concentration on the “influence
capital” in those fields where it en-
joys credibility, are the two options
on which international political ac-
tion of Caritas can further itself.

Advocacy and the Engagement of
the International Community

The 1995 General Assembly ap-
proved a workplan which included,
as a major priority, advocacy on
poverty and exclusion. The ap-
proved paragraph reads as follows:-

The globalisation of the economy
and the causes of poverty and injus-
tice: “Study of the causes of exclu-
sion and/or marginalisation (moral,
cultural, political ...).This study
....must come up with tools which
can be used by Caritas organisations
in the work of education and lobby-
ing. This work should probably be
done on a regional level and the re-
sults of the Copenhagen Summit
may be able to offer some practical
elements.” 

This work should be based on the
results of U.N. Summits held during
the past decade.

1. General Background

1.1 Over the past six years, the
United Nations has convened nine
global conferences: the Children’s
Summit, the Education Summit, the
UN Conference on the Environment
and Development, the World Con-
ference on Human Rights, the Inter-
national Conference on Population
and Development, the World Sum-
mit for Social Development, the
Fourth World Conference on
Women, Habitat II, and the World
Food Summit. Through this series of
events, the world community  iden-
tified the most important sustainable
development issues, established pri-
orities  and objectives, and recom-
mended the means to achieve these
objectives.

1.2 The main responsibility  for
the implementation of the “action
programmes” that came out of these
conferences lies with the participat-
ing countries themselves, as in the
case of international conventions.

These texts, although signed by
Governments’ representatives, are
not legally  binding. It is for each
government to decide on their actual
implementation.

1.3 The conferences accordingly
envisage an important collaborative
effort for the UN system and other
multilateral organizations, non-gov-
ernmental organizations and the pri-
vate sector in general. “The forging
of creative and fruitful partnerships
between the many actors from the
national and international public and
private sectors, including the civil
society, is perhaps the most formida-
ble challenge on which much of the
success of the sustainable develop-
ment endeavour will depend in the
years ahead.”1 The stage is set for a
new “culture” to develop. The focus
of our action should probably be
shifting from global thinking and
writing to local (national) action on
the basis of existing recommenda-
tions and conventions, including
those coming out of local grassroots
groups and organizations.

2. The Critical Role of Caritas

2.1 There appears to be a growing
readiness, among UN and other in-
ternational institutions, to work
more closely  with Caritas and vice-
versa.

Recent discussions with WFP,
UNESCO, UNHCR, UNAIDS and
the World Bank bear out this desire
for closer cooperation given the ex-
tent of the Caritas network. The rea-
sons for this change of heart over the
last few years are:-

– a  growing awareness that mon-
ey alone does not guarantee devel-
opment. People’s participation and
ownership of projects by the main
actors are vital to sustainable devel-
opment.

– an appreciation that the “mar-
ket” does not automatically create
social justice. On the contrary, “ex-
treme  liberalism” can be harmful to
‘poorer’  countries and populations.
Hence the need for a healthy and just
“civil society” which can act as a
catalyst to ensure that  economic life
can  be shaped by moral principles.
As the North American bishops
have recently written, “Economic
choices and institutions must be
judged by how they protect or un-
dermine the life and dignity of the
human person, support the family,
and serve the common good.”2

As a church-based organization,
Caritas can help to illuminate the
conscience of decision-makers from
a sound basis of socio-pastoral ac-
tion at the grassroots level.

2.2 The UN documents provide a
solid basis for advocacy work to im-
prove the lives of millions of people.
These texts are signed by the vast
majority of governments, which
makes them the perfect instrument
for advocacy work at the national
level (the same applies to interna-
tional conventions).  

The time has come for Caritas to
invest in its capacity to draw out the
best from these “raw materials”   and
work them  into practical advocacy
instruments for use at  the national
level. The urgency of improving
Caritas advocacy action at the na-
tional level has long been  acknowl-
edged and most recently confirmed
in the strategic planning process
where every member replying to the
discussion document stated that ad-
vocacy was of vital importance but
had to be accompanied by  suitable
training for members. 

The Copenhagen Summit: 
An Opportunity for Advocacy
Action by International 
Catholic Organisations 

“We know how to reduce 
poverty. Our weakness is 

follow-up and implementation”
(M. Sandström, World Bank)

1. For the community of nations,
this Summit marks a new way of
considering the “Global village”.
This is of course a discreet change,
still overlooked by the numerous in-
adequate decisions taken, but still a
real change: the world recognises
that a healthy economy is no longer
a sufficient guarantee against the
growth of exclusions. Only ten years
ago, this admission would have been
unthinkable, during the period when
discussions were at a standstill be-
cause of an ideological war.

The commitments made at the
Summit and the display of intentions
therefore open up new prospects: the
Summit has offered itself a “vi-
sion”... but did not provide the
means of pursuing it.

The States did not wish to take re-
ally courageous decisions. However
one result has come out of the Sum-
mit: there is now a new consensus
upon which “civil society” can build
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medium and long-term actions.
The Summit results are presented

in the form of two texts: the “Decla-
ration” (which includes ten “com-
mitments” - some will say the “new
ten commandments”...) and the
“Programme of Action”, which pro-
vides a practical context for the ten
“commitments”.

2. A sampling of commitments
made (excerpts from the Programme
of Action)

“Strengthening implementation
and monitoring mechanisms, in-
cluding arrangements for the partic-
ipation of civil society in policy-
making and implementation and
collaboration with international or-
ganisations.” (83,i)

“Effective implementation of the
Copenhagen Declaration on Social
Development and the Programme of
Action of the Summit requires
strengthening community organiza-
tions and non-profit non-govern-
mental organizations in the spheres
of education, health, poverty, social
integration, human rights, improve-
ment of the quality of life, and relief
and rehabilitation, enabling  them to
participate constructively in policy-
making and implementation. This
will require:

Establishing legislative and regu-
latory frameworks, institutional
arrangements and consultative
mechanisms for involving such or-
ganizations in  the design, imple-
mentation and evaluation of social
development strategies and  pro-
grammes;” (85, b)

“Enabling institutions of civil so-
ciety, with special attention to  those
representing vulnerable and disad-
vantaged groups, to participate in
the  formulation, on a consultative
basis, implementation and evalua-
tion of  policies related to social de-
velopment;” (72, b)

“Providing equal access for girls
to all levels of education, including
non-traditional and vocational train-
ing, and ensuring that measures  are
taken to address the various cultural
and practical barriers that impede
their access to education through
such measures as the hiring of fe-
male  teachers, adoption of flexible
hours, care of dependants and sib-
lings, and  provision of appropriate
facilities.” (74, 1)

“Setting specific target dates for
eliminating all forms of child labour
that are contrary to accepted interna-
tional standards and ensuring the
full enforcement of relevant existing

laws, and, where appropriate, enact-
ing  the legislation necessary to im-
plement the Convention on the
Rights of the  Child and ILO stan-
dards, ensuring the protection of
working children, in  particular of
street children, through the provi-
sion of appropriate health,  educa-
tion and other social services;” (55,
d)

“Strongly considering ratification
and full implementation of ILO
conventions in these areas, as well
as those relating to the employment
rights  of minors, women, youth,
persons with disabilities and indige-
nous people;” (54, c)

“Elaborating, at the national level,
the measurements, criteria and  indi-
cators for determining the extent and
distribution of absolute poverty.
Each country should develop a pre-
cise definition and assessment of ab-
solute  poverty, preferably by 1996,
the International Year for the Eradi-
cation of  Poverty; “ (26, d)

“Developing quantitative and
qualitative indicators of social de-
velopment, including, where possi-
ble, disaggregation by gender, to as-
sess poverty, employment, social in-
tegration and other social factors, to
monitor the impact of social policies
and programmes, and to find ways
to improve the effectiveness of poli-
cies and programmes and introduce
new programmes.” (83,h)

3. What next ?

The process begun in Copen-
hagen coincides with a particular
moment in the life of the Caritas
family: this is the realisation of a
much-needed “institutional” (“polit-
ical”) commitment, included as an
integral part of the Caritas mission.
The theme of the C.I. Assembly
General is an example of this reali-
sation, as are the series of seminars
on the theme of the “global econo-
my” which were held recently  in
several regions (Africa, Latin Amer-
ica, Asia).

Let us try to imagine the form
which could be taken by a Caritas
“follow-up” of Copenhagen.

Aim: ensure that the signatories
keep their word. “Post-Copen-
hagen” offers Caritas a practical area
where they could quite easily fix
aims within their capabilities, based
on the intentions/commitments
signed in Copenhagen.

These aims, which could vary

from one region or country to anoth-
er, would in fact be summarised by
one single aim: remind political
leaders of their commitments, ask
them to be true to their signatures,
ensure that they keep their word. It is
therefore not a question of rework-
ing analyses already carried out on
the state of the world, nor of re-
designing a vast panorama of the
“World according to Caritas”. It is
rather a question of organising “vig-
ilance” focused on a small number
of practical aims which have been
promised or committed (albeit
timidly) in Copenhagen.

Organised around a small number
of aims and along precise lines,
“post-Copenhagen” work could also
be an area of fruitful cooperation
with other NGOs, starting with
Church NGOs.

There are more and more World
Summits. Their usefulness can hard-
ly be measured by the visibility of
their short term “results” (hasn’t the
concept of “Human Rights”, lacking
from the collective conscience be-
fore 1948, taken several decades to
make its presence felt?). The “glob-
alisation” of the economy, through
its effects, leads to the appearance of
“globalisation” of social thinking:
can we remain indifferent (or overly
modest) with regard to this evolu-
tion?

Let us conclude, on the practical
level, with the European Parlia-
ment’s comments. It “notes the in-
crease in world summits and consid-
ers that if such summits, including
the Copenhagen World Summit for
Social Development, are to be suc-
cessful, a sustained effort must be
made at the level of the United Na-
tions with the full cooperation of the
member states to ensure that the
commitments entered into by na-
tional governments are speedily put
into effect and regularly moni-
tored.”3

M. LUC TROUILLARD
Secretary General

of Caritas Internationalis

Notes 

1 United Nations Staff College Project
(Turin)

2 A Catholic Framework for Economic
Life, 1996.

3 Resolution B4-0367/95 - L.1-
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The gaps among the peoples of
the world and particularly the un-
equal development of the various
countries of the globe affects the
whole planet. In particular, the great
disparity which exists in the levels
of growth and development of the
countries of the North, on the one
hand, and of the South of the world,
on the other, is a problem which ex-
perts and politicians believe is now
written into the economic and polit-
ical realities of the world. It is a
problem which has been studied
and examined for nearly a century,
with a view to finding a radical and
definitive solution. 

But although, on the one hand,
the South is paying the price of the
consequences of this gap, it is also
true, on the other, that the North is
not without responsibility for the
exploitation which took place in the
past and the deliberate creation of
the dependence of these countries
in the present. All this is evident
from the dramatic statistics and da-
ta which emerge from an examina-
tion of this overall situation. 

Hunger, chronic malnutrition, ill-
ness, and overpopulation form part
of a dramatic—if not catastroph-
ic—planetary state of affairs which
has to be dealt with by the coopera-
tion which is expressed and carried
out in a whole variety of forms by
the international community. 

At the present time, the interna-
tional community as a whole sees
as the goal and objective of such co-
operation in favor of growth and
development the establishment of
living conditions which enable the
dignity of each and every individual
to be defended and upheld. 

One uses the expression “at the
present time” because up till the
1950s the term “growth and devel-
opment” was employed to refer ex-
clusively to economic activity un-

derstood solely in terms of profit. 
With decolonization and the

achievement of their independence,
most countries subject to these
processes were not able to achieve
economic independence as well,
both because of the total exploita-
tion of their territory by the coloniz-
ers and a psychological attitude of
dependence towards the imperial
power. 

The lack of previous independent
economic activity prevented suit-
able growth and rapid development. 

By the end of the 1960s a rela-
tionship of colonial dependence
had been replaced by a relationship
of dependence based on aid which
was legitimized by international
law, but in the 1970s—in different
fashion—international cooperation
sought to ensure that the develop-
ment plans of developing countries
were in the hands of those countries
themselves and also engaged in a
policy of encouraging direct trade.
The aim here was to ensure that
such countries became the agents of
their own future. This strategy and
approach was described by experts
and international workers in this
field with the appropriate phrase
“trade, not aid.” 

During the 1990s we have seen a
new concept gain ground—that of
cooperation for “long-term sustain-
able growth and development.” The
goal here is to achieve the elimina-
tion of poverty in all its forms
throughout the world. This concept,
which was applied to the whole
area of growth and development,
was adopted by the United Nations
in December 1991 in the form of a
resolution of the General Assembly. 

This new kind of long-term
process of growth and development
envisages cooperation between the
world’s poorest countries and the
most advanced countries of the

globe, and not the other way
around. 

In the so-called “third world”
1,500 million people suffer from
chronic hunger, poverty, and illiter-
acy. Their governments are becom-
ing ever more unstable. Coups, civ-
il wars, and revolutions give a good
idea of the gravity of the levels of
underdevelopment which exist in
many poor countries in Latin Amer-
ica, Africa, and Asia. 

Education, urbanization, and in-
dustrialization are the primary pre-
conditions to achieving a possible
solution to the problems of these
countries, and these countries must
develop their own economic and in-
dustrial know-how and not—I re-
peat the point—trust to, and rely
upon, a dependence on the world’s
most industrialized countries. 

The Church, too, has widened
and modernized its concept of soli-
darity and cooperation. This is a
process which has been well under
way for a long period of time. 

In the Encyclical Sollecitudo Rei
Socialis John Paul II stressed the
duty which everyone has to strive to
solve the problems of marginaliza-
tion which beset these third-world
countries. In such countries poverty
has reached unbearable levels both
for their peoples and for others. As
the Pope makes clear in this en-
cyclical—a work where solidarity
is rightly seen by many as being its
leitmotif—”We are all called, in-
deed obliged, to face the tremen-
dous challenge of the last decade of
the second millennium, not least
because the present dangers threat-
en everyone: a world economic cri-
sis, a war without frontiers, without
winners or losers. In the face of
such a threat, the distinction be-
tween rich individuals and rich
countries, on the one hand, and
poor individuals and poor coun-

MARIA PIA GARAVAGLIA
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tries, on the other, will have little
value, except that a greater respon-
sibility rests on those who have
more and can do more.” 

The same idea is repeated by the
Pope in his Centesimus Annus
where he states that there exists a
collective responsibility to promote
development and further invites
everybody to cooperate and to
make their own special contribu-
tion. 

It is in this light and in this per-
spective that the international gov-
ernmental organizations act with
the primary goal of creating a net-
work of pan-human institutionally-
expressed solidarity. 

However, such organizations do
not always manage to implement
their cooperation programs to the
full and in a way which is not self-
ish. In particular, they are not able
to meet the needs of underdevel-
oped countries because they are of-
ten incapable of detaching them-
selves from the political and eco-
nomic interests of the world’s most
powerful countries. 

But the concept of solidarity, as
has already been pointed out, must
overcome the self-interest of coun-
tries themselves, and the interna-
tional movement of the Red Cross
and the Red Crescent achieve such
independence from the political
goals of governments thanks to its
role as a humanitarian organization
which is in institutional terms apo-
litical. 

Indeed, the Red Cross is a non-
governmental international organi-
zation and thus an international as-
sociation which is governed by its
own rules and regulations. Its aim is
to coordinate—at a worldwide lev-
el—that broad movement of inter-
national aid which acts, obviously
enough, under the symbol of the red
cross. 

The Red Cross movement is
made up of a series of different bod-
ies and organisms organized in line
with the local laws of the countries
where they are present and operate.
There are one hundred and seventy-
one such entities which work in the
field of humanitarian aid, and each
of them represents the Red Cross or
the Red Crescent in the same num-
ber of countries. These local bodies
operate at a transnational level and
are coordinated by two large orga-
nizing bodies—the International
Committee of the Red Cross and
the International Federation of the

Red Cross and the Red Crescent.
When analyzing and discussing the
action which is taken at the level of
international cooperation, it is nec-
essary to point out that there is a
major difference in the fields of ac-
tion of the Committee and the Fed-
eration. 

The International Committee of
the Red Cross carries out its tasks
first and foremost during, and in an-
ticipation of, armed conflicts. It is
thus concerned with questions relat-
ing to the improvement, develop-
ment, and spread of international
humanitarian law and the practical
protection of the victims of war.
The International Federation, on the
other hand, was explicitly created to
coordinate and promote the human-
itarian aid of the national societies
of the Red Cross and the Red Cres-
cent during times of peace. Its aim,
above all, is to encourage those
kinds of activity which are directed
towards defending the health of
peoples and promoting social well-
being both through prevention and
through the implementation of aid
programs when natural calamities
take place. In this last endeavor,
help is given to the victims of disas-
ters by all means possible, and in
such circumstances the work of in-
ternational aid of the national soci-
eties of the Red Cross and the Red
Crescent is coordinated and direct-
ed by the Federation. 

At an international level, the Red
Cross is an association which has a
worldwide network which is unique
in its sphere. This is because it has
an immense potential power and
can call upon its national societies
in order to mobilize solidarity
workers throughout the globe. In-
deed, in 1996 122 million volunteer
workers and 284,000 officials
helped some 20.6 million people. 

As has always been the case, last
year as well the Red Cross occupied
the primary position in terms of ac-
tion taken to deal with various
forms of catastrophe. 

Economic, political, and ecologi-
cal factors have increased the num-
ber of aid initiatives for which the
Red Cross was responsible: un-
precedented flooding in Africa and
the consequences of the large num-
bers of political deaths in Africa
and of the racial conflicts in the
Great Lakes region, to name only
some of the most obvious. Once
again, the most important and sub-
stantial aid missions were carried

out to help refugees fleeing from
the violence of war which involved,
in Rwanda alone, for example, hun-
dreds of thousands of people. 

The Red Cross movement acts in
the field of humanitarian aid with
reference to seven fundamental
shared principles which were
adopted at the twentieth interna-
tional conference of the Red Cross
held in Vienna in 1965. These prin-
ciples constitute the spirit and the
ethic of the Red Cross; they both
guide the Red Cross and act as its
pillar. They capture the goals of the
movement and express the means
by which these goals are to be
achieved. 

I would like to refer to some of
these principles—those, indeed,
which are closest to the subject
which is being discussed in this pa-
per here today. 

The first and fundamental princi-
ple is that of humanity: “Born from
the wish to provide aid without any
form of discrimination to those
wounded on the field of battle, the
Red Cross, at both an international
and national level, strives to pre-
vent and alleviate the suffering of
men in all circumstances. It seeks to
protect life and health and to re-
spect the human person. It pro-
motes mutual understanding,
friendship, and lasting peace be-
tween all peoples.” 

It is not, therefore, only aid in the
strict sense which is the first con-
cern of the Red Cross. Our move-
ment believes that the prevention of
suffering is another one of the pri-
mary goals of its activities. It is for
this reason that all Red Cross work-
ers throughout the world strive to
promote education about health,
knowledge about the fundamental
principles of international humani-
tarian law, and the principles of the
Red Cross—principles which in our
opinion should underlie and moti-
vate the conscience of each and
every man. 

The action which the internation-
al committee implements and pro-
motes in favor of the development,
control, and extension of interna-
tional humanitarian law is a funda-
mental basis for peace among men.
Indeed, given that it is impossible
for war to be abolished, it is of cru-
cial importance that within each
man there is formed and developed
a conscience which is based upon
such law, which is indeed defined
as “humanitarian”—so that man
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and his dignity are respected in all
their various aspects and features. 

But the Red Cross does not see
peace exclusively as the mere ab-
sence of wars, but as a dynamic
process of cooperation between all
states and peoples. Such coopera-
tion should be based upon respect
for freedom, independence, nation-
al sovereignty, equality, and the
rights of man, in addition to a just
and equitable distribution of those
resources which are necessary to
meet the needs of the peoples of the
world. 

In order to respect the human per-
son, it is necessary to respect his
life, his freedom, his physical
health, his ideas, and his customs.
And in order for this to be achieved
the Red Cross has adopted a second
principle: impartiality. 

The Red Cross “makes no dis-
tinction based on nationality, race,
religion, social condition, or politi-
cal loyalty. It works only to help in-
dividuals according to the degree of
their suffering and gives priority to
the most urgent forms of aid.” In
this way ideas of superiority and in-
feriority are eliminated, and each
man is given equal dignity. 

A third principle guarantees the
correctness of the action of the Red
Cross: neutrality. “In order to en-
sure everybody’s trust it refrains
from taking part in hostilities and at
all times from controversies of a po-
litical, racial, religious, or philo-
sophical character.” 

Because, as we have seen, the
Red Cross acts in times of armed
conflict, as well as at other times, it

places its organizational structure at
the service of everybody without
favoring or supporting the special
interests of any one state in particu-
lar. This is what guarantees it being
able to secure the trust of everyone. 

But there is yet another principle
which ensures this—independence:
“The Red Cross is independent. The
national societies, which help pub-
lic powers in their humanitarian
activity and are subject to the laws
which govern their respective coun-
tries, must, however, maintain an
independence which always allows
them to act according to the princi-
ples of the Red Cross.” 

Even though each local national
society is funded in the main by the
state to which it belongs, it must
nevertheless conserve its own au-
tonomy as regards political interfer-
ence and influence. This is because
its sole and exclusive goal is to en-
gage in humanitarian action to help
those who are weakest. 

Universality is a further funda-
mental principle of the Red Cross,
and in a world which is increasing-
ly interdependent the will and im-
pulse to cooperate to save man is
ever more relevant and appropriate. 

Every action of solidarity, every
program of development promoted
by the Red Cross, is based upon an
overall vision of needs. Employing
such an approach, the Red Cross
seeks to produce suitable answers
and forms of organization. Isola-
tionism is by now obsolete and no
individual, no country, should act
alone, even if such a thing were
possible. 

All development and aid pro-
grams of the Red Cross seek to
strengthen the ability of the local
populations to deal with situations
of crisis. The help that we provide
tries to promote that ability and to
give such populations the means
and the strength by which they can
become the real managers and pro-
tagonists of their future. 

The objective which the Red
Cross has adopted for the end of the
millennium is that of contributing
to the improvement of living condi-
tions and thereby achieving a de-
crease in the vulnerability of indi-
viduals, not least through the imple-
mentation of aid programs, which
themselves are linked to programs
for the prevention of catastrophes.
“Dignity for All” is what the Red
Cross is striving to achieve for the
next millennium. 

Taking care of those wounded in
war, help for the handicapped, visits
to prisoners of war, aid for the vic-
tims of earthquakes, the communi-
cation of news to distant family
members, help for refugees, cours-
es in hygiene, the giving of blood,
the protection of populations in oc-
cupied territories, development pro-
jects for the third world, the outlaw-
ing of man-mines—all these forms
of activity are the product of one
single idea: to help those who suf-
fer, and to do this without any form
of discrimination. 

MARIA PIA GARAVAGLIA
Extraordinary Commissioner of the

Italian Red Cross
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In 1960 a group of lay women
created the movement which we
now know as Manos Unidas. It
arose as a response to the appeal of
the then president of FAO, Dr. Sen,
and was supported by the World
Union of Catholic Women’s Orga-
nizations (UMOFC). A group of
women belonging to Catholic Ac-
tion thus began the first campaign
against hunger to be conducted in
Spain. This was the beginning of
what in 1978 became Manos
Unidas, an organization which now
supports about a thousand develop-
ment projects every year in more
than sixty countries in Africa, Asia,
and America and which promotes a
great deal of educational activity
and consciousness-raising in Span-
ish society and Spanish institutions
through a network of seventy-one
diocesan offices and the constant
service of over seven thousand vol-
unteer workers. These years, there-
fore, have witnessed important
growth and organizational advance,
but, unfortunately, the reasons be-
hind FAO’s original international
appeal against hunger, poverty, and
underdevelopment are still with us
and remain features of this world.
Fortunately enough, however, the
spirit and the commitment of the
many Catholic men and women
(and people of good will) who have
created movements such as Manos
Unidas continue to be a reality
which is prophetic and full of hope
in our world. 

Poverty and Inequality: 
Two Realities of Our World 
at the End of this Century 

Our planet has almost 5.6 billion
inhabitants, and a third of these live
in a condition of absolute poverty
and consume less than the basic

minimum (equivalent to 360 US
dollars per capita every year). A
fifth of the population of the planet
suffers from hunger; a quarter does
not have access to drinking water,
and there are 800 million unem-
ployed. 

At a world level poverty contin-
ues to be the most striking fact be-
fore our eyes, the most relevant fea-
ture of this world at the end of this
century. When we speak about
poverty today, we refer to the daily
reality of most of the inhabitants of
this planet. 

This poverty should be seen as a
broad and intricate reality which
goes beyond a mere lack of eco-
nomic resources and involves the
whole individual and the entire
community from a variety of angles.
One is dealing, therefore, with a re-
ality connected to other various as-
pects of what is usually presented to
us. In the first place, when we speak
about poverty, we are speaking
about real people, poor people, ex-
cluded people. Poverty is not some
kind of abstract, disembodied, or
theoretical reality, but something in-
volving the personal histories, mis-
taken paths, and unfulfilled hopes of
real men and women who have a
face, a name, and a life to be lived.
We have to generalize and engage in
abstractions when we want to en-
gage in social analyses, but, in do-
ing so, at the same time we must not
lose sight of the practical and daily
realities to which these concepts and
statistics actually refer. 

As I observed above, although
closely connected to the unequal
distribution of goods and posses-
sions, poverty is a reality which is
much more complicated in charac-
ter than the mere lack of economic
resources. Poverty has many as-
pects—malnutrition, illiteracy, high
infant mortality rates, unhealthy en-

vironments, unemployment, and so
forth—and if we want to eliminate
poverty, this means that we must
employ a many-sided overall poli-
cy. In addition, there is the phenom-
enon of the lack of respect for poor
people, the low levels of individual
and group dignity, a low level of
community organization, the loss of
values and of cultural identity, and
poor information about collective
and individual rights and duties.
Poverty is also generally followed
by the degradation of the environ-
ment, by wars and armed conflict,
or by a lack of respect for human
rights. These are all phenomena
which arise very easily in a context
of general poverty which is itself re-
inforced by such elements. What we
need, therefore, are not only eco-
nomic resources, but also, and in a
global sense, personal and corporate
resources which foster a life worthy
to be lived and promote the social
space necessary for participation in
political, socioeconomic, and cul-
tural life. Poverty can also be identi-
fied with a lack of health, which is
defined by the World Health Orga-
nization as physical, mental, and so-
cial well-being.  

Poverty in a World of Inequality
Over the last forty years mankind

has taken unimaginable steps for-
ward in the scientific and technolog-
ical fields, and in the social and po-
litical spheres as well. Indeed, there
has never been such a well-devel-
oped consciousness of the rights
and the dignity of man. The benefits
of this progress are concentrated in
a relatively low number of countries
and in the hands of a few people. A
large proportion of the countries in
our world have benefitted from this
progress in only an indirect way,
and this progress itself contains
propensities towards exclusion and
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inequality. The indices of satisfac-
tion of basic needs, even though
they are now at levels which could
be described as scandalous, have
improved over the last decades in
nearly every country of the world.
Notwithstanding this fact, the distri-
bution of well-being has not made
many advances, and injustice con-
tinues to grow in an alarming fash-
ion. The report of the PNUD shows
that economic growth “has failed
for a quarter of the world’s popula-
tion, in absolute and relative terms,
and eighty-nine countries are now
in a situation which is worse than
ten years ago.” 

Economic polarization has be-
come more marked both between
countries and within countries. As a
result, the report of the PNUD goes
on, “if present tendencies continue,
the economic disparity between in-
dustrialized countries and develop-
ing countries will pass from the un-
just to the inhuman.” One worrying
fact illuminates this scenario: the
wealth of 358 multimillionaires is
greater than the income of the coun-
tries which host nearly a half of the
world’s population (45%). Hunger
and poverty have always been phe-
nomena which affect the communi-
ty at large. The great feature of our
age is that for the first time both can
be avoided. 

The phenomenon of poverty
seems to be intimately linked to the
growing inequality between the
North and the South of the planet.
Over the last thirty years the differ-
ences between rich and poor coun-
tries have doubled. (1) Many factors
indicate the close tie between pre-
existent poverty and the growing in-
equality of our world. Pope Paul VI
made this very clear when he con-
demned the fact that “the rich are
getting richer at the expense of the
poor, who are getting poorer.” This
relationship can be seen from many
angles which demonstrate that
poverty and wealth are “two sides of
the same coin” and not independent
or isolated phenomena. 

Poverty and underdevelopment
are intricate and complicated reali-
ties with many faces which have
nothing to do with ill-luck, and even
less to do with divine plans. The ex-
istence of inequality and injustice in
our world are not a matter of
chance—they have real and practi-
cal causes. 

Nor is poverty the fruit, at a pri-
mary level, of individual situations

or attitudes. It is not personal ele-
ments (character, talents, personali-
ty, etc.) which determine the pover-
ty of individuals, even though it of-
ten happens that poverty prevents
people from expressing themselves
to the best. Poverty and underdevel-
opment have structural and specific
causes, which are as follows. 

* Unjust international relations
among countries of both a commer-
cial and political character and in re-
lation to financial, technological,
and cultural balance, which are
characterized by the domination of
some countries by others, by the de-
pendence of some countries upon
others, and by the supremacy of
selfishness over cooperation. As the
Spanish bishops have observed, “It
is, therefore, necessary to condemn
the existence of certain economic,
financial, and social mechanisms
which are manipulated either direct-
ly or indirectly by the more devel-
oped countries and which, in their
workings, favor the interests of
those who manipulate and also end
up by suffocating or conditioning
the economies of the less developed
countries.” 

* Social, political, and economic
structures within the countries
themselves of the South of the plan-
et, which even more forcefully re-
produce the inequalities and the in-
justices which take place at a world-
wide level. 

Each one of us, as social beings,
through our own indifference, forms
of behavior, habits, conduct, and
values, are accomplices in the cre-
ation of this injustice and this in-
equality. The Spanish bishops have
stressed that “in those structures
there act and exercise influence in-
dividual people who bear their own
responsibilities.” We believe that
“in their personal or public deci-
sions all must see this relationship
in a planetary perspective and ob-
serve that there is an interdepen-
dence between their own kinds of
behavior and the acute poverty and
underdevelopment of very many
men and women” (Sollicitudo Rei
Socialis). 

The Action Which Has Been 
Taken to Change This Situation 

In the face of these realities
(whose causes can be identified)
governments and international insti-
tutions have seen cooperation in fa-

vor of growth and development as
the means by which to promote the
elimination of poverty and encour-
age the harmonious forward move-
ment of the countries of the South of
the planet. Even though there are
some precedents in past centuries,
cooperation in favor of growth and
development, like official policy
promoted by specific institutions,
became stronger after the Second
World War in most European coun-
tries and in North America. 

Official cooperation in favor of
growth and development was the
outcome of various different fac-
tors: the impulse that the United Na-
tions sought to give to human ad-
vance in the decades which fol-
lowed the development which was
begun in the 1960s; the interest
which the old imperial powers had
in maintaining close and privileged
relations with their former colonies;
the traumatic experience of the Sec-
ond World War; and, lastly, the keen
awareness that peace must be con-
structed in justice. Over the years
the reasons for the promotion of a
policy of development and aid have
changed. In the 1970s new countries
in the South called for such aid;
there was the idea of a New Interna-
tional Economic Order, and there
was also the approval of the 0.7%
figure for aid provision. Aid was al-
so used as a strategic weapon during
the Cold War and more recently has
been influenced in its form and con-
tours by the internationalization of
the world economy and the appear-
ance of worldwide problems such as
the environment, immigration,
drugs, and security. Within the
framework of the intricate and com-
plicated relations between the North
and the South, cooperation for de-
velopment and growth is a broad
concept which embraces a set of
very different actions whose princi-
pal objective is that of favoring the
development of the peoples of the
South of the world. Our historical
experience demonstrates that the
practical exercise of aid for devel-
opment is greatly influenced and
conditioned by the interests of the
countries which supply that aid. 

At the present time cooperation is
an area in crisis, in the etymological
meaning of the term. 

There is less and less money
available. In 1994 the countries of
the OCDE dedicated 57.737 billion
dollars to official aid, a sum equiva-
lent to 0.3% of their overall GNP.
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This is the lowest sum to gave been
given over the last twenty years and
is less than half the figure to which
the United Nations committed itself. 

There are many reasons for
doubting its usefulness because af-
ter fifty years of activity it can be
seen that many countries in the
South of the world have only slight-
ly improved their general standards
of living. 

The governments of the aid-pro-
viding countries are becoming ever
less interested in what happens in
these regions of the world (some-
thing which is especially true in re-
lation to the very poor countries). 

It can be observed that there is a
growing deviation between the orig-
inal objectives of cooperation (“the
elimination of poverty”) and pre-
sent-day practice. Aid has become
transformed into an instrument by
which to serve the interests of the
donor countries. 

An assessment of these four
decades of official aid in favor of
development and growth is not very
edifying. Despite this fact, we
should not lose sight of the truth that
aid for development is a very small
part in relative terms of a series of
very much wider relations between
the North and the South of the plan-
et. For this reason, such aid cannot
be the remedy for the problems we
have outlined above (which, indeed,
require much deeper changes and
transformations), nor should it be
the central ambition of our plans,
namely the promotion of human and
sustainable growth and develop-
ment. Official aid in favor of devel-
opment, however, must represent a
decisive and direct contribution to-
wards a transformation of the living
standards of the many people, com-
munities, and populations in the
South of the planet. 

Private Initiatives
A long time before governments

began to engage in cooperation,
many groups and organizations had
already begun to pursue such a poli-
cy. In the main these were people
who had been sent to developing
countries for religious and evange-
lization motives and who, in addi-
tion to their denominational mis-
sionary activity, worked in favor of
the social development and the ma-
terial prosperity of the populations
where they practiced their religious
mission. It has already been ob-
served that from 1960 onwards—

the year when the World Campaign
Against Hunger was first
launched—many private organiza-
tions which already existed re-
sponded to this appeal by uniting,
and others were established as a part
of this campaign. From that mo-
ment their numbers have constantly
increased, and the same may be said
of the resources which are allocated
to this area, by both religious orga-
nizations and secular associations.
At the present time such bodies are
responsible for about 10% of the to-
tal resources dedicated to coopera-
tion. We will now turn our attention
to examining how cooperation
works in practical terms by taking
Manos Unidas as a case study. 

The Experience 
of Manos Unidas 

Manos Unidas is a Church orga-
nization whose action is based upon
the Gospels and upon the social
doctrine of the Church. It is ground-
ed upon the belief that each individ-
ual has inviolable rights and dignity
and that, as was stated in the Puebla
Declaration, “each human life in it-
self deserves respect, and every
form of social life must be based up-
on the common good.” We are
aware that we live in an unfair
world, where, as has already been
pointed out, most people do not
have access to acceptable living
standards. 

We are also, however, of the se-
cure opinion that this reality can and
must be transformed and that we are
called to live in a better way in a
world where freedom and equality
are not mere utopian concepts. The
arrival of the Kingdom of God re-
quires our commitment and our
work. We are aware that we all have
a part to play in the transformation
of our world, a world in which in
some way we all participate in
forms of injustice through our indi-
vidual and social behavior, but
where we all, at the same time, can
participate in the promotion of solu-
tions to these forms of injustice. 

The Objective of Our Work
The purpose of Manos Unidas is

the fight “against hunger, malnutri-
tion, acute want, illness, underde-
velopment, and the lack of educa-
tion” and “against their causes—in-
justice, the maldistribution of goods
and opportunities among people and

countries, ignorance, prejudices, a
lack of solidarity, and insensitivity.”
In the same sense the Development
Program of the United Nations
refers to human development as a
“process of the expansion of the
gamut of choices of people, which
runs from a physical environment in
a good state of health to economic
and political freedoms.” 

We well understand that develop-
ment is an unfinished process for
which we are all responsible and in
which we are all involved, and that
transformations are required—so-
cial and individual changes which
must guarantee living standards of a
suitable level for all. 

This kind of development has the
following characteristics. 

Completeness. Development is
not only economic improvement,
but includes different aspects of the
individual and society. “Economic
development and social progress
must advance together and operate
hand in hand so that all social
groups and categories can partici-
pate in a suitable way in the increase
in wealth” (MM 73). 

Humaneness. The goal and the
objective of development must be
the individual man or woman, and
this must be based upon a complete
or overall vision of both. Develop-
ment must seek to “make man him-
self the responsible agent of his own
material improvement, of his own
moral progress, and his own spiritu-
al development” (PP & E). 

Sustainability. Development
which respects and stewards the en-
vironment and does not endanger
the living conditions of future gen-
erations. 

Participatory and community ba-
sis. Development must be con-
structed through the participation of
everyone in the interests of every-
one. 

Orientation towards “being”—
rather than “having”—more. For
the form of development which we
aim to construct to be overall and to
be seen as the center of the human
being, its objective must be, in fun-
damental terms, not to have more
but to be more. Despite this fact, we
are aware of the urgent need that ex-
ists to ensure suitable living stan-
dards and we recognize that this is
an indispensable fact in guarantee-
ing that individuals have the oppor-
tunity and ability to develop. 

Inclusion of all the southern
countries as main actors. Develop-
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ment may not be imposed, provid-
ed, or conditioned in its character
from the outside. The beneficiaries
of development must be active
agents and not merely passive ob-
jects of their own development.
They must establish their priorities
(which do not always coincide with
ours) and make clear their rhythms
and their needs. 

Criteria for Action
The initiatives we take must favor

the transformation and the alteration
of our world, both in the North and
the South of the planet. It is for this
reason that we wish to proclaim
hope and want to engage in con-
structive criticisms leading to pro-
posals, and why we do not wish to
become involved in mere acts of
charity or philanthropy. 

We want to be an institution for
solidarity which, starting with giv-
ing and generosity, promotes rela-
tionships based upon brotherhood
with the peoples of the South. We
define solidarity alone the lines sug-
gested by Sollicitudo Rei Socialis:
“Solidarity is not only a shallow and
vague feeling provoked by the
wrongs suffered by people who are
far away or close at hand. On the
contrary, it is the decisive and con-
stant determination to work for the
common good—that is, for the good
of each and every individual so that
everyone is really responsible for
everyone else.” 

Our role involves not only bring-
ing the poor out of poverty—it also
means providing them with the con-
ditions and the means by which they
can eliminate poverty by becoming
the masters of their own destiny. In
the short term, projects and educa-
tional initiatives are a useful re-
sponse to real needs. In the medium
term they bring about structural
change: they enable poor people
within society to demonstrate their
needs and to express their point of
view with a certain forcefulness. 

This action should be based upon
cooperation and dialogue with local
churches and organizations in the
South, and this should be done with-
out any attempt to impose our mod-
el of doing things. The experience
of years of work makes clear that
our activity should not start from a
position of superiority or the impo-
sition of our model of society. The
countries of the South of the planet
are complementary to us and reveal
our failings and our limitations. 

Policies for Work
In order to carry forward its work,

Manos Unidas has established two
main policies: 1) to make the Span-
ish people and Spanish institutions
aware of the problems of the South
through a policy of development ed-
ucation; 2) to cooperate with the
countries of the South so that
through financial, technical, and hu-
man support they can become the
masters of their own destiny by
means of the implementation of de-
velopment projects. 

Development Education
In Spain, and sometimes within a

European framework as well,
Manos Unidas engages in develop-
ment education. The need for such
an initiative is based upon a recogni-
tion of the responsibility which the
North has for the underdevelopment
of the South, upon a recognition of
interdependence as an essential ele-
ment in our world, upon experience
of work in the field of projects
which illuminates the potential, but
also the limits of such projects, and
upon awareness of the influence and
the role which we should have with-
in our own societies. 

The fundamental objectives of
development education are to make
public opinion more sensitive to,
and aware of, the realities of the
countries of the South, analyze the
causes of their poverty, and promote
a change in values, attitudes, and be-
havior in our citizens. 

Development education involves
condemning and putting pressure
upon groups of power and institu-
tions in order to bring about struc-
tural changes which promote jus-
tice. “It is essential that we apply
pressure to those who hold political
power with a view to producing
changes which liberate poor people
from these forms of oppression.”2

Development education, there-
fore, is much more than informa-
tion—it seeks to promote participa-
tion, bring about critical awareness,
foster individual and social change,
and engender enthusiasm. It is an in-
vitation to engage in a different way
of seeing the world and of approach-
ing the world. 

The individual attitudes and so-
cial structures which we wish to
change are those which directly or
indirectly bear heavily on the expe-
rience of the poorest peoples of the
world. We must emphasize, in par-
ticular, the promotion of tolerance,

pluralism, cross-culturalism and
support for native cultures, the cor-
rect distribution of goods, austerity
and the economic relations between
the North and the South, respect for
the environment and noncon-
sumerism, the advance of freedom,
participation, and the struggle
against every form of slavery or vio-
lation of human rights. Furthermore,
we must condemn hunger, the lack
of health, well-being, and education,
and their causes. We should uphold
work in favor of peace, and we must
criticize the expansion of arma-
ments and their sales and condemn
violence. 

Fields Where Development 
Education Takes Place

Our ways of feeling, thinking,
and acting and individual and col-
lective attitudes and values fuse to-
gether in the various contexts in
which we gradually learn to be what
we are. Such contexts are the mass
media, the different levels of formal
education, social organizations
(parishes, youth clubs, associa-
tions). There is also a less defined
but very important context—the
street, the images and messages
which we receive in public spaces.
Manos Unidas, in its promotion of
development education, thus takes
various forms when it comes to ex-
pressing itself in practical terms: ed-
ucation in the formal sphere; publi-
cations and audiovisual material for
parishes, associations, and private
individuals; the mass media and ad-
vertising; campaigns of conscious-
ness-raising; contacts with public
authorities;  campaigns of condem-
nation; coordination with other or-
ganizations of the Church and non-
governmental organizations. 

The Criteria for Our Work in 
Favor of Development Education

All our initiatives to raise funds
must have a significant component
of development education and con-
sciousness-raising. We do not want,
therefore, to promote activity which,
although it increases the funds avail-
able, leads people to embrace or
continue to have attitudes and values
to which we are opposed and which
we are fighting against—namely,
consumerism, materialism, the de-
struction of the environment, vio-
lence, discrimination, and so forth. 

Our message and the way in
which we communicate it must be
consistent with what is laid down in
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the “code of conduct” drawn up to
govern images and messages about
the South. Thus we must avoid
everything which could involve
generalizations which conceal di-
versity; idyllic or exotic images; im-
ages which accuse; pathetic or cata-
strophic images; everything which
tends to emphasize the paternalism
or the feelings of superiority of the
North. 

It is our hope that, rather than be-
coming the voice of those who have
no voice, our work will give a voice
back to those who do not have one,
thereby helping to encourage direct
knowledge of the problems which
we face, to promote the participa-
tion of the poor and the excluded in
their own societies and in the world,
and to create conditions which will
enable such people to express their
own views and opinions. 

We have chosen forms of devel-
opment education which will bear
fruit in the short and medium term.
Our ambition is to influence individ-
ual and collective value systems and
to transform institutions and groups
of power, and we are therefore well
aware that we are engaging in a pol-
icy whose results are difficult to as-
sess. We are not aiming primarily at
results which can be seen immedi-
ately. 

Development Projects 
in the Countries of the South

Support for the implementation of
projects in countries in the South is
another primary goal of nongovern-
mental organizations. Such organi-
zations have very different ap-
proaches to this whole area. I would
like here to outline what Manos
Unidas aims at, and to refer, where
necessary, to how it does things in
practical terms. 

Cooperation in the implementa-
tion of projects seeks to help poor
people in fashion that they can be-
come the masters of their own des-
tiny. These projects involve the pro-
vision of material supports and in-
struments which can promote devel-
opment and improve the living stan-
dards of local inhabitants. These are,
however, stages on a journey, links
in a longer and more intricate chain. 

There are different kinds and cat-
egories of such development pro-
jects. They can be distinguished
from each other in the following
ways. 

* Emergency aid, when there are
natural catastrophes or military con-

flicts. In essence, such aid involves
dealing with certain basic needs
through the provision and distribu-
tion of food, medicine, clothing, and
so forth. We are dealing here with
initiatives which are urgent and
short in duration, even though at
times (for example, when refugees
are involved) they can last for
longer periods. 

* Rehabilitation. This is promot-
ed immediately after humanitarian
aid once conditions have arisen
which allow an elementary recon-
struction of infrastructures. 

* Food help and security. The
aim here is to guarantee access to
food to a population which has a
structural nutritional deficit. In the
main, this has been limited to the
sending of food supplies (with the
occasional distribution of excess re-
quirements). At the present time it
involves other elements: the pur-
chase of seeds, tools, storage sys-
tems, distribution systems, etc. 

* Development projects. These
have a wider temporal horizon and
involve planned actions which are
the outcome of the initiative of the
local population receiving help in
order to improve a situation of want.

Manos Unidas recognizes that
there are different forms of work to
be done in the development project
field, under the following headings. 

Social: homes, water supply, hu-
man rights, organization, means of
communication, social infrastruc-
tures, etc. 

Agricultural: machines and tools,
training, irrigation systems, silos,
the selling of products, farm ani-
mals, etc. 

Support for women: educational
courses, cooperatives, organization,
professional training, self-employ-
ment, etc. 

Educational: schools, literacy,
training of teachers, informal educa-
tion, bilingual education, working
with specific kinds of materials, etc. 

Health care: healthcare infra-
structures, equipment, the training
of personnel, nutrition and vaccina-
tion, etc. 

Among the many projects in-
volved, overall projects are the most
favored. The projects supported by
Manos Unidas and, on the whole, by
nearly all the organizations operat-
ing in the field of development often
have the following characteristics in
common. 

They are always the work of a lo-
cal group. The projects are always

allocated to, and carried out by, a lo-
cal group of representatives. 

They are development projects of
a lasting character which seek to
eliminate the causes of poverty. For
this reason we do not support pro-
jects which merely provide assis-
tance or are meant to deal with an
emergency. 

They are nongovernmental pro-
jects and only under exceptional cir-
cumstances does the state take part. 

In line with what has just been set
forth, during the procedure where
projects are approved the following
criteria are employed to decide upon
whether a project should or should
not be adopted. 

* The extent to which the local
population which will benefit from
the project will take part in the dif-
ferent stages of the project. 

* The socioeconomic situation
and condition of the population to
be helped. 

* The support which the project
can give to the community and the
positive benefits which could accrue
for the critical awareness and self-
esteem of that community. 

* The solidity, maturity, and rig-
orousness of the project. 

* The project’s inclusion in a
long-term development strategy. 

* The future viability of projects
once our support has come to an
end. 

* The availability and exploita-
tion of resources. 

* The employment of technology
which is suited to local needs and
characteristics. 

When we come to discuss the role
of the North in these projects, it
should be observed that there is
great diversity, which ranges from
organizations where the whole of
the process (from identification to
assessment) is in the hands of such
organizations (or their local repre-
sentatives) to those bodies which are
only offices and which deal with the
sending or receiving of funds.
Manos Unidas does not seek to
draw up development projects on its
own, and for this reason it does not
engage in the planning or imple-
mentation of such projects. This, in-
stead, is the work of local organiza-
tions. Emphasis is placed first and
foremost upon contact with local
groups and beneficiaries through
visits and other forms of meetings,
with the drawing up of papers, the
production of assessments, and so
forth. 



194 DOLENTIUM HOMINUM

Some Proposals to Make 
Cooperation more Effective 
and Solidarity-Inspired 

After outlining the general situa-
tion, this paper has briefly discussed
the different causes of poverty and
analyzed the remedies which are
available to us. I will now present
certain solutions and policies which
could guide future activity in this
whole area and by which poverty
and its causes could be eliminated. 

Individual Change 
Is the Beginning of Everything

If we are all responsible for the
growing poverty to be found in this
globalized and interdependent
world, at the same time we can all be
a part of the solution. Personal
change, changes in our values and
principles, our thoughts and beliefs,
and in particular in our forms of be-
havior, attitudes, and conduct are de-
cisive elements which at times are
much more important than we think
in the struggle against all forms of
poverty. 

On the whole, the first step to be
taken is that of overcoming indiffer-
ence. We must open our eyes and
look at the suffering of many men
and women as something which be-
longs to us and not to other people.
Our work springs from the convic-
tion that we cannot remain indiffer-
ent to the suffering of so many men
and women, and we want to take up-
on ourselves “the joys and the
hopes, the sadness and the anxiety of
the men of our time, and, above all,
of the poor” (Gaudium et Spes, no.
1). There then follow the questions,
analyses, and thought which oblige
us to go beyond sentimentalism and
immediate but short-lived reactions.
Individual action, commitment, and
transformation then take place as a
consequence of this process, and
these are things which, in turn, act as
a stimulus for further action. 

The Construction Among Us All of 
an Authentic Culture of Solidarity

It is probably true that the most
urgent task which nongovernmental
organizations, Catholic organiza-
tions involved in cooperation, and
all those citizens who are “moved”
by the South have to deal with is the
promotion of an authentic culture of
solidarity in the world which sur-
rounds them. 

The increasing interdependence
of our planet, a recognition of our

participation in the causes (and also
solutions) of worldwide inequality,
and an awareness of the dissatisfac-
tion which is caused by the con-
sumeristic and materialistic culture
of our societies—all these are fac-
tors which must lead to the promo-
tion of new social values. 

What we need is a culture of soli-
darity which, in relation to the peo-
ples of the South of the planet, pro-
motes, among other things, the fol-
lowing. 

The dignity of men and women as
a criterion by which to judge and as-
sess everything. 

Universal awareness, global citi-
zenship, sharing in the human fami-
ly. 

The productiveness of differences,
the richness of encounters between
the races, cross-culturalism. 

Austerity and simplicity, in con-
trast to consumerism and waste. 

Respect for nature, a harmonious
relationship with the environment. 

The construction of a just and
lasting peace, reconciliation and di-
alogue, the nonviolent resolution of
conflicts. 

The Transformation 
of Structures

We have seen that the deepest
causes of poverty are to be found in
the structures which dominate our
world and which shape relationships
at an international and national lev-
el, and we have also observed that
these are relationships which are
based upon the domination of some
people by others. The elimination of
poverty also requires the transfor-
mation of institutions, legislation,
and policies, both at a supranational
level and within each state. This, in
turn, requires an increase in our abil-
ity to analyze reality and, above all,
obliges us to produce real alternative
proposals which will bring about
improvements in the life conditions
of poor people and will involve ele-
ments enabling them to escape from
their predicament. Our capacity to
influence the spheres and forums
where these policies are decided will
depend upon the extent to which we
are able to produce lucid and rigor-
ous diagnoses and proposals. 

The peoples of the South insis-
tently call for action in this area. The
Church’s invitation to celebrate the
end of our millennium with a jubilee
is an excellent opportunity to “can-
cel debts, free slaves, and return
lands.” Some of the tasks in this re-

gard which we have before us at the
present time are as follows. 

* A new approach to the problem
of foreign debt, something which is
compromising the future of many
countries. 

* The search for fairer commer-
cial relations which will facilitate
the growth and development of the
poorest peoples of the earth. 

* The reorientation of official de-
velopment aid so that its real and ef-
fective end becomes the elimination
of poverty. 

* The transformation of certain
international institutions to ensure
that suitable development policies
are applied on a worldwide scale. 

* The enactment of severe inter-
national legislation on the sale of
arms and its rigid application. 

Support for Initiatives Which 
Are the Seeds of Utopia and Hope

In the face of acceptance or habit,
we are called upon to be the builders
of peace. This is especially true in
relation to the poor and the disinher-
ited of this world. For this reason,
among other things, we must sup-
port initiatives which arise from
people themselves and are small
steps towards achieving personal
dignity and independence and the
social cohesion and cultural self-ex-
pression of a people. When under-
stood in these terms, the projects
which we support will not only be-
come means by which to improve
people’s living standards, but will
also lead us to continue on our path
because they enable us to become
aware that everything can indeed be
changed. 

To conclude this paper, I would
like to stress that our work of coop-
eration is called to be a work by
which to reconstruct hope, to sow
the seeds of utopia, and to give early
expression to the Kingdom of God. 

Dr. LUIS ARANCIBA 
Coordinator of Education for 

Development at Manos Unidas, Spain

Notes

1 In its famous report of 1992 the PNUD es-
timated that the difference between the richest
20% of the population and the poorest 2% in-
creased from 30 to 1 in 1960 to 60 to 1 in
1990. 

2 Special report issued to commemorate the
thirtieth anniversary of Manos Unidas. 
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The search for physical and
mental health, for that state of
well-being which is the aspiration
and hope of all those who suffer,
involves and touches upon one of
the most ancient of debates. 

In Ecclesiasticus, in the Old
Testament, Ben Sirach the Wise
refers not only to the role of the
medical doctor, but also to that of
the pharmacist, whom he de-
scribes as being “he who prepares
pleasing remedies and perfumed
oils.” This demonstrates that from
that far-off time there has been a
need to have medicines which are
suitable for patients and accepted
by them and that the professions of
the medical doctor and the phar-
macist should both be complemen-
tary and have their own specific
functions. 

All civilizations, from the most
primitive to the most modern, have
sought to provide an answer to the
suffering and the sickness of the
individuals who have belonged to
their populations. 

In countries which have been
created only recently health has
acquired a very great importance,
and the development and growth
of peoples passes through two
forms of action—education and
health care. 

By health care we mean both the
advance of general standards of
hygiene (the provision of drinking
water, sewage systems, sanitary
care, etc.) and the availability of
both preventive (health education,
vaccines) and curative therapies. 

The spirit which guides the work
of the FIPC is the outcome of a
slow process which was begun by
the various associations of Catholic
pharmacists well before the out-
break of the Second World War. 

Such cooperative action began
with the collection, sorting, and
preparation of medicines and
drugs which had not been used or
which had gone beyond their expi-
ration date but which were still ef-
ficacious; they were then sent to
missionaries working in distant
clinics and dispensaries overseas. 

At times this cooperation was
organized by a pharmacist who
dedicated a number of years of his
life to service in a certain place, in
a hospital, a maternity clinic, or
medical school, both as a person
engaged in the provision of treat-
ment and more generally as an ed-
ucator. 

Some of our associations are
still engaged in the collection of
drugs and medicines and send
them either to centers which are in
need of such material or make
them available when catastrophes
take place. To this category belong
such bodies as AFPC-Solidarité in
France and Orbi-Pharma in Bel-
gium (a center for the distribution
of drugs and medicines for dispen-
saries, missions, etc.). 

Other associations act in agree-
ment with the pharmaceutical
companies and receive those drugs
and medicines which have six
months remaining before their ex-
piration date. These associations
then prepare these drugs and med-
icines to be sent to places where
they are needed. 

For some years, however,
geopolitical needs have required a
deeper study of, and reflection up-
on, our idea of what international
cooperation really amounts to and
should actually involve. 

This paper will now be dedicat-
ed to an examination of the best
ways by which to approach this

question, a subject which is of pri-
mary importance, and is often a
question of life and death, for
many populations of the globe. 

What does it mean to cooperate?

It means acting together with
someone. 

Cooperation is the action of co-
operating. It means, as the dictio-
nary reminds us, working together
(cum labore = to work together).
The dictionary also tells us that co-
operation is a policy of economic,
technological, and financial aid to-
wards developing countries. 

This definition leads on to an-
other question: 

Does health come within the
field of technology, the economy,
or finance, or is it in the province
of the rights of man? 

Naturally enough, our vision as
Catholic pharmacists places us
within the approach involving the
rights of man, for we have a hu-
man conception of the dignity of
man which is based upon the val-
ues of the Gospels and upon the
value of Christian charity.    

In the Universal Declaration of
Human Rights the following arti-
cles impinge directly upon how we
should see things in this whole
area. 

– Arts. 1 and 7, the equality of
individuals (in fundamental needs,
and in education) 

– Arts. 2 and 3, the right to life
and to freedom 

– Art. 5, human dignity 
– Art. 12, respect for private life 
– Art. 16, the right to marriage

and to a family 
– Arts. 18 and 19, fundamental

freedoms (religious freedom, free-
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dom of thought, freedom to belong
to a trade union, political freedom,
etc.) 

– Art. 24, health and medical
treatment 

– Art. 27, scientific progress
and, naturally enough, “love one
another,” the basis of charity in the
teaching of Jesus Christ. 

The sphere of action as defined
in this way distances us from every
risk of engaging in “the charity
business,” in relationships based
upon dominion and being domi-
nated, or humanitarian money-
making—that is, a money back
system. 

The human patient is at the cen-
ter of our concerns and cares. 

For us international cooperation
has been a field for very deep
thought and reflection which has
taken place with reference to geo-
graphical questions and to matters
and issues relating to quality. 

We placed emphasis, above all,
on the East-West axis at a time
when the Berlin Wall had not yet
fallen. Our activity was of a strict-
ly humanitarian character and
sought to provide aid through our
Austrian association to our broth-
ers and sisters on the other side of
the Iron Curtain. In the main this
involved supplying them with
drugs and medicines which they
did not have. In this undertaking
our Austrian brothers and sisters
drew upon the support of our Ger-
man association. 

After the fall of the Berlin Wall
matters in this area developed fur-
ther, although at that time we al-
ready gave support to an embryo
of the Polish association which
arose when Solidarity began to
emerge. 

Today this East-West axis in-
cludes a large number of contacts
in Romania, in the Baltic coun-
tries, in the Ukraine, in Russia
(during an international confer-
ence devoted to ethical questions
held in Belgium we received rep-
resentatives from Russia), in the
Czech Republic, and so forth. 

We should not forget two associ-
ations which are already active—
in Poland and in Slovakia, coun-
tries where we have already held
international meetings. 

Cooperation with these new col-
leagues has involved, above all,
the exchange and description of

Western pharmaceutical practice,
something which is considered
and understood in terms of the ex-
pression of a liberal profession.
Such developments are now being
studied and examined. 

I cannot fail to observe the steps
taken in relation to the Middle East
by the associations of Belgium and
Italy, within a rather less tradition-
al kind of East-West axis. The as-
sociation in Belgium has for many
years maintained a practicing
pharmacist in a hospital in Jordan,
and the association in Italy has de-
veloped a network of relations
with Israeli and Palestinian phar-
macists. The French association
has been very active in Lebanon,
and has been supported in that
country by the Order of Malta.  

The North-South axis has in-
volved first and foremost the pro-
vision of suitable assistance to
healthcare personnel in Africa. 

The African program which we
adopted in Paris in 1993 was espe-
cially ambitious. This program
chooses one country in particular
and then seeks to branch out in
concentric circles. Its point of de-
parture has been Cameroon, where
we have been welcomed very well.
An Association of Catholic Phar-
macists in Cameroon is now oper-
ative in that country. 

This solidarity program re-
volves around three basic axes,
which are as follows. 

*  The pharmaceutical axis, in-
volving the accessibility of drugs
and medicines; 

* The Christian axis, involving

the dignity of man and a bioethical
approach which is based upon the
spirituality of the Gospels and the
Magisterium of the Church. 

* The Catholic axis, involving
an overall approach and systems of
training which can help the im-
provement and advance of matters
relating to technology and ques-
tions concerning values. 

1. The Accessibility of Drugs 
and Medicines 

This requires thought and reflec-
tion about infrastructures, and in
particular the provision of help by
which to set up cooperatives for
the purchase of drugs and medi-
cines for our brothers and sisters,
suitable places where they can be
kept and stored, and so forth. 

Because drugs and medicines
can involve by no means negligi-
ble  costs for the patient, it seems
to us to necessary to make known
what the less expensive essential
drugs and medicines are and to
promote an awareness of them on
the part of both government au-
thorities and pharmacists and pa-
tients themselves. 

It should be observed that a
well-drawn up list of less than thir-
ty products enables us to treat and
help 80% of prevalent forms of ill-
ness. 

However, these drugs and medi-
cines are resisted for a large num-
ber of reasons—they are less re-
munerative for pharmacists, in-
volve lower profit margins for im-
porters and fewer opportunities for
“reduction” at all levels, provoke
suspicion as to their quality, etc. 

As a result, our activity has fol-
lowed the recommendations of the
World Health Organization in rela-
tion to essential drugs and medi-
cines and has sought to promote
their use and guarantee that they
come from trustworthy and reli-
able sources. 

Although essential drugs and
medicines are much less expensive
than specialized pharmaceuticals,
they still remain very costly for a
large number of Africans. 

We are also developing the idea
of creating small solidarity-based
associations of mutual insurance
which allow access to treatment
and drugs and medicines. In order
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to promote this policy we have ap-
pealed for support from associa-
tions which specialize in this field
in Europe. 

Our present-day activity of sup-
plying drugs and medicines con-
tinues thanks to the support which
is provided by our brothers and
sisters, who dedicate a great deal
of voluntary work to shipping out
drugs and medicines which they
have collected and sorted or prod-
ucts which have been received
from pharmaceutical companies. 

In doing all this, naturally
enough, we follow the guidelines
of the World Health Organization,
which affirms, in its directive of
May 1996 (“Guidelines for Drug
Donations WHO/DAP/96.2”), that
drugs and medicines are an essen-
tial element in international hu-
manitarian aid, but that in this area
there is also a need for certain rules
and regulations (the analysis of
needs, quality, information, shared
international denomination - DCI
or INN, etc.). 

In the same way we follow the
observations made by the Belgian
Ministry of Health concerning the
relevance of expiration dates to the
utility of drugs and medicines. In
Folia Pharmacotherapeutica
(April 1997, vol. 24, no. 4, p. 29)
the Ministry analyzes the employ-
ment of drugs and medicine after
they have gone beyond their expi-
ration dates. This particular article
is based upon two other articles
which were published recently in
The Medical Letter (38, 65-66 and
90, 1986). 

Many solid drugs and medicines
(compresses and capsules), if well
preserved in their original packag-
ing, retain most of their effective-
ness for one or two years after their
expiration date. The same cannot
be said for drugs and medicines
which are produced in liquid form. 

However, certain drugs and
medicines require warnings be-
cause of the toxicity which can de-
velop over time. In handing out
drugs and medicines, it is the phar-
macists who should be responsible
for this side of things. 

2. Respect for Human Dignity 

Advances in medical bioscience
are a major source of hope in the

treatment of certain diseases, but
they also involve important ques-
tions, especially as regards the
condition and status of the individ-
ual who becomes the subject of
medical experiments on humans. 

The degeneration which took
place in the United States of
America at the end of the 1960s
(without forgetting the Nazi exper-
iments and their discussion at the
Nuremburg trials, a process which
provided us with the first code of
biomedical ethics—the Nurem-
burg Code—after that offered by
the ancient Hippocratic Oath),
gave rise to a number of scandals
(where cancerogenous cells were
injected into elderly people, he-
patitis was injected into weak chil-
dren, and syphilis was injected in-
to poor black people) which came
to bear the name of the cities
where they had taken place—
namely, Brooklyn, Tuskegee, and
Willowbridge. 

These scandals formed a back-
ground to the development of the
discipline of bioethics. In this de-
velopment the works by Van Pot-
ter—Bioethics: the Science of Sur-
vival and Bioethics: A Bridge to
the Future—played a special part.
The very term “bioethics” and the
concept itself were the invention
of these important publications. 

Following the publication of the
Belmont Report in 1975, the Con-
gress of the United States of
America decided to establish two
centers dedicated to the study of
bioethics—the Hastings Center
and the Kennedy Center, in Wash-

ington and New York, respective-
ly—and these became the most fa-
mous such centers operating in this
area of study in the world. 

The regulation of clinical exper-
iments on man has involved the
rise of centers for clinical studies
in Europe, a continent which, in
turn, began to establish its own
ethics committees (the French CC-
NE goes back to 1984). 

In Belgium a famous abuse led
to the Charleroi trial on cerebral
biopsies in 1985. 

In the West ever-increasing con-
trols have led to clinical experi-
ments being increasingly conduct-
ed in developing countries. As a
result, the FIPC decided to intro-
duce bioethical concepts and prin-
ciples into Africa in line with
Christian values and values rooted
in ancient moral custom—those,
for example, which forbid murder,
slander, and stealing. 

From the first conference on the
subject, which was held in
Yaoundé in 1994, and on to radio
and television debates, major
questions emerged from the great
attention paid by the mass media
to this whole area. Committees of
medical ethics or bioethical asso-
ciations have come into being in
Cameroon, Tunisia, Algeria, and
other countries. 

The bioethical society of
Cameroon joined with the FIPC to
organize other pluralistic and mul-
tidisciplinary international confer-
ences (Yaoundé, 1996) which led
African authorities to promulgate
a Resolution on Bioethics in
Africa, which was passed unani-
mously in Yaoundé in July 1996
during a conference of the heads of
state and heads of government of
the Organization for African Uni-
ty. 

But the advance of science
should not allow our African
friends to remain inactive. In
Cameroon in 1985, during the “In-
ternational Days for Bioethics” the
Project of the UNESCO Declara-
tion on the Human Genome was
discussed and debated. The large
number of amendments, observa-
tions, and comments which were
made during the discussions which
followed within the framework of
the International Committee of
Bioethics of UNESCO were much
appreciated. 
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Such cooperation in the field of
bioethics is a human and legal-sci-
entific element and factor which is
of great value. In this way we can
participate in the development of
an important and leading sector of
biomedicine and ethics. We are en-
gaging in this activity in coopera-
tion with all the other African
faiths and denominations—Ani-
mists, Muslims, Protestants, and
Catholics alike. At the same time
we always invite experts from all
the disciplines which are involved
in this area of study. (The FIPC, it
may be observed, is in contact with
Cardinal Arinze, the President of
the Pontifical Council for Interreli-
gious Dialogue). 

3. Training 

The training of scientists, and of
pharmacists in particular, is expen-
sive. Furthermore, such training
lasts a long time, and for those in-
volved it often requires leaving
their country for many years. This
very frequently takes them away
from their roots and prevents them
from taking part in the develop-
ment and growth of their region. 

With their diplomas in their
hands, our pharmacists are very
often Westernized in cultural terms
when they return to their countries
of origin.    

Their efforts and the financial
efforts made by everyone could be
better utilized through the provi-
sion of training at a local level. It
would not be a question of the stu-
dents having to move but of visit-
ing professors coming to their
countries for a few weeks to teach
until the time when local teachers
are able to perform this role. 

We are making efforts to ensure
that pharmacy is taught where it
does not yet exist. This will hap-
pen within a very short time in
Cameroon in line with what has al-
ready taken place in Rwanda. (In
this area the FIPC cooperates with
the Congregation for Catholic Ed-
ucation, which is headed by Cardi-
nal Pio Laghi). 

While waiting for this general
project to take off, our various na-
tional associations are already fi-
nancing mini-projects which are
often the work of our young mem-
bers. The list of countries which

are being helped in this way is long
and involves all the continents of
the globe, from Romania to the
former Yugoslavia, from the Con-
go to Burkina Faso, and from
Lebanon to Palestine. 

Together with our Spanish
friends, we are beginning a project
in South America and in the
Caribbean with a view to develop-
ing our already numerous contacts. 

One instrument for such devel-
opments will be the Manifesto of
Catholic Pharmacists, a document
which sets out what pharmacy
should be from an independent,
ethical, and solidarity-inspired
perspective and which presents
certain guidelines in relation to the
medicines and drugs of the future.
These guidelines are directed to-
wards making sure that pharmacy
acts to benefit patients rather than
working to the monetary advan-
tage of businessmen. 

More than ever before, we be-
lieve that there cannot be a dis-
pensing of drugs and medicines
without the presence of pharma-
cists. This is because, as a result of
his scientific curriculum, the phar-
macist is the specialist in drugs
and medicines. 

In a world in a state of great
change we are beginning to see
pharmacists taking an interest (in-
sofar as their training allows them
to do so) in diet and the environ-
ment. These are factors which are
very important in hygiene for life
and health. 

Their professional expertise is
also an essential link in the preven-

tion of illness and in educating
people in matters relating to
health. They have a role to play in
the fight against the modern
plagues of drug-addiction and ad-
diction to different kinds of phar-
macies. 

In his role as an agent of public
health, the pharmacist is a front-
line actor. Is it not the case that
tens of individuals enter his shop
every day to ask his advice? He is
a healthcare worker engaged in
giving advice about drugs and
medicines. He is also a worker
who, in response to a serious ill-
ness, can suggest that a person go
to a medical doctor or a health cen-
ter. The pharmacist is a health ad-
viser who gives his advice without
asking a fee. 

He is also a rear-line healthcare
worker in the world of public
health. He guarantees the quality
of the drugs or medicines which he
prescribes and he is the last barrier
of security for the patient when
there is an error in the prescription
which the latter presents. The
pharmacist is also the person who
makes clear how the drug or medi-
cine involved should be used cor-
rectly. 

We are also developing and pro-
moting the concept of “pharma-
ceutical care,” where the pharma-
cist, acting within a health team, is
an important element in providing
the first forms of treatment to the
patient. This is especially so in the
case of treatment used to respond
to the aging of the population and
in the development of palliatives. 

For the FIPC, therefore, interna-
tional cooperation within the con-
text of solidarity is based upon the
advance and progress of the pro-
fessional competence and exper-
tise of its members with a view to
providing a guarantee for patients
and also upon the development of
ethics, which are the basis of re-
spect for the rights of man, upon
the meaning of the Good Samari-
tan, upon the promotion of access
to treatment and in particular to
drugs and medicines, and upon the
basis of mutual solidarity, which is
an essential element in achieving
the goal of health for everyone. 

Dr. ALAIN LEJEUNE 
Industrial Pharmacist, 
President of the FIPC 
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There is surely something para-
doxical about the idea of planning
and institutionalizing solidarity.
Solidarity seems easier to under-
stand as a movement of the heart
which finds its life and strength in
the realm of personal relation-
ships. Making it a formal obliga-
tion or the objective of a policy or
an administrative structure might
seem unnatural and present the
risk of bureaucracy.

Certainly, this danger exists, but
there is also the danger of seeing
virtue only in spontaneity and the
immediate community. The need
for solidarity we are discussing
this morning reflects an ethic of
responsibility which goes beyond
emotion, clan loyalty or utilitari-
anism. This ethic defines the re-
sponsibility that individuals, na-
tions and generations have to-
wards one another, based on
recognition of the common des-
tiny of all human beings within
their own societies, as inhabitants
of the same planet, and partici-
pants in history. It is this under-
standing of solidarity, discovered
and rooted in individual human re-
lationships but extended to the
universal, that the World Health
Organization seeks both to pro-
mote and to embody in its work of
international cooperation.

At this point in the evolution of
our knowledge, technology and
society, at the dawn of the 21st
century, health seems to me the
field of human endeavour that
most clearly represents the
progress, the hopes and the contra-
dictions of our changing world.
Remarkable advances haave been
made and continue to be made in
the life sciences in such areas as
molecular biology and genetics,

immunology, medical imaging
and surgical techniques. Research
and improvement continue in the
production of drugs, vaccines, di-
agnostic tools and other medical
devices. Considerable advances
have been made in the neuro-
sciences. The current revolution in
communication technology opens
up unprecedented possibilities for
medical education and practice.

But every potential step forward
also brings with it potential dan-
gers. Technology is only a means.
The uses to which it is put imply
choices about the kind of civiliza-
tion we want to live in, and these
choices concern everyone. WHO
is particularly aware of this ethical
and social dimension in the devel-
opment of science and technology.

International cooperation is es-
sential for access to information,
the accumulation of knowledge,
and intercultural dialogue on the
directions this process should
take. WHO is ideally placed to or-
ganize the meetings and ex-
changes this requires. It also has a
decisive role to play in promoting
the kind of research - both pure
and applied - that responds to pub-
lic health needs. WHO makes in-
formation from the field available
to the laboratories, the universities
and the political decision-makers.
Conversely, one of WHO’s re-
sponsibilities is to ensure that the
results of research are made
known to their potential users and
translated into practical opportuni-
ties.

Indeed, the central concern of
WHO, the impetus for all its activ-
ities for the past 50 years, is to
make health accessible to all,
starting with primary health care
and essential drugs. In this it gives

concrete meaning to the Declara-
tion of Vienna (1993) on the right
of all people to “benefit from the
fruits of scientific progress and its
applications”, which WHO wants
to promote in the interests of
peace and for the benefit of hu-
manity.

WHO works through the na-
tional health services of its 191
Member States. A major lesson
we have learnt from this practical
experience is that multidiscipli-
nary and intersectoral cooperation
is essential for the coherence and
effectiveness of our health inter-
vention. For this too is solidarity: a
generous spirit which transcends
specializations and professional
rivalries so that knowledge and
know-how can be shared by those
who need them.

Thus for certain objectives we
need to work closely with other
sectors such as education, hous-
ing, employment, agriculture and
insurance, and confront them with
their responsibilities for health.
For instance, the control of infec-
tious diseases such as malaria,
dengue haemorrhagic fever,
cholera and tuberculosis requires
not only the development of
health infrastructure but also
sound management of the envi-
ronment, as well as education in
the home and at school. It also re-
quires coordination between na-
tional reference laboratories and
international epidemiological sur-
veillance networks, and between
national and international quality
control authorities for pharmaceu-
tical and food products. In other
words, behind the apparent sim-
plicity  of urgent local needs there
is an often highly complex aggre-
gation of technical, logistical, eco-

HIROSHI NAKAJIMA

VII: The World Health Organization
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nomic and human imperatives.
Today the globalized movement
of good, ideas, capital and people
makes international cooperation a
necessity for all countries, includ-
ing the most industrialized. In this
context too, it is clear that solidar-
ity is something that has to be or-
ganized if it is to be effective.

But cooperation and solidarity
must aim to foster autonomy, not
dependence. Here the importance
of respect is paramount, and it is
this that inspires WHO’s current
effort to build new partnerships
for health.

Firmly grounded in concrete
human situations, cooperation
should be based on respect for per-
sons and cultures, their freedom,
their knowledge and their own ca-
pabilities. Local dynamics must
be supported, not replaced.

The status of women must be
promoted, for their access to
health services, proper nutrition,
and education is an important fac-
tor for the health of the population
as a whole.

In societies disrupted by migra-
tion, armed conflict and rapid ur-
banization, it is essential to
strengthen or reconstitute human
and social solidarity between fam-
ily members, between generations
and between the rich and the poor.
This is indispensable for the con-
trol of health problems related to
poverty, exclusion and risky

lifestyles and behaviour. But the
solidarity of personal and commu-
nity relationship is not enough.
Public health, as its name implies,
is the responsability of the public
authorities, whose duty it is to pro-
tect and promote health, particu-
larly by means of political, eco-
nomic and normative measures.

Thus drug addiction or violence
certainly require medical services,
but above all they require social
measures of treatment and preven-
tion. Likewise, diseases linked to
working or environmental condi-
tions require a review of industrial
and technological choices in view
of the human and health costs in-
volved, both within a given soci-
ety and beyond it, and in many
cases for future generations as
well.

Finally, the new century will
bring with it a much larger propor-
tion  of elderly people in the popu-
lation of the world, and this gives
particular prominence to the soli-
darity that must exist between the
generations. Even more than by its
technological achievements, the
success or failure of our civiliza-
tion will be judged by the modes
of social integration it puts in
place, and by the quality of human
relation it manages to maintain,
particularly with regard to the very
old.

In many cultures, the physical
body serves as a metaphor for the

social and political body, symbol-
izing oneness in diversity and
helping us to understand solidarity
as both a natural fact and a neces-
sity. WHO’s policy follows this
same logic of interdependence.
But beyond the solidarity between
the parts of an organic whole, our
international cooperation is based
on ethical values, starting with the
equal dignity and rights of all hu-
man beings and all peoples. In
1998 we will be adopting a health-
for-all policy that has been revised
to respond to the concrete de-
mands of the 21st century. In do-
ing so our Organization and its
Member States will be reaffirming
our commitment to the fundamen-
tal values of equity, solidarity and
respect, and seeking to show
through our activities the univer-
sal scope of these values.

We are very much aware that, as
in the past, these activities and
these values will benefit from the
invaluable support of the staff of
the 22,000 health institutions of
the Catholic Church spread
throughout the world, often work-
ing in conditions of extreme hard-
ship among the poorest and most
vulnerable of the poor. To all of
you I express my gratitude and the
gratitude of WHO.

Dr. HIROSHI NAKAJIMA
Director General,

World Health Organization
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