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Most Holy Father,

I would like to express to you a sincere greeting
from the Pontifical Council for Pastoral Assistance
to Health Care Workers and from all the participants
of the Fourteenth International Conference on
“Health and the Economy”.

Holy Father, you entrusted to the Pontifical Coun-
cil for Pastoral Assistance to Health Care Workers
the task, amongst others, of guiding the health-care
ministry in line with the doctrine of the Church. This
task has been embraced by us at a heartfelt level and
we have sought to carry it out with special reference
to the illustrious teachings of Your Holiness. 

A very urgent subject and one of great contempo-
rary relevance is that of the economy at the service
of health. For this reason we chose it as the subject
of our fourteenth international conference, and the
question we pose is: what are the guidelines that we
must follow in this field in order to respond with the
Word of God to the difficult questions which present
themselves? We organised this international confer-
ence in the following way. Eminent theologians and
scientists from different parts of the world helped us
to reflect upon this subject. We began with a gener-
al vision of what the Word of God tells about the

ADDRESS OF HOMAGE TO THE HOLY FATHER 
BY H.E.MONS. LOZANO BARRAGÁN

question. We considered it in the light of the
health-care economic reality of today’s globalised
world – a reality which we illuminated with theo-
logical reflections. This was done, however, without
forgetting about the ecumenical side of things as a
path towards unity. And we have outlined opera-
tional guidelines which can guide us in this field of
health in general and especially in hospitals, in clin-
ics, in mobile clinics, and other entities which wish
to follow the guidelines of the Catholic Church. 

Today we have come to you, Holy Father. Above
all else in order to thank you at a heartfelt level for
having received us. We also beseech you to conde-
scend to illuminate our reflections with the guide-
lines to be followed and which spring from your au-
thoritative words. With these we will thus complete
our endeavours of the last year of the millennium
and they will be the certain way to be followed at the
beginning of the third millennium. 

Thank you, Holy Father, for having received us,
and thank you for your most valuable guidance
which will be the key to our health-care ministry.

His Excellency Mons. JAVIER LOZANO BARRAGÁN,
President of the Pontifical Council 

for Pastoral Assistance to Health Care workers, 
the Holy See
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ADDRESS BY THE HOLY FATHER

Venerable brother in the Episcopate and the
Priesthood,

Distinguished ladies and gentlemen,

1. I am pleased to welcome you on the occasion of
your participation in the International Conference
which the Pontifical Council for Pastoral Assistance
to Health Care Workers wished to dedicate this year
to reflection on the relationship between the econo-
my and health: a theme that is so timely and prob-
lematic, for it involves both the formulation of na-
tional policies and the Church’s task of evangeliza-
tion.

I greet Archbishop Javier Lozano Barragán and I
thank him for the kind words he addressed to me a
short while ago on behalf of you all. I extend a cor-
dial welcome to the staff of the Pontifical Council
for Pastoral Assistance to Health Care Workers, as
well as to the distinguished scholars, researchers
and representatives of the States and Governments
which have wished to honour this important sympo-
sium with their presence and their scholarly contri-
bution.

In order to identify concrete lines of action, you
have addressed the question not from a merely tech-
nical standpoint, but in a scientifically organized

and structured way. Your reflection starts from the
horizon of faith. It is in fact by beginning with the
word of God, bearer of integral salvation for all
mankind, that the economy-health relationship is
best considered, both globally and in its various sci-
entific aspects.

A better understanding of this situation, which in
itself is so complex and of global importance, is cer-
tainly fostered by the serious interdisciplinary ap-
proach that you have so opportunely chosen. You
wished to consider the relationship of the economy
and health in the light both of its historical develop-
ment and of the Church’s social doctrine, theology
and morality. And all this in the spirit of a construc-
tive ecumenical and interreligious dialogue.

Every person has the right to sit 
at the common table

2. Moreover, your reflection does not lack a sub-
sequent practical goal: you have proposed lines of
action capable of improving the existing relation-
ship between the economy and health at all levels:
economic, social, political, cultural and religious.
You have thus tried to respond to the question of
what action to take, at the global level and in every
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country, to implement in the most human and Chris-
tian way the relationship between the economy and
health.

This is a disturbing question which this confer-
ence must raise with all people of good will, partic-
ularly those who at the world level and in every in-
dividual country have the greatest responsibility in
this area.

In fact, it is intolerable that limited economic re-
sources, so often experienced at the present time,
should in fact have repercussions mainly on the
weaker sectors of the population and on the less
well-off areas of the world, depriving them of nec-
essary health care. In the same way these limitations
cannot be allowed to deny health care to some age
groups or situation of particular frailty and weak-
ness, such as newborn life, old age, serious disabili-
ty, terminal illnesses.

Every human person, created in the image and
likeness of God and called to share in his divine life,
has the right to be able to sit at the table of the com-
mon feast and enjoy the benefits of progress, sci-
ence, technology and medicine.

3. In the same way, it is important to acquire a
more adequate vision of health based on an anthro-
pology which respects the person in his entirety. Far
from being identified with the simple absence of ill-
ness, such a concept of health must aim at full har-
mony and a healthy equilibrium at the physical, psy-
chic, spiritual and social levels (cf. Message for the
Eighth World Day of the Sick, n. 13).

On the basis of this new vision of the economy and
health, a more positive mutual relationship between
them can be achieved. It is not the Church’s task to
define which economic models and which health
systems can work out the best economy-health rela-
tionship, but it is her mission to do everything possi-
ble so that, in the context of so-called “globaliza-
tion”, this issue is addressed and resolved in the light
of those ethical values that promote respect for and
the defence of the dignity of every human person,
beginning with the weakest and poorest.

4. It is with deep sorrow that we must note that the
gap between situations of wealth that is even exces-
sive and poverty even to the point of destitution,
rather than decreasing, tends to be ever wider (cf.
Sollicitudo rei socialis, n. 14). This is a factor that
has very heavy and sometimes tragic repercussions
precisely on the economy-health relationship.

Fortunately in this situation there is a growing
awareness of the dignity of every human person and
of radical human interdependence: as a result there
is a greater sense of the need for solidarity. It is only
with this perspective that one can overcome a vision
that puts too much stress on economic concerns and

too little on health issues, and move beyond the
many unjust disparities that exist in the economy-
health relationship.

Fortunately in this situation there is a growing
awareness of the dignity of every human person and
of radical human interdependence; as a result there
is a greater sense of the need for solidarity. It is only
with this perspective that one can overcome a vision
that puts too much stress on economic concerns and
too little on health issues, and move beyond the
many unjust disparities that exist in the economy-
health relationship.

For Christians, in particular, solidarity becomes a
virtue that leads to love and is constantly nourished
by it, resulting in attitudes of friendship and support,
including the care of the sick. The supreme refer-
ence-point remains Trinitarian communion, from
which the Christian knows he must draw inspiration
for his own life in order to achieve a relationship of
genuine love, particularly for his weaker brethren,
which include the sick.

Issues must be resolved solely 
by concern for the common good

5. To them I now wish to address a special word of
affection, which I extend to their families who are
concerned about their health and to all who serve
them with generosity and solidarity. To each of them
I wish to express again the Church’s loving close-
ness and to assure them of her tireless commitment
to building a more just and fraternal society.

I especially call upon political leaders and inter-
national bodies that, when addressing the relation-
ship of the economy and health, they may be guided
solely by the search for the common good.

I ask the pharmaceutical industry never to let fi-
nancial gain prevail over the consideration of hu-
man values, but to be sensitive to the needs of those
who do not enjoy social security, carrying out effec-
tive programmes to help the poorest and most mar-
ginalized. We must work to reduce and, if possible,
eliminate the differences between the various conti-
nents, urging the more advanced countries to make
available to the less developed their experience,
technology and some of their economic wealth.

May the dawn of the third millennium see our
planet, with all its resources, more conformed to
God’s plan, so that no one will feel excluded from
the care owed to his person and his health, with re-
spect for the equal dignity of all.

To the Virgin Mary, model of the Church and of
reconciled mankind, I entrust the fruit of your work,
so that by her maternal intercession the longing for
justice and peace in the heart of every person may be
fulfilled.

My blessing to you all!



The Economy
and Health
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1. The Subject and the Issues

From the beginning of the 1980s
the governments of the Western
countries have worked very hard
to contain expenditure on the pro-
vision of health care. Such expen-
diture has everywhere risen more
each year than the corresponding
wealth produced by each country.
For this reason, they have applied
restrictive policies and new health
care policies in an attempt to ex-
tend the presence of health care
and medicine within the frame-
work of the free market system. It
is argued that the welfare system
of health care has generated ineffi-
ciency, given rise to immense ex-
penditure which is no longer sus-
tainable, and produced corruption
and the plague of bureaucracy.1

2. In Support 
of the Welfare System

Opinions against these decisions
did not take long to arrive. It has
been argued that to approach the
world of illness and health in a
commercial spirit is absurd be-
cause in such a way health is seen
as a product which a firm should
offer at a competitive price by
putting the resources available to
the best possible use and concur-
rently reducing costs. In such an
approach the patient, it is asserted,
becomes a mere customer.
Those who oppose the general
trend argue that a health care cen-
tre does not work to increase its
output and to increase the services
it offers. It works, rather, to reduce
people’s needs. Furthermore, they
argue, in the health care field a sat-
uration of the market, where  an in-
crease in the supply can be

matched by an increase in demand,
does not exist. At the same time,
the description of health as a com-
modity offends the overall concept
of health because health embraces
the mental and spiritual dimen-
sions of man as well as the physi-
cal dimension. In addition, to de-
fine the sick person as a “cus-
tomer” is equally unsuitable. This
involves an exclusively economic
perspective where every illness is
wrongly held to have its own fixed
unfolding, time and process. The
relationship between the medical
doctor and the patient, in this ap-
proach, would be abandoned and
once the product is handed over
the customer is left to himself.
Many sick people, for whom the
law of supply and demand does
not work, would be abandoned: for
example the terminally ill or those
afflicted by incurable illnesses
such as AIDS, or the elderly and
the infirm for whom psychological
and spiritual care is essential. At
the same time, the links with the
family relatives of the sick person
would be weakened – links which
are essential to their care and treat-
ment; the concept of voluntary
work would be emptied of its con-
tents; attention would be paid to
commercial considerations and not
to the health of the sick person;
and health centres would have as
their goal economic gain rather
than the recovery of the sick per-
son.2

3. Against the Welfare System

Despite this attitude of rejection
of the general trend, most contem-
porary government policies in the
health care field, at least in the
West, accept the free market sys-

tem as applied to health and ad-
vance a number of arguments to
show that in their opinion the alter-
native system – the welfare system
– is obsolete and can no longer be
maintained in a way which is
congruous with the present-day
development of their various
countries. They propose the model
of the free market in health as a
model for the first world, and in a
certain way, with due changes, for
the third world as well.

The improvements suggested
for the welfare system by the pro-
ponents of the free market must
never undermine the basic nucleus
of fairness and solidarity. An at-
tempt is made to find conditions
which would favour the promotion
of the benefits produced by greater
decentralisation, ways of applying
the techniques of private commer-
cial management, and the exten-
sion of responsibilities and effec-
tive instruments to outlying man-
agers. This approach requires a
structure which allows a clear dis-
tinction to be made between the
principal actors of the health care
system and a recognition of their
respective responsibilities. The
central administration would be-
come the chief sources of funds;
the health areas, the recipients of
services, the hospitals, the various
health care centres, and the med-
ical doctors and pharmacists
would be the suppliers; and the
users would be the customers.
The fundamental obligation of the
buyer would be to obtain a higher
quality of service given the re-
sources available. This domestic
health care market would produce
a competitive stimulus for the var-
ious entities which are responsible
for the provision of services. 

In this way skill and expertise

JAVIER LOZANO BARRAGÁN

Introduction to the Fourteenth 
International Conference 
on the Economy and Health 
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would be created which should
produce improvements in the qual-
ity and the cost of the services and
provide the user with a greater
choice in relation to suppliers. The
fundamental basis of the relation-
ship between suppliers and users
would be a contract accepted after
a detailed analysis of its effective-
ness. Both the public and the pri-
vate sectors would form a part of
this process.

An awareness of this personal
obligation and of the fact of having
to be aware of results are thought
to be incentives and factors which
improve the administrative forms
of welfare. These forms are held to
be inadequate to the task of under-
standing and managing the com-
plexity and the volume of pre-
sent-day health care services. The
normative rigidity of welfare
would become transformed into
versatile services and the perverse
supremacy of the bureaucracy
would be avoided in a way that
would give more space to the con-
sumer. Two factors would come
into play: economic self-interest
and freedom of choice. The first
could act upon the quality of the
product whilst the second would
do the same in relation to the qual-
ity of the service. Both can degen-
erate, it is true, but they can also be
factors to be taken into account in
relation to the fairness and the dis-
tribution of resources in the health
care field. Modern techniques of
private commercial management
lead to a speeding up of proce-
dures, a definition of responsibili-
ties, and a delegation of authority.
The management of health care
should also bear in mind the qual-
ity of the product, the need to re-
spect budgets, the reduction of
costs, productivity, the motivation
and the remuneration of staff and
personnel, research and develop-
ment, and thus, in a few words, the
correct functioning of the hospital
firm. People should be made
aware of expenditure, and this is
true of both users and suppliers.
Health, it is said, certainly has a
cost, but it is also priceless. It is ar-
gued that what really characterises
the bureaucratic system in the
world of welfare is an erroneous
allocation of resources, a waste at
the level of consumption.     

Competition requires permanent

training on the part of the suppliers
of services. Constantly advancing
technology should be incorporated
into a health service, and this is
something which is indispensable.
The speeding up of procedures, the
definition of responsibilities, the
delegation of authority, the quality
of products, conformity to bud-
gets, the reduction of costs, pro-
ductivity, the motivation and re-
muneration of staff and personnel,
research and development, aware-
ness of the expenditure on, and
costs of, health, technology and
on-going training – these are all
said to be some of the advantages
of this kind of management which
should be applied to health care
provision in the contemporary
world. 

Within this free market system,
the elderly, the chronically ill, the
convalescent, and those who re-
quire pain-reducing treatment,
would all be looked after. The mar-
ket of products and services would
see to this but the recipients of
these forms of care and treatment
would not actually be seen as be-
ing agents in the market. 

4. The Fourteenth International 
Conference on 
“the Economy and Health”

Are we in favour of, or against,
the free market in the world of
health? Do we want to continue
with the welfare system? How can
we deal with the costs of health,
especially in the poorer countries,
given that health care needs are on
the increase? Who should pay the
bill? Does the globalisation of the
market economy prevent a human
approach to the world of health? Is
the welfare system ruined by bu-
reaucracy or corruption? To
achieve better health what is the
best economy? What have the rich
countries, and especially the poor
countries, to say on the matter?
What does God tell us on the sub-
ject? What does the Catholic
Church think? What do the great
religions think about this im-
pelling set of issues? And lastly, in
order to avoid remaining at a pure-
ly economic level, what should we
do to reconcile the economy and
health in the most human and
Christian way? 

These and other areas of the
field of the economy and health
ask for our response with ever
greater force. In order to provide a
reply the Pontifical Council for
Pastoral Assistance to Health Care
Workers has organised this four-
teenth international conference on
“the economy and health”. The
subjects to be considered cluster
around the following questions:
what does the Word of God tell us
about the economy and health?
What at a practical level is the in-
ternational reality of the world of
the economy and health? How can
we illuminate that reality with the
Word of God?  What should we do
in practical terms? Twenty experts
of worldwide importance marked
by the highest professional profile
wanted to come to this encounter
in order to give us their answers.
And these answers will be co-ordi-
nated by five chairmen who are al-
so very highly qualified. 

I would like to welcome and
thank them all in heartfelt fashion
for their active participation at this
conference. 

I would like, lastly, to extend a
welcome and a warmly-felt greet-
ing to all those taking part. May
the light of the Holy Spirit accom-
pany us in our studies and ex-
changes of experience so that we
can offer those who so wish for it a
valid answer! And an answer
which strengthens the healing
ministry of Christ in the sphere of
the economy and health in this
world at the end of the century and
the beginning of a new millennium
which is subject to so many
changes. Once again thank you
very much for your presence! 

H.E.Mons. 
JAVIER LOZANO BARRAGÁN

Archbishop-Bishop Emeritus of Zacatecas,
President of the Pontifical Council 

for Pastoral Assistance 
to Health Care Workers,

the Holy See 

Notes
1 TONELLI-GIANIN, ‘L’Evoluzione Naturale

dei Sistemi Sanitari’, in Panorama della San-
ità, 49/97.

2 CARDINAL F. ANGELINI, ‘Problematiche
Ethiche e Deontologiche’, Policlinico Gemel-
li, 2-3 June 1995.
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The terms and concepts of “econ-
omy” and “health”, within the cul-
tural and socio-politico-health care
context that we live in today, are not
the same as was the case in the past.
If the “economy”, as is affirmed by
etymology, is the art of administer-
ing the home and the interests of the
family (and not without a back-
ground which refers to parsimony
and saving), today the fan of specif-
ic references is very broad: it goes
from the macroeconomy to the mi-
croeconomy, not to mention the
“economies” in the plural which are
involved in the boundless field of
finance. 

The term “health”, which should
be understood as physical and
mental wellbeing – although I
would also add the adjective “spir-
itual” – should also be kept well
distinct from the term and the con-
cept of “health care”, something
which refers to the set of structures
and instruments which are placed
at the service of health.

Health is what the human be-
ing seeks to safeguard or to recov-
er; health care is what society
places at his or her disposal in or-
der to achieve this end. 

Given the meaning of these
terms addressed by this interna-
tional conference, it seems there-
fore more appropriate to speak
about  the “world of the economy”
and the “world of health”. In this
way we can include in these two
phrases everything that bears on
the resources which should be al-
located to the promotion and de-
fence of health seen as a funda-
mental human right. 

The path of health care and the
means which it can draw upon is
thus a path which has gradually re-
sponded to the needs of a very

complex process or development. 
At one time a hospital was

called “House of God” (“Ville de
Dieu”) and was not a health-care
company. The sick person was nei-
ther a product nor an abstract ill-
ness with so many days or hours
allocated to his or her diagnosis
and treatment. He or she was an in-
dividual afflicted by a pathology
which was never seen as being
identical to another at the level of
personal experience. 

Unfortunately, in the past not
everybody had the possibility of
being taken care of. This was be-
cause of a lack of structures and
because of the scarsity of available
resources allocated to health care.
This limitation, even though this is
not the case in all countries, has
now been overcome, although dif-
ficulties remain which should not
be ignored. 

If, therefore, notwithstanding
the steps forward which have been
taken, I express certain worries, I
do this without any critical inten-
tion, but solely because the contin-
uing presence of some shadows,
which diminish the great deal of
light of the achievements which
have been achieved, is something
which is painful.

There can be no doubt that the
socialisation of medicine – set in
motion and enacted by the Church
as an expression of great love to-
wards one’s neighbour – made ma-
jor advances following the adop-
tion of the principled stance and
awareness that the right to health is
a duty of justice for which the so-
cial community must shoulder the
responsibility seen as a primary
concern. Indeed, amongst all the
fundamental human rights, the
right to health is the right which is

most closely bound up with the
right to life, which in turn is the
principal right, the first right in ab-
solute terms. 

There are determined and clear-
ly-defined times to satisfy the right
to education, to a home, and to a
job. The right to health, instead,
accompanies man throughout the
whole of his existence, from his
conception until its natural eclipse.
Indeed, its recognition, and respect
for it, can be decisive in defining
the actual length of his period of
existence. 

Today reference is made to the
globalisation of all essential hu-
man problems, but it is certainly
significant – even though this is
something which was largely pre-
dictable – that the first form of
globalisation (with all its limits
and its risks) is now taking place
within the economy.

The prospect of a “great mar-
ket”, capable of involving all the
economic flows, will either meet
certain inescapable ethical criteria
or will be a pseudo-globalisation.
And advance in the promotion and
the defence of the right to health of
all human beings is without doubt
a very effective parameter by
which to judge, especially from an
ethical point of view, the signifi-
cance and validity of globalisation.
At the present moment we have
before us perhaps the globalisation
of awareness of the health-care
problems of the world. We are,
however, very far from their glob-
alisation, or rather from a desire
and ability to work together to
achieve a remedy for them. 

In the middle of the 1970s the
World Health Organisation
launched the programme, which
subsequently turned out to be

FIORENZO ANGELINI

The World of the Economy 
and the World of Health
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utopian in character, of “health for
all by the year 2000”. The year two
thousand is just around the corner
and the goal hoped for is still very
far off. And this is also because of
the fact that the achievement of
this goal involves the implementa-
tion of certain requirements which
are an essential pre-condition to its
realisation. 

I believe that the first observa-
tion which is required when we ad-
dress ourselves to the question of
the relationship between the econ-
omy and health is that of the very
deep imbalance which exists be-
tween rich and poor countries, and
this at  a time in international evo-
lution when the rich countries
seem to move towards greater
wealth while the poverty of devel-
oping countries is becoming en-
demic. 

I said that the socialisation –
which today we could call globali-
sation – of medicine and health
care took place in the name of the
evangelical commandment of
love. Because today the criterion
of justice seems to be a prisoner of
the iron laws of the economy, we
should urgently engage in a recov-
ery of the meaning of the solemn
duty to provide loving service to
one’s neighbour so that this can
once again be transformed into
support for justice. All of this can
be readily seen in the very large
number of parts of the world
where bloody conflicts are still
underway: more than any other ac-
tion, that action involving the de-
fence and promotion of health is
only possible when a renewed
sense of solidarity which can be
pushed to the point of heroism
reawakens the sense of justice. 

Furthermore, a cause for reflec-
tion can also be found in the fact
that the overwhelming majority of
countries which are weighed down
by foreign debts have as their cred-
itors – if one excludes Japan –
countries of a consolidated Christ-
ian tradition, and even a formal la-
bel to that effect. If we transfer or
apply this undeniable fact to the
imbalance between the health-care
systems of the First World on the
one hand, and the health-care sys-
tems of the Third or Fourth Worlds
on the other, we can perceive the
extent to which Christians, or
those who profess themselves

such, are distant from the actual
application of the parable of the
Good Samaritan. 

If, however, from the general
analysis of the relationship be-
tween the economy and health we
pass to the more specific analysis
of this relationship as it exists in
developing countries, we immedi-
ately perceive the inadequacy of
this tandem of two terms. 

The promotion and the defence
of health are not only an economic
question. Indeed, this enormous
limitation is still more evident
where the resources allocated to
the world of health are very great. I
say this although I have personally
always greeted with great satisfac-
tion the advances achieved in our
country to make the health service
accessible indistinctly to every-
body. Indeed, I remain convinced
that good, indeed excellent, health
care greatly exceeds the sporadic
and isolated phenomena of bad
health care. All this, however, con-
firms the given fact that the correct
working of health care is not only a
question of the allocation of re-
sources. The institutions involved
should recover what the Holy Fa-
ther in his Apostolic Letter “Salvi-
fici Doloris” calls the human
heart, something which is indis-
pensable to their support. 

Places of treatment and nursing
homes became – for example in
Italy – at the outset a local
health-care unit with the aim of in-
volving the whole of the local ter-
ritory in the provision of health
care, and then became a business.
The sick person from being a pa-
tient has become transformed into
a product, and instruments of care
have become transformed into ele-
ments of consumption. Nobody
can deny that this process of trans-
formation has its positive aspects,
but it would be a serious error to
conceal the risks, indeed very seri-
ous risks, that this process in-
volves. These are risks which run
from the politicisation of health
care to its bureaucratisation. 

The health-care staff and per-
sonnel, through trade unionisa-
tion, can be induced to forget that
just as suffering knows no truce so
service to it cannot seek pauses –
pauses which can have even lethal
consequences for those who are
cared for and treated. At this point

I would like to observe that,
whenever this has come within
my range of possibilities, I have
always fought for the administra-
tors of health-care structures, too,
to be seen as “health-care work-
ers”. This battle has been won if
we consider that the Holy Father
John Paul II himself, in his en-
cyclical “Evangelium Vitae”, in-
cluded the administrators of
places of treatment and care with-
in his definition of “health-care
workers”. 

Furthermore, the emphasis – be-
cause of the needs of economic
budgets – on the illness rather than
the sick person leads to a neglect,
in relation to the latter, of the inter-
action of moral and spiritual care
which, in the judgement of real
medical science and the Church,
can even be a determing factor in
treatment. 

Personally, I have always
worked energetically to ensure that
every sick person, whatever his or
her religious faith, is guaranteed
suitable and freely asked for spiri-
tual assistance. The excessive bu-
reaucratisation of health care,
however, makes the sick person in-
creasingly isolated, and his face
has become a medical case history
which is circulated amongst peo-
ple he does not know. Bureaucrati-
sation for its own sake, like a letter
without true spirit, is not life but
death. In such an instance we are at
the very opposite of the promotion
of the defence of life. 

The trait-d’union between the
economy and health cannot but be
justice sustained and nourished by
solidarity-inspired love for one’s
neighbour. This is something
which is not only required by our
Christian vocation, it is also some-
thing called for by the by now
recognised limitations to reforms
which, side by side with the eco-
nomic and strictly health-care as-
pects, do not take into considera-
tion the contribution to be made by
an ethical vision of life and of the
dignity and sacredness of the hu-
man person. 

H. Em. Cardinal 
FIORENZO ANGELINI,

President Emeritus of the 
Pontifical Council for Pastoral Assistance

to Health Care Workers,
the Holy See
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It is well known that the miracles
performed by Jesus for the sick in-
clude the healing of the woman suf-
fering from an issue of blood, who
surprised the Lord from behind and
touched his cloak in the belief that
if she could only touch his cloak
she would be healed. 

In the account of the episode pro-
vided by St.Mark the Evangelist
there is a very brief reference
which deserves to be taken as a rich
and suggestive introduction to the
subject we are addressing here to-
day. St.Mark writes: “And now a
woman who for twelve years had
had an issue of blood, and had un-
dergone much from many physi-
cians, spending all she had on
them, and no better for it, but rather
grown worse, came up behind Je-
sus in the crowd (for she had been
told of him)...” (Mk 5:25-27). 

I do not in the least think that this
sacred text seeks to express a nega-
tive judgement on medical doctors
and their art, even though in this in-
stance the medical part played is
seen as the cause of a great deal of
suffering on the part of the woman,
who, indeed receives no improve-
ment from the treatment she is giv-
en but finds her condition wors-
ened. As support for this interpreta-
tion we may return to the Book of
Sirach, for example, which offers
us a very beautiful and evocative
picture of the medical doctor. In-
deed, it invites us to honour the
physician as “should be done ac-
cording to the circumstance”;
recognises that the marvels of sci-
ence are used by the medical doctor
to “treat and eliminate pain” and
that “from him comes the wellbe-
ing of the earth”; calls on the pray-
ing man to pay special attention –
after God – to the physician: “make
the physician come to you – the
Lord has created him as well – and

not be distant from you, because
you need him. There are cases
where success lies in their hands”
(Sir 38:1ss). 

These last words, namely “there
are cases where success lies in their
hands”, in their reference to the
success of the physician, concretely
and openly recognise a success
which has not taken place. This is
something which is also referred to
by the Gospel text in which empha-
sis is placed in a refined ironic fash-
ion on the disappointment of this
woman, if not indeed on her embit-
tered dismay at having spent “all
she had on them, and no better for
it, but rather grown worse for it”.
However, all this is destined to illu-
minate to the full the power to work
miracles possessed by Jesus on the
one hand and the faith of the
woman of the other – the two ele-
ments which constitute the heart of
this story narrated by the Gospels. 

At the same time, even though
this takes place within the
above-mentioned kind of specific
context, we encounter the fact that
the episode described by St.Mark
also has a reference to the relation-
ship  between the economy and
health, between money and medi-
cine. There can be no doubt that
this evangelical passage has no
bearing whatsoever on the ques-
tions and issues of “the economy
and health”, the subject of our in-
ternational conference. We have
here merely a very brief reference.
And this lack of relevance is espe-
cially the case if we consider that
we are within a social and cultural
context which is very different
from ours. But this reference to
money is nonetheless interesting
because it can act as an introduc-
tion to the title of this paper: “the
economy and health in the light of
the Word of God”. 

1. Which Reference 
of the Word of God?

The first question which we
should seek to answer is the follow-
ing: is it right to turn to the Word of
God in order to gain light by which
to approach and solve the question
of the relationship between “the
economy and health”? It would ap-
pear that the answer is in the nega-
tive, and for a variety of reasons, no-
tably the two I will now discuss.

The first reason, and the most im-
mediate, is that the Word of God to
be found in Holy Scripture is too
distant from us and is at the same
time extremely simple or elemen-
tary. It is distant from is us both in
the sense of time and also, and espe-
cially, in cultural and social terms.
This is because the present-day con-
ditions of the question of the rela-
tionship between “the economy and
health” make that question very
complex and sensitive: it does not
bear so much upon the relationships
between certain people (for exam-
ple the medical doctor and the sick
person) but upon the relationships
between large numbers of structures
and entire systems within the frame-
work of both national and interna-
tional society. In today’s world, the
economic-financial system and the
health care system are those which
most bear upon each other. 

The second reason is of a more
profound nature and is to be found
in the pre-eminently “theological”
meaning of the Word of God. This
latter, indeed, is the revelation of the
face of God and His mystery. It tells
us who God is and what He does for
us in the historia salutis. Such is the
case, but in addition to revealing the
face of God this word also reveals
the face of man and his mystery,
given that man is created in the im-
age and likeness of God. In this way

DIONIGI TETTAMANZI

The Economy and Health in the Light 
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can we understand the “anthropo-
logical” meaning of the Word,
something which is closely bound
up with its theological meaning –
the Word of God also tells us who
man is, and what his dignity, his vo-
cation and his destiny are. This is
what takes place, in its central sig-
nificance, in Jesus Christ, real God
and real man. Hence the enlighten-
ing statement offered by Vatican
Council II: “in reality only in the
mystery of the Word made flesh can
we find the real light of the mystery
of man... Christ, who is the new
Adam, in revealing the mystery of
the Father and his love also fully re-
veals man to man and points out to
him his very high vocation” (Gaudi-
um et Spes, 22). 

In this way human life, too, in all
its different aspects and contexts,
comes to be illuminated by the
Word of God: those to do with the
economy and health, those to do
with economic goods and their use,
and not only from the point of view
of their being two distinct realities
but also in terms of their actual rela-
tionship. Here another question pos-
es itself to which we should give an
answer. If it is right to turn to the
Word of God in matters connected
with the economy and health, we
should then ask what original con-
tribution can be made, and is made,
by the light of the divine word to the
question we have before us. It
seems to me that I can affirm that
this contribution concerns man in
line with the profound and ad-
mirable definition given by St.
Ireneus of Lyon: “Gloria Dei vivens
homo; vita autem hominis visio
Dei” (Control le Eresie, IV, 20, 7).
Man is defined in terms of two es-
sential aspects:

– the first sheds light on the ori-
gins or bases of man – his personal
dignity lies in his being a living im-
age of God (imago Dei: the glory of
God is living man!);

– the second aspect refers to the
goal or the supreme destination of
man: the vision of God. Not only
does man come from God but he is
also precisely for this reason for
God and his glory (the life of man is
the sight of God).

It is necessary to complete and
perhaps further specify the defini-
tion of man provided by St. Ireneus
by referring to another essential as-
pect of man which links together the
two aspects which have been dis-
cussed so far: responsible freedom.

Man is a being who comes from
God and is for God, but in line with
his specific nature, that is to say his
being a rational and free being. Dif-
ferently from the other beings creat-
ed by God and ordered to God, man
is entrusted to his own freedom.
This is his ethical dimension.     Fol-
lowing these three aspects which
define man, almost in a kind of itin-
erary made up of stages which are
bound up with each other, we can
find in the Word of God that light
which illuminates the question of
the relationship between the econo-
my and health, something, indeed,
which is suggested to us by the
psalmist: “your word is the lamp for
my steps, light on my path” (Psalm
119, 105). 

2. The Inviolable Personal 
Dignity of Every Man

As the Bible teaches in the first
two chapters of the Book of Gene-
sis, man is dust. It is true that the
creation of man is the crowning
event and fulfilment of the creative
work of God: it pre-supposes the
production of all the other inert and
living beings, earth and water, air
and fire, minerals, plants and ani-
mals. And in this sense man is dif-
ferent and superior; he transcends
the infra-human world. But it also
true that man is closely related to
the infra-human world because he
too has been brought out of the
earth: “Thus the Lord God made
man out of the dust of the earth and
blew into his nostrils the breath of
life and man became a living being”
(Gen 2:7). 

Yes: man is dust. But he is shining
dust, dust which shines a great deal,
because he reflects the splendor of
the face of God. Man, indeed, is cer-
tainly related to the earth, but he is
also related to God. This is because
he is created in the likeness and im-
age of God and is therefore called to
take part in a mysterious and
uniquely special way in the
grandeur and goodness of the Cre-
ator. As the Bible writes: “And God
said: “Let us make man in our im-
age, in our likeness, and have lord-
ship over the fish of the sea and the
birds of the air...God created man in
his image, in the image of God he
created him, male and female he
created him” (Gen 1:26-27). 

But what is the meaning of the
idea that man is the image of God?

Taking the Bible as our point of ref-
erence once again, it must be an-
swered that this meaning is to be
found in the relationship of dia-
logue, in the relationship of the
“you” which is typical of man as a
rational and free being. It is a rela-
tionship that concerns God, others
and the world of things; a relation-
ship which is based upon, and at the
same time is fulfilled in, reference
to God: God can speak to man and
man can not only listen to the voice
of God but can also answer Him. In
this sense Vatican Council II, in
Gaudium et Spes, explains the being
of man created “in the image of
God” with the words “able to know
and to love his own Creator” (n.12).
Here we encounter the specific na-
ture of man: he is a rational and free
being, with awareness and freedom
which find their chief roots and their
supreme realisation in God. Herein
lies the personal dignity of man. 

It is precisely this dignity which
constitutes the fundamental ethical
principle (and also the fundamental
architectonic principle) by which
we can judge and solve all human
questions and issues, even those
concerning the relationship between
the economy and health. This can
perhaps seem a principle which is
too abstract and anyway distant
from the practical and complex
questions which are at the centre of
our present-day debate. But such is
not the case because they reveal
themselves to be able to reach the
heart of the questions and issues in-
volved, and they do this with a spe-
cial innovative force or strength, if
not even revolutionary power, when
we compare them to the cultural pa-
rameters which dominate today’s
world. 

Personal dignity is identified with
man; it is the constituent reality of
man himself. It is not simply to be
found in the trajectory of having,
but in that of being! It defines man
as man. 

It is precisely for this reason that
personal dignity belongs to all men
and to each and every man, without
exceptions or any kind of distinc-
tion. The human being is marked by
this dignity at every “stage” of de-
velopment and in every “condition”
of his life – from the beginnings of
conception to natural death, in a
state of health and in illness. Indeed,
in a certain sense, it is precisely in
situations of greatest fragility and
suffering that such dignity – which
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is objectively present – asks to be
subjectively perceived, and thus
recognised, respected, defended and
promoted by everybody. The appeal
of the Book of Sirach is in this sense
emblematic: “O son help your father
in his old age, and do not grieve him
as long as he lives; even if he is lack-
ing in understanding, show forbear-
ance; in all your strength do not de-
spise him” (Sir 3:12-13). Thus it is
that the splendor of the face of God
reflected on the face of man does not
become attenuated, not does it dis-
appear, when man experiences situ-
ations of weakness or illness. On the
contrary, rational and free man is
called to receive the indelible divine
splendor which is present in these
situations as an ever greater call to
respect and veneration. 

From what has been said hitherto,
flows the condemnation and the re-
jection of all those forms of discrim-
ination which take place under the
pretext of the presence of an exces-
sive health-care expenditure or an
expenditure which is deemed to be
too high for society to bear, espe-
cially in relation to the weakest cat-
egories such as unborn children or
the elderly. These forms of discrim-
ination can even lead to the destruc-
tion of malformed foetuses or to eu-
thanasia. In his message to the next
World Day of the Sick, the Holy Fa-
ther observes that it is “necessary to
recognise that unfortunately in by
no means few instances economic,
scientific and technical progress has
not been accompanied by authentic
progress centred upon the person
and on the inviolability of every hu-
man being. The very conquests in
the field of genetics, which are fun-
damental in the defence of health
and above all else in the protection
of unborn life, become an opportu-
nity for unaccaptable selections, of
senseless manipulations, of interests
which are antithetical to authentic
development, with often deeply dis-
turbing results. On the one hand
there are major efforts made to pro-
long life and even to create it in an
artificial way. But on the other those
who have already been conceived
are not allow to be born and the
death of those who are no longer
considered as being useful is accel-
erated” (n.5).

These paradoxical forms of dis-
crimination and types of situations
are contrary not only to evangelical
principles but also to human and ra-
tional principles. They trample, first

and foremost, on the fundamental
right to life, and at the same time
contradict true and authentic democ-
racy, something which means equal-
ity between all men and which to be
achieved must certainly “begin from
the least of our brethren”. In this
sense the so-called “preferential op-
tion in favour of the poor” certainly
has, in common language, a pastoral
meaning. But its contents also have
a meaning which is merely human
and social – it is an unescapable re-
quirement of the process of modern
and mature democracy. 

3. How is a Man Better for it if 
he Gains the Whole World...?

Personal dignity is the most valu-
able element that man possesses,
thanks to which he transcends in
terms of value the whole of the ma-
terial world. Man is to be valued not
according to what he “has” – he is to
be valued for what he “is”, as indeed
emerges clearly from the words spo-
ken by Jesus: “How is a man better
for it if he gains the whole world but
loses his own soul” (Mk 8:36). It is
not so much the goods and posses-
sions of this world that count as the
good of a person, the good that is
the person. 

At the same time God also gives
to man the goods of this world, and
entrusts him with the task of using
them for himself and for others.

God makes him the “lord” of things:
“And God said: let us make man in
our image after our likeness, and let
them have dominion over the fish of
the sea and over the birds of the air,
and over the cattle, and over all the
earth, and over every creeping thing
that creeps upon the earth” (Gen
1:26). But the “lordship” of man,
precisely because he is the living
image of God, must be carried out in
an intelligent and loving way, there-
by reflecting the infinite wisdom
and the infinite love of the Creator.
And this takes place when the goods
of the world are not absolutised by
being transformed into real and au-
thentic idols, but when they con-
serve and promote their essential
destination for man, the real good of
man, indeed of all men, through
work and the economy. Hence the
fundamental anthropological mean-
ing of economic activity, expressed
in the precise words of Vatican
Council II: “In economic-social life,
too, the dignity and the overall vo-
cation of the human person should
be honoured and promoted, and the
same may be said of the good of the
whole of society. Indeed, man is the
author, the centre and the end of the
whole of economic-social life”
(Gaudium et Spes, 63).

It is precisely this anthropological
meaning of economic activity
which is the ethical criterion by
which to assess and decide in mat-
ters connected with the numerous
and complex economic questions
and issues which concern in particu-
lar the health-care world. If we
wanted to list certain key aspects of
this criterion the following both the-
oretical and practical guidelines
could be proposed:

– from what has been said above
it should be stressed, first and fore-
most, that the economy is not an end
in itself and does not contain within
it the fundamental and decisive cri-
teria for its human realisation. It is
connected by an unbreakable law
with man, with the personal dignity
of man. And just as it comes from
man so it is ordered to man.

In this sense so-called economic
questions – including those, or
rather above all else those, which
bear upon health care – are not only
sic et simpliciter economic. They
are always – at least from certain
points of view – also anthropologi-
cal and thus also ethical questions.
The ethical dimension, as at this
point should be evident, is neither
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simply superimposed nor automati-
cally imposed from outside the
economy. It is intrinsic to an econo-
my which seeks to be human and
humanising. Even though the ethics
of economic questions need to be
connected to other sciences and dis-
ciplines, the tackling of the ques-
tions and issues of the relationship
between the economy and health
care in an indifferent or secondary
way which has or does not have
some recognition or other of the in-
trinsic and inescapable role of an
ethical approach is not acceptable. 

– The most specific and habitual
point of reference of the economy is
profit. The position of the social
doctrine of the Church is well
known on this point, in particular
the teaching reproposed and speci-
fied in the encyclical Centesimus
Annus. In this publication we read,
among other things, that “the mod-
ern business economy has positive
aspects. Its basis is human freedom
exercised in the economic field, just
as it is exercised in all other fields”
(n.32) Further on we read: “The
Church acknowledges the legiti-
mate role of profit as an indication
that a business is functioning well...
But profitability is not the only indi-
cator of a firm’s condition. It is pos-
sible for the financial accounts to be
in order, and yet for the people –
who make up the firm’s most valu-
able asset – to be humiliated and
their dignity offended. Besides be-
ing morally inadmissable, this will
eventually have negative economic
repercussions on the firm’s econom-
ic efficiency. In fact, the purpose of
a business firm is not simply to
make a profit, but is to be found in
its very existence as a community of
persons who in various ways are en-
deavouring to satisfy their basic
needs, and who form a particular
group at the service of the whole of
society. Profit is a regulator of the
life of a business, but it is not the on-
ly one; other human and moral fac-
tors must also be considered which,
in the long term, are at least equally
important for the life of a business”
(n. 35; cf also n. 39).

– We can use the language of the
Gospels and affirm that man is not
made for the economy but the econ-
omy is made for man. And here we
can immediately make a specific
observation: for “the whole” man,
for “every” man, for “all” men.
Here three perspectives which are
especially interesting, committing

and stimulating in relation to the
world of health, and thus for the
economic contribution that this
world requires, present themselves.
Once again it is necssary to proceed
in the argument by a process of ref-
erences. 

The idea that economy is for “the
whole” man, or rather for the
wholeness and unity of his values
and his needs, especially when man
is compromised in his health, raises
the question of what a correct con-
cept of health really is, and what a
correct concept of “quality of life”
really is. It is evident, in fact, that
there is a close connection between
these concepts of health and the
quality of life and corresponding ex-
penditure on health care. The Pope
has observed in relation to this
point: “While there is a sound ap-
preciation of health expressed in an
increase in the number of initiatives
to promote it, something which
reaches at times a sort of cult of the
body and a hedonistic search for
physical efficiency, at the same time
life is reduced to being seen as a
mere commodity of consumption,
and this brings about new forms of
marginalisation for the disabled, the
elderly, and the terminally ill”
(Message for the VIII World Day of
the Sick, n. 5). 

Furthermore, the relationship be-
tween the economy and health, in
terms once again of “the whole” of
man, leads to very different out-

comes according to whether medi-
cine chooses to place itself at the
service of “rights” or of the “wish-
es” of the individual.

Once again we encounter the in-
escapable need to invoke a suitable
anthropological approach if we
want to deal in a truly human way
with the large number of questions
and issues connected with the rela-
tionship between the economy and
health, with special reference to the
prevention, diagnosis and treatment
of the illness of man, who should
not be seen and treated in terms of
mere different compartments. 

– Furthermore, the economy is
for “every” man. By this very ele-
mentary phrase I want to stress two
factors. The first concerns in a spe-
cific way those people who are in
situations of especial psychological
or physical fragility or who suffer
from a serious illness. The sick per-
son, the elderly person, the handi-
capped person, and the person who
is not self-reliant etc., have the right
to be helped economically so that
they can obtain, where possible, a
better condition of health and life
situation, even when such help does
not lead to a profit but to a loss. Yes
indeed: a loss. But what kind of a
loss are we dealing with here? In
what terms is something being lost?
As can be seen, we return once
again, and in a strong way, to the
fundamental question of the rela-
tionship between economic consid-
erations and human requirements,
or if it is preferred the question of an
economy for its own sake or an
economy:made for man. The sec-
ond observation about the need for
an economy made for “every” man
involves the principle of due consid-
eration for the individual in his
uniqueness and unrepeatable nature.
This means, also and above all else
in the health-care field, that equality
is not egalitarianism but an ability to
give to each person according to his
own particular situation. Here, too,
the democratic principle referred to
above of “beginning again from the
least of our brethren” holds true. 

– Lastly, the idea that the econo-
my is for “all” men. This universal
destination raises a series of ques-
tions and issues in the field of ill-
ness and health which lead back af-
ter a certain fashion to the question
of the allocation of health-care re-
sources, or rather of how to distrib-
ute economic goods and services
amongst people who can benefit
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from them. This can take place
through macro-allocation in
health-care policy, both in relation
to the investments in health-care as
opposed to other social sectors (ed-
ucation, the fight against poverty,
defence, the family etc.), and in the
form of a policy favouring certain
areas of health-care as opposed to
others and thus their various pro-
grammes. It can also take place
through micro-allocation at the lev-
el of the social-health care organisa-
tion of specific institutions, some-
thing which involves the questions
of the selection of patients to whom
resources should be destined and
the selection of priorities in treat-
ment. 

Once again the response to these
questions and issues depends upon
the anthropological perspectives
which are chosen: on whether they
take the form of individualistic lib-
eralism, social utilitarianism, egali-
tarianism, or ontological personal-
ism. From what has been outlined
above, it will be evident that this pa-
per follows this last anthropological
approach, which is based upon a
recognition of the absolute value of
every human person and upon the
search for common good through
the good of individual persons (cf
E.Sgreccia and A.G.Spagnolo, Eti-
ca e Allocazione delle Risorse nella
Sanintà (Milan, Vita e Pensiero,
1996; and in particular cf L.Palazzi-
ni, ‘Teorie della Giustizia a Allo-
cazione delle Risorse Sanitorie’ in
Medicina e Morale 1996/7, pp.
901-921; and by the same author
‘Per una Giusta Distribzione delle
Risorse Scondo la Medicina Person-
alistica’ in Medicina e Morale
1992/3, pp. 485-496). 

In particular, the idea of the econ-
omy for “all” men immediately di-
rects our attention to the increasing-
ly global horizon” in which the is-
sues and questions connected with
“the economy and health” are situ-
ated. Here we should logically en-
counter the question of present-day
globalisation with all its negative
and positive features and aspects,
not least in relation to the costs of
health. We need only outline, in an
extremely abstract form, the policy
followed by the Magisterium of the
Church, which repeatedly and
forcefully calls for respect for, and
the promotion of, the ethical dimen-
sion and thus approaches the reality
and issue of globalisation under the
banner of global solidarity. 

In this sense we cannot neglect
the very serious social inequalities
in relation to access to health-care
resources which are still today to be
found in vast areas of the world, es-
pecially in the countries located in
the south of the globe. As the Pope
writes in his message for the Sev-
enth World Day of the Sick of 11
February 2000: “this unjust inequal-
ity affects in an increasingly dra-
matic way the area of the fundamen-
tal rights of the person: entire popu-
lations do not have the possibility of
taking advantage of even primary
medicines, whilst elsewhere there is
a high level of abuse and waste of
even expensive medicines. And
what should be said about the terri-
bly high number of brothers and sis-
ters who do not have enough to eat
and are thereby the victims of every
kind of illness? And this not to
speak of so many wars which cover
mankind with blood and sow, in ad-
dition to death, physical and psy-
chological traumas of every kind”
(n.4). 

4. God wants to leave Man 
“in the Hands of his Advice”

The “lordship” of man, to which
reference has already been made, is
not primarily of an exterior charac-
ter, that is to say in relation to the
world of things. It is, rather, interior
in nature, It concerns man in him-

self, in his self-possession, as St.
Thomas Aquinas loved to say: a free
man is a man who has control over
himself and decides on his own the
meaning of life, or rather in line
with truth and good. As Vatican
Council II writes: “But man can turn
to good only in freedom, that free-
dom which our contemporaries val-
ue so highly and search for so
strongly, and with good reason. 
Often, however, they cultivate it in a
wrong way, almost as though every-
thing which is pleasing is right, in-
cluding evil. True freedom, howev-
er, is the very high sign within man
of the divine image. Indeed, God
wanted to leave man “in the hands
of his advice” (cf Eccl. 25,24), so
that he could spontaneously search
for his Creator, and freely reach,
through adherence to Him, full and
blessed perfection” (Gaudium et
Spes, 17). 

Freedom is inextricably bound
up with truth – in the words of of
Jesus “the truth will make you free”
(Jn 8:32) – and is intimately con-
nected with the conscience which
is the “most secret nucleus and the
sacrarium of man, where he finds
himself alone with God whose
voice is to be heard in his own inner
self” (Gaudium et Spes, 16) and
which is a certain sense is the
“heart” of morality. It is precisely
this morality (which as we have
sensed possesses a deeply religious
or theological basis and destina-
tion) which can connect the econo-
my and health in a human and hu-
manising way.

For this reason, what has been
said above can be seen in a more or-
ganic and deeper way and further
developed and expounded in terms
of morality or responsible freedom.
We only need engage here in a few
rapid observations to demonstrate
that morality is able to: 

– provide the economy – esep-
cially the economy in the field of
health – with its essential ethical di-
mensions and requirements;

– act upon the health-care econo-
my by reducing costs in a large
number of ways; for example by 
educating people to follow a sound
and healthy “quality of life”; by
favouring prevention as a means to
prevent people falling into certain
situations of illness and infirmity;
by excluding illnesses which are
more or less the direct outcome of a
real and authentic abuse of freedom,
etc.; 
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– obtain a more equitable distrib-
ution of the available economic re-
sources by avoiding the use of use-
less medicines and admissions to
places of treatment and care, by
favouring day hospitals, etc.; 

– improve the professional and
human quality of health-care work-
ers, both through permanent train-
ing and through growth in their spir-
itual and religious lives. 

5. The Word of God 
and Human Words

Here this paper must draw to its
conclusion. Two observations on
the Word of God which have been
the basis for this paper on the sub-
ject of the relationship between the
economy and health can be espe-
cially useful. 

The first concerns the connection
between the Word of God and hu-
man words. As was pointed out at
the beginning of this paper, we can-
not hope that the Word of God will
provide us with a complete and de-
finitive answer to every human
question, especially at the level of
great detail and in new and un-
precedented historical situations.
The Lord who gives us the light of
his revealed Word is the same Lord
who also gives us the light of hu-
man reason. We are thus directed
not only to listening to the Word of
God but also to rational thought and

reflection, at an ordinary level, in
critical terms, at the level of scien-
tific elaboration, as a theoretical 
reflection and as existential experi-
ence – and this is a search which is
not only personal but also collec-
tive. It is precisely with reference to
questions where Revelation does
not provide explicit and detailed
teachings that Vatican Council II
writes: “temporal undertakings and
activity are specifically, if not ex-
clusively, the responsibility of the
lay faithful... Their consciences, al-
ready well formed, are called to
write divine law into the life of their
earthly city. Spiritual light and force
are to be expected from priests by
the lay faithful. They should not,
however, think that their pastors are
always so expert that in response to
every new question – even the most
serious – which arises, they have
ready a concrete solution or that
priests are called to this by their
mission: they should, rather, face
up to their own responsibilities, in
the light of Christian wisdom and
with respectful regard for the teach-
ing of the Magisterium” (Gaudium
et Spes, 43). 

The second observation stress-
es the absolute originality of the
Word of God. It is “revelation” and
this always offers a great and new
light on man in his personal dignity
as the “image of God” – this is a
light which inevitably shines, albeit
in different ways and at different

levels of intensity, on all the ques-
tions which concern man. But it is
not only revelation, it is also a
“commandment” and “grace”.

As a “commandment” the Word
of God is a challenge to our freedom
and a constraint on our conscience.
Our freedom must be “responsible”,
or rather be obedient to the design
and will of God in relation to man,
and our conscience must enter into
the dialogue of man solus cum Deo
and “listen” to his voice. But, as the
Pope writes in the encyclical Evan-
gelium Vitae: “the commandment of
God is never separate from his love:
it is always a gift for the growth and
joy of man. As such, it constitutes
an essential aspect and an inalien-
able element of the Gospel, indeed
it is itself is a “gospel” or good and
happy news” (n.52). If it is a
“gospel”, if it is a “grace”, the com-
mandment of God is certainly en-
trusted to the freedom and con-
science of man, but it is even more
made possible in its achievement
and after a certain fashion made
easy and gentle by the freely-given
love of God. This kind of conviction
of faith can also generate lucidity of
vision, hope and courage in facing
up to the complex questions and is-
sues connected with the economy
and health. 

H. Em. Cardinal 
DIONIGI TETTAMANZI,

Archbishop of Genoa
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The phrase “the right to health”
has by now become a phrase in cur-
rent use. Over the last fifty years the
meaning of this phrase has become
clearer in a process which has
linked it to the right to development
and growth. The first politicians to
launch the doctrine of the rights of
man sought to so direct social or-
ganisation as to ensure that every-
body could meet their own essential
needs. 

The right to health is a part of the
fundamental rights of man, and this
is something which can be verified
at an empirical level by looking at
the innumerable charters of rights
which make reference to it.

What is the basis of this right?
This question should not be consid-
ered ingenuous, nor should it be
avoided by a mere invocation of
common sense which places “feel-
ing well” at the summit of every
possible and imaginable heirarchy
of “values”. This is an essential
question, primarily because it is of
the essence in any anaylsis of this
right from both a juridical or socio-
logical point of view (that is to say
in what way the defence and/or the
promotion of this right has an effec-
tive character which impinges on
the present-day historical context
and geographical environments). In
the same way, it should be observed
that the scientific formulation of the
category “right to health” by legal
and jurisprudence experts often fails
to have full conviction when it
comes to its epistemological origins
and validity. 

Feeling well or feeling bad are
absolutely personal subjective states
or conditions whose interpersonal
capacity for communication is very
difficult from an objective point of
view. In other words, there is no
shared yardstick by which to define
or assess the wellbeing produced by

“health” or the ill-feeling generated
by “illness”.

Rather than speaking about the
right to health we should refer to the
right to the protection of health.
This is because it is possible to as-
sert that there is not only the right to
subsist but the right to authentic
quality of life. This is something
which means access to health care
and to those means and instruments
which are needed to ward off the
dangers to health – dangers which
the individual or a group feel pow-
erless to defend themselves against. 

In a certain sense all of us fall ill
at a certain moment of our lives, and
after a certain fashion illness is
bound up with health. For this rea-
son, the definition of health as such,
according to the definition laid
down by the World Health Organi-
sation, could appear to be utopian.
Health is not only the absence of ill-
ness – it is also a state of complete
wellbeing, which is economically
productive, socially acceptable, and
universal in character. Is such a uni-
versal character really possible? Are
societies really ready to transform
this description into reality? Al-
though this aspiration can certainly
appear to be a dream, it nonetheless
constitutes a fundamental orienta-
tion or horizon of the humanistic vi-
sion, and as such it also matches the
Christian vision of what the destiny
of man should be. 

In discussing the subject of illness
and health, an eminent Spanish
medical doctor who is a specialist in
endocrinoloy, Prof. Martin Ibanez,
arges that although in studying med-
icine doctors are taught to recognise
the symptoms and manifestations of
illness, they are not at the same time
taught to recognise the symptoms
and manifestations of health. And
this despite the fact that were they to
do so, we could probably alter our

lifestyles accordingly.
The right to the protection of

health is recognised by the majority
of the fundamental texts concerning
this area to be found in industri-
alised countries. However, the
process of globalisation which is to-
day bringing with it so many advan-
tages and opportunities, is also at
the same time presenting us with
enormous challenges to health.

In the contemporary globalised
world, where it seems that every-
thing is reduced to a discussion of
social questions and issues in mere-
ly economic and financial terms, a
serious problem is raised when ref-
erence is made to health and to the
related question of economics and
financing. For this reason, this right
is not possible if the state does not
guarantee access to health care to all
of its citizens, irrespective of their
economic status and condition, their
educational level, their geographi-
cal location, and so forth.

The advances achieved in the
field of medicine in recent decades
may indeed appear “to work mira-
cles”. But this is something which
has been achieved at a high cost.
Not so long ago our knowledge al-
lowed us only small room for ac-
tion, although it is also the case that
what was done could be done for
everybody. Nowadays, however, in
the changed situation which pre-
sents itself, certain governments ap-
ply restrictive policies in this area. 

Those countries which are eco-
nomically advanced have for some
time been undergoing a major in-
crease in their outlays on
health-care expenditure. Within the
context of a decrease in overall
growth this has brought about a
worrying increase in the relation-
ship between health-care expendi-
ture and national domestic product,
something which has been accom-

JORGE LUIS MAIORANO

Models of Health in Contemporary Society
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panied by growing tensions within
the general framework of financial
compatibilities.

This set of circumstances has giv-
en rise to the birth of a conflict
which has so far not been resolved,
namely the conflict between the
specific goals of the health-care sys-
tem as expressed by the current
policies pursued by governments –
that is to say the increase in the
length, and the improvement, of the
physical quality of life of citizens –
and a dependence upon an increas-
ingly restrictive budget in relation to
public sector expenditure. 

Personal expenditure on health
has increased at levels beyond any
reasonable forecast. Contemporary
diagnostic instruments and methods
have in the same way been encour-
aged in their development and use
by insurance companies operating
in the health-care field. In other
words, it is possible to demonstrate
the existence of a connection be-
tween incentives behind scientific
research – which tend to encourage
and develop particular forms and di-
rections of technology – and the role
of insurance systems on the one
hand, and the effects of now types
of technology on the other. 

The functioning costs of
present-day welfare provisions,
which are far-reaching and solidari-
ty-inspired, are very high. This en-
dangers the financial equilibrium of
government budgets with regard to
public health-care services and the
respective balance of personal con-
tributions to public and private sys-
tems based upon insurance. 

These systems are experiencing a
growing financial and organisation-
al imbalance as they try to deal with
the expansion and intensity of re-
quest for health, based as they are
upon their original forms of provid-
ing equality in provision to every-
body more or less without direct
charges. 

However, the solution to the eco-
nomic and financial problems in-
volved cannot be found in the mere
reduction of health-care expenditure
by public authorities. 

The factors which determine the
levels of health in a community are
many in number: those which are
directly concerned with health
(technical and human means and in-
struments) and those which help to
create the conditions which enable
the inhabitants of a country to enjoy

the best possible levels of health
(education, growth and develop-
ment, and social and economic inte-
gration). 

However, if these resources are
not distributed equitably access to
health necessarily comes to be de-
nied. For this reason, a health-care
system is equitable only when it
guarantees equal access to care and
treatment and offers the same ser-
vices to people in similar states or
conditions. In order to be equitable
this system must also provide differ-
ent forms of treatment to individuals
who find themselves in different life
situations: that is to say, what is re-
ally required is a policy of equal
treatment for equal people and dif-
ferent treatment for different peo-
ple. 

Health must be maintained in line
with the commandment “thou shalt
not kill”. This is a commandment
which in a positive sense requires
care for health. It is based upon four
principles which explain its nature:
the life of man comes from God,
who created man in his own image;
man must be free to direct his life
constantly towards God; God alone
initiates life and ends it; and God
has transformed this life into the life
of the children of God.

In his message to the Seventh
World Day of the Sick, which will
take place on 11 February 2000, the
Holy Father observes that two du-
ties require special attention on the
part of the Christian – the defence of
life and the promotion of a health
which is worthy of man.

Health has biological, psyhcolog-
ical and social connotations. During
the early history of man health, and
in particular illness, were seen as
things which came from the tran-
scendental world and depended on
the good will or ill will of superior
beings. Their social dimension re-
ceived much emphasis through the
provision of treatment in the form of
public ceremonies and rites. 

But with the advent of the modern
secular age everything in the realm
of health and illness which previ-
ously had a religious connotation
was put to one side, and health and
illness received a purely biological
connotation. Such was the case dur-
ing the last century and the early
decades of this century, although, to
tell the truth, today people are be-
ginning once again to lay emphasis
upon the psychological and social

dimensions to health and illness. 
In the present-day world signifi-

cant advances have been achieved
in relation to health-care services.
However, there still exist major fail-
ings which have to be corrected, and
this is because democratic regimes
do not exist throughout the world.
One thousand three hundred million
people live below the poverty line;
the gap between the rich and the
poor grows ever greater; demo-
graphic growth also has an effect;
the high levels of rapid urbanisa-
tion; emigration; the ageing of cer-
tain populations; climatic change;
the thinning of the ozone layer; air
and water pollution; changes in the
distribution of public and private
health care; low levels of infant
mortality; the decrease in conta-
gious diseases; higher levels of life
expectancy; the increase in
non-transmittable diseases; AIDS
and smoking – these are the major
causes of death. And this within a
context where effective and eco-
nomic forms of technology provide
us with the opportunity of helping
the least protected sections of the
population.

The right to health is coming to
acquire a new character which per-
haps, and probably in definitive
fashion, has entered into the collec-
tive conscience, albeit not always in
an explicit fashion. This new char-
acter is that of the identity itself of
the human person.

In claiming health as a right, in
the final analysis the individual
claims the right to be recognised in
relation to his or her own identity, as
a right which is rooted in the sphere
of relations. In recognising health as
a fundamental right, the legal sys-
tem recognises, and also takes seri-
ously, the shared and equitable sub-
jectivity of all human beings. 

The way in which attention is
paid to the needs of collective rights
to health centres around three prin-
cipal systems. For the pure liberal
the person who has money pays and
the person who does not have mon-
ey has to resort to public charity. For
the humanitarian liberal the person
who can do so pays for health-care
provisions, and the health of the per-
son who cannot engage in such a
course of action is the responsibility
of government. Thirdly, there is the
liberal-socialist position. According
to this approach, the state is respon-
sible for everybody but the individ-
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ual who so desires can have access
to private medical care. 

Medical care, therefore, is organ-
ised in today’s world in a whole va-
riety of ways, beginning with inde-
pendence and freedom and ending
with a situation where medical ser-
vices are exclusively and totally
provided by the state. It would be
impossible to give a detailed de-
scription of all the systems which
presently exist, but it can be said
that whereas in some countries help
is given only in extreme cases of
need in others a system of health in-
surance prevails, and in yet others a
policy is adopted whereby a com-
plete system of health care is organ-
ised where personal initiative exists
side by side at various levels with
government action and policy. This
is something which further varies
the ways in which medical care and
treatment are provided to members
of a population. 

The model of health for today’s
world should introduce a way of do-
ing things which means that the
peoples of the globe can achieve a
state of health which enables them
to live a life which is economically
and socially productive in a way
which respects the global environ-
ment, and the values of the past,
with adaptations to changes and
present-day needs and the propos-
ing of solutions for the future which
should always be rooted in the
equality of the rights of man. 

This model should have as its ob-
ject the raising of life expectancy
and of levels of quality of life, an in-
crease in the health prospects for
contemporary and future genera-
tions, and a reduction in death rates
linked to ageing. The practical prin-
ciples by which to achieve these
goals are the following: action at a
world-wide level to protect health at
a national and local level; the draw-
ing up of a policy which brings sci-
ence near to actual facts and is com-
pleted by the participation of the
population in the taking of deci-
sions; a commitment to health-care
strategies which are compatible
with sustainable growth and devel-
opment; the application of a global
concern with the life of the individ-
ual in health-care development; a
commitment to respect the specific
character and needs of each of the
sexes; a commitment to promote the
quality of life; and the application of
flexible strategies which can be ada-

pated and applied to permanent
change. 

We need to promote macroeco-
nomic and social policies based up-
on fairness which involve direct in-
vestment in health-care provisions
and services based upon a demon-
strable cost/effectiveness relation-
ship. Such policies should concen-
trate on unprotected groups and
should introduce insurance factors
which can protect vulnerable popu-
lations. We should not forget that in
the face of a generalised reform of
how we are governed the welfare
state which was with us for so many
decades is now beating a retreat.

For this reason, it would be a
good idea to remember that all the
economic models which in the final
analysis go to make up a society
must be rooted in man, and must
find their support and points of
strength in man – the epicentre of
the divine creation. Although the
new ways of looking at the social
and economic spheres mean that
governments nowadays are no
longer the benefactors which they
were for decades, this does not im-
ply that they are no longer responsi-
ble for their citizens and that such a
responsibility has shifted to the pri-
vate sector and in particular to pri-
vate companies. Were this to hap-
pen we would run the risk of having
an unfair society lacking in solidari-
ty which would favour individual-
ism in a context where the human

being would come second to the
economy in terms of importance
and value. 

With regard to the whole world of
health-care systems and services, a
policy of decentralisation should be
engaged in and an approach of soli-
darity between the rich and the poor,
the healthy and the sick, and the
young and the old, should be devel-
oped and consolidated. 

When it comes to the manage-
ment and utilisation of human re-
sources in the health-care world,
these latter should be up-dated
through courses which should also
be held for professional workers.
We should transform principles and
values of action into a struggle
against economic inequality which
will then bring about less provision
of health care because the need for it
is much reduced. We need to give
priority to those countries which are
most afflicted by poverty and ill-
ness. 

Today health services are on the
increase and from an economic
point of view they are becoming,
like many other services, a commer-
cial commodity. This is happening
to such an extent that we all know
that there are chains of multination-
al hospitals, just as there are chains
of hotels, where service is assessed
from the point of view of what is
provided in terms of the comfort of
the patient without any reference
necessarily being made to the quali-
ty of medical and technological ser-
vices which are on offer. 

It is probably the case that the
technology in these hospitals is the
most up-to-date available, but we
should ask ourselves whether the
most modern forms of technology
are really the best that there are. It
seems as though such is the case be-
cause, as fashion is to be found
everywhere, if these institutions do
not use the latest technology the pa-
tient could fail to be satisfied. 

Governments cannot deny their
responsibility in relation to health.
Although they are not the direct
providers of health they are, howev-
er, the responsible legislative body
according to the constitutions of
each individual country. For this
reason, I would like to make an ap-
peal to the authorities who wield re-
sponsibility to ensure that at the pre-
sent time when the role of the state
is being redefined we do not end up
by being a state only on paper. Such
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authorities must not be passive
spectators of a situation which is
presented to them. They must shoul-
der their political responsibilities to-
wards the state and society, and in
so doing they should avoid the lack
of faith of the former and the lack of
interest of the latter. 

Although over the last twenty
years the world has produced the
highest level of wealth ever in its
history, it has also produced the
highest number of poor people.
There is an imbalance here, a dis-
junction. We all know, and this is es-
pecially true of the most industri-
alised countries, that life expectancy
has increased markedly. In opposite
fashion, developing countries have
problems of health, chronic illness-
es which previously did not exist –
or at least at present-day levels –
and contagious diseases. Non-con-
tagious diseases are also present in
these countries, but their origins are
different. This is because previously
people did not live long enough to
have chronic illnesses in these areas
as a result of the fact that mortality
rates were very high during child-
hood. 

At the present time a suitable and
appropriate health-care policy must
be based essentially on three funda-
mental elements. Firstly, the right to
health. Secondly, fairness, solidarity
and an ethical approach. Thirdly, an
equitable treatment of men and
women. These values are those of
the message of the Holy Father to
the Seventh World Day of the Sick
and of the Christian principles of the
Catholic Church. 

Ethics as applied to health must
be effective from the beginning of
life until its end. For this reason,
both from a curative point of view
and in terms of prevention, health
must be supported by an ethical ap-
proach and by respect for the human
condition in its highest form.

When it comes to health-care ser-
vices and life expectancy, this sub-
ject should be discussed not only in
terms of care and treatment but also
with reference to the quality of life,
to the human condition where such
quality of life must be provided ac-
cording to the means and instru-
ments which are available within
each community. 

Equity in health-care services
must be achieved in relation to
needs and should not be a matter of
the ability to pay of each individual

or each community. 
Present-day policy must place

health at the centre of development.
In this way, on the threshold of the
third millennium, man and the dig-
nity which springs from his nature
should become ever more dominant
as the primary values of global soci-
ety.

In the field of health and health
care the meaning of the dignity of
man has a very special relevance,
given that political, social and eco-
nomic factors and realities must be
subordinated to it.

Together with the right to life,
health is one of the human rights
which most bears on the full devel-
opment and implementation of the
other human rights. If his health is
compromised an individual cannot
work regularly, family groups be-
come weaker, and many other nega-
tive consequences follow which
could also be listed. What is needed,
therefore, is a new allocation of
budget resources so that, in con-
junction with education and school-
ing, the effective validity of the
right to health is upheld and promot-
ed. 

Health is a good to which we
should be able gain access. But the
distribution of resources between
countries and within a nation are not
equal. For this reason we must en-
sure that health-care services do not
favour only a minority of the popu-
lation or the world’s nations. Health

must be the subject of a voluntary
policy promoted by governments.
The goal of a health-care policy
must not be reduced to the mere de-
fence of the members of a commu-
nity against illness but should be the
outcome of an approach designed to
mobilise economic and other re-
sources by the state, thereby ensur-
ing fairnes in the access to
health-care services for those who
are in a condition of poverty or ma-
terial need.  Mechanisms which en-
sure free access or low-cost access
to health-care for citizens and take
into account age, pathology, and
family group in doing so, must
strive to achieve a necessary bal-
ance between equity and solidarity.
This is of the essence if we want to
achieve a health service which must
of necessity continue being public
in character and which is under-
stood and experienced as a commu-
nitarian, social and individual good
which must never be abandoned. 

The Institute of Ombudsmen can
provide a x-ray of the undesirable
consequences of dominant econom-
ic doctrines which seem to substi-
tute the values of an axiological
scale with those of an economic
scale. In this way efficiency takes
the place of justice; the search for
wealth that of fairness; and econom-
ic growth that of solidarity, and all
this as though they were opposing
values which are incompatible and
non-complementary. But in actual
fact efficiency can be achieved with
justice, wealth with fairness, and
growth with solidarity.

Dr. JORGE LUIS MAIORANO,
The Ombudsman of the People 

of Argentina
and President of the International 

Institute of Ombudsmen
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I like to believe that as human
beings became socialized into
groups of one kind or another an
understandable tendency to care for
one another arose, and care in times
of sickness must have been seen as
a normal expression of concern for
those who were in some way vul-
nerable or diminished. The recog-
nition of the importance of these
acts of caring that extended to heal-
ing are very much a part of reli-
gious faiths all over the world, and
many faiths must record acts of
succor and care for the ill and
wounded similar to that of the
Good Samaritan. Herodotus1 writes
of the obligation of a citizen to at-
tend to an ill person: “It is not law-
ful to pass a sick man by in silence,
without taking an interest in his
complaint”. It is very much a part
of our faith to care for the health of
those who need it, although many
of the injunctions to care for others
are given to specific individuals.
Luke the physician refers to the
seventy who went forth into every
city and place with instructions to
heal the sick, and St. Paul, in allud-
ing to the various spiritual gifts,
makes special mention of the gift of
healing.

This attention to healing as a spe-
cial gift or responsibility goes even
further back in history. The Assyri-
ans and Babylonians assigned the
responsibility for medicine as a
specialized craft to the priesthood,
and we know that the code of Ham-
murabi of some 4,000 years ago de-
fined very clearly the rewards and
penalties that were to be attached to
medical practice. If the patient died
or lost an eye as a result of an oper-
ation, the doctor’s hands were cut
off. The emphasis was very much
on individual care, although there

is evidence that the Babylonian
state considered environmental
sanitation important enough to
have drains and sewers in public
places. The same focus of individ-
ual care appears in ancient Indian
medicine, but I could also find ref-
erence there to the responsibility
for the health of groups such as the
armed forces. One king was said to
have kept his doctor close by to
look after him as well as the health
of the troops.

It was inevitable that the atten-
tion to the sick separately and by
individual practitioners would not
be enough and would inevitably be
accompanied by institutional sys-
tems that cared for patients. The
most famous and durable of these
systems is the hospital and in Eu-
rope we see the rapid development
of these institutions under Christian
direction after the conversion of
Constantine. There is evidence of

the establishment of hospitals in the
East even earlier, but the point to be
made is that the organization of a
system of care based on institutions
is to be found in the histories of all
parts of the world. There would, of
course, be differences in the types
of treatment to be used and in many
instances in the type of person to be
treated, as it is clear that in most
early societies, hospitals were es-
sentially for the care of the sick
poor while the rich were treated in
their homes.

Hospitals are only one part of a
health system, and as we look to
compare health systems in a broad-
er context, it is useful to have some
concept of what is a health system,
what are its functions, and what are
the various typologies that can be
compared. I understand the health
system to be a social system, an in-
tegrated whole that depends on its
functioning on the interaction
among the various components.
These components are essentially a
set of financial, human, physical,
organizational and informational
resources, which, through their in-
teraction provide better health for
individuals and populations. As in
any system, it is the interaction that
is important and the value or output
of the system is more than the sum
of the contribution of the con-
stituent components.

All health systems are firmly
grounded or are perhaps derivative
of the cultural milieu in which they
operate, and the end results they
produce in terms of health will also
admit of variation to the extent to
which health is culturally deter-
mined. Kleinman2 in a classic con-
ceptualization of health systems as
cultural systems, emphasizes the
difficulty of making comparisons

GEORGE A.O. ALLEYNE

Health Systems Compared



25THE ECONOMY AND HEALTH

and it is clear that attempts to judge
value of outputs run the risk of be-
ing arrogant in terms of establish-
ing some hierarchy of cultures. He
explains a concept that is often for-
gotten or ignored. He writes:

Most health care systems contain
three social arenas within which
sickness is experienced and reacted
to. These are the popular, profes-
sional and folk arenas. The popular
arena comprises principally the
family context of sickness and care,
but also includes social network
and community activities. In both
Western and non-Western societies,
somewhere between 70 and 90% of
sickness is managed solely within
this domain.

This gives an idea of the small
fraction of sickness treated in the
professional arena. Yet our classifi-
cation of the various types of care
systems and our estimates of costs
focus almost exclusively on this
area. The differentiation of health
care systems into the Western allo-
pathic medicine and traditional or
complementary medicine that has
achieved such prominence in West-
ern societies recently is based pri-
marily on this small fraction. I pro-
pose to compare the systems within
the Western model and then at-
tempt some comparison between
the western and other models.

Before examining the construc-
tion of the Western type system
which is the one I know best, it is
salutary to reflect that all health
systems probably carry out certain
basic care activities, and compari-
son between them turns mainly on
the extent to which they discharge
the basic functions of improving
the health status, are equitable and
respond efficiently to the legitimate
expectations of the population in
which they are grounded.

The health systems first and fore-
most provide for the promotion of
health, prevention of sickness as
well as the cure and rehabilitation
after sickness and there is a wide
armamentarium of technologies for
discharging this function. They
contribute to the cultural construct
of illness. Disease represents a mal-
function of a biological or psycho-
logical process while illness is es-
sentially experiential. I was
brought up, however, to link the
two and represent disease as the
lack of ease, the perceived depar-

ture from some equilibrium and in
this context there may still be ease
in the presence of physiological
disequilibrium.

The systems are also responsible
for what Kleinman describes as the
“cognitive and communicative
processes involved in the manage-
ment of sickness including labeling,
classifying and providing personal-
ly and socially meaningful expla-
nations.” Health care systems must
also be agencies of record. The in-
formational resources of the system
represent not only the channeling
of data into the system, but must al-
so provide for the recording and
codification about subjects as well
as their environment in such a way
as to allow for continuous reform,
adaptation and functioning of the
system itself.

Hanson and Callahan, in their
book The Goals of Medicine,3 in the
context of priorities that should be
established or at least kept in view
in the process of reform that is
sweeping the world, established
four major goals which may be rel-
evant or applicable to any health
system. These are: the prevention
of disease and injury and the pro-
motion and maintenance of health;
relief of pain and suffering caused
by maladies; the care and cure of
those with a malady and the care of
those who cannot be cured; and the
avoidance of premature death and
the pursuit of a peaceful death.
There may be nuances of emphasis,
but I am convinced that the profes-

sional part of all health care sys-
tems would share these sets of
goals and it would be difficult to
compare them.

It is the Western or allopathic
system that occupies most of our
thinking, at least in the Pan Ameri-
can Health Organization and it is
interesting to reflect on the devel-
opment of the types of system that
fit broadly within this category.4

There is no doubt that these sys-
tems are now the essence of plural-
ism; they come in several shapes
and forms.

I have been intrigued by the
growth of pluralism in this and oth-
er similar social systems.5 With the
signing of the treaty of Westphalia
in 1648 that signified the end of Eu-
rope’s Thirty Years War, we saw the
growth of statism, and the pluralist
institutions that had flourished be-
fore began to wither. It is interest-
ing that it took about two centuries
to see the appearance of state con-
trol or strong intervention in an
area as important as health care and
the development of an appropriate
state supported apparatus, when the
state had become dominant in so
many other fields. But within the
last half century there has been a re-
markable resurgence of pluralism
in many spheres.6 Now that we see
the state losing influence or domi-
nance as the prime or sole secular
authority and the increasing power
of a myriad of non-state actors in a
wide range of fields that affect us,
there is increased questioning of
the role of the state in health.

It was Prince Otto Von Bismarck
who in 1883 introduced the law in
Germany that made insurance
compulsory for medical care costs
thus ensuring something approach-
ing universal coverage. This was in
the manner of a response to the so-
cial reform movement in which one
of my medical heroes, Rudolf Vir-
chow,7 had participated vigorously.
In 1848 he had written:

The state must do more. It must
help everyone live a healthy life.
This simply follows from the con-
ception of the state as the moral
unity of all individuals composing
it, and from the obligation of uni-
versal solidarity.

It is well to note that Bismarck’s
gift to Germany and much of the
world did not result in a single
monolithic structure, but a series of
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social funds which are nonprofit or-
ganizations regulated but not fi-
nanced by government. These
funds function as financial interme-
diaries between the organized con-
tributors and the providers of care.
This movement to social security
spread slowly throughout the world
and it was not until after the First
World War that we saw the growth
worldwide of the concept of the
need for universal health care as an
element of social justice.

The Soviet system of health care
was an outgrowth of the urge for
state control of social services, and
the ideologically driven centralized
planning of health care services had
the goal of universal provision of
free services. With the new form of
social and political organization we
have seen a breakdown in the insti-
tutional framework that supported
the system and decentralization
without adequate resources which
have contributed to a deterioration
of health status. The most marked
result has been a major demograph-
ic crisis with a decrease in life ex-
pectancy mainly as a result of an in-
crease in adult mortality. 

After the Second World War
there was a significant spurt in the
growth of government responsibili-
ty for health care and the famous
Beveridge Report of 1942,8 laid the
foundation for the British National
Health Service which in spite of
various adjustments essentially
maintains its pristine character and
provides from the public purse the
financial resources needed to en-
sure universal coverage. Beveridge
saw the improvement of health as a
major instrument for the alleviation
of poverty and in some sense was
an echo of the proposals for the
sanitary reform of Edwin Chad-
wick in the last century. The crux of
Beveridge’s recommendations was
to “divorce the care of health from
questions of personal means.”

This type of approach did not
spread to the USA where a fee for
service system has persisted. In an
analysis of the genesis and persis-
tence of this system Starr9 suggest-
ed that the traditional individualism
of Americans, plus medical “pro-
fessional sovereignty” that exer-
cised influence in both economic
and political arenas, were to a large
part responsible. Starr’s analysis
prepared seventeen years ago was

also prescient in that he posed the
thesis that the profession’s autono-
my and dominance would be put in
jeopardy by the very system it had
created.

It is almost impossible to de-
scribe briefly the complexities of
the USA system. In essence the
funding comes from four main
sources; there is public funding –
either Medicare or Medicaid for the
elderly or the poor: private employ-
er/employee funding and then pri-
vate funding by individuals who
opt to insure themselves out of
pocket. There are basically four
main types of primary purchasers:
the Health Care Financing Admin-
istration; State governments; pri-
vate purchasers and businesses that
have contributions from employees
and the employers. In addition,
there are two main intermediary
purchasers – either private insurers
or managed care organizations with
provision of services through a
wide range of public and private
providers. One of the major defects
of the system is that approximately
forty million persons are not cov-
ered by any of the funding sources
and find themselves without insur-
ance and therefore without guaran-
teed access to services.

Thus there are essentially three
main types of health care system
operating globally. There is the Bis-
marckian model with emphasis on
social security, and the social aspect
extending to health; there is the
Beveridge model as exemplified by

the British National Health Service
and then we have the market based
approach that is the dominant fea-
ture of the system which obtains in
the United States of America.

The systems that are most preva-
lent in Latin America and the ones
with which I am most familiar are
variants of the Bismarckian model.
Londoño and Frenk10 have recog-
nized the pluralist tendency that ex-
ists and have divided these systems
further. They describe the unified
public model exemplified by Cuba
and Costa Rica, the public contract
model as applies in Brazil, the at-
omized private model of Argentina
and the segmented model of the
majority of the countries in which
there are three clearly defined ac-
tors. In this segmented model the
Ministry of Health, the social secu-
rity system and the private sector
all participate in the various func-
tions necessary to deliver health
care. All the countries have recog-
nized that there is a need to reform
their systems in order to achieve
the goals of providing better health
for individuals and populations.

Our approach to the reform need-
ed in the Americas has been to em-
phasize the separation of functions
in the various systems, and we rec-
ognize that there are three essential
functions to be performed.11, 12, 13

There is the organization of the de-
livery of the needed services, the fi-
nancing and the regulation of the
system. Our view is that the State
through the Ministry of Health
must assume the responsibility for
the regulatory or steering role and
that ideally there should be a single
source of financing which in most
counties will be an entity that in-
corporates the Social Security. The
provision of the services may be in
the hands of a variety of actors both
private and public whose perfor-
mance is monitored by the Ministry
of Health in discharge of its regula-
tory role. The regulatory role of the
Ministry of Health must encompass
not only the personal care services,
but also these functions are essen-
tial for public health. When one ex-
amines the health systems in Latin
America and the Caribbean, it is
this steering or regulatory role that
seems to be the weakest and the
least appreciated. 

It is traditional to try to compare
these systems in terms of equity,
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quality and efficiency. This is not
the place to analyze the large body
of work on the nature of equity in
health services and the ways it
should be assessed.14 But there is no
doubt that the majority of the cur-
rent ones are not equitable, and I
make that bold claim because they
contain and perpetuate differences,
especially in terms of access that
are unfair and unjust. Health sys-
tems are social systems and one of
the essential characteristics of good
social systems is that they be just.
In some countries where there is
the segmented system, with up to
50% of the population in the infor-
mal sector and therefore without
participation in the social security
there can be no equitable access to
services. We are actively pursuing
the possibility of micro-insurance
schemes for these large, informal
and usually poor populations.
There are several other manifesta-
tions of inequity in terms of the ur-
ban/rural divide, the marginaliza-
tion of indigenous populations and
the treatment of women in their
non-reproductive roles.

In a similar vein, the health care
system that is essentially market
driven cannot be equitable since
large fractions of the population
will not have access to services be-
cause of absolute or relative pover-
ty. The approach to reform that we
propose in PAHO would enhance
equity because there would be uni-
versal access, and if the basic func-
tions are performed by the actor to
which that function is assigned,
there should be quality and effi-
ciency of care.

Systems such as the British Na-
tional Health Service would appear
to represent equity in terms of ac-
cess and retain the egalitarian char-
acteristic that underlay their estab-
lishment. Unfortunately, after fifty
years of the system it is becoming
clear that equity of access does not
guarantee equality of health out-
come. As a recent report on health
in Britain stated:15 “Although aver-
age mortality has fallen over the
past fifty years, unacceptable in-
equalities in health persist. For
many measures of health, inequali-
ties have either remained the same
or have widened.” This shows that
access to services does not repre-
sent the sole or perhaps major de-
terminant of health status. 

The various systems may also be
compared in terms of the possibili-
ty of a central steering or regulato-
ry role. The Beveridge model lends
itself more easily to this type of
control, and the many adjustments
made over the past fifty years to the
British National Health Service at-
test to the willingness of various
governments to exercise that role.
The Bismarckian model should al-
so be amenable to a steering role
being exercised by some govern-
ment agency, and we find that at
least in Latin America there are
several attempts to do so with vary-
ing degrees of success. At least it is
recognized that this role is critical
for economic and social reasons.
The market approach has not per-
mitted the execution of any regula-
tion by government except in some
specific areas of public health. 

I have always found it difficult to
accept the various approaches to
comparison of the quality of the
output of the health care systems,
especially when we refer most of-
ten to the personal care systems.
The satisfaction of users of the sys-
tem is a very limited tool, and the
indicators that are used in popula-
tion-based medicine are simply not
applicable to personal care medi-
cine. It is relatively easy to calcu-
late the inputs, but the outputs espe-
cially in terms of the result of car-
ing and curing are difficult if not
impossible to establish. McDer-
mott16 divides the activities of per-
sonal care medicine into four cate-

gories: technologic use, Samari-
tanism, physiologic supportive
management, and the technolo-
gy–based capability to report nega-
tives authoritatively and hence help
maintain peace of mind. Many of
the outputs or results of these activ-
ities cannot be measured by the in-
dicators that seek specific and im-
mediate changes. The cure of a pa-
tient with pneumonia or the relief
of pain in one with a terminal ill-
ness defies the traditional measure-
ments of health outcomes.

Throughout those parts of the
Western world in which allopathic
medicine is dominant, there is a
constant concern for cost of the
systems and whether any of them
can respond to the legitimate ex-
pectations of the population they
were designed to serve. In almost
every country the costs of the
health system as a percentage of
GDP is rising, and while a legiti-
mate but perhaps philosophical
question is whether there is any op-
timal level of expenditure in the
health care system the reality is that
the opportunity cost of such expen-
diture is a cause for scrutiny and
concern. But the more alarming
fact is that no country will ever be
able to invest enough in the health
care system to satisfy all the de-
mands or expectations of its peo-
ple, and qualifying those expecta-
tions as legitimate or not does little
to solve the problem. This is a
question that transcends economics
and reaches into the areas of the
ethics and politics of resource allo-
cation.

Callahan17 addresses the issue in
relation to the health systems in the
USA which are the most expensive
in the world and doubtless the same
problem will be seen eventually in
most countries of the world. He
asks the question “what kind of
life?” and explores the limits of
medical progress. He writes; “We
have lost our way because we have
defined our unlimited hopes to
transcend our mortality as our
needs, and we have created a med-
ical enterprise that engineers the
transformation.” The success of
the technologies employed in the
health care system has raised the
expectations of the public. The no-
tion that somehow the cost can be
contained by finding some way of
organizing the health care system,
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or finding new and less expensive
treatments is a mirage. The very
success of the system leads to its
problems. The nature of the human
condition is such that there will al-
ways be disease at one or other
time and the tendency has always
been to see the cure or alleviation
of such disease from the individual
perspective. While no individual
wishes to compete with another in
terms of living longer, we are ac-
culturated into wishing to prolong
this life as long as possible and by
any means. The sanctity of life and
the intrinsic value of health as ex-
emplified in Hippocratic ethics
have been perhaps over-interpreted
to mean that every means at our
disposal should be used to extend
that life. Callahan’s view is that the
debate has to turn on the extent to
which the individual demand on
the health care system should be
subjugated to the need to apply re-
sources for the collective good.

In establishing the fulfilment of
expectations as an indicator of the
extent to which health systems
function appropriately we must be
aware of the above. It is clear that
the problem is not restricted to the
developed societies. The ubiqui-
tousness and pervasiveness of the
information about the so-called
medical triumphs is leading soci-
eties that lack even what would be
described as basic care to hanker
after these life changing or extend-
ing technologies. Callahan says “It
is ourselves who must change,
those selves that have looked to
medicine to deliver us from the bur-
dens of a body that insists on its
mortality. We will not be so deliv-
ered. Our task is to know what to do
about that truth.”

The organization of resources
within the professional personal
care arena can also be considered a
system of health care. I have al-
ready examined some of the differ-
ent systems of personal care medi-
cine that could be characterized as
belonging to the Western or allo-
pathic genre and which have also
been referred to as the biomedical
model of health care. But we know
that there are other systems and
many of them are gaining increas-
ing cognizance where western
medicine was formerly dominant.
It is interesting to note that in some
ways we are going back to the es-

sentials of Hippocratic medicine
that emphasized the interrelation-
ship of the various internal and ex-
ternal influences on health. Health
care had to be shaped according to
these concepts. But the discoveries
of Descartes and Newton led to the
mechanistic paradigm that has
dominated medicine and health
care systems virtually since the six-
teenth century. The universe and
most of what was in it were viewed
as a mechanical system with parts
that functioned to great degree in-
dependently.

Capra18 describes it well:
For the past three hundred years

our culture has been dominated by
the view of the human body as a
machine, to be analyzed in terms of
its parts. The mind is separated
from the body, disease is seen as a
malfunction of biological mecha-
nisms, and health is defined as the
absence of disease. This view is
now slowly being eclipsed by a
holistic and ecological conception
of the world which sees the uni-
verse not as a machine, but rather
as a living system, a view that em-
phasizes the essential interrelated-
ness and interdependence of all
phenomena and tries to understand
nature not only in terms of funda-
mental structures, but in terms of
underlying dynamic processes.

This biomechanical approach
has led to the dominance of sys-
tems that give preference to diag-
nosis of “disease” and the emphasis
on cure. This model has resulted in

strenuous efforts to have more and
more care come into the formal
system of professional attention
rather than remain in the domestic
or folk domains. This type of health
system is different to that which I
understand to be the standard ap-
proach in other cultures. From the
analysis of the Chinese traditional
system given again by Capra it ap-
pears that the emphasis there has
continued to be on balance and har-
mony and emphasizes prevention.
He quotes from the famous Nei
Ching: 

To administer medicines to dis-
eases which have already devel-
oped…is comparable to the behav-
ior of those persons who begin to
dig a well after they have become
thirsty, and of those who begin to
cast weapons after they have al-
ready engaged in battle. Would
these actions not be too late?

However, we observe a steady
growth of systems of medicine that
are being referred to as alternative
or complementary and are increas-
ingly coexisting with allopathic
medicine. I do not refer to growth
in the folk domain, but to the part of
the care system administered by
professionals. There are several at-
tempts to classify alternative medi-
cine and the Office of Alternative
Medicine, National Institutes of
Health, describes seven broad
headings which include: alternative
systems of medical practice, as
well as bioelectromagnetic applica-
tions, mind/body control and man-
ual healing. The alternative sys-
tems have been classified into four
sub-categories: acupuncture and
oriental medicine; traditional in-
digenous systems; unconventional
western systems; and naturopathy.
These different care systems are
definitely not a province of the un-
derdeveloped countries, and there
is a growing appreciation that plu-
ralism of systems does not apply
only within the western model. Plu-
ralism of systems has been the
norm in large countries like India
and China for generations, and the
question is being asked whether a
similar movement in the West rep-
resents some measure of dissatis-
faction with Western biomedicine
or a significant and growing shift in
cultural values with more attention
being paid to things natural and
spiritual.
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It is impossible to compare these
systems of alternative medicine
with one another or with the West-
ern allopathic system in terms of
equity, quality or efficiency. If
client satisfaction is a criterion of
the extent to which expectations are
being met, then these systems are
improving because increasing
numbers of persons are seeking
them. The data on their use or the
demand for them do not allow us to
make a judgement as to whether
there is equity in terms of access.19

Mr. Chairman, the theme of this
conference is economy and health
which I interpret to mean the rela-
tionship between health and eco-
nomic growth of countries. Health
systems are important in this regard
for two reasons. The cost of health
care systems is a concern for all
countries – rich and poor alike –
and has been a driving force for
many of the efforts at health system
reform. The USA spends approxi-
mately 15% of its GDP on health
care and the figure for Latin Amer-
ica and the Caribbean is about
7.5%. The other and perhaps more
important one is that investment in
health is important for increasing
the stock of human capital that is so
essential for economic growth and
the alleviation of poverty. Health is
important in and of itself, but as
Amartya Sen20 posits, health is in-
strumental in enhancing the human
capability that is essential for re-
lieving poverty which is represent-

ed as a deprivation of basic capabil-
ities. It is doubtful that the tradi-
tional health care system is the
most important contributor to
health status, but its contribution
will increase as more and more em-
phasis is placed on having it focus
on the preservation of health
through greater accent on promo-
tion and prevention, and the more
effective use of the power of infor-
mation in all aspects of health care.
We have the expectation that such
an approach to health and health
care systems will indeed produce
for us the abundant life of which St.
John wrote.

GEORGE A. O. ALLEYNE
Director, PAHO, 

Pan American Health Organization
U.S.A.
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Introduction

The social images which circulate
within societies and the mass media
place emphasis on questions and is-
sues relating to health and health
care. They bring out the expecta-
tions and the anxieties of today’s
world to the point of making health
and health care the central point of
all existential questions. But does
not medicine, although it can indeed
do much for the wellbeing of man,
perhaps run the risk of being re-
duced to a religion of earthly salva-
tion? 

To summarise the models of
health and health care in the con-
temporary world I would like to ex-
amine:

1. The present-day trends of cul-
tural debate.

2. The recurrent themes with
which we must work.

3. The cultural challenges in-
volved in health and health care.

1. Present-day Trends

Present-day trends are dominated
by the discovery and the control of
the human organism to ensure med-
ical effectiveness, which is, howev-
er, often constrained by various un-
knowns and by economic impedi-
ments, that is to say factors which
work for inequality. 

1.1. The Progress of Medicine

The advances achieved by medi-
cine, by pharmacology and by life
conditions have all opened up a
large number of opportunities to
combat numerous illnesses and de-
lay death. Biological discoveries,
and at the present time in the genet-
ic field the increasingly detailed de-
veloped of medical iconography,

the improvement of medicines and
drugs, and the evolution of surgical
techniques, all provide answers and
forms of treatment for illnesses
which have hitherto been incompre-
hensible and without real and effec-
tive remedies. The social image that
springs from this means that from
these results have been born hopes
that open up new aspirations to
health in those who want to take ad-
vantage of them. 

1.2. Greater Wellbeing

In the face of these incontestable
successes, which should give rise to
joy within us, contemporary medi-
cine has acquired an image of pow-
er and effectiveness on our social
thought horizons. This dual image
gives the impression that death can
be avoided as soon as we are able to
treat infections, change defective
organs, and that medicine will be
able to bring about greater individ-
ual wellbeing, something which is
increasingly striven for in the devel-
oped countries. In commercial soci-
eties we have before us a medicine
of comfort based upon the various
needs of the consumer, which go
from the demand for drugs and
medicines to deal with life condi-
tions and existential worries on to
cosmetic surgery to change one’s
own look in line with the image that
every person has of his or her own
body, and finally reach the choice
and selection of the characteristics
which one would like one’s own
children to have. 

1.3. Insecurity

However, it remains the case that
even given the successes achieved
in this area and the request for med-
ical care put forward by individuals,
certain questions still stand out. We

cannot conceal the appearance of
new epidemics and new illnesses
which are the result of changes in
our conditions of life, modifications
to the environment, and ecological
alterations brought about by tech-
nology and science. Massive defor-
estation in Africa, in Asia and in
Latin America has  destabilised the
bacteriological and viral equilibri-
ums which have become detached
from their basic receiver and have
acted to spread illnesses and dis-
eases. Industrial pollution and the
innumerable residues of human ac-
tivity are now modifying the cli-
mate of the planet and altering un-
dersea structures, and in the same
way are destroying animal and plant
species. The food-producing indus-
tries are producing effects whose
consequences for nature, animals
and the health of man have not yet
been measured. The debilitation, for
example, of the immunity system
and of male reproductive systems –
which in industrialised countries
have lost fifty per cent of their fertil-
isation powers over the last fifty
years – is a disturbing sign that
things are going wrong. In this way
a feeling of insecurity and uncer-
tainty is spreading in people’s
minds, with a resultant need to de-
fend oneself from dangers and the
risks not only of nature but also
those caused by man, his research
and his actions. 

1.4. Poverty and the 
Humanitarian Challenge

Lastly, in third world countries,
health-care services lack in a signif-
icant way the means by which to
treat most illnesses. In low-income
countries, which have to deal with
economic adjustments, it is becom-
ing difficult to deal with the three
most important problems that face

TONY ANATRELLA

Cultural Models of Health

AFTERNOON SESSION



31THE ECONOMY AND HEALTH

them: the management of the prob-
lems and difficulties connected with
the absence of hygiene; the identifi-
cation of treatment thanks to the
emergence of specific diagnostic
equipment and methods and effec-
tive forms of treatment; and finally
contained infectious pathologies,
concern with degenerative and pro-
liferating illnesses, the identifica-
tion of pathologies caused by in-
dustrialisation, urbanisation and
under-employment. Growth and
greater wellbeing are very restrict-
ed for a large number of countries
when basic medical care are pro-
vided with increasing difficulty.
This is even more true the more
countries suffer from wars over
frontiers, civil wars, or ethnic con-
flicts. The development of humani-
tarian and medical aid organisations
demonstrates a sensitivity in rela-
tion to the desperation of those who
are cruelly made the objects of suf-
fering and illness caused by war and
economic disruption. These differ-
ent organisations, which have spe-
cialised in the field of a special hu-
man problem such as health and
health care, have taken the place of
the religious congregations which
were once concerned on a broad
front with the health-care, educa-
tional, school and cultural aspects of
different populations, and especially
the most underprivileged popula-
tions, and employed in so doing an
overall vision of existence. Health
has become a major human chal-
lenge and we need to perceive in
this development an advance of the
human conscience within the frame-
work of the solidarity  of a shared
humanity – something held very
dear by Christianity – towards those
who are humiliated and afflicted in
their dignity. 

In these conditions, the image of
invisible health and omnipotent
medicine returns to a more humble
vision of things. But profound in-
equalities exist which accentuate
the differences within society and
between rich and poor countries.
Are we forced to recognise that hu-
man health does not have the same
value in both contexts? 

2. The Recurrent Themes 
of Health within our Culture

The health-care arguments and
strategies which are implemented at
a practical level display a will to

protect and save lives whatever the
conditions of existence of the per-
son concerned. But this noble aspi-
ration is conditioned by the idea that
one has of life. 

2.1. The Primary Importance 
of Life

The development of programmes,
but also of health-care monitorage at
a local and worldwide level, is the
expression of a need to always pro-
tect and promote life. The art of
knowing and healing, not to speak of
a moral attitude of generosity to-
wards, and concern with, sick peo-
ple, are a constant feature of medi-
cine. We have to know how to love
people and have a sense of love for
life in order to practice the art of
treating and bring relief to those who
need help, who suffer, and are sick.
The primary importance of life dom-
inates the large number of hopes
which are today to be found in the
field of health. These hopes are jus-
tified by the advance and develop-
ment of discoveries and technology
which can be applied to the field of
medicine. We rediscover this desire
to live better and to enable other
people to live better in the large
number of forms of request and sup-
ply in the health-care field. 

The primary importance of life is
understood as an approach in favour
of safeguarding health which runs
the risk of deteriorating as a result of
the precariousness of human exis-
tence, but also because of the dam-
aging effects to life provoked by
man through his various actions,
and through war. Here we are at the
heart of the paradox where the pri-
mary importance of life, as a
health-care value, is often in contra-
diction with war-making strategies
to which civil populations fall vic-
tim and who must be helped in in-
human conditions. The primary im-
portance of life is also opposed by
techniques that are used to suppress
life at its beginning and at its end, or
by the use of biological manipula-
tions which can at times undermine
the meaning of the integrity of the
human person. From this picture
one can gain a image of man who
arrogates to himself power over life
and death based exclusively on the
power and capacities of his techno-
logical progress and advance. The
axiom of this technological “moral-
ity”, detached from every reference
to an anthropological or moral ap-

proach, could be defined in the fol-
lowing terms: because the act is
technically possible, moral prob-
lems must not be raised. We thus
witness a movement away from ref-
erence to universal moral values to
reference to technological effective-
ness. The upholding and defence of
the primary importance of life is
here ambivalent because it is re-
stricted to a merely instrumental and
subjective perspective. 

2.2. Health is a Philosophy

Attention should be drawn to the
importance of the multiplication of
productions of the mass media (ra-
dio, television, the press) in the field
of health and health care. This is be-
cause they allow greater awareness
by people of the need to take care of
the quality of their way of living in
order to avoid the outbreak of nu-
merous pathologies. The spread of
acquired and precise knowledge in
the medical field means that every
individual is informed and thus is
able to help, and enter into discus-
sion with, a medical doctor about
what he needs, even though such
knowledge derived from books is
often wrongly interpreted by the pa-
tient who does not have the special-
ist training to enable him to use such
knowledge, beginning with the first
step of a correct diagnosis. 

We live in a world of medical,
psychological and psychiatric con-
cepts which in the developed coun-
tries bear witness to the circulation
of numerous health-care messages
which condition minds to such an
extent that they reduce existence ex-
clusively to worries about health.
Requests with regard to health have
become an art of living which takes
the present-day form of the earthly
salvation of a man who would like
to be full of energy and protect him-
self against the dangers of contem-
porary life. Prevention in health
matters, in relation to road acci-
dents, drug-addiction and sexually
transmitted disease can play a deter-
mining role in the promotion of
more responsible forms of behav-
iour on the part of individuals and of
solidarity-inspired activity on the
part of the society to which they be-
long. But the multiplication of
works of prevention in various di-
rections expresses a fundamental
lack of the overall education of indi-
viduals, which is not always en-
sured, to encourage people to adopt
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in a reasonable way a meaning of
realities and responsibilities which
are always seen in terms of univer-
sal moral norms.

A certain form of ascesis under-
lies the contemporary philosophy of
health, and this provides informa-
tion on the relative risk of a practice
or a product, implements a strategy,
and invites each one of us to engage
in self-determination. This is an in-
dividual ascesis which has no other
goal than that of maintaining an ex-
istence so as to preserve it for as
long as possible without at the same
time being an economic burden for
society. Health-care ascesis which
goes from hygiene necessary to the
very poor to restrictions on con-
sumption left to the free initiative of
individuals, does not involve a
deepening of spiritual life (as hap-
pens in the case of the Christian
faith through self-control, temper-
ance and the search for happiness
through living the virtue of hope),
but merely allows the protection of
one’s own life. Because of this need
for protection in relation to the anx-
iety that we will fall ill, become
contaminated or polluted, health has
become an obsession which mas-
sively concerns individuals and the
screens of the mass media. Of
course it is necessary to take care of
one’s own health and to pay special
personal attention to the financial
problems which can lead to illness,
but we can observe the development
of almost ritual practices designed
to ward off illness and its effects.
The growth of insurance for the fi-
nancial coverage of most health-care
risks is undoubtedly a good thing, at
least for those who can afford such
insurance, but this, too, belongs to
the idea of defending oneself so as
not to be exposed to the risks of exis-
tence. In this way health has be-
come a philosophy of life whose
primary objective is continuing to
be in good shape. The end of exis-
tence, in this outlook, is to obtain
good health through a lifestyle
which involves physical exercise, a
good diet, and the lowest possible
number of existential problems and
difficulties. 

2.3. Concern with Oneself

The attraction which contempo-
rary society feels for health is a part
of the present-day approach in
terms of values towards individual
existence. In this we can perceive a

positive aspect of considering the
meaning of the human person as a
goal. Today every person must be
concerned with his own existence in
order to take responsibility for it and
carry it to fulfilment. The defence of
one’s own health is necessary in or-
der to be able to lead a life which is
peaceful and pleasant. But concern
in itself, which is so important in
taking care of the quality of one’s
own health, can be reduced to an in-
dividualism sought after and pro-
tected to the detriment of the needs,
of the legitimate requirements, and
of the sense of solidarity which are
called for in relation to society as a
whole. 

Concern with oneself can be a
translation of the meaning of the
person thaks to which each individ-
ual can occupy the position which is
his within society for the sake of the
common good, where everything
can benefit from the support of soci-
ety when this is necessary. But it is
certainly not the case that the con-
temporary concern with oneself is
really the only expression of this
personalistic and communitarian
approach. It would seem rather, in
many cases, an expression of the
need to turn to oneself and to live by
thinking only of oneself without
worrying about the consequences of
one’s own actions for other people
and the social body. To become con-
vinced of this one need only give
examples of drug-addiction, forms
of behaviour which are at risk, and
sexual activity with more than one
partner where the individual re-
mains closed up within himself. At
the same time all these forms of be-
haviour are a symptom of the diffi-

culties which exist in the implemen-
tation of a real self (capacity to be
oneself, to ensure one’s own psy-
chic continuity, and to be consis-
tent) in numerous personalities and
in particular in the case of post-ado-
lescents (those between the ages of
24 and 30). The social and econom-
ic costs of the consequences of such
forms of behaviour is enormous for
society because they generate
pathologies which require care and
treatment. In this way, public health
is penalised by individual forms of
behaviour which could be avoided
by educating people in the meaning
of responsibility and the need for
limitations which should be learned
from an early age. 

3. The Cultural Challenges 
of Health and Health Care

The cultural challenges in rela-
tion to health and health care  in-
volve the questions and issues of
forms of regulation, of access to
care and treatment for everybody, of
the competence and expertise of
medical doctors and their capacity
to shoulder their responsibilities,
but also of the risks which new
forms of technology and the manip-
ulation of life and living beings
bring to the fore.

3.1. The Economic Regulation 
of Health and Health Care

Health-care expenditure increas-
es as the use of technological meth-
ods and instruments become ever
more sophisticated. Their use and
employment is highly expensive
and allows more effective diagnoses
and forms of treatment. Without
doubt we would make a mistake if
we used these new medical tech-
niques very little given that they al-
low us to treat and cure a very large
number of pathologies. 

But medicine, which hitherto has
been regulated by the benefits it
gives to patients, is witnessing a
process where its way of assessing
things is changing and where it it is
becoming primarily dependent up-
on the accounting logic of commer-
cial society. These are economic cri-
teria which enable us to evaluate
and judge the needs and require-
ments which we have before us.
They are criteria which seem to
dominate and take precedence over
moral values. It should be clear that
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the primary purpose of medicine is
to treat, as long, of course, that such
treatment forms a part of a financial
plan which cannot be gone beyond.
The risk we run is that we will have
a development of medicine operat-
ing at two speeds and divided be-
tween those who can afford to pay
and those who cannot; between
health-care equipment which works
and that which does not work; and
where there is a selection of the peo-
ple who should be treated in which
treatment of an elderly person
which is effective but expensive is
abandoned in favour of a younger
person in order to remain within the
restrictions imposed by a budget.

We find ourselves in a system
where we run the risk of losing the
meaning of the human person in the
name of economics.  This can be
seen in our own societies where the
most under-privileged and the most
isolated, such as those who live in
the country, do not have equal ac-
cess to health-care services. This sit-
uation becomes worse in poor coun-
tries whose health services are often
beneath the required hygiene level
and which have only a few re-
sources available. 

The economic logic of health pro-
duces a feeling of injustice amongst
those who cannot benefit from the
instruments necessary to their treat-
ment, and in relation to those peo-
ple, who, through their behaviour,
promote pathologies whose conse-
quences have to be dealt with by so-
ciety as a whole. But this account-
ing logic is accompanied by a large
number of administrative hin-
drances for medical doctors, who,
before being physicians must also
be economic managers. 

3.2. Health-Care Risks: Medical 
Errors and Food Security

For the contemporary mentality,
health-care risks have become too
great when considered in the con-
text of medical errors and food se-
curity. 

1. Medical errors, mistaken diag-
noses or medical incompetence
caused by a lack of training have
hitherto been attributed to illness or
to matters of chance. Today we
know that the death of a certain
number of patients is due more to an
error in the medical assessment of
their condition or to mistaken treat-
ment than to the consequences of
their illness. The advance of emer-

gency forms of medicine, which are
often presented in a positive light in
television programmes which shape
the health-care horizons of televi-
sion watchers, gives rise to the idea
that there can be a rapid and imme-
diate medical action which pro-
duces tangible and comforting re-
sults. However, this is often very
different from the realities of hospi-
tal services which are often over-
loaded and lack suitable personnel
and equipment. Medical doctors can
also conceal their mistakes behind
an omnipotent knowledge which
leaves people in ignorance about
medical errors and accidents. 

It is terrible to see a person admit-
ted to hospital for a benign illness
who then dies because of another
cause as a result of mistakes com-
mitted by the doctors. For this rea-
son, medical doctors should be
more careful in the evaluation and
control of their activities, and this in
the interests of their profession as a
whole. Otherwise the patients or
their families will no longer tolerate
their errors, something which can be
well understood, and will increas-
ingly take legal action in order to
obtain justice in relation to the treat-
ment which has been given. This is
a disputable point of view. Here,
too, we can see a logic of consump-
tion according to which the individ-
ual expects medicine to confer a
right to getting better and to service
in line with the image of effective-
ness which is present within com-
mercial society.      

2. Food safety is another
health-care worry which troubles
public opinion. The industrial farm-
ing of animals to be eaten, fed on

various forms of flour, hormones
and antibiotics, lies behind the new
illnesses which have arisen in this
kind of production – a production
very concerned with the biological
structures of living creatures. Trans-
genic manipulation changes the
structure of certain plants and this
has consequences for other plants. It
will lead to the growth of bacteria
which were previously contained
and will give rise to other patholo-
gies. In the same way the spreading
of chemicals on the soil pollutes wa-
ter supplies and makes water no
longer drinkable. The massive use
of pesticides destroys a part of the
fauna, from birds to bees, and on to
those insects which live off aphids.
Lastly, animals which were once
herbivores have become not only
carnivores but are even fed on the
same meat from which they were
born... 

The food industry, too, is hit by
the bad influences or products
which lose their nutritive quality be-
cause they are subject to chemical
processing. This is true in the case
of fruit and vegetables which are
grown the whole year round with
purely technological techniques and
not in line with the rhythms of the
seasons. They look good but most
of the time they have no taste or
smell.

Massive industrialisation and the
wish to produce everything in the
hope of giving rise to higher levels
of consumption gives rise to an
aberration of food products which
are not of good quality and which
have a negative effect on public
health and increase illness. This
phenomenon creates a sense of inse-
curity and generates constant doubts
which no one seems to be able to
control given that we are prisoners
of a system of production reduced to
chemical and pharmacological ma-
nipulation and a commercial system
which, for economic reasons,
ill-treats nature and loses the art of
nutrition.

We should not forget that our
health depends upon the way in
which we are taken care of and
treated, and that we become what
we breathe and consume. Man’s in-
terventions in relation to nature at
times destroy viral and bacteriologi-
cal reserves and barriers. They also
free new infectious agents which
will provoke the illnesses and dis-
eases of tomorrow. In this context
there is an increasing wish on the
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part of individuals to defend them-
selves against the health-care risks
connected with medical practices
and food production. 

3.3. The Manipulation of Life 
and Human Beings

Physical illnesses, epidemics and
various infections have always been
a part of health-care concerns. The
possibilities today of acting on the
processes of life and of living crea-
tures opens up new horizons. Here
we will dwell only upon questions
and issues connected with the wish
to have a child, cloning, and procre-
ation.

3.3.1 The Wish to have a Child
The wish to have a child is in-

creasingly characteristic of contem-
porary individualism in cases where
an adult wants to conceive a child
commencing from the starting point
of his own personal hopes and ex-
pectations. A child at any costs and
by any route, the child wanted by a
single woman, or a child sought af-
ter by people of the same gender, all
these make children hostages who
are intended to console worried
people or justify a way of life which
is incompatible with what it means
to be a parent or a family. Today,
there exist the technical means to
favour the birth of a child in every
situation and medicine and society
run the risk of meeting all these re-
quests without seeking to address
themselves to the objective condi-
tions which should serve as a means
by which to assess the wishes ex-
pressed and the methods used. Our
societies in this way foster the con-
ception of a child not for his own
good but because he will be able to
satisfy the narcissism of adults. The
planned and selected child can be
confused with the adult who will
live in relation to that child as thogh
he were its double or extension,
without attributing to that creature
the characteristics of a child and
recognising the nature of its needs.
For this reason, a large number of
adults lose the meaning of upbring-
ing because they live out their rela-
tionship with their child in an egali-
tarian way as though another person
were themselves to whom they need
teach nothing at all. In this context
the child will be increasingly mod-
elled on the basis of medical, psy-
chological and affective imperatives
rather than through education on the

basis of pedagogic, intellectual and
moral needs and requirements so
that he learns how to locate himself
and act in relation to reality. 

3.3.2. Cloning
Cloning runs the risk of changing

how we see man. Indeed, how can
we not think that one day people
will think that it is possible to pro-
duce a double of themselves in or-
der to have a second identical per-
son, to be substituted when they die,
or from another point of view take
an organ from a cloned human who
will be sacrificed so that another
man may live in a better way. This
idea advances in parallel with con-
temporary individualism. If the law
allows cloning for reproductive pur-
poses and on the basis of cell culture
beginning with a human embryo,
this means that one kind of man will
be the slave of another, who in turn
will be a sort of superman. We
would also change the meaning of
what human relationships are. A so-
ciety in which it is necessary to give
to others in order to live presents a
picture which in itself is very social,
but a society in which cloned human
beings are reserves for organs or di-
rected to certain tasks soon becomes
a society which is a society based on
the power of the master over his
slave – something which Christiani-
ty liberated us from in the name of
the uniqueness of the human person,
his liberty and his equal dignity.
Once the individual accepted the
idea of giving of himself and sacri-
ficing himself for the good of soci-
ety – today, society is sacrificed for
good of the individual.

In this way, the contemporary

medical approach runs the risk of
producing a vision of pieces of the
body and biological products which
are completely separated from an
overall vision of the life of the hu-
man person. All forms of manipula-
tion are possible: abortion, and in-
deed euthanasia, are presented as
forms of intervention on the flesh
which will not be, or will no longer
be, seen as being human. However,
life, from its beginning to its end,
cannot be divided. 

3.3.3. Procreation Seen as Involv-
ing the Danger of Transmitting Life 

Medical iconography will upset
our perceptions of conception, and
embriogenesis will do the same in
relation to pregnancy prior to birth
and after birth. This is because we
are witnesses to a process during
which the life of a human person de-
velops in stages. One is not dealing
here with a cyst, of a piece of meat,
but with a human life which evolves
and grows. When children and
adults are shown photographs ob-
tained by means of the highly so-
phisticated techniques of medical
iconography they rapidly perceive
that the destruction of this life in-
volves attacking an individual over
whose life or death society arrogates
to itself a right. In ancient times, and
in particular during the Roman peri-
od, selection took place at the mo-
ment of birth and the child was
abandoned in a public square. The
moralists of the time justified this
act and twenty centuries of Chris-
tianity were required to effectively
combat such a practice. We are still
in front of the same debate which
this time, however, refers to an ear-
lier stage in life because we are
dealing with the growth and devel-
opment of the foetus. It is not un-
usual to hear adolescents declare
that they were terrified when they
heard that their mothers had sought
an abortion when they were still in
their mother’s wombs. They have
the impression that they are in fact
survivors. 

To conclude, let us dwell for a lit-
tle while on the impact of the domi-
nant health-care approach to the
sexuality of adolescents. Such peo-
ple derive strength from their age
group when they are fragile, inse-
cure or suspicious in their personal-
ities. At the same time they are sen-
sitive to the intrusive nature of cer-
tain individual attitudes or social
models. They complain that they
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are not free or believe that their
physical integrity is attacked. At
times they have a bad relationship
with medical care and treatment
and in particular with everything re-
lating to their sexuality. Girls have
reservations with regard to contra-
ceptive methods in an unconscious
way and perceive an instrusion on
the part of society which establishes
health-care norms for sexual rela-
tions. These are health-care norms
which have taken the place of pre-
vious moral norms. Media and hy-
giene morality has taken the place
of morality based upon an anthro-
pology and the universal values
which John Paul II has described in
Veritas Splendor. This phenomenon
of pragmatic morality influences
impoverished, superficial and
merely narcissistic personalities –
practice spings first and foremost
from utilitarian considerations and
not from the meaning which should
form the basis for reflection about
one’s own existence. 

Health-care norms in relation to
contraception and abortion are ex-
perienced as the concern of a med-
ical doctor, as something which are
to do with the influence of parents
and adults, and as a social law
which, in a way which is more re-
strictive than moral rules, declares
what must be done in order to live
out a correct sexual relationship – a
relationship which is protected and
not fertile. This invasion of the so-
cial approach of individual sexuali-
ty is more oppressive than the moral
approach and does not allow young
people to take control of their own
sexual lives beyond the limits of
these health-care norms. For this
reason, there is a kind of allergy to
contraception in most adolescents
who are girls, who indeed do not
manifest a need for it for the follow-
ing three reasons: 

1. They do not see the need for
contraception given that they do not
have an active sexual life. But it can
happen that under the influence of
emerging emotions which cannot be
controlled they engage in a precari-
ous sexual relationship and find
themselves pregnant and declare: “I
did not think you could get pregnant
like that”. Here, too, we encounter
complete subjectivism.

2. They do not perceive contra-
ception as a sign of liberation, in the
way that previous generations want-
ed to detach their maternity from
their femininity (even though it is

intrinsic to female sexuality) and
wanted to affirm their enjoyment in
the same way as that of the man. For
female adolescents, contraception
appears more of a constraint than a
sign of freedom. 

3. They need to emancipate them-
selves from these social imperatives
in order to reach the personal mean-
ing of their sexuality. For this rea-
son, contraception is incompatible
with their system of self-perception
and identity.

We can observe that it is often
adolescent girls without secure
emotional lives who express them-
selves in these kinds of sexual con-
duct (so that somebody is interested
in them) which in turn lead to clear-
ly unwanted pregnancies. Most of
them prefer to keep their babies.
Abortion would add a drama and an
additional negation to their affective
situation. For them, the writing of
death into their bodies when they
could continue to give life is intoler-
able. 

This kind of present-day sexual
education, which is accelerated by
the talk about the prevention of
AIDS, encourages three states of
mind: sexual impulsivity, the futility
of sexual relations, and confusion in
relationships. These three states of
mind are the consequence of an ap-
proach to contraception and abor-
tion where the child is presented as a
risk and a danger, and they are also
the consequence of a homosexual
approach and its mentality which
denies the differences between the
sexes in the name of a subjective
sexuality which destroys objective
realities and points of reference. As
a reaction to this vision of sexuality

which is merely instrumental and
solely of a health-care character,
there appears a need for quality in
relationships, a need for a greater
understanding of what human sexu-
ality means, and a need for the role
of procreation, kindred ties, and fili-
ation. 

3.4. Are we Undergoing an 
Epistemological Revolution 
in Biomedical Thought?

It is difficult to know if we are liv-
ing through an epistemological rev-
olution in medical thought because
we are only at the beginnings of im-
portant changes. Basing ourselves
on the observations of Mirko D.
Grmek1 and presenting his argu-
ments here, we can see that two ele-
ments are especially revealing: the
new possibilities that exist to act up-
on the key events in human life and
the formulation of a new under-
standing of natural phenomena. 

The biomedical research which
has been carried out over the last
decades has allowed the manipula-
tion of the origins, the genetic char-
acter, and the end of individual life
which goes beyond the previous
ambitions of medical doctors and
which at the same time opens up ex-
citing and yet also worrying
prospects. The various procedures
of artificial fertilisation, the oppor-
tunities of knowing very early about
genetic anomalies and even of inter-
vening directly on the genome of an
individual, involve theoretical and
practical implications which go be-
yond the traditional medical frame-
owrk. The same takes place as a re-
sult of the instruments used to bring
about states between life and death
and to ensure that the human body
survives artificially. This new com-
mand over birth, over individual
destiny, and over death, raises sensi-
tive ethical problems and difficul-
ties and requires a very serious re-
flection on certain fundamental
metpahysical concepts and ideas. In
a situation where serious risks go
side by side with unhoped for
promises, predictive medicine, ge-
netic therapy, the transplanting of
organs, and the use of sophisticated
kinds of prosthesis, prospects open
up which are so new that to deem
them to be revolutionary does not
seem to be exaggerated. 

As regards the elaboration of a
new understanding of natural phe-
nomena, let us remember that most
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of the scientists of the nineteenth
century thought that the world was
made up of matter and energy in the
same way that the scientists of the
seventeenth century believed that it
was composed of matter and spirit.
In the nineteenth-century vision of
the world, spirit was seen as the em-
anation of matter. Today, thanks to
the development of cybernetics
(Norbert Wienner, 1948), which has
allowed us to understand more suc-
cessfully the flow of communica-
tions and the procedures which reg-
ulate living creatures and also cer-
tain machines, we are beginning to
understand the existence of a con-
stituent of the real, information,
which is neither matter nor energy. 

Indeed, what do we mean by the
term “information”? It refers to the
attribution of a meaning to facts.
Thus, for example, no material and
energy form of analysis can enable
us to understand the meaning of the
genome of a living creature. This
genome has a profound meaning
which exists solely in relation to a
process which deciphers it. There is
no genetic transmission without the
action of a living cell which reads
the information contained in the
chromosomes. Life can only exist in
virtue of a continuity in the chain of
living creatures. 

It was known that there existed a
way of interaction based upon
meaning, but this was confined to
the field of culture and it was placed
in opposition to what takes place in
nature. It was thought that civilisa-
tion was based upon the reading of
numbers and of letters, in short up-
on language and numerical transfor-
mation, but all natural events were
interpreted as confused conse-
quences of similar transformations.
In order to “decipher” nature it used
to be sufficient to know the general
laws of physics and chemistry with-
out any special code. In the same
way, life could not be – within a sci-
entific explanation – anything else
but a series of similar transforma-
tions. Hence, for example, the oppo-
sition (which at one time was irre-
solvable) between preformism (a bi-
ological theory according to which
a living organism is completely con-
stituted in the germ) and epigenesis
(a biological theory, in opposition to
preformism, according to which an
embryo develops through the subse-
quent differentiation of new parts).
Neither of these two theories could
explain genetic transmission

through the fusion of two gametes.
Today, if the material support of in-
heritance is seen not as a structure
destined for analogical develop-
ment but instead as a programme,
then the two points of view are rec-
onciled and one finally reaches a
satisfying explanation of the formal
continuity to be found in the materi-
al discontinuity of living creatures. 

This new interpretation of natural
phenomena is no longer limited to
genetics. It is already employed in
neurophysiology, and new interest-
ing prospects are opened up with re-
gard to general pathology. In bio-
logical processes there is something
which can not be reduced to the
laws of matter and energy. This
something is historically deter-
mined and structured like language.
The notion of information provides
a new dimension to the relationship
between the body and the spirit. In
dealing with this question we
should take into consideration the
history of mankind and its impact
on the language and the appparatus
which creates it and deciphers it. It
is no accident that at the end of the
twentieth century we find the cogni-
tive sciences at the apex of biomed-
ical research. 

Conclusion

The advance and development of
medicine, of pharmacology, of biol-
ogy, and of health-care techniques
has given rise to a large number of
hopes with regard to the prevention,
treatment and cure of illnesses
which previously could not be dealt
with. Our conditions of life have
profoundly modified our environ-
ment and favoured the appearance
of new pathologies which are be-
yond medical control. Nonetheless,
a feeling of omnipotence has been
projected onto health-care tech-
niques to respond to the wish to live
and to reproduce in human soci-
eties. In this context, man runs the
risk of seeing himself as the lord of
life. The actions on the processes of
life and living creatures accentuate
this expectation and encourage the
image of health as a place of wellbe-
ing beginning with which most ex-
istential problems can be tackled
and faced up to. We have witnessed
a positive appreciation of health and
a shift into the medical field of exis-
tential anxieties when people find
difficulty in living and in accepting

their lives. The various depressive
states which society has to face up
to, although they often represent a
mental condition to be treated as
such and which can be observed in
melancholy, in the cases of neurotic
and relational depression are not all
solely the reflex of a psychic distur-
bance as in the case of existenial de-
pression when the person does not
know how to organise things, give a
meaning to things, or live out his
own existence beyond the religious
dimension. 

Contemporary man, in particular
in the West, certainly calls on medi-
cine to make him forget about the
worries of his life and about death
which should be seen as an unpleas-
ant event and not as the end of a life,
and to give him therapeutic comfort
in order to help him live and face up
to the contingencies and the existen-
tial anxieties which are inherent in
human life. Life runs the risk of be-
coming medicalised with the right
to suppress it when human exis-
tence becomes difficult to live out.
In this way we see reappear a pagan
vision of existence which has fear of
suffering, of the child which is still
to be born, of old age, of death and
the future, and for which the reli-
gious dimension, with its revealing
of the meaning of human life, does
not exist. But changes can affect
biomedical thought with the discov-
ery of exchanges through genetic
transmission and cellular action
which reads the information con-
tained in the chromosomes. We are
no longer in a situation of opposi-
tion between matter and the spirit
but face to face with a language
which ensures continuity in the
chain of living creatures. This new
horizon opens up fine prospects for
anthropological and theological re-
flection and cannot but renew the
sense of the dignity and the unique-
ness of the human person. 

P. TONY ANATRELLA
Psychoanalyst and Specialist 

in Social Psychiatry
Paris, France.

Note

1 In Histoire de la Pensée Médicale en Oc-
cident, vol. 3 (Seuil, Paris, 1999).
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1. Setting Boundaries 
to the Subject

The intricate complexity of the
subject which fully emerges from
the rich programme of papers and
contributions requires a necessary
setting of boundaries, not least be-
cause the category “religion” (in the
singular) – which represents the
summarising point of view with
which I have been invited to address
myself to the contents of this inter-
national conference (namely the
economy and salvation) – is on the
one hand rather difficult and on the
other is referred to in the programme
in a variety of forms and ways. 

A particularly significant datum
of contemporary culture: with this
description health, the central con-
cern of this meeting, is examined in
its inevitable relationship to the
economy, which, in turn, is consid-
ered starting with its current charac-
teristic of globality.1

How religion can throw light on
this relationship? This is the ques-
tion which I will try to give an an-
swer to in this paper – an answer
which obviously enough will be
summarising and of a purely intro-
ductory character. I will not do this,
however, without first having made
clear that I will not proceed in terms
of the various individual religions –
special space will be given to them
during this conference – nor directly
from the standpoint of the Christian
vision of this relationship, to which
attention has been paid in the open-
ing speech and which will be subject
to a detailed and intricate analysis
(with reference to history, the Mag-
isterium, dogma, morality, and pas-
toral care) during this conference. 

We will refer here, instead, to the
religious experience as such (its reli-
gious meaning), seeking to under-

stand what in a complex, multi-eth-
nic, multi-cultural and multi-reli-
gious society – in which in addition
there exists a tragic disparity at an
economic level between the North
and the South of the planet – it can
say about the relationship between
health and the economy and throw
light upon that relationship. 

At a practical level we will pro-
ceed in this paper in the following
way: in examining the personal and
corporate “subjects” of the world of
health (the patient, the family, soci-
ety, the health-care worker,
health-care institutions, and govern-
ment bodies) we will attempt above
all else to clarify in what ways
health really is the cultural datum of
contemporary society. The impor-
tance of the religious experience
(the religious sense) will thereby im-
mediately emerge. Secondly, we
will ask where and how the religious
experience interacts with the econo-
my, characterised as this latter is by
globalisation. Lastly, in the third
stage, we will attempt to clarify how
the religious experience throws light
upon the relationship between
health and the economy. 

2. The Request for Health 
and the Religious Request: 
an Inseparable Nexus

I do not wish here to go into the 
– decisive – question of how one can
define the health of man beginning
with the concept of it which emerges
from medicine analysed with refer-
ence to history and above all to con-
temporary practice. I will not dwell
therefore upon the negative aspect of
its definition (absence of illness) nor
upon that definition, which is rather
more difficult, which is usually
deemed positive (the overall wellbe-

ing of man).2 I want, rather, to begin
with an elementary human experi-
ence which is repeatedly present, al-
beit not without decisive socio-cul-
tural differences, in all places and at
all times. 

A particularly effective expres-
sion of the elementary experience of
the need for health is to be found in
a famous passage from the Book of
the prophet Isaiah. King Hezekiah
had to endure the trials of a serious
illness after committing a blame-
worthy action and in his lament he
calls upon the Lord in the following
famous canticle: “in the noontide of
my days...for the rest of my years...I
shall look upon man no more among
the inhabitants of the world. My
dwelling is plucked up and removed
from me...like a weaver I have rolled
up my life he cuts me off from the
loom; from day to night thou dost
bring me to an end. I cry for help un-
til morning; like a lion he breaks up
all my bones...Like a swallow or a
crane I clamour, I moan like a dove.
My eyes are weary with looking up-
ward. O Lord, I am oppressed”.3

The dramatic perception of death
which draws near – death being the
extreme point of the loss of health –
now expresses itself in the overbear-
ing cry addressed to God: “restore
me to health and make me live”.4

Here health as a datum of the human
experience appears in incisive fash-
ion.5 How can we not perceive, in-
deed, in the mortal illness of the king
that fragile destiny which exposes
man to illness, suffering and death,
even though he wants life with all
his soul and body, and life for ever?
How can we identify what health is
more effectively, surprising it in the
heart of the dying person, to the
point of a dialectic interaction be-
tween his capacity for the infinite
and his inevitable finiteness? Fur-
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thermore, keeping the biblical ac-
count uppermost in our minds, if we
examine the nexus between evil and
illness, our question is further illu-
minated when it is presented as be-
ing absolutely decisive in the experi-
ence of each and every man. Nor
will it escape us – in the paradigmat-
ic light of this piece – how health be-
seeches a relationship with the other,
and first and foremost with the Au-
thor of life,6 calling upon him to take
care of the unfortunate man who has
fallen victim to a fatal illness. 

The request for health, which is
constitutively bound up with ques-
tions about pain and death, brings
out the need to continue for ever and
thus requires intensive care and
treatment in the form of the inter-
vention of another person in favour
of my wellbeing. In a word: health
draws attention to a set of factors
which demonstrate how it is the rad-
ical expression of the decisive ques-
tion of the self. More than ever it
raises the ultimate question: “Who
am I?”,7 revealing at the same time
the enigmatic nature of man.8 Which
category, beyond that of the enigma,
can define a being who is but does
not have within itself the basis of its
being? Who really is one who pos-
sesses, by nature, an identity which
is so ec-centric as to be able to say
“Me” only if he accepts that he is de-
pendent upon another? In particular,
with reference to the subject of this
paper, which experience leads to an
awareness of this constituent enig-
matic quality more than that of the
loss of health?9 To see things clearly,
it is precisely this essential character
which brings into play the totality of
the self in order to explain the great
weight that the question of health
has in our contemporary society. 

Health is a cultural datum of to-
day’s society, above all in the North
of the planet, precisely because it is
a datum of elementary human expe-
rience. Upon it depends the very sur-
vival of freedom and thus advanced
society dedicates to it a large quanti-
ty of resources of every kind – from
affective resources to economic re-
sources – to the point of its becom-
ing, for good or for evil, one of the
distinctive elements of the quality of
life. Falling seriously ill is to discov-
er that one is exposed to the void at
the moment when one recognises in
oneself a unique and never to be re-
peated value. The imperative suppli-
cation of Isaiah, which springs from

the depths of his mortal illness, be-
comes expressed in a desire to live
for ever which in all the peoplesof
the world of every culture almost
takes the form of a right: “O nature,
O nature, why do you not provide us
with what you promised us? Why
are you children the victims of so
many deceits?”10 Indeed, it often be-
comes an explicit dispute with the
Author Himself of life, who, not in-
frequently, because of the impact of
illness which always precedes death,
is accused of perfidious tyranny.11

There is no pietas or compassion-
ate solidarity, whether it has the an-
cient historical imprint or – as today
a certain fashion seems to suggest –
the Buddhist impress which man-
ages to extract from the flesh the
acute sting of illness and death. And
this to such an extent that the scepti-
cal form of existence – from the
shallow variations so well stigma-
tised in the Kierkegaardian figure of
the aesthete to the more sophisticat-
ed forms of the nihilism to be found
in Montale – seems today to domi-
nate the broad mass of men who in
practical terms present once again
the terrible Sartreian figure of the
self: man is a useless passion. 

Only at an apparent level are we
far from the subject and concerns of
this paper, namely health and how
medicine organises itself in relation
to health in order to deal with it. In
reality, we are confining ourselves to
getting to the roots of health. Indeed,
if the request for health is a request
that life is given to the full as the
whole of our “self” seems to
promise, then there is no clinical act
or form of health-care organisation
which can contain the irresistable
explosion of the need/desire for the
radical wellbeing of the patient,
who, whether he wants it or not,
throws into the face of the
health-care worker the enigma of
man. 

In order to define this dominating
need to live for ever which explodes
in the request for health on the part
of the patient, we could not find a
more appropriate expression than
the word “salvation”. The cultures
of all epochs, of every latitude, have
coined terms, but above all they
have produced customs, forms of
behaviour, and civilisations, which
confirm the reality of this fact. 

Health can never be separated
from salvation – it is the very enig-
matic nature of man which, in mak-

ing him an ec-ecentric being, impos-
es upon him the essential and peren-
nial request for salvation.

Now, to say that an unbreakable
and inseperable nexus exists be-
tween the request for health and the
request for salvation is nothing other
than to recognise that everything
which bears upon the sphere of
health belongs ipso facto to the reli-
gious dimension of man. As health
brings into play, in terms of life and
death, the question of the self, it is
also by this very fact a dimension of
the religious sense: indeed, this lat-
ter is that unsuppressable level of
self-consciousness which springs
from the irruption of the ultimate
why posed about oneself and reali-
ty.12

As a first decisive conclusion it
follows from this that the conviction
that religion and health are not two
extraneous realities which have to
be seen in their relationship to each
other but elements which comple-
ment each other at an original level
is in reality well founded. Their in-
trinsic bond presents itself as being
insuperable precisely when one be-
gins with the recognition that salva-
tion is at the same time at the heart
of the request for health and at the
centre of the religious question. 

3. Health: a Sacrament 
of Salvation

We can well suppose that for men
involved every day in the increas-
ingly complex world of today’s
medical institutions, who are com-
pelled to come to terms with the
facts and data of a large number of
empirical sciences, with the prod-
ucts of advanced and sophisticated
technology, with burdensome eco-
nomic and financial situations, with
legal systems which are often con-
tradictory, and with relational issues
which are often full of psychological
complications, what has been said
above runs the risk of seeming to be
a clumsy attempt to produce precar-
ious cosmetics. It is an easy under-
taking to refer to the irreversable
change which medicine underwent
during the last century and which
was provoked by Claude Bernard’s
decision to transform a general ther-
apeutic art into experimental medi-
cine,13 in order to hide the subject
that it cares for and treats – through
a rigorous sequence of clinical acts –
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camouflaging that subject behind
the pretext of an impossible objec-
tive neutrality. The valuable experi-
mental nature of medical science
and its high technological level will
not prevent therapeutic action from
reasserting itself in all its breadth
and from taking form in the en-
counter between health and salva-
tion. Indeed, this site will be inex-
orably proposed to the health care
worker by the silent and imploring
look of the dying and by the de-
fenceless crying of children, by the
resigned sense of abandonment of
the elderly person or by the trem-
bling powerlessness of a man in the
fullness of his years who asks for
care and treatment. Nor will the
sirens of utopia – to which today’s
medicine seems to fall victim when,
in considering death as “an accident
of the journey”, it convinces itself
that it is able to definitively defeat
death – be able to reduce the request
for salvation to the illusion that eter-
nal life can be the outcome of an in-
definite prolongation of current life
within the mortal body. The experi-
ence of suffering, of illness, and of
death render human finiteness naked
at the very moment at which they
explain it as being a representation
of eternity: “you heal us while you
wound us, you heal us of the dream
of totality, of the epidemic of invul-
nerability”.14

To speak about finiteness as a
representation of eternity means, in
terms of the subject of this paper, to
speak about health as a representa-
tion of salvation. If we could out-
line here in an explicitly Christian
approach a theology of pain and
death to be matched by a suitable
reflection upon health, we would be
led to develop above all else the
(blame)-illness-death nexus in or-
der then to reflect upon the event of
Golgotha by which Christ, by one
means or another, swallows death
from beneath it15 in the unique and
never to be repeated form of his dy-
ing16 (it is the particular form of
death which combats the extreme
duel with the usual form of death in
order to defeat it: mors et vita duel-
lo conflixere mirando), in order to
talk, finally, of the way in which
Christ died in terms of death as the
appearance of death. 

The outcome of such a reflection
would allow us to conclude, against
the background of a category of the
history of Christian thought con-

cerning the eucharist – that of ap-
pearance or the apparent – that
health is a sacrament of salvation.
The logic of the (sacramental) sym-
bol would thus allow us to under-
stand what ontologically is to be
found in unity – health, despite the
complexity of medical practice,
would be a place for the effective
achievement of salvation and the
subject who asks for it (the patient),
in the same way as the person who
takes care of him (the health-care
worker), would encounter once
again his full identity in the mission
by which he takes part, in freedom,
in the mission itself of Christ the
Lord. In this context, the answer giv-
en by Jesus to the sisters of Lazarus
is extraordinarily appropriate: “this
illness is not for death but for the
glory of God”.17

So that all this does not remain at
an abstract level it is enough to ob-
serve that illness, suffering and
death in such an approach are not
understood as mere biological
events, and care and treatment are
not seen solely as a sequence of
technical-experimental acts. Instead,
both are also and above all else cir-
cumstances which present them-
selves to individuals, bring about
freedom to the deepest level, pre-
cisely in medical doctor and patient
alike. At a practical level if by “care
and treatment” is meant that set of
interpersonal relations which are di-
rected towards the health of the pa-
tient, by “therepeutic art” is meant
the study and implementation of all
those means which are suitable for
care and treatment, and by “clinical
act” is meant every medical action
with a technical-experimental basis,
then we can say that care and treat-
ment, which characterise the specif-
ic relationship between the medical
doctor and his patient, is that place
where the clinical act becomes a
“sacrament” of the therapeutic act.
Care and treatment, which are al-
ways correlates of the search for
healing, then express in its whole-
ness the therapeutic art of the med-
ical doctor which operates through
the clinical act. To me it seems that it
is necessary to anchor basic medical
orientations, the organisation of the
clinic, the therapeutic decisions and
their relationship to research to this
vision of health which knows how to
take on – without a delirium of om-
nipotence but in a simply involved
and technically rigorous way – the

whole of the request of the patient:
restore me to health and make me
live. 

4. Economics and Health

a. The Ethical Side of the Economy

Kolm declares that it will be a
happy day when the majority of
economists come to recognise that
“nothing which is human is extrane-
ous to me”.18 With the diffusion of
busines ethics today there is a multi-
plication of studies which advance
the general idea that economics is a
confluence, if not a fusion, of two
approaches – the ethical approach
and the engineering approach –
which indeed have characterised the
discipline of economics since its be-
ginnings.19

The most perceptive economists
seem to have left behind them the
idea advanced by Pareto which in-
volved a separation of the notion of
efficiency from that of fairness and
distinguished the sphere of produc-
tion from the sphere of distribution.
For very good reasons many eco-
nomic theorists have gone beyond
the well-known thesis of Robbins
who asserted that “because econom-
ics is concerned with the effective
employment of means with respect
to goals that it holds to be given, it is
totally neutral with regard to ethical
questions”.20

What interests us here is to point
out that today ethics have risen in
relation to economics and now oc-
cupy an important position within
this discipline. But it should be
strongly emphasised above all else
that this affirmation of ethics comes
from within economics itself and is
not something which springs from
elements outside this branch of
study. In a special way it comes
from the discovery that interperson-
al relations constitute an economic
category. This is the thesis of “rela-
tional goods”.21 In this way ethics
are called into play by economics
because of their own effectiveness.
At this level there thus already
emerges the economic importance
of those relational goods which in
various forms – and at the highest
level in terms of health as a sacra-
ment of salvation – are constituent
elements of those areas which are
concerned with illness and health in
general. 
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b. The Nexus between 
the Economy and Health

Beginning with a consideration of
the object of the economy we easily
discover its nexus with health. In-
deed, the dynamics of production, of
exchange, of consumption and of fi-
nancial activity-passivity – to limit
ourselves to pointing out the central
axes of the object of the economy –
identify, at least starting from
modernity, constituent elements of
the organisation of health care as
well. 

The nexus between health and the
economy both from the point of
view of the subject and that of the
object is inherent.22 Indeed, on the
one hand economic activity in gener-
al springs from a disproportion be-
tween needs and resources,and, at
least starting with the modern era,
involves an attempt to produce and
distribute goods (and services) with
the minimum expenditure of re-
sources in order to satisfy the largest
possible number of such needs.23 On
the other hand, health brings into
play that radical need for continuity
– and thus that attempt to achieve a
cure which seeks, in the final analy-
sis, to avoid death – which, in itself,
requires an incalculable number of
resources. Needs and resources thus
emerge as being at the heart of the
economic dimension to health care.
But the radical nature of the request
for health which is brought into play
is so great that the economic rela-
tionship to be found within it be-
tween health and resources has a
tension which can lead to aporia. A
careful analysis of the relationship
between health and the economy,
connected in turn to the relationship
between needs and resources, not
only identifies its intrinsic quality
but also demonstrates its high poten-
tial for dialectics and conflict. One
can express in an elementary way
this state of things with the obvious
observation that health has costs but
is priceless. That it has costs indi-
cates its inevitable relationship with
the economic sphere, but that it is
priceless expresses its so to speak
subversive role in relation to the
economic sphere, which, instead,
cannot but aim at a minimum de-
ployment of resources to satisfy the
highest number of needs. 

However much this observation
may appear to be a simplification,
the statement that health has costs

but does not have a price brings out
on the one hand the unresolved
problems to be found in the relation-
ship between health and the econo-
my, and on the other hand can
demonstrate, through the examina-
tion of the theoretical system which
underlies such problems, how the
religious experience throws light up-
on this decisive, but intrinsic and not
extrinsic, relationship which charac-
terises civil society. 

With regard to the first point it
would not be helpful here to dwell
upon it given that such unresolved
problems are all well known to you.
You especially, indeed, both as indi-
vidual health-care workers and as
the respresentatives of health-care
institutions, encounter their dramat-
ic importance every day. Further-
more, the programme (although to
an even greater extent the full inten-
tion of this “Fourteenth International
Conference of the Pontifical Coun-
cil for Pastoral Assistance to Health
Care Workers”), especially in its
second part, addresses itself to such
problems in an explicit way where it
proposes a dispassionate diagnosis
of the question and adopting the
pre-eminently Christian approach of
the sharing of goods also offers a
possible prognosis. The organisers
of this international conference have
not failed to connect this to a study
of the models of economic manage-
ment to be employed by Catholic
health-care institutions. 

We will dwell for a short while, in-
stead, upon the theoretical structure
which underlies the still unresolved
problems or the contradictions of the
organisation of health-care in its
contemporary relationship with the
economy. This will allow us, as has
already been observed in this paper,
to illustrate what the correct relation-
ship really is between the religious
experience, the economy and health,
that is to say to provide a conclusion,
albeit of a summarising and intro-
ductory nature, in relation to the sub-
ject which has been entrusted to me. 

c. The Relationship between 
Needs and Resources 
in the Field of Health Care

In this paper an attempt to avoid a
theoretical structure inappropriately
reduced to an unum – to use an ex-
pression dear to the tradition of
Western realism – with regard to the
relationship between the economy

and health has already been made.
Health, indeed, by bringing into play
a need/desire of inalienable value
for the person and his relationship
with civil society, does not seem to
be able to accept as an exhaustive
criterion the minimum calculation of
resources as an ideal measurement
which is to be placed in the largest
possible spectrum of needs.24

Now it is true that resources are
always, and in the field of health as
well, objectively limited, if only be-
cause of the inexistence of means
capable of eliminating death. It is al-
so obvious that the economic princi-
ple and the practice which results
from it of the employment of a min-
imum of resources to meet needs to
the utmost cannot but be followed in
normal practice in the field of health
care. 

However, whilst in other areas of
human co-existence this criterion
can be almost always applied, in the
field of health, which is something
which is priceless, it on its own is in-
adequate if not actually injurious.
And anyway the situation which is
before everybody’s eyes demon-
strates the objective difficulty in ad-
hering to this merely technical-eco-
nomic evaluation. How many fami-
lies are there which lose whole patri-
monies in the often illusory attempt
to extend the life of a relative? Fur-
thermore, how can the minimum
level be establishment in this field or
at least who should estbalish this
minimum level and in what way? It
seems evident that the nexus be-
tween the economy and health is not
in itself able to provide a suitable an-
swer to these questions. 

Today, both through the thesis of
relational goods and through the
system of the models of the organi-
sation of health care which are more
realistically in line with the relevant
stage of economic development, a
health-care policy is making strides
which is more aware of these diffi-
culties. A significant example is pro-
vided to us by a knowledgeable ex-
pert of the world of health care.
Charles Scriber, in writing about the
need to think about the system of
care and treatment in terms of “per-
formance”, has observed that as
long as there has been strong eco-
nomic growth and an abundance of
resources it has been possible
among other things to achieve a
co-existence of contradictory values
and it has also been possible to un-
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dergo a reduction of institutional
tensions and conflicts of power.25

The logic of resorting to ever new
means (resources) held sway. Dur-
ing the last twenty years, however,
the economic crisis has brought
about an increasingly rigorous ap-
proach to needs and to their scale of
importance.

The two logics are increasingly
the protagonists of today’s world.
They express, amongst other things,
the coalition between health-care
workers and patients, on the one
hand, and the coalition between the
funders of treatment and the produc-
ers of goods on the other. The first,
indeed, ask that resources are adapt-
ed to needs, but the others, in con-
trary fashion, require resources to be
adapted to financial capacities.26

Everything is aggravated either by
the absence of umpire-style figures
and of clear collective policies or by
the predominance of government in-
stitutions, and this means that the
state of poverty is more oppressive
and more serious and that the ele-
mentary right to health is threatened.
Kleiber proposes that in an epoch of
globalisation the question of medi-
cine – at least with regard to the ad-
vanced societies to be found on our
planet – should be tackled with ref-
erence to the thesis of the correct al-
location of limited resources. This
would lead to a suitable health-care
performance, that is to say to an im-
provement over time in the relation-
ship between invested resources and
results obtained within the context
of objectives shared by the whole of
the health-care community, and
more specifically, of the whole of
civil society. 

Such a health-care policy,
amongst other things, by drawing
upon a system of decisional heirar-
chies would inevitably bring into
play a thicker network of relation-
ships between all the subjects in-
volved in the organisation of health
care, that is to say medical doctors,
patients, the sick, health-care admin-
istrations, and academic and politi-
cal authorities. It would thus seem
that the relationship between health
and the economy, precisely through
a correct utilisation at the technical
and economic level, manages to bal-
ance in the best possible way all the
factors in play, including those of an
interpersonal character.

The reason why I have allowed
myself to engage in this invasion of

another field is that the thesis of
Kleiber – whose balanced character
will certainly not escape you – does
not in the end escape the tension of
conflict between the two terms of
modern origins because by not of-
fering an objective criterion by
which to identify the minimum in
the relationship between needs and
resources which guides the correct
relationship between health and the
economy it ends up by subjecting
the first to the second once again. 

d. The Overcoming of the Conflict 
between Needs and Resources

How can we overcome, therefore,
this aporia which seems to charac-
terise the organisation of health care
at a global level? How can we save
the overall need for health which is
an expression of the need for salva-
tion without falling into utopian Ti-
tanisms, but also without engaging
in intrinsically wicked offences to
the dignity of every single human
being from conception to death? We
could also ask this question in a dif-
ferent way. From what does the
aporetic nature of the relationship
between medicine and the economy
spring, a nature which has been ex-
plosive ever since the beginning of
the modern era? 

Please allow me proceed very
rapidly. Our judgement may be re-
formulated in a summarising way.
With modernity (understood as a
mere historical category and not as
an ideolgical category!), when the
progressive process of secularisa-
tion advanced taking the form of a
separation between health and sal-
vation and in seeing care and treat-
ment as mere clinical acts in a way
which sacrificed the therapeutic art
which was implicit in them, the re-
lationship between health and the
economy took on an aporetic char-
acter which the very high techno-
logical standards today required by
Western medicine have made truly
dramatic. We can first of all ask:
does there exist, so to speak, a vice
at the origins of this state of affairs?
Perhaps the original vice shared by
both medicine and the economy and
thus destined in a certain sense to
duplicate itself when one comes to
consider their intrinsic and in-
evitable relationship, lies in the fact
that both (the economy and medi-
cine) take part in that special opera-
tion specific to modern sciences of

being based upon the exclusion of
the subject.27 In the name of an im-
possible neutral objectivity, medi-
cine and the economy have also
sought to abolish the subject both as
a person and as a community at its
various levels (from the primary
level of the family to the more ele-
mentary forms of civil community,
from the sphere of national commu-
nities to world organisations). In the
field of health,the institutions
marked by a well identified pres-
ence of the subject capable of main-
taining within the world the salvific
pregnance of the request for health –
I am thinking here of the hotel dieu
and of the hospital – have been in-
creasingly replaced by companies
whose task is reduced to the mere
planning, control and checking of
the administration of a series of
clinical acts which are carried out
within them. 

Thus one comes out of the aporia
with a unique and inescapable im-
perative, and more specifically: to
reintroduce the subject in forceful
fashion into the world of health care
and into the economy, and more in
general into all the spheres where
the human experience takes place.
The absolute priority of anthropolo-
gy immediately comes to mind here,
and thus one sees how ethics in rela-
tion to health and in relation to the
economy are always and only pre-
sented as a vehicle for an anthropol-
ogy.28

And an anthopology is suitable
when it deals with the dramatic na-
ture of the self (in technical terms
the “dual unity”), thereby bringing
out its meaning.29 Because of this in-
herent structure, indeed, each one of
us always exists within a polarised
unity, in line with the triple articula-
tion of spirit/body, man/woman, and
individual/community. Here the fi-
nal destiny of man is at stake and the
question posed by Leopardi which
has already been quoted emerges
with force: “And who am I?”. On
the horizon of the human experi-
ence, therefore, there thus appear in
inescapable fashion religious mean-
ing and religious experience, called
to provide an answer and to point
out the road so that the tensions un-
dergone are, in so much as this pos-
sible, livable by the individual and
by the community in a constructive
balance.30

The anthropological question is in
a certain sense very simple (indeed,



42 DOLENTIUM HOMINUM

elementary!): every man brings into
play his freedom in every individual
act he makes, beginning with the
two co-ordinates in which the whole
of the human experience is written –
his affections and his work. Affec-
tions and work bring into play
through the daily experience of rela-
tionships and circumstances the
three polarities which constitute the
self and thus in the final analysis the
vision of life which each man pos-
sesses. One could also say, there-
fore, that in each individual act man
inevitably reveals his own religious
sense and meaning, bowing before
the ineffable mystery or the most ba-
nal of idols, which T.S.Eliot rightly
identified as being licentiousness,
money, and power. 

5. The Religious Experience: 
a Road by which to Overcome 
the Aporia between 
the Economy and Health?

At this point a few lines are suffi-
cient to express our conclusion. The
request for health, which is price-
less, can find a suitable response on-
ly through a conception of man
which is able to explain death in a
personal, free and definitive way.
Only in this way can one avoid on
the one hand the indiscriminate and
utopian absolutisation of his
nonetheless legitimate request to last
or to obtain victory over death with-
out falling into the Titanism of the
modern “healthist” ideology. This
Titanism involves the search for an
indeterminate and acritical prolon-
gation, in line with the dogmatic ap-
plication of the physical principle of
lasting, of earthly existence within
this mortal body. Such a utopia can-
not accept in any way a limitation
imposed by the economy of the re-
sources which should be applied to
the need for health. On the other
hand only a free, personal and defin-
itive answer to the problem of death
is able to avoid the economy – and
above all else its strong actors –
from having resources destined to
the organisation of health care to
such a point that there is an arbitrary
fixing of limits to the health of the
other, perhaps on the basis of mere
calculations of profit. That resources
in the medical field as well are in the
end limited could be at the most an
inescapable fact to be accepted, but
if it is considered in unequivocable

fashion it can only produce violence
and conflict. One need only think
here of the scandalous divergence
between the North and the South of
the planet which is also evident in
matters relating to the organisation
of health. 

The religious experience which
offers my freedom an answer to the
problem of death – and which does
not flee from the question of durabil-
ity and continuity because it ex-
presses the request for health as a
sacrament of salvation – in fact al-
lows an exit from the aporia and can
balance the relationship between
health and the economy. In order to
express this thesis to the full I would
have to enter decisively into the
mystery – which has already been
referred to in this paper – of the
death of the innocent Jesus Christ31

on the bruised post of the cross as
something which resolves the prob-
lem of death. One would then have
to demonstrate how this death takes
on my death and imposes on the per-
son who takes care of my health the
imperative to heal, without, howev-
er, fearing that healing understood
as a salvific possibility of definitive
length should bow before the dra-
matic and most personal act consti-
tuted by the death of the individual.
It is, indeed, that inevitable and very
elevated moment when time for that
person ceases to be a representation
(sacrament) of the eternal because
the face itself of the eternal becomes
the embrace of the Father who car-
ries out his salvation by drying
“every tear”.32

These considerations are not an
example of alienating pseudo-poet-
ry, nor can they be reduced to de-
ceiving forms of consolation pro-
duced by human powerlessness
when faced by the intricate econom-
ic jungle in which our health-care in-

stitutions must exist. On the con-
trary: the religious experience, pre-
cisely by defining health as a sacra-
ment of salvation, offers us criteria
by which to regulate the very great
personal and social responsibility
towards the patient which is implic-
it in the economic dimension of
health-care activity. Such a concept
of illness and death, and thus of
health as well, actually regulates the
proportion of resources allocated to
needs in a correct way because it al-
lows a drawing up of that heirarchy
of goods and above all else that shar-
ing that omits no factor in placing in
pride of place the subject in his
unique and never to be repeated val-
ue and in his constitutive relation-
ship with the other, without, howev-
er, engaging in unrealistic utopias
when it comes to the question of
possible resources. And we ob-
served at the beginning of this paper
how the economy itself is today dis-
covering the economic importance
of relationships which it defines in
terms of “relational goods”. Obvi-
ously enough these criteria imply, as
indeed do all the criteria of all the
spheres of human existence, the ini-
tiative of personal and social free-
dom so that from time to time, in an
overall way, form is given to a cor-
rect policy of health. Such a policy
should know how to link the good of
the person – who has a fundamental
expression in health – with that of
the civil community. And the eco-
nomic dimension cannot impose at
any cost its constitutive minimalist
relationship between needs and re-
sources but has to accept that the
growth of resources, like their
heirarchy and their utilisation in re-
lation to needs, is shaped by the ob-
jective value of the person. In partic-
ular, use should be made of the crite-
rion of participation and the sharing
of goods in line with respect for the
right of everybody to health. 

To place the subject once again at
the centre of things, that is to say to
restore the rightful importance to an-
thropology, thus means that this lat-
ter finds in ethics a route by which to
encounter the economy applied to
health. The criterion of the sharing of
goods as an ethical criterion which
implements the anthropological-reli-
gious vision of the relationship be-
tween health and the economy will
thus be able to find fertile terrain for
development in the social doctrine of
the Church. And it is precisely in her
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constitutive principles of solidarity
and subsidiarity, in the criteria to be
applied in the universal destination
of goods, in the social version of the
commandment not to steal, in the
right relationship of fairness be-
tween need and merit – which even
characterises the political dimension
of every economic activity – that one
sees the path offered to the intelli-
gence of the individual health-care
worker and the health-care institu-
tion by which to invent a suitable
model for the place of care and treat-
ment.

For all this to come about it is in-
dispensable that the subject works in
a way which brings his or its identi-
ty in an overall and integral fashion
into play. The Christian tradition in
the field of health can be rediscov-
ered in all its strength and can be-
come itself a great resource, in addi-
tion to being an effective route by
which to escape the sand bars of that
aporetic relationship between the
economy and health which began
with modernity. 

H.E. Mons. ANGELO SCOLA,
Rector of the Lateran Pontifical University,

Rome.
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The precedents: 
the theory of intrinsic value

In order to understand the modern
economy it is necessary to begin
with the scenario of the classical
economy which can be found in the
great classical, Greek, Roman and
Medieval tracts on the subject. Aris-
totle dedicated a number of impor-
tant chapters of the fifth book of his
Ethics to the subject of the economy.
These were concerned with the
study of the virtue of justice. His
thesis was that things have an intrin-
sic value and that the economy man-
ages this value which is to be found
within things and which is ex-
pressed in their use. In this scheme
of things, intrinsic value is the be-
ginning and the foundation of the
“use value” of a thing. Its volume
can be realised in monetary units in
order to make the exchange of prod-
ucts possible. Money, therefore, is
the way in which use value is trans-
formed into “exchange value”.
These are not two separate values
but the same use value expressed in
monetary units. Currency, therefore,
has no other value than that of being
a unit of measurement – it is, indeed,
solely a unit of measurement.
Things have use value and in addi-
tion this value is intrinsic, and thus it
is that the transaction is correct
when they are given value accord-
ing to their function or use (kreia)
and not according to their exchange
value within the market. For this
reason, prices are not made by the
market but a result of the natural
function of the things in question.

Hence money has no other func-
tion than that of being a measure-
ment of values; indeed, a unique and
universal measurement. Thus it is
that Aristotle believes that one can-
not ask to be paid interest on money.

When one lends money to a person
what the latter must do is to return
the value of the loan, but the person
who makes the loan must not ask for
interest because this would amount
to a request for a use value which
money does not actually possess.
Hence the term “usury”. Economic
ethics, therefore, are concerned with
determining the use value in a cor-
rect fashion and not in requiring in-
terest to be paid on loans of money.
This means that usurers and bankers
were seen as being immoral, in the
same way as all those who dealt
with pure market forces such as
merchants were considered im-
moral. What these did was to buy
products at a low price where there
were most abundant and sell them at
a high price where they were scarce.
This meant placing taxes on such
products or commodities not for
their use value but for their ex-
change value, something that was
considered immoral. For this rea-
son, manufacturing industry, com-
merce and banking were seen as
morally suspect activities, or were
held merely to be immoral. The tru-
ly moral process by which to pro-
duce wealth was the land, some-
thing which took place in an agricul-
tural society. Thus it was that rulers,
the nobility and the clergy owned
the land. They were morally unas-
sailable. Everybody else was moral-
ly suspect, and this was especially
true of the Jews.

This theory implicitly created a
social structure. The owners of the
land, that is to say of real wealth,
were the highest class in society.
They were the holders of the “intrin-
sic value” of things which was cer-
tainly increased by work, and for
this reason the labourer deserved a
payment for the value which he
added to what he worked on. This

was the function of the working-day
and the wage paid. Owners and
workers together managed the “use
value” of things. The “exchange
value” remained in the hands of
merchants and men of commerce,
people who were seen in a very bad
light because they often took advan-
tage of the scarcity of a product in
order to sell it at a higher price than
its theoretical use value. This also
was seen as a form of usury. Anoth-
er form of usury was to require in-
terest on money, the practice of
usurers and bankers – categories
who were the morally blameworthy
and negative categories of the an-
cient and Medieval economy.

This economic model also gener-
ated a system of health care. Only
the upper classes could have access
to medicine of a certain quality. The
workers, agricultural labourers and
the poor encountered difficulties in
gaining access to a medical doctor
and meeting their health needs.
There are a number of different tes-
timonies to this effect. It was for this
reason that the Church established a
network of charitable hospitals in
order to take care of all these desper-
ate people. This was done in the
name of the principle of christian
charity. Charitable institutions were
essential during a period when the
ownership of goods was in the
hands of a very few people and
when everybody else had to make
do with a fed here necessary to their
mere survival.

1. The economy and medicine 
during the modern era

Criticism of the economic theory
outlined above began with the the-
ologians of the last centuries of the
Medieval period and continued dur-

DIEGO GRACIA

The Economy and Medicine 
in the Twentieth Century



45THE ECONOMY AND HEALTH

ing the centuries of the modern age.
It became increasingly obvious that
the exchange value of products could
not be identified only with their use
value. For this reason, wealth could
not only be identified with the own-
ership of land or with the labour
which was mixed with it. Exchange,
too, could produce wealth. Wealth
was not the same as ownership of the
land but came to be identified with
work. This was the thesis of Adam
Smith, the thinker who formulated
liberal economic theory. Economic
value was not determined by func-
tion or use but by labour. For this
reason, economic wealth was to be
identified with productive labour.
Smith says this in the first lines of
his work where he argues that the
annual labour of every nation is the
basis from which there comes the
production of all the things neces-
sary and convenient for life, which
the nation consumes annually and
which always amounts to the imme-
diate product of this labour, or to
that which is acquired with this
labour from other nations. As a re-
sult, the nation will be better or
worse supplied with everything nec-
essary it is capable of producing ac-
cording to the greater or lesser vol-
ume of this product, or that which
can be bought with it, and this in re-
lation to the number of people
which consume it. This involves a
moral approach which is based upon
concepts of labour, savings, invest-
ment in production and parsimony
in consumption. In this scheme of
things it is not true that money does
not have a value or that commerce is
an unproductive activity. For this
reason, not only use value be stimu-
lated. Exchange value must also be
fostered and such a process is im-
portant and moral. At the same time
use value is not intrinsic but the con-
sequence of the natural use value of
things and of the labour which is
added to add to their use value.

All this meant that the ownership
of land began to lose all of its an-
cient importance. Wealth was no
longer to be located in the owner-
ship of land. It was important to
work and to produce. The rich man,
now, was the person who owned the
means of production.

After Adam Smith the thesis
came to hold sway that the value of
commodities is nothing else than
that established by the free market.
Thus presupposes a radical inver-

sion of previous Aristotelian postu-
lates. The value of things is not an
internal property which determines
their use but the exchange value dic-
tated by the market. It is the market
which says what things are worth.
Any other procedure is mistaken be-
cause it means that products are
more expensive and of less quality.
The first premise, therefore, is that
exchange value is moral, indeed it is
the only moral consideration. The
alleged metaphysical use value of
the ancients does not exist. Only ex-
change value exists. At the same
time, money is not only the mea-
surement of exchange value but also
has within it a great exchange value,
and is thus a product like any other.
Furthermore, there is a money mar-
ket. Money can be bought, sold and
lent all other products. And equally
logically, interest can be asked on
money given that money itself has a
market value. It is the market which
determines the value of money, and
for this reason interest can be re-
quested on loans.

As we can see, this system is the
opposite of what preceded it, and it
sees as being good what in the past
was seen as being bad. In practical
terms this is a total inversion. Now it
becomes moral to leave the market
free from external pressures so that
it can regulate itself. External inter-
ventions are therefore seen as im-
moral because they distort just inter-
play, as in the case of monopolies.
Hence the liberal fight against mo-
nopolies which in classical theory
are not immoral but actually neces-
sary. What tends to be immoral is
the free market. Now, however,
things are inverted. Monopoly is im-
moral because it hinders the free
interplay of the market. Further-
more, competition now has a funda-
mental ethical position and from be-
ing something which was previous-
ly morally negative it becomes
something which is morally posi-
tive.

This acquired an enormous im-
portance in medicine. First and fore-
most because for centuries medicine
had operated as a monopoly. Liberal
thought held that the health-care
market should – like other markets –
be supported and regulated by the
laws of free exchange, without any
kind of external intervention. This
was the basic principle of so-called
“liberal medicine” which wanted a
relationship between the medical

doctor and his patient which was not
regulated by the state but which fol-
lowed the principles of the free mar-
ket – a sick person needed the tech-
nical help of the medical doctor and
freely chose from the supply offered
by the health-care market. This is
what was traditionally understood
by the term “liberal medicine”, or by
the concept of the free practice of
medicine. Any intervention by the
state was seen as being artificial and
damaging. For the whole of the
nineteenth century we can see how
medical deontology condemned the
idea that the medical doctor should
be transformed into a person receiv-
ing a salary (that is to say a person
belonging to private or state institu-
tions). Later, when health insurance
coverage became responsible for al-
most the whole of health-care of-
fered, in some countries, such as
France, medical doctors were op-
posed to so-called third-party pay-
ments – that is to say a system where
health insurance or the state paid the
medical doctor rather than the pay-
ment being made by sick person
himself directly.

Using this model of liberal med-
ical practice as a yardstick, within
nineteenth-century societies it is
possible to identify three kinds of
medical care. The first is that of rich
families who have such financial
means that they do not encounter
difficulties in paying medical or
surgical fees. They were those who
adapted themselves without any
problems to liberal practice. Then
there was another and broader sector
– that of the middle classes who had
to cover the out-of-the-usual costs
of an operation or a prolonged stay
in hospital through private insur-
ance. They adapted themselves to
the liberal model, albeit with certain
corrections. Lastly, there was a third
sector – that of the poor, who could
not have access to the liberal health-
care system. For them the liberal
system always had a last resort –
that of “charity”. The state had to
supply health care to those who
were not able to obtain it out of their
own means. Charity, to be sound,
had to function in a purely support-
ive capacity. Equally, it was seen, by
definition, not only as being “anti-
economic” activity (given that the
sick did not pay for the treatment
and care that they received) but also
as something that was “unnatural”
and “injurious”. This meant that the
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charitable institutions were always
very poorly equipped. For the rest,
things were very inadequate. It was
once again the Church which pro-
moted a very large network of char-
itable institutions for those in need
and the sick. Hundreds of charitable
institutions were established by the
Church during this period, and there
were scores of religious organisa-
tions which arose during the last
century to take care of the poor.

From an economic point of view,
for the whole of this epoch econo-
mists saw charitable institutions as
dangerous and immoral. The market
always ended up by balancing the
supply of labour with the demand for
higher wages on the part of the
workers. When the two factors were
in balance full employment was the
outcome. In the liberal economy it is
not considered possible that unem-
ployment could be voluntary. This is
the reason why every unemployed
person was considered a social dis-
grace, a “vagabond and loafer”. In
taking care of these people the chari-
table institutions were thought to be
engaged in nothing else than making
their condition even more chronic.
This is the protest that is to be con-
tinually found in the great works of
liberal economics beginning with
Adam Smith, Thomas Malthus and
David Ricardo. The charitable insti-
tutions, in their opinion, could deal
with this situation of the poor only at
an apparent level because in the long
term the only thing they really did
was to prolong the suffering of cer-
tain beings who were condemned by
nature to extermination.

For Malthus, this is what the ex-
perience of the English poor laws
taught, a subject to which he devot-
ed an entire chapter (the fifth) of his
book, the reading of which is a se-
vere experience. His fundamental
thesis was that although the poor
laws were established with the most
charitable of intentions, there were
strong reasons for thinking that they
had not obtained the results which
they originally aimed for. This was
because although they mitigated
certain cases of especially acute ex-
treme poverty they nonetheless in-
creased the overall poverty of soci-
ety. In the thinking of Malthus the
poor laws tend to worsen the gener-
al situation of the poor. First of all,
they evidently tend to increase the
population without increasing the
means of subsistence. The poor can

marry although the possibilities of
maintaining their families in an in-
dependent way are low or non-exis-
tent. For this author it could be said
that these laws to a certain extent
created the poor that they main-
tained, and given that the resources
of the country must, as a result of the
increase in population, be distrib-
uted in smaller parts for everybody,
it followed that the work of those
who did not receive the help of pub-
lic charity would have a lower pur-
chasing power and thus the number
of people compelled to draw upon
this help would inevitably grow.
Secondly, Malthus believed that the
quantity of resources used by this
sector of society which in general
could not be seen as the most valu-
able part of the community reduced
the allocations given to the most
active and worthy members of soci-
ety, thereby forcing some of them to
sacrifice their independence. And if
the supported poor were to live bet-
ter than they did in reality this new
distribution of money within society
would tend to further worsen the sit-
uation of those who were not so
helped because it brought about an
increase in reserve prices.

Malthus deduced two conse-
quences from this line of argument.
First, that the poor laws should not
have existed, or, to put in differently,
that charity was injurious. And sec-
ondly, wherever such situations of
charitable institutions did exist they
had to be “severe” so that they were
not considered comfortable refuges
to hide in during periods of difficul-
ty, given that with such a policy the
evils of the situation were merely

aggravated. This explained the real
acute poverty in which such institu-
tions of poor relief carried out their
work during the previous century –
something which is constantly
borne testimony to in the literature
of the time.

The Church never accepted this
way of seeing things. She believed
that it was necessary to help the
poor and for this reason promoted
an enormous number of works and
initiatives to help the poor, the sick
and the elderly. What the economy
was not able to provide and pro-
duce remained the responsibility of
charity.

2. From charity to social justice

This was the cry of the revolu-
tionary movements which spread
throughout Europe in 1848. The re-
sult of this development was the ap-
pearance of left-wing social move-
ments, represented in paradigmatic
fashion by the socialist parties and
the trade union movements. At their
basis was an economic and social
theory opposed to liberal thinking.
After a certain fashion one was deal-
ing here with the resurrection of the
ancient theory of the intrinsic value
of things. The price of products
could not be left to the free interplay
of the market, which, indeed, was
immoral. Things had an intrinsic
value which could not be left to the
workings of market forces. Liberal
capitalism was thought to distort
intrinsic value and its distribution.
The economy, therefore, could not
be left to the free market but had to
be planned. Once again one encoun-
ters a return to monopoly, albeit in a
mode intense way than was present
in classical theory. The state was to
become transformed into the great
economic monopoly power. Only
planning and economic monopoly
control could now be seen as being
moral. And the free market was im-
morality by definition.

Hence a consequence of the very
greatest importance. Health care had
to be guaranteed by the state and be
equal for everybody. Where liberals
employed the term “charity”, now
reference was made to “justice”.
Care was seen as a right derived
from the principle of justice and not
a mere work of charity. From pater-
nalism, therefore, one moved to so-
cial justice. This was the great revo-
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lutionary cry of the proletariat dur-
ing the second half of the nineteenth
century. This was certainly the case
in socialist countries. In Western
countries this movement favoured
the birth of a new set of human
rights, the so-called “economic, cul-
tural and social rights” in which the
“right to health care” was included.
Thus health care appeared as a right
rooted in justice which in turn was
based upon a radical change in the
way in which governments ad-
dressed health-care questions and
issues. From a “police” approach
the move was towards a strictly “po-
litical” stance. Georges Rosen has
studied the role of the “medical po-
lice” (Medizinalpolizei) of the Ger-
man absolutist state of the seven-
teenth and eighteenth centuries with
great precision and exactitude. The
democratic revolution and then the
social revolution meant that this
medical police was transformed into
“health policy”.

Politics began to have an impor-
tance for medicine and medicine be-
gan to have an importance for poli-
tics, and this to such an extent that
Rudolf Virchow was able to write in
1848 that: “medicine is a social sci-
ence and politics is nothing else than
medicine on a grand scale”. This
health-care policy expressed itself in
various ways, and two may be re-
ferred to here: the increasing impor-
tance of “social medicine” and the
beginning of the state systems of
medical insurance, at least for the
poor and the working class. To this
should be added the high levels
which statistics and health-care en-
gineering reached during the second
part of the nineteenth century. Thus
one gains an approximate idea of the
set of contents of the new “health-
care policy”. Medicine moved from
being a private question (the aspira-
tion of liberalism) to being a public
and political responsibility. Health
care was transformed into a very im-
portant part of the policies of “social
justice”. This did not mean the old-
fashioned contractual freedom of
doctrinal liberalism, but, rather, so-
cial equality. Justice was now social
equality – social justice.

3. The Keynesian model and 
its influence on health care

The economic theory which
made possible the birth of systems

of social security, amongst which is
to be listed compulsory insurance
for illness, was Keynesianism.
Keynes was the man who tried to
cast off the idea that the liberal
economy was the same as laissez-
faire or a pure and jungle market.
The fundamental idea, for Keynes,
was aggregate demand, something
bound up with consumer demand
but also with investment by the
state. The state had to regulate eco-
nomic activity, even though this
had to be done through the market.
This was not a matter of substitut-
ing the market but of activating it,
and in the final extreme of regulat-
ing it. The emphasis now became
placed upon demand rather than
upon production, and this is some-
thing which brought about a radical
change in moral attitudes. Whereas
classical liberalism laid stress upon
frugality in the use of consumer
goods, upon savings, and upon in-
vestment in production goods, and
upon hard work, now the exact op-
posite was the case: what was con-
sidered correct and moral was con-
sumption, and saving was seen as a
vice, as miserliness, etc. This was
the antithesis of the position adopt-
ed by Adam Smith.

In undermining the belief of the
ancient economists in the voluntary
nature of unemployment, Keynes
offered a new way of acting in rela-
tion to distress in general: the cre-
ation by the state of broad systems
of social security which covered
the negative eventualities of the
lives of men. Bismarck had already
pursued this policy in Germany. In
England the first Lloyd George

government enacted the law on na-
tional insurance which in the realm
of health care gave rise to a system
similar to that operating in Prussia
through the Krankenkassen. In
1915 Sweden began a process
which began with the law on pen-
sions and which with the passing of
years led to a model of society
which Marquis Childs baptised in
1936 with the name of “the Sweden
of the middle way”. Imitating these
previous initiatives, President Roo-
sevelt passed the “Social Security
Act” in 1935 which protected the
elderly, the unemployed, and chil-
dren in need. A little time after-
wards seven Keynesian economists
of the Universities of Harvard and
Tufts published an economic pro-
gramme for America in which they
proposed major political invest-
ments in goods and services, in-
cluding the health service. Moving
in the same direction, the National
Resources Planning Board issued
in 1943 a detailed report entitled
“Security, Work and Relief Poli-
cies”, in which it laid emphasis up-
on the need for a policy after the
war which would involve increased
public works, expanded social se-
curity, and the implementation of
other policies in similar vein.

Keynes was British and the most
important consequences in the
realm of medicine to spring from
the Keynesian model were to be
found in the United Kingdom dur-
ing the 1940s. In 1941 the British
government entrusted a famous
economist and friend of Keynes,
William Beveridge, with the task of
producing a monographic study for
an overall system of social security.
After sixteen months of work, Bev-
eridge in November 1942 present-
ed the government with a report
which bore the title “Social Insur-
ance and Allied Services” in which
he proposed certain policies which
very probably went well beyond
his original remit. The system of
social security proposed by Bev-
eridge included unemployment
pay, pensions, widow’s pensions,
payments to invalids, and sums for
weddings and burial. Together with
social security, which was directed
towards workers and their families,
there was also national insurance,
that is to say national welfare,
which was intended to cover the
needs of those who were not in-
sured. In addition, there was also
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the national health service. The
Labour government in 1945 and
1946 enacted a number of very
advanced acts of social legislation
which were largely based upon the
Beveridge Report. Amongst these
was the “National Health Service
Act” which came into practice in
1948. Thus there came into exis-
tence the National Health Service
within the Western world, which
protected the whole of the popula-
tion in every context. The fact that
it was introduced by a Labour gov-
ernment has led people to think that
its goal was perhaps to extend so-
cial justice through the protection
of economic, social and cultural
rights. However, there are good
reasons for believing that without
Keynes and his economic theory
this project would never have seen
the light of day.

The transformation of the health-
care model indicates how much the
concept of medicine, indeed the de-
finition of medicine, had changed.
Indeed this is what happened im-
mediately after the Second World
War. On 22 July 1946 the Constitu-
tion of the World Organisation of
Health was signed. This was a new
organisation placed under the con-
trol of the United Nations which
was responsible for the health and
wellbeing of people. In the preface
to the document health is defined in
the following way: “a state of per-
fect physical, mental and social
wellbeing, and not merely the ab-
sence of infections or illness”. Nev-
er before had someone dared to de-
fine health in such terms. From the
followers of Hippocrates to the end
of the nineteenth century the defin-
itions of health and illness had al-
tered and changed, but nobody had
ever identified health with wellbe-
ing and not only physical but also
mental and social wellbeing. This
was in 1946 when the Anglo-Saxon
Welfare State became the order of
the day for all the Western democ-
racies after their victory over Na-
tional Socialism, and the definition
of health with reference to the
terms “welfare” and “wellbeing”
begun to be established. Keynesian
economics and the Welfare State
have an idea of health as something
bound up with welfare. The defini-
tion of the WHO lacks meaning if it
is detached from its historical con-
text. This meant that the correlation
previously established between

neo-capitalist economics, the con-
sumer society and the political sys-
tem of the Welfare State had anoth-
er element added to it, and more
precisely: “welfare medicines”.

4. The limits to the right 
to health care

The question of the limits to the
right to health care became pressing
from the 1970s onwards. Two phe-
nomena arose during that decade
which were of the utmost impor-
tance. One was of an economic char-
acter – the great economic crisis of
1973. This to a certain extent in-
volved the death of Keynesianism.
The other phenomenon was of a
more medical character: technologi-
cal progress meant that it was possi-
ble to keep alive people who until a
short time previously were destined
to die. The young Karen Ann Quin-
lan, for example, lived in a perma-
nent vegetative state for ten years.
Was there an obligation, in the name
of justice, to provide her with every
kind of medical care and treatment?
This fact, it might be observed, was
nothing else but a particular exam-
ple of something that medicine had
transformed into a norm – anti-Dar-
winian action. If nature, as Darwin
asserted, selects the fittest and con-
demns the weakest and the least fit
to death, then medicine acts in ex-
actly the opposite way. This meant
that the number of the chronically
and terminally ill (mentally retarded
children, the gravely infirm, the el-
derly etc.) became ever greater,
something which brought with it the

so-called “cost explosion”. Once
again the question was posed as to
whether justice requires that all
these sick people are taken care of
using all means available. What lim-
its should be placed on their treat-
ment? From what point of departure
does the obligation to treat and care
for them cease to be total (or one of
justice) and become one which is in-
complete or a matter of charity?

The answers, as is obvious, have
been different but all of them have
agreed on certain points. The first is
that with regard to certain social
goods considered as being of prima-
ry importance there can be no re-
strictions in terms of their provision
because this would be inhuman.
Secondly, that in all other contexts
reasonable systems of savings and
systems providing for the distribu-
tion of scarce resources are neces-
sary. In this last case the analysis of
costs/benefit rations has been used
because there must be a constant at-
tempt to optimise expenditure. This
means various things. First, that
with regard to health-care resources
which are always “limited” (this is
something which is constantly the
case wherever health-care con-
sumption is unlimited) it would not
be acceptable to direct sums devot-
ed to other headings of the budget to
the health-care field if the cost/ben-
efit ratio is greater in these areas
than in the health-care field. Thus,
for example, education or housing
policy can have a higher cost/bene-
fit ratio and in such a circumstance
it is a sound policy to invest money
in these areas. Secondly, in the
health-care sector the limited re-
sources which are available must be
devoted to those activities, through
the employment of lower costs, pro-
duce a greater health-care benefit.
For example, if it is necessary to
choose between a campaign of vac-
cination and a heart transplant there
can ben no doubt that the cost/bene-
fit ratio requires priority to be given
to the first policy, even though such
such a choice involves injury to, and
even the death of, certain individu-
als. Thirdly, there are health-care
services which in all justice cannot
be provided given their low
cost/benefit ratio. This happened a
short time ago with heart trans-
plants, or lung and liver transplants.
This also seems to be the case with
regard to cerebral deaths, permanent
vegetative states, and so forth.
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There can be no doubt that these
conclusions involve an important
correction of the previous doctrine.
Indeed, they have led to a redefini-
tion of the health-care model. It
does not seem that social justice re-
quires us to achieve the “perfect
wellbeing” of everybody but only
that “primary health care” which al-
lows men to live a “life which is so-
cially and economically produc-
tive”. This is the move from “the
medicine of wellbeing” or “peda-
gogic medicine” of the previous
stage, that is to say from medicine
as a consumer good to medicine as a
production good. The “complete
wellbeing” of the definition of 1946
is now divided into different “lev-
els”, and more specifically in three
levels – the first, the second and the
third. In the previous model the pri-
mary level or community medicine
was less developed, whereas the
third or hospital level occupied the
most important position. Its func-
tional effect, like its capacity, to pro-
duce was very low because it did
not correspond to needs and re-
sources. For this reason, it is not
even possible to affirm that it was
just. When the health-care needs of
a population are analysed and re-
sources are quantified it can be im-
mediately seen whether they corre-
spond in an acceptable way to thee
three levels. Thus the health-care
needs of a community are usually
composed in the following way:
86% primary care; 12% secondary
care; and only 2% tertiary care.

The best distribution of economic
resources is in line with this schema.

This is because primary care pro-
vides the highest return, secondary
care rather less, and tertiary care
very little. The return is measured
here through the cost/benefit argu-
ment. For this reason, we should say
that a health-care system is more
unjust or its distributive justice
within it is lower the more the ter-
tiary level is advanced and the less
the primary level is developed. Here
we can say that in today’s world
three models are at work: 1) that of
the developed countries, which
have managed to look after both the
first and the third levels quite well;
2) that of the undeveloped coun-
tries, where the tertiary level is ab-
sent but which have reached an ac-
ceptable first level (such as China);
and 3) the semi-developed or devel-
oping countries which have invest-
ed all their resources in hospital care
and have neglected primary care al-
most completely. This last model is
certainly the most anti-economic
and the least just.

Conclusion

We have seen how down history
different economic theories have
followed each other and that they
have conditioned, and at times deter-
mined, the practice of medicine. It
does not seem that this process has
finished. Perhaps it will never come
to an end. It is probable that we have
not learned to provide an answer to
the great question of economics –
that of the value of things. Different
theories have followed each other

and some have placed emphasis on
use value and some on exchange
value. But it seems that value cannot
be defined in either of these ways.
The value of things is to be defined
in terms of the life possibilities that
they generate. Wealth is neither to be
defined in terms of use value nor in
terms of labour, nor with reference
to market value, nor by taking into
account effective demand, and all
the rest, but in terms of life possibil-
ities. We become richer the more in-
dividuals or societies have life pos-
sibilities. This is important because
it introduces many factors into eco-
nomic activity which did not form a
part of classical theory. For exam-
ple, a poem, a work of philosophy or
a prayer are life possibilities, al-
though they are not usually seen as
economic products. The economy
must be seen for what it really is – an
instrument at the service of the goals
of human life. Here, indeed, we en-
counter the great philosophical and
ethical question: the ends of human
life. The economy is nothing else
but the reasonable management of
the means which serve these ends.
And whatever they may be, what is
clear is that one cannot fall into the
error of confusing ends with means
or means with ends. We can thus re-
peat here the phrase of Jesus handed
down to us by St. Mark the Evange-
list: “the Sabbath was made for man,
not man for the Sabbath” (Mk 2:27).

DIEGO GRACIA GUILLEN
Professor of the History of Medicine,

the Complutense University of Madrid,
Spain
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The choice of the theme of this
International Conference of the
Pontifical Council for Pastoral As-
sistance to Health Care Workers
could not be more topical.  We live
in a world in which economic con-
cerns and interests all too often
dominate.  Pope John Paul II has
indeed warned about the possible
danger of “absolutizing the econo-
my” (cf. Centesimus Annus (CA),
n.20, Ecclesia in America, n.20).

One of the major challenges of
the emerging globalized economy
is precisely how do we sustain the
essential component elements of
the global common good, espe-
cially those which are non-eco-
nomic goods (cf. Pacem in Terris,
n.139)? How do we manage this
in a global economy where, very
often, no individual country can
today do so on its own (cf. CA,
n.58). What happens when there
is a changing constellation of pro-
tagonists in the economy? What
will future and varying combina-
tions of private and public author-
ities look like in the globalized,
market-driven economy most
likely to exist for the foreseeable
future?

The social teaching of the
Church provides a useful concep-
tual framework within which it
may be possible to provide an-
swers to these questions. But the
social teaching is also facing new
challenges that require additional
research and reflection. Very of-
ten this teaching will only be in a
position – and this may be more
in keeping with its precise role –
to ask the right questions, rather
than to provide ready-made solu-
tions.

The first contribution, of

course, that the Church’s Social
Teaching brings to the debate
concerns the very notion of health
itself. Health and medicine are
linked with fundamental anthro-
pological questions, with the def-
inition of the human person.
Health policies cannot treat the
human person as if the production
and consumption of goods were
the basis of social life and soci-
ety’s only value (cf. CA, n.39).
Health is a quality of each human
person, a fundamental good
which he or she needs and de-
sires. The capacity to enjoy good
health reflects that great dignity
with which God endowed the pin-
nacle of his creation, the human
person.

But the lack of full health does
not remove the fundamental dig-
nity which belongs to each per-
son; indeed, suffering has great

meaning, and especially for
Christians. As Pope John Paul II
wrote in his Apostolic Letter
Salvifici Doloris, suffering
“seems to be particularly essential
to the nature of man. It is as deep
as man himself, precisely because
it manifests in its own way that
depth which is proper to man, and
in its own way surpasses it” (n.2).
While we all wish for good
health, our greatest and most sub-
lime thoughts and deeds are often
most apparent in our suffering.
Because of our transcendent Cre-
ator, human dignity belongs to
each individual person, no matter
what his or her physical or mental
condition, for this dignity is not
measured by utility or efficiency.
In fact, “the world of suffering
possesses as it were its own soli-
darity” (n.8). This common suf-
fering compels us to seek for an-
swers and Jesus Christ reveals
“the truth of love through the
truth of suffering” (n.18). Above
all, it is this love that ultimately
motivates the human person’s
concern for well-being and
health.

It needs to be recalled that, in
wishing for health, the human
person is not an isolated individ-
ual seeking his own self-preser-
vation above all else. God created
humankind as a single family (cf.
Message for World Day of Peace
2000, n.2), in which each individ-
ual bears certain responsibilities
for others. Health is a social phe-
nomenon that concerns not only
the protection of individuals and
their rights, but also the promo-
tion of the common good. Many
health problems can be resolved
only through effective measures

DIARMUID MARTIN

Reflections from the Social Teaching 
of the Church
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of social medicine, whether this
be through education, preventive
medicine, widespread vaccina-
tion or the fostering of adequate
national and international health
care policies.

The goods of creation were giv-
en for the benefit of all of hu-
mankind. In Tertio Millennio Ad-
veniente, Pope John Paul II notes
a central element of jubilees as
described in the Old Testament.
“If God in his Providence had
given the earth to humanity, that
meant that he had given it to
everyone. Therefore the riches of
Creation were to be considered as
a common good of the whole of
humanity” (n.13). 

This fundamental principle of
the universal destination of creat-
ed goods (cf. Gaudium et Spes,
n.69) is especially applicable to-
day to health care.  Health care is
one of the major focal points of
inequality in today’s world. When
we speak of “the goods of cre-
ation” we are speaking not just
about physical goods such as
land, raw materials and capital.
Today we are speaking above all
of knowledge, human capacity
and the fruits of human ingenuity
(all of which, of course, are gifts
of God). Pope John Paul notes:
“Whereas at one time the decisive
factor of production was land and
later capital – understood as the
total complex of instruments of
production – today the decisive
factor is man himself, that is his
knowledge, especially his scien-
tific knowledge, his capacity for
interrelated and compact organi-
sation, as well as his ability to
perceive the needs of others and
to satisfy them” (CA n.32).

The inequalities that exist with
regard to access to knowledge
useful – indeed essential – for
health care are greater perhaps
than those which exist regarding
any other essential element of the
common good of the global com-
munity.

In a modern economy, it is im-
portant to note clearly that the
market is simply a setting for
trade, and as such a means to an
end. Of course, it is an important
means, but it must be measured by
its objective ability to achieve its
own set aim: efficiency of produc-
tion and distribution. The evalua-

tion of market mechanisms in the
health care sector should not be
based on an ideological position
for or against markets, but pro-
ceed by way of verifiable and
quantifiable facts. These facts
must concern what such mecha-
nisms achieve, but also what they
leave unachieved, in terms both of
the quality of the services provid-
ed and the extent of access they
guarantee. Health care is one of
the goods of God’s creation and
hence must be accessible to all.  

We know that knowledge and
information are rewarded in the
modern economy. But its true dri-
ving force is the human person,
with his or her creativity, ingenu-
ity and capacity to innovate.  The
most important economic invest-
ment that can be made today is in
enhancing human capacity, in
permitting humans to become the
persons which God intended
them to be. Enhancing this capac-
ity enables them to realise their
God-given potential. Poverty and
exclusion, on the other hand, may
be seen as obstacles to the realisa-
tion of this God-given capacity.

Investment in people no longer
belongs just to the area of social
policy or mere philanthropy. It
constitutes an essential dimension
of investment in sustainable and
sound economic progress. In re-
cent years we have seen more
clearly the link between the econ-
omy and the social order in to-
day’s society.  The social conse-

quences of the recent economic
crisis in South East Asia have
been quantified alongside the
economic consequences. We see
the number of people who have
lost their jobs, millions in just a
few months in Indonesia alone.
The number of children who have
had to leave school to support
their families affects basic social
goods such as education and
health.

But we are also seeing that
there were not just social conse-
quences of that economic crisis,
but also social causes.  Economic
growth without strong social in-
frastructures will always remain a
weak construction.  Growth,
without social cohesion and with-
out the investment in human and
social infrastructures which guar-
antee cohesion, will always be
fragile. Growth just for growth’s
sake would be what I call the law
of Babel, based on the Biblical
symbol of humankind’s desire for
a certain type of infinite growth
but which results in human scat-
tering and division. Growth must
be tempered by considerations of
quality, sustainability and justice.

How do these principles, which
apply to all economic questions,
apply in particular to health care
and what does the Church’s social
teaching have to say on such
questions? Here we come back
again to our earlier reflection on
the respective roles of public and
private, the market and the State,
as well as a broader participative
society.

In Centesimus Annus, Pope
John Paul II writes that “it would
appear that, on the level of indi-
vidual nations and of internation-
al relations, the free market is the
most efficient instrument for util-
ising resources and effective re-
sponding to needs.” This admis-
sion is immediately qualified,
“But this is true only for those
needs which are ‘solvent’, insofar
as they are endowed with pur-
chasing power, and for those
goods which are ‘marketable’, in-
sofar as they are capable of ob-
taining a suitable price. But there
are human needs”, the Pope con-
tinues, “which find no place on
the market. It is a strict duty of
justice and truth not to allow fun-
damental human needs to remain
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unsatisfied and not to allow those
burdened by such needs to per-
ish” (n.34, emphasis added). Lat-
er in the same Encyclical, Pope
John Paul II again notes that
“there are collective and qualita-
tive needs which cannot be satis-
fied by market mechanism. There
are important human needs which
escape its logic. There are goods
which by their very nature cannot
and must not be bought or sold”
(n.40).

The Pope accordingly recalls
that “it is the task of the State to
provide for the defence and
preservation of common goods
such as the natural and human en-
vironments, which cannot be safe-
guarded simply by market means”
(ibid.). It is obvious that, when
speaking of the “human environ-
ment,” he is speaking also about
health.  Summing up, he stresses
that “the State and all of society
have the duty of defending those
collective goods which, among
others, constitute the essential
framework for the legitimate pur-
suit of personal goals on the part
of each individual” (ibid.).

In addressing the role and the
responsibility of the State, the
Pope does not say that the State
on its own must provide all the el-
ements of the common good.
Rather he stresses the importance
of the principle of subsidiarity,
according to which “a higher or-
der should not interfere in the in-
ternal life of a community of a
lower order, but rather should
support it in case of need and help
to co-ordinate its activities for the
rest of society, always with a view
to the common good” (n. 48).

In this regard, when referring to
services for the sick, the Pope
notes that “needs are best under-
stood and satisfied by people who
are closest to them and who act as
neighbours to those in need.” The
sick, the refugees, immigrants
and the elderly “can be helped ef-
fectively only by those who offer
them genuine fraternal support in
addition to the necessary care.”
Health care, in the future, will be
provided for by a judicious mix of
interventions of the State, the pri-
vate sector (including business)
and voluntary and charitable or-
ganisations.

Let me, however, note a tone of

warning about the use of the term
“private sector,” which is impor-
tant to remember when we face
such realities as the privatisation
of health care. The term “private
sector” can be used ideologically
by different sides in public de-
bate. On the one side, there is a
tendency to emphasise that “pub-
lic goods” are the concern of “the
public sector”, and that private in-
volvement, especially any profit
motive, is out of place. If govern-
ment alone were the only appro-
priate vehicle for providing pub-
lic goods, we would tend towards
statism (which would indeed
“crowd-out” many Church-run
private health care facilities).  The
private health care facilities of
religious inspiration are living
proof of the value of an active pri-
vate sector in providing the “pub-
lic good” of health. The same can
be said of Church schools in edu-
cation.

There is also a problem when
the opposite ideological position
affirms that the private sector is a
purely private matter, is “no one
else’s business” and should be left
to itself or with as little govern-
ment interference as possible. Pri-
vate, profit-inspired institutions
must certainly be part of an over-
all health policy and are often
models of quality and efficiency.
But it is clear that a simple mar-
ket-inspired health policy will not
guarantee universal access to ade-
quate health care in any nation,

and much less so on any global
scale.

As I have previously noted,
health care is one of the principal
examples of inequality in today’s
world. There have been remark-
able improvements world-wide in
life expectancy and infant mortal-
ity, to the extent that longevity
can be considered a special gift of
God to our times. But life ex-
pectancy in some African coun-
tries has dropped dramatically to
36 or 37 years. Vast amounts of
money are being invested in
health-care research. But only
about 10% of such research is de-
voted to the diseases prevalent in
those areas, especially in the trop-
ical regions, where 90% of high
risk mortality exists. To put it
more bluntly, 90% of current
medical research is directed to the
diseases of the rich and 10% to
the diseases of the poor. The ex-
traordinarily high cost of medical
research means that it is driven
more and more by profit motives.
And there is very little profit in
the type of social medicine need-
ed to fight common infectious
diseases such as malaria or tuber-
culosis. 

I am happy to learn of the ini-
tiative of the World Health Or-
ganisation to promote a new col-
laborative approach of public and
private, national and international
in the fight against malaria. Such
new voluntary alliances will be an
important step in fostering the
emergence of a truly global com-
munity, in a world which there is
no single universal authority with
responsibility for the fostering of
the common good. Pope John
Paul II has recently stressed that
“the law of profit alone cannot be
applied to that which is essential
for the fight against hunger, dis-
ease and poverty” (Speech, 23
September 1999). On the same
occasion he also noted that the
traditional teaching of a “social
mortgage” on private property
must today be applied to “intel-
lectual property” and “knowl-
edge”, when the common good is
at stake.  This has important im-
plications for the management of
patenting in medical research.

Another area of inequality in
access to health care concerns the
differences in access for men and
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women. This a fundamental ques-
tion of human dignity. God creat-
ed humankind “male and female”,
each with equal dignity. The fig-
ures concerning maternal death
are particularly striking, where
the vast majority of such cases
take place in developing countries
whereas most doctors in wealthier
countries may never encounter a
single case during their entire ca-
reer. And the response to this
emergency does not require high-
ly expensive technical means, but
is linked above all with much
more simple dimensions of pri-
mary and preventive health care.
The services of the Catholic
Church, which places such an im-
portant value on motherhood,
should be pioneers in improving
services to fight maternal death
and morbidity. 

Health care policies must be
placed more and more at the cen-
tre of investment for people, in-
cluding within a new concept of
development policy. If invest-
ment in people is the key factor in
re-launching an economy in diffi-
culty, then it is absurd, for exam-
ple, to propose programmes of
structural adjustment which in-
volve disproportionate cuts in
precisely those areas, such as
health and education, which en-
hance human capacity. Means
have to be found to lead nations
out of situations where they spend
more on debt-repayment than on
health and education expendi-

tures combined. Debt relief pro-
grammes must be structured so
that debt reduction is accompa-
nied by increased and focused
spending on health and education,
responsive to local needs.

Thankfully, the more recent
models of economic adjustment
and debt relief stress the need to
ensure that the funds saved
through debt relief or the reduc-
tion of non-productive expendi-
tures effectively go to the social
sector, and especially to the poor-
est. This will not happen
overnight or automatically.  To
translate debt relief into poverty
reduction, requires that the funds
released be clearly set aside and
that their use be monitored, under
transparent control, of govern-
ments, donors and civil society, to
ensure that they are used impar-
tially and efficiently.

When speaking of efficiency
and transparency, allow me to
draw attention to one problem
about which I feel strongly, and
has been taken up courageously
in recent years by many Bishops,
especially those of Latin Ameri-
ca: corruption. It is the poor who
pay the price of corruption, who
are deprived of their basic rights
when funds are misused or direct-
ed elsewhere through corruption.
Money diverted to corruption is
not available for essential social
services. Corruption is at the root
of the poor quality of health ser-
vices, especially those for the

poor, and not only in developing
countries. When health care ser-
vices are badly managed, once
again it is the poor who pay the
price.  When limited funds are not
efficiently used, it is the poor who
pay the greatest cost.

Efficient health care, I have re-
peated, is an essential element to
the common good of societies, lo-
cal and global. Efficiency in-
volves not only economic effi-
ciency, but also the quality of
serving and coverage provided.
But the economic aspects are very
important. In many parts of the
world there is a reduction in pub-
lic funding available for essential
social services, while the better-
off find ways of covering their
needs through privatised struc-
tures. There is a dramatic reduc-
tion in the funds available for in-
ternational development co-oper-
ation, with serious consequences
health-care in the poorest coun-
tries. We will only be able to cre-
ate a sustainable, long-term foun-
dation for an economy for health
if we can generate a new conses-
nus and a new culture of interna-
tional solidarity, in which the
needs of the poorest become the
interest of all. This will require a
cohesive effort by all involved in
the years to come.

Most Rev. DIARMUID MARTIN
Secretary of the Pontifical Council for

Justice and Peace,
the Holy See
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Dogmatic theology only begun to
be concerned in an explicit way
with the relationship between health
and salvation a few decades ago.
Before that time it was moral theol-
ogy and spiritual theology which
dealt with the subject, and they di-
rected their attention principally to
the question of man’s responsibility
towards his own health and towards
that of his neighbour. Today, as
well, it appears that  it is primarily
ethics – indeed bioethics – which is
referred to when there is a discus-
sion of the subjects of health and ill-
ness, and of the quality of living and
dying. 

The reasons which have led dog-
matic theology as well to reflect up-
on the relationship between “health”
and “salvation” are perhaps to be
found in the new organisation of the
theological disciplines approved and
promoted by Vatican Council II, and
in the changed cultural horizon of
our societies in relation to health.
But above all else it was the return to
the concept of “salvation” which
took place in the years following
Vatican Council II1 which acted to
stimulate the inquiry of theology in-
to this area of study. 

In this paper the aim is to reflect
in a theological sense upon the rela-
tionship which exists between
“health” and “salvation”, and to do
this with special reference to the
question of economic investments
made by a society in the realm cov-
ered by the defence and promotion
of health. This involves asking our-
selves the meaning of the condition
of health in relation to the salvation
which works through Christ and the
Holy Spirit. This question can also
be expressed in the following terms:
what contribution can theology
offer to the defence and promotion
of health, the promotion of treat-
ment, of therapy and of the art of

medicine, given that its specific
subject is “salvation”? 

It seems to me appropriate and
suitable to make clear at the outset
the nature of the meaning which con-
temporary culture and present-day
theology give to the concepts of
“health” and “salvation”. Only sub-
sequently will it thus be possible to
clarify the nature of the relationship
which exists between these two real-
ities. 

1. The Concept of “Health”

Hans-Georg Gadamer has recent-
ly drawn our attention to the diffi-
culties involved in seeking to define
the condition of health: “We have a
rough idea of what illnesses are, be-
cause they are so to speak charac-
terised by the rebellion of “what has
gone wrong”. They manifest them-
selves as an object, as something
which offers resistance and which
should therefore be removed. This
is a phenomenon which can be ob-
served carefully, judged from a clin-
ical point of view, and all this mak-
ing use of all the methods which are
made available by knowledge ob-
jectively rooted in modern science.
Health, on the other hand, in a curi-
ous way eludes this process – it can-
not be examined because its essence
is to be found in its concealment.
Differently from illness, health has
never been a source of worry or
anxiety. Indeed, we are hardly ever
conscious of the fact that we are
healthy. It is not a condition which
invites us, or admonishes us, to take
care of ourselves. It involves the
surprising possibility that it will be
forgotten about.”2

We can to a certain extent be
helped in understanding the mean-
ing of health by referring to the lin-
guistic roots of the term “health”. In-

deed, it is to be observed that “both
in the Roman form and in the Ger-
manic and Slavonic forms (Rom:
salus, salute, salut; Got: hails; pale-
oslavonic: celu) the term has In-
dogermanic roots which refer to
“being-complete”. Being-complete,
being-identical-to-oneself, means
two things. First of all, it means be-
ing free from everything that com-
promises or impedes completeness;
and secondly, being-complete in-
volves the achievement of the whole
“potential” which is available, the
obtaining of an objective through
that which is specific to man.”3

With reference to  Western cul-
ture, it is my opinion, in relation to
the subject before us, that a very re-
cent and stimulating essay by Gio-
vanni Reale is of great interest to us.
This essay is entitled: “Corpo, Ani-
ma e Salute. Il Concetto di Uomo
da Omero a Platone” (“Body, Soul
and Health. The Concept of Man
from Homer to Plato”).4 Here the
meaning of the wholeness of the
human person is returned to. More
specifically, the state of health is
understood as the “right measure”,
balance, harmony and fullness of
the person. Through a detailed
analysis of the writings of Plato, the
author demonstrates how the great
Greek philosopher begun with the
concept of health provided to him
by the medicine of the time and pro-
ceeded to broaden it and to root it in
the principles of his philosophy,
thereby reaching deeply into the
metaphysical bases of being. The
axis around which the concept of
health revolves is seen as “conve-
nient and right measure”.5 The au-
thor comes to the conclusion
reached by Jaeger: “the task of the
medical doctor is to restore hidden
proportion when that proportion is
disturbed by illness. In the state of
good health it is nature itself which
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re-establishes that proportion, or, to
put it another way, nature itself is
the right proportion. The very im-
portant concept of “mixture”,
which in reality means a kind of
right balance of the forces of the
body, is closely bound up with that
of “proportion” and “symmetry”.
Nature works like an “intelligent
norm”.6 At this point Reale ob-
serves: “these concepts of “propor-
tion” and of “symmetry”, like those
of “more” or “less”, are closely
connected with the concept of
“measure”, indeed “right measure”
– this is the key concept of Plato’s
metaphysics in which, indeed, is
rooted his concept of health”.7

For Plato, therefore, the concept
of health depends on the “right mea-
sure” or proportion of the parts of
the whole organism of the human
person, and this is the essential
ontological character of the reality
itself. The conclusion is that it is not
possible to treat the human body
without directing attention to the
body taken as a whole. But in the
same way it is not possible to treat
the body, or a part of the body, with-
out also treating the soul, or rather
the completeness of what really
constitutes man.8

The accuracy of this approach is
confirmed by recent medical re-
search which demonstrates with
ever greater clarity that the outbreak
of illness, whether physical or psy-
chological in character, is also the
point of arrival of a long history
whose complex ramifications are
not always easy to decipher, where,
however, it is clear that the ultimate
roots of the malady are to be found
unfailingly in two orders of things:
the body and the spirit, the physical
organism and the psychic-spiritual
organism. There is always a connec-
tion between these two dimensions,
even though the specific origin of
the malady is to be found in one or
other of them. 

The health of a person, therefore,
should be seen from a dynamic
point of view, as a tension to estab-
lish a balance between the different
dimensions which go to make up
the human person. Health is pluridi-
mensional in the sense that it in-
volves the entire man as a unity and
in the arrangement of dimensions. It
can, however, be studied and stud-
ied indeed at different levels, from
the psychophysical level to the level
of interaction between the psyche
and the body, or in terms of the

sound equilibrium between the indi-
vidual and the community. Health,
however, should be understood in
its entirety. This, in turn, should be
examined in terms of the “meaning
of life” and is situated at the level of
the spirit – the wellbeing of man de-
pends in essential terms upon the
living out of a meaningful exis-
tence.9

Health, therefore, is an evolution-
ary-dynamic and not a fixed and sta-
ble “state”, although at the same
time it is a point of arrival, a path to
follow, a vocation which should be
responded to in a dialogue with the
other experiences of life, and more
specifically: joy, suffering, illness,
successes and failures, disappoint-
ments and achievements, and so
forth. The human subject responds
to the condition of health because it
is not a condition which merely “be-
falls” man, an event which he
should simply observe. It requires
man to adopt a stance in relation to
it. In this case, too, man is a being
“who decides himself” or rather de-
cides on his own the way in which
he wishes to manage this situation. 

A suitable understanding, there-
fore, of this condition of man means
to write it into one’s own personal
“biography”, to make it enter one’s
own conscience, and to make it an
object of decisions which form a
part of a framework of values
through which one lives out one’s
own existence.10

2. “Salvation” 
in Recent Theology

It is interesting to observe the in-
tensity and the breadth with which
contemporary culture talks about
“health”: today’s man does not only
want to live, he also wants to live
“to the full”. For the first time in the
history of mankind one has the sen-
sation that illness can be defeated,
or at least many forms of illness.
This conviction has been embraced
not only and not simply because of
the renewed optimistic trust in the
progress of science and technology
which began to gather steam to-
wards the end of the last century as
a result of the long-term impetus of
the Enlightenment. Indeed, from
this point of view it should be ob-
served that today’s man has become
rather hesitant and cautious. 

The more important reason for
this seems to be found in the in-

creased awareness of the personal
and collective responsibility of man
himself towards the conditions
which aid or work against the phys-
ical-mental and spiritual wellbeing
of man. We know that we ourselves
are the creators of many illness, or
that they are brought about by an
erroneous individual or collective
lifestyle, or by an unhealthy attitude
adopted by society towards nature,
not to speak of the role played by
the unjust distribution of economic
and health-care resources at a plane-
tary level. A large number of other
causes could also be invoked to ex-
plain this state of affairs and many
of them are to be traced back to the
responsibility of man. 

This wish to live to the full has its
origins in the very deep desire to
“wish for ever”, in that wish for the
infinite and entirety which leads us
to “write upon time something
which goes beyond what is perish-
able”,11 to rise above “the human
paradox which seeks to write the ab-
solute into the relative and the tran-
sient”.12 The sick person who asks
for health and healing has a question
which conceals a strong yearning to
last, to go on living, to be able to en-
joy the light of life for “yet more
time”. Especially when a person
falls seriously ill, or is still young or
relatively young, he has the impres-
sion that he still has not yet carried
out his “life project”, that he is still
“called upon” to achieve something
unprecedented and essential which
is still “lacking”.

Biblical revelation interprets the
origins of this desire for the infinite
as being a consequence of being
created in “the image of God”, cre-
ated to live in His presence, in a
close relationship of alliance and
friendship. Biblical man, trained in
the school of divine revelation, is
aware of this creative and salvific
will which makes him and sustains
him. The interventions made by
God always seek to give life and to
give it “in abundance” (Jn 10:10).

It is precisely the experiences of
poverty and misery, of pain and of
death, which stimulate man’s
propensity to dig ever deeper into
the meaning of that mysterious de-
sire for life which dwells within
him. Before becoming aware of
how he needs to be saved from sin,
biblical man perceives his own in-
adequacy in relation to the reality of
living, to “exiting” (“exodus”) from
situations of slavery, of ill-being, of



56 DOLENTIUM HOMINUM

misery, of oppression, of illness,
and of death. 

And here it is that we come to the
theological concept of “salvation”. 

The tradition of the Church in
terms of her theological reflection
and thought, and beginning with
St.Augustine, has funnelled the
salvific interventions of God into
the concept of “grace”. This concept
has been understood in different
ways down the centuries according
to life, human and social circum-
stances.13 In recent decades numer-
ous studies and conferences have
made their appearance, especially in
the Catholic world, and these have
asked themselves what meaning  to-
day’s theology attributes to the fun-
damental categories of “grace” and
“salvation”. 

Indeed, one had the impression
that the existing interpretations nar-
rowed the meaning of salvation to
the inner and individual dimension
and paid scant attention to historical
and experiential elements, to social
and collective aspects, and to the ex-
ternal and corporeal dimension of
man and of nature. There was a crit-
icism, that is to say, of the employ-
ment of this concept on the grounds
that there was a lack of sufficient at-
tention being paid to the practical
and the tangible, and this in such a
way that the work of grace was al-
most “relegated” to the sphere of the
“beyond this world and the inex-
pressable”, and perhaps to be found
on the margins of a “mystical kind
of experience...which does not
touch the practical life of man and
this world”.14

The observation advanced by cer-
tain theologians to the effect that
salvation “should not be seen begin-
ning with the inner dimension of
man, as a ‘new creation’”, but as
“God who communicates, God who
dwells within man in order to bring
him into His own life”15 was more
incisive. This taking part in divine
life is what man, in actual fact, tends
towards from the first moment of
his creation. That intimate element
of happiness, of wholeness, of full-
ness of life, can be achieved only in
God. This “supernatural” level
should not only be located “at the
end” of the human journey – it is to
be projected along the pathway that
leads to God. The “natural” whole
life of man and the world is directed
towards the supernatural salvation
provided by God. There can be no
separation between life which is on-

ly of this earth and life connected to
salvation. All the important experi-
ences which are undergone in this
world are instruments, halting
places and terrain where man is
called upon to develop his own pur-
pose and end. There is thus also an
“ability to experience” salvation:
the humanum is directed towards
salvation, he is already involved in
it, because an authentic human ex-
perience always implies an experi-
ence of grace and salvation”.16

For this reason, theology after
Vatican Council II came to lay em-
phasis upon the historical dimen-
sion of salvation. Theology prior to
Vatican Council II emphasised the
future dimension of salvation (it
should be observed that reference
here is made to “emphasis” and that
an awareness of salvation during
this earthly life as well was not ab-
sent), but subsequently it has dis-
cussed and approached salvation
with reference to all the stages of
human life.17

Salvation should not be seen sole-
ly in terms of the inner dimension of
the human person but also in rela-
tion to his external side, to his phys-
ical nature, to his practice of com-
munication, to his social character,
and to the exercise of his responsi-
bilities towards himself and towards
the community. It is thus the corpo-
real and social dimension as well
which is involved in salvation – sal-
vation also concerns society taken
as a whole. 

For this reason, salvation is un-
derstood as a “conquest of free-

dom” involving liberation from en-
slaving conditions from a political,
economic, social, psychological, as
well as moral and religious, point of
view. The theological currents of re-
cent decades – albeit not without
some examples of intemperance –
have re-illuminated this aspect of
salvation, seeing it as the promotion
or achievement of freedom. I am re-
ferring here to political theology, the
theology of hope, liberation theolo-
gy, and cosmic theology.18 There is
also reference made to salvation as
“fullness of meaning”, and this in
the context of Western society
where the condemnation of a loss of
a horizon of meaning caused by a
scientific-technological civilisation
which ignores the deepest and most
typical dimensions of the human
subject is more than prominent. Sal-
vation understood as “liberation
from evil” does not so much refer to
the creatural limitations binding
man but to moral evil, to selfish-
ness, to something which in a wide-
spread and structured way impedes,
obstructs and slows down the
achievement of the full achievement
of the perfection of the individual
and of society as a whole.19

A similar set of observations may
be made in relation to the soteriolo-
gy of the condition of health and ill-
ness in the sense that reference
should be made to the historical
ways in which the relationship be-
tween health and salvation has been
perceived during the long life of the
Church. In the brief space afforded
to a paper given to a conference
such as this I will limit myself to an
analysis of the present-day situation
and try to propose an answer to the
question: in what way does contem-
porary man, in relation to his condi-
tion of health or illness, experience
the salvation which has already be-
gun, to the point that such an experi-
ence is able to offer an analogy and
a principle of understanding of the
salvation of God, or rather of that
full fulfilment of human living, that
“living to the full”, which comes
from God’s gift?

3. The Relationship between 
Health and Salvation

One of the theological affirma-
tions which are at the centre of
Christian anthropology is that
coined by St.Ireneus of Lyons who
declared: “the glory of God is living
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man: here we encounter the great-
ness and the splendour of God – that
man, that is to say, finds life, real
life, healthy life” (Adv. haer. IV, 20,
7). The will of God as manifested in
the fullness of his Son made flesh,
Jesus of Nazareth, is “his passionate
and unfailing wish to live for ever in
free and mutual communion with a
happy and good humanity”.20

Still, the history of salvation is an
account of God “the lover of life”,
who creates, heals, promotes and
constantly raises the level of life of
his creatures until they are made
participants in His own divine life.21

The Christological revelation of the
God of the Old Testament carries
out, crowns and bestows the full-
ness of meaning to this image of
God. It is in this sense that Jesus
summarises the reason for his ad-
vent: “I have come so that you
should have life and should have it
in abundance” (Jn 10:10). Such is
the face of God of Jesus Christ – a
God who is not in the least “con-
cerned” with Himself, but totally di-
rected downwards towards his cre-
ation and towards man himself, who
is at the centre of that creation. “The
unconditional dedication of self is
the supreme criterion for every veri-
fication of the truth of God”.22 And it
is in this total self-giving of God
that the existence of man has its ba-
sis and roots. 

In the revelation provided by the
Bible, therefore, there is a develop-
mental concept of life, its “becom-
ing” which grows towards a “full-
ness” of life made up of the partici-
pation of the creation in divine life.
It is in this context that the “healthy”
condition of the creation and of
man, in its dialectic of “health” and
“illness” and of well being and
ill-being, should be placed. 

In this process of the “becoming”
of the creation, two aspects are es-
pecially meaningful when one
comes to consider the creation from
the point of view of health – the fact
of the finiteness of what is created
and the responsibility borne by man
in this evolutionary process. 

According to the biblical under-
standing of the creation, God creat-
ed nature and man “from nothing”.
This is because both of them had
their origins in an “other-than-them-
selves”; they did not have their
bases in themselves and they did not
enjoy absolute independence. They
are finite and limited realities which
have to achieve their fulfilment,

their perfection – they are realities
engaged in “becoming” in the sense
that they must progressively reach
their authentic being, their final re-
alisation. The perception, therefore,
of the finiteness of man and of the
creation, together with an aware-
ness that they were created “from
nothing”, enables man to under-
stand that man and the whole cre-
ation cannot be perfect or realised
because they are “something other”
than God. Man and the creation are
necessarily in a condition of imper-
fection, on a journey towards their
own realisation.23

This evolutionary understanding
of the cosmos and man provides a
certain clarification of the reason
why the suffering and physical pain
of both man and nature exist. But it
also illustrates the features of pre-
cariousness of our condition of
health and its complexity. Indeed, it
enables us to understand that a cer-
tain tension between our present
condition and the condition which is
to follow is “natural”, a sign of
“healthiness”, and of wellbeing.

The second element that emerges
from the biblical understanding of
the creation is the fact that God
achieves His plan to share His di-
vine life with man for ever by seek-
ing the free consent of man to such a
project and thereby stimulating his
“sense of responsibility” for the
achievement of that goal. Man must
freely want the project that God has
planned for him. Furthermore, the
fulfilment of that plan requires man
to refer to God because it is a project

created by God which springs solely
from His free and sovereign initia-
tive. Man on his own would never
be able to carry out this design – he
has to reach it as a “gift” of God. For
this reason, man was created “in the
image of God” so that his commu-
nion with God could be authentic
and his relationship with God real.

Man, therefore, must face up to
two kinds of existential and theo-
logical problems. First of all, he
must accept living in a tension be-
tween present absence and the wish
for fulfilment, something which in
fundamental terms is a tension be-
tween an unlimited desire for life
and the limited character of his pre-
sent condition, between finiteness
and transcendence. A second reason
for this tension is encountered by
man as soon as he realises that his
complete fulfilment, the achieve-
ment of life to the full, is an ab-
solutely freely given gift of God
which does not in the least depend
upon his own human abilities and
opportunities. And yet God wants
man to accept this project freely and
with love – man, therefore, must be-
come himself freely by entrusting
himself to the Other. This must be a
“more” than himself, owed to the
freely-given generosity of the Oth-
er, and explains that form of “dis-
trust” with which man approaches
God’s project of which the account
of the original sin (Gen 3:1-7) is em-
blematic. 

The history of the creation and
the history of salvation are an ac-
count of this work which God wants
to carry out together with man –
God works in “synergy” with man
so that man can recognise and ac-
cept the design of God and together
with God co-operate in its realisa-
tion. This is what the biblical con-
cepts of “creation” and “alliance”
strive to clarify. God and man work
at different levels. At a founding and
transcendental level the work of
God takes place; at an immanent
level man performs his own activity.
They are neither separate nor paral-
lel levels. It is rather the case that
the transcendent dimension en-
velops the immanent level, infuses
itself in it, and makes it possible and
operational. The immanent dimen-
sion takes place within the transcen-
dental dimension, and the latter is
inserted into the former. And this so
that God does not work “at the side
of” or “above” man but inside him,
entering into him and stimulating
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him towards a “more” than what
created nature on its on is able to
achieve. 

The presence of sin (Gen 3) in-
creases the tensions which already
exist in nature and man to which I
have already referred in this paper.
The approach involving suspicion
which man has towards God, and
thus his subsequent non-obedience
to God’s will, increases that sense of
distance between aspiration and ful-
filment and “diffidence” towards
God. This is because the “resis-
tance” to receiving and accepting
the elevation of the transcendental
dimension now no longer comes
from created nature but also from a
condition of sin, which in turn is re-
jection, rebellion, the non-accep-
tance of the gift of taking part in di-
vine life. 

The revelation of God and His
salvific project helps both the creat-
ural dimension of man at the level
of his limitations and his finiteness
and his condition of sin. For this
reason, the history of the realisation
of the plan of God becomes a “his-
tory of salvation”, of liberation and
of redemption, and not only a histo-
ry of the promotion and elevation of
life. The history of the creation, to
summarise the point, is inserted into
a soteriological horizon. 

This is a revelation which takes
on the characteristics of the
self-communication of God Him-
self, and not only at the beginning of
the creation – it is constantly pre-
sent, accompanies the creation, and
maintains the creation in a state of
being (“creatio continua”). God’s
participation in the story of man be-
comes, so to speak, increasingly in-
timate and achieves its culminating
moment in the Incarnation of the
Son of God. The Incarnation, in re-
ality, is the moment of “transition”
(paschal mystery) not only of God
towards man but also of man to-
wards God – man enters into the
mystery of God, into His life, and
shares in His life. 

4. Slavery and Illness: 
Emblematic Places 
of Irredemption

Seen in the right light, the history
of salvation, whose goal is the intro-
duction of man into the life of God,
has its starting point in liberation
from situations of irredemption:
moral evil and theological evil, the

evil of creatural imperfections and
evils caused by finiteness. Indeed,
the Bible narrates stories of libera-
tion from political and social en-
slavement, from mental and spiritu-
al slavery, and from religious and
moral servitude. Thus we en-
counter: subjection and illness, tel-
luric upheavals, epidemics, forms of
idolatry and a lack of loyalty to the
Covenant, injustice, oppresssion,
selfishness, ambition, vanity and
pride. 

From the many situations of suf-
fering and irredemption described
in Holy Scripture, in the Old Testa-
ment there emerge situations of
slavery which are marked by an es-
pecially high profile. In the New
Testament, in different fashion, the
situation is more varied and com-
plex. However, the presence of lib-
eration from illnesses of every hue
and colour is very marked in the
New Testament. And all this to the
point that one can perhaps see slav-
ery in the Old Testament and illness
in the New Testament as emblemat-
ic points for the launching of the
history of salvation. 

A reading of Exodus in this in-
structive light is offered to us by
one of the last works left to us by
Luis Alonso Schoekel, a leader in
the field whose passing was much
lamented by many. This authority
entitled his work on the Exodus:
“Salvezza e Liberazione: l’Esodo”
(“Salvation and Liberation: the Ex-
odus”)24 because he wanted to em-
phasise that although it is certainly
the case that “salvation” is the goal

of the journey of Exodus, it is also
in the immanence of the “libera-
tion” that this fact has its beginning.
Indeed, with regard to man the de-
finitive fulfilment or realisation of
his existence does not take place
unless the historical and earthly di-
mension is integrated into the tran-
scendental dimension. The aim of
the story narrated by Exodus is that
of “salvation”, the life of relations
and communion with God, ex-
pressed by the categories of the
“service”, of the “worship”, which
is to be rendered to God (Ex 3:12).
But this goal is achieved through
three moments which the clear bib-
lical author identifies in the exit
from slavery in Egypt, the journey
through the desert, and the entrance
into the land of Canaan. However,
the specific character of the “salva-
tion” which God wants to provide
to His people does not yet appear in
these three moments, namely –
communion with Him. And yet this
is the motivation behind the re-
demptive act of Jehovah as indicat-
ed in the first account of the call to
Moses (Ex 3:12), in the threats of
punishment made to the Pharoh if
he does not let the people of Israel
depart (Ex 3:18; 4;23),25 and made
clear again more than anywhere
else in the celebration of the
Covenant (Ex 19). This is because it
is in such a communion with God
that the people of Israel find their
authentic salvation. Indeed, once
they have taken possession of that
land they will stay there only, and as
long as, they remain loyal to the
Covenant. As soon as they break
their pact of loyalty to God, the peo-
ple of Israel lose their land and their
freedom. Thus it is that the condi-
tion of freedom and of possession
of lands and goods are not salvation
in themselves but the conditions for
their acquisition. This has its essen-
tial centre in the relationship with
God. The immanent fact expressed
in Exodus by the liberation from
slavery  and the gaining of lands has
and maintains its value as long as it
is seen and lived out in relation to
the transcendent dimension -that is
to say with reference to the relation-
ship between the people of Israel
and Jehovah. 

The experience of “exiting” from
the condition of slavery and “enter-
ing” the land of Canaan “becomes
transformed into a theological ar-
chetype of a biblical soteriology”.26

Given that this is a vital system of
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understanding the other events of
the redemption of the people of Is-
rael, it should be inserted into the
theological framework of Exodus.

The account of Exodus also pro-
vides other theological elements
which are present in the various ex-
periences of liberation. These
emerge, for example, in an aware-
ness of faith which ascribes libera-
tion to God, albeit with the presence
of human agents. Although the pro-
tagonist of the event is God, this is
not a mere “exit from a negative sit-
uation of existence” but a work of
“salvation” which involves the tran-
scendent dimension. The collabora-
tion of man is expressed by his call
to engage in a work of “mission” –
in the mission of man is defined the
work of mediation carried out by
man.    

Other important facts spring from
the intermediate stage of the cross-
ing of the desert. This is a time which
is rich in profound human and reli-
gious experiences where the elemen-
tary needs of living such as eating
and drinking, clothing and co-opera-
tion, are rediscovered. There is a re-
discovery of the grandeur of the sim-
ple and the daily. There is an aware-
ness of the value of loneliness as
something which can facilitate the
encounter with God. Indeed, it be-
comes a place of teaching and in-
struction where God educates his
people, “tests” it to “know” it, so that
the people of Israel in turn can
“recognise” God and His project. It
is a place which in itself is empty of
men and history, but with the passing
of the people of Israel it is filled with
history and meaning. Citing St.Paul
(1 Cor 10:11) Alonso Schoekel ob-
serves: “it happened to them and it
was written for us”.27

The New Testament also deals
with the fundamental event of the
new covenant – the paschal mys-
tery. This experiences its culminat-
ing and summarising moment in the
“triduum” of the passion, death,
burial and resurrection of Christ.
Through the instrument of the
paschal mystery “it was God’s plea-
sure to let all completeness dwell in
him” (Col 1:19-20). The same liber-
ation from death achieved by Christ
takes place in order, says St.Paul, to
“bring you into his presence, holy,
and spotless and unreproved” (Col
1:22). 

And yet the meaning of such lib-
eration through death cannot be un-
derstood without reference to the

previous events of the life of Jesus
Christ, in the light, that is to say, of
his work as the Messiah – the death
of Jesus cannot be considered “de-
tached from his history and the
practice of his life”.28 Today bible
scholarship and theology do not so
much attribute an “autonomy” to
the apostolic life of Christ as re-
gards his passion and his death but
more a connection between the two
stages of his life: “the connection
between the life and death of Jesus
becomes a logical consequence of a
certain historical journey: speaking
and working with the highest au-
thority to serve salvation which
takes place in the present, Jesus
generates opposition and creates a
circle of enemies. But his death on
the cross is explained first and fore-
most with reference to his activity
which foreshadows salvation”.29

There is thus a mutual illumination
between the days of his ministry
and the days of his passion.30 And
the meaning of the actions and
words of Jesus can be well borne in
mind by placing them within the
context of his life considered as a
whole. 

The words and the actions of
Christ bear witness to the fact that
“the time has come and the king-
dom of God is near at hand’ (Mk
1:15) – with him the time has ar-
rived when the lordship of God over
the world and men is expressed and
takes practical form in a radical and
definitive way. Jesus makes this
sovereignty of God present through
his own person who works “in

works and words” (Lk 24:19) – he
“speaks with authority” and acts
“with power” (Lk 4:36). His words
become concrete in his “works”.
These are of various kinds: heal-
ings, the casting out of devils, and
happy communion with publicans
and sinners. But in substantial terms
they come together in being and ex-
pressing liberation from evil on the
one hand, and introduction into a
new form of life in communion with
the Father and fraternal solidarity on
the other. 

Of particular relevance is the part
dedicated by the Gospels to the
healing signs of Jesus. Bible schol-
ars observe that “out of a total of
fifty-three accounts of miracles”
present in the Gospels “more than
thirty are accounts of healings car-
ried out by Jesus... After removing
the matching accounts it is possible
to identify about nineteen episodes
of healing. In the Gospels these
healing actions of Jesus are usually
described with a specific biblical
terminology – dynàmeis, “powerful
actions”; seméia, “signs”; and érga,
“works” (of God). It can be said that
the traditional image of the figure of
Jesus handed down to us by the
Gospels and reflected and expressed
in popular and common thought is
“therapeutic” in character”.31 The
Church developed this faith in the
figure of “Christ the medical doc-
tor” by drawing upon his own para-
ble of self-identification: “it is not
those who are in health who have
need of the physician but the sick”
(Mt 9:12).

What is the significance of such
a high number of acts of healing
which surround the figure of Christ
in the Gospels? What meaning
does Jesus himself attribute to these
healing and curative actions and to
the casting out of devils? In an-
swering the first question the obser-
vation made by Von Balthsar seems
to be very relevant: “the sick draw
near when the physician arrives”,
as if to say that when the medical
doctor is absent the hope that they
will be cured is also absent. And it
is the arrival of the Saviour which
makes man aware of his miserable
condition which Jesus wants to re-
deem. 

With regard to the significance of
this healing action, it should be ob-
served that it renders present the
salvific action of God which liber-
ates the creature from the dark
forces of evil, which, in turn, com-
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bat the project of the creation and
the Covenant. “Indeed, there exists
an instrinsic relationship between
the reintegration of the sick and
disabled into their physical health
and the salvation promised by God
to believers”.32 They are, therefore,
the sign of the lordship of God,
something which is being affirmed.
The time has come for the active
realisation of the promises of salva-
tion. In his action Christ renders
present the work of the Father,
who, in turn, seeks the overall sal-
vation of His creatures. For this
reason, the healing carried out by
Jesus is not to be compared to the
action of a mere healer. Jesus seeks
the overall and complete healing of
man, and is concerned with his
spiritual and corporeal dimension,
with the healing of infirm limbs
and wounded hearts, and the re-es-
tablishment of social and religious
relationships – thus physical heal-
ing is at the same time spiritual
healing. This overall and complete
healing is expressed in various
ways in the texts of the Gospels.
For example, in the words of
Christ: “it is your faith which has
healed you” (Lk 17:19; Mk 2:1-12;
5:34; 10:52; Mt 8:13) or in the de-
cision of the healed person to “fol-
low” Christ (Mk 10:52b) or to com-
mit himself to “service” (Mk 1:31). 

At the same time, biblical schol-
ars also refer to a certain “poverty”
of the prodigious acts present in the
New Testament, and in the sense
that in essential terms these signs
are rather rare, they are often carried
out in a rather reserved manner, and
their effects are temporary. These
are elements which in pedagogic
terms seek to avoid the expectation
of miracles and escape from the
creatural and human dimension.
Furthermore, such a poverty of
signs enables Christ to follow the
path of the cross, introducing there-
by an understanding of the concept
that salvation, which has already
been implemented in essential terms
by the resurrection of Christ, must
nonetheless co-exist with the weak-
ness of man, with sin, and with the
limitations imposed by the finite-
ness of what is created. Man con-
structs his own existence in a
process characterised by “death”
and “resurrection”. Health is thus
moved away from being an absolute
aspiration by maintaining its func-
tional value as the “more” of salva-
tion. 

5. Salvation: Work of the 
Trinitarian-God

However, it seems that there is an
objection which retains all its force:
how can we reconcile the being of
God “with us”, His accompanying
us on our journey, with the contin-
ued presence of the conditions of sin
and pain? Can man – the world, the
creation – be “in God” and at the
same time live in conditions of ex-
treme limitations, of misery, of suf-
fering, of injustice, of oppression,
and of rejection of God? How can
we take seriously the idea that sal-
vation has “already” arrived if
nonetheless we are still “awaiting”
its realisation? What is really meant
by St.Paul’s statement: “our salva-
tion is founded upon the hope of
something” (Rom 8:24)? 

It is well known that the New Tes-
tament interprets the passion of Je-
sus first and foremost in the light of
the Old Testament. Amongst other
things, it lays emphasis upon pas-
sages from Isaiah, and in particular
upon the “songs of the servant of Je-
hovah”, and especially upon the
fourth song (52:13-53) from that
Book. When we bear this in mind,
verse 8:17 in Matthew, where the
evangelist understands the thera-
peutic and health-giving activity of
Jesus in the light of this song of the
prophet, certainly provokes thought.
Christ, observes the evangelist,
heals our infirmities, frees us from
our illnesses, and “takes upon him-
self” these trials and tribulations.
The Incarnation of the Son of God

“progresses”, one might say, in its
realisation, proportionately to how
Jesus enters into the concrete tex-
ture of our daily existence and takes
upon himself our most painful con-
ditions. According to the powerful
expression to be found in the Letter
to the Hebrews, though learning
“obedience in the school of suffer-
ing” Christ reached “full achieve-
ment” (Heb 5:9). “He must needs
become altogether like his brethren”
(Heb 2:17; 4:15). It is interesting to
observe this connection which
Matthew, following the passage
from Isaiah, establishes between the
way in which Jesus heals illnesses –
he heals by “taking upon himself”
such conditions – and his painful
passion which is also read with ref-
erence to the song of Isaiah (Mt
27:29, 31, 38, 60; 26:63).  

This “taking upon himself of our
illnesses” and the taking on of our
sins are thus striking and prominent
moments where the New Testa-
ment reveals the extent to which
the incarnation of the Son comes to
be grafted “into” us, or rather the
extent to which we come to be in-
serted “into Christ”. The great
hymns of the letters to the Colos-
sians (1:15-17) and to the Eph-
esians (1:3-14), together with the
prologue to the Gospel according
to St.John (1:3-10), tells us how the
whole of the creation has already
taken place “in Christ”. It has been
inserted into divine life. 

The risks of a pantheistic concep-
tion of life or our sense of loss when
immersed in the fire of the divine
life are avoided through the full
mystery of the Trinitarian mystery
of God. This revelation confers new
light not only on the mystery of our
“being in Christ”, but also on the
dramatic human condition, where,
however, the redemption has “al-
ready” taken place in substantial
terms. 

Bruno Forte has observed that
“only the Trinitarian God guaran-
tees the world the possibility of ex-
isting in God while being other than
God – a God who is rigidly monthe-
istic, similar to the Greek One,
places the world in front of itself
and outside of itself, and for this
reason if the world is something it is
identical with Him (pantheism), or,
if it is not identical with Him, it is
nothing (nihilism)”.33 He also sees
dangers in the “bipolar” God-man
conception, in the possibility on the
part of man, which is not in the least
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theoretical, to raise himself to the
level of the maker of the creation:
the “you will become like God” pre-
dicted by the Tempter (Gen 3:5) is
realised in the unbalanced relation-
ship of the free and contingent sub-
ject of history with the environment
in which he is placed.34 One need
only think here of an issue which is
evident in the world of health and
health care, namely the dangers
which humanity now has before it
which are provoked by the possibil-
ity that genetic engineering will in
various forms be applied to the ma-
nipulation of man himself.

“The revelation of the Trinitarian
mystery not only deepens and re-
news the vision of God but also pro-
foundly changes the way of conceiv-
ing man and man’s relationship with
nature. Given that the Eternal is not
merely a transcendent and sovereign
counterpart of the world but in itself
a relationship of love of the Father,
the son and the Holy Spirit, it is in
this same network of intradivine re-
lationships that space is offered for
the freely-given and divine initiative
of giving existence, energy and life
to the world. Beginning with the
paschal event, the supreme revela-
tion of the Trinitarian mystery, it is
possible to see not only the world in
front of God but the world in God
and God Himself at work in the
world, without however changing
into the world... In the intradivine
relationship is placed the ultimate
root of the mystery of the world, the
alterity in which to the created being
is given existence as other than God
although permeating God”.35

If, then, the creation has already
totally occurred “in” Christ, it fol-
lows that not only the universe, in
its variety and wealth of life, is con-
tained in God but also its tensions
and its difficulties, and its pains.
The whole of the creation, to sum-
marise, is “stewarded, fed, con-
served and grown in the mysterious
and welcoming breast of the Trini-
tarian relationships: God is really
the mystery of the world, in a net-
work of vital relationships which
take nothing away from divine tran-
scendence, and can be wounded on-
ly by the sin of man, as a drama of
the rejection of the gift of life which
comes from eternal springs”.36 From
such a Trinitarian perspective one
gains a better grasp of the singular
expression to be found in the letter
to the Romans: “the whole of na-
ture, as we know, groans in a com-

mon travail all the while” (Rom
8:22). The situations of pain and
precariousness which afflict the cre-
ation and the nature of man have, so
to speak, a double countenance.
Outside a perspective of faith they
give the impression of being the be-
ginning of the devastation of man
and of the whole of the creation. But
in the eyes of faith a different reality
appears: the work of Christ the re-
deemer has placed our universe
within a horizon of hope. This is be-
cause these events are not the sign
of the dissolution of the creation or
the human person, but “birth pains”,
the external sign of the birth of new
life, of the “fullness of life” (Jn
10:10). They are, indeed, the sign of
a birth through pain, in such a way
that pain itself “already” manifests
life which is being born.

Conclusion

How, at this point, should we de-
scribe the meaning that the dialectic
of health and illness acquires from
the point of view of escatological
“salvation”?

I would like to return once again
to B. Forte and to his reflections on
“space” and “time”. B. Forte inter-
prets “space” as the “exteriority” of
the human person, and thus his cor-
poreal nature, and sees “time” as his
“interiority”, or rather his spirit –
the soul that manifests itself and re-
alises itself in his corporeal nature.37

The dialectical movement of
“health-illness” is expressed in the

corporeal nature of man. The condi-
tion of “health” is manifested in the
correspondence between corporeal
nature and spirit, the constitutive di-
mensions of man. This is because
the “healthy person” is he in which
there is a correspondence between
his interior reality (spirit) and the
manifestation of this in the corpore-
al dimension. In the healthy person,
that is to say, the body is effectively
in syntony with the spirit: between
spirit and body there is equilibrium,
harmony, and the body expresses
and realises in a suitable way the
profound and interior reality of
man. Vice versa, in the condition of
“illness”, in different fashion, there
is a lack of correspondence between
corporeal exteriority and the interi-
ority of the spirit: the “ill” person is
he in whom an obstacle hinders that
correspondence, breaks that harmo-
ny or equilibrium, and the person is
different at an “exterior level” from
what he is at an “interior level”.

The theological dimension of
“suffering” to be found in the di-
mension of “health” is understood
by faith as soon as it is seen that in
theological terms the human subject
exists “in” Christ – his inner self is
the place of the divine force by
which he is created and redeemed.
He lives because of this relation-
ship, of this dependency. And it is in
the corporeal nature of man that this
inner presence is manifested at an
exterior level: if the body is the real-
ising and manifesting place of his
spirit, of his inner reality in which
God and His grace are present and
operative, then the body will also
manifest and realise his “being in
Christ”.

For this reason as well biblical
revelation perceives a relationship
between physical illness and sin: in
physical disorder the Bible detects a
disharmony introduced into man by
his rejection of the project of the
Creator. And in the same way the
New Testament, too, sees in the
“drink of water” (Mt 10:42) given to
the thirsty person in the name of
Christ the presence of an action
which “opens the door to eternal
life”, and this is because in that ges-
ture of care and concern the inner
nature of man “takes physical
shape” and reveals “the divine im-
age of the loving Father”.38

But it should also be added that
physical pain “accepted and lived
out with inner adherence to the Cre-
ator can become converted into an
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instrument of redemption and equi-
librium of created space, and of this
miracle of unprecedented beauty the
pain of the Crucified One is the
most eloquent proof there is!”39

Here, indeed, the correspondence
between the external and the inter-
nal is provided by the adherence of
the suffering God-Man to the will of
the Father, to the salvific design that
the Father has for humanity and
which is realised through His Son
and in the Holy Spirit – such is the
real and profound “interiority” of
the “Son of Man”, that which Christ
first of all and above all else effec-
tively wants and loves. The authen-
tic situation of “health” and “salva-
tion” of the disciple also comes to
the fore in this light – in the corre-
spondence between his own wish
and will on the one hand, and the
wish, the will and the life project
that God the Father has in relation to
us on the other. 

In this perspective we find main-
tained the meaning of a healthy phi-
losophy and a medicine based upon
that philsophy which are discovered
and rediscovered. That is to say,
health as a state of equilibrium, of
harmony of the parts with the
whole, and of the corporeal dimen-
sion with the spiritual dimension.
This reading, however, is transcend-
ed when theology reads it anew
from the point of view of salvation,
the escatological and transcendent
dimension of health, the welcoming
of the life project created by God. It
seems, therefore, that the study of
the relationship between health and

salvation provides an interesting ex-
ample of that dialogue between phi-
losophy and faith which is called for
in the encyclical letter “Fides et Ra-
tio” of John Paul II. 

Rev. GIUSEPPE CINA, M.I.,
Ordinary Professor of the Theology of

the Health-Care Ministry,
Camillianum, Rome.
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Introduction

You have asked a theologian to
speak to you about the question of
the relationship between health
care and the economy. This is a
question which has become ab-
solutely central in recent years. 

I must first of all confess to my
lack of expertise in this area, or
rather confess to the limits to my
expertise. I am not a medical doctor
or a professional member of the
health care world; I am not the ad-
ministrator of a hospital, nor am I
an economist. If I have a qualifica-
tion to talk to you it is that of an in-
terpreter of the social doctrine of
the Church. 

Indeed, this doctrine can offer us
some principles and criteria for the
orientations you should adopt.
These orientations are far from be-
ing irrelevant when it comes to the
defence and the promotion of the
essential values of the human per-
son and society. 

The new context of the relation-
ship between health care and re-
sources is the outcome of a large
number of factors. These are
known about, but I will refer to a
few.

Of these factors some are due to
the general development of soci-
eties and others are specifically
connected to the world of health
care. The Marxist regimes devel-
oped a generalised welfare system.
The fall of a very large number of
these regimes, in which process
economic exhaustion was not ab-
sent, has created a state of disturb-
ing crisis which I will now discuss. 

In industrialised countries, with-
in a context of the forceful and at
times aggressive affirmation of
neo-liberalism, we can observe a

certain calling into question of the
welfare state, and this raises diffi-
culties for what seemed to consti-
tute acquired rights. We cannot
ignore these general conditions,
which have much to do with the
worsening of the gap separating
rich countries and poor countries. 

The costs of health do not seem
to stop growing at levels with
which, it seems, governments are
unable to keep pace. For this rea-
son, almost everywhere we can see
policies being forced to engage in a
process of revision. 

The progress and advances in
medicine require ever more ad-
vanced (and thus more expensive)
means and instruments in relation
to diagnosis, treatment and support
and are thus a primary factor. 

The new demographic balance
is another. Everywhere you look,
including the developing coun-
tries, the age band of the elderly is
undergoing a major expansion.
This age band requires greater
medical care and treatment. Fur-
thermore, in some cases it is neces-
sary to deal with very high levels
of population increase. We should
also bear in mind the marked
growth in social evils such as alco-
holism and drugs and the spread of
particularly aggressive diseases
such as AIDS. We observe once
again that in a broad sense the
costs of health also include those
required by prevention in the form
of education and hygiene. 

One can well understand the fact,
therefore, that government and so-
ciety are concerned about the need
to control expenditure on health. In
itself the introduction of the criteri-
on of profit into the management of
a medical unit, as long as profit is
seen as a measurement of good

management, should not give rise
to objections. However, the criteri-
on of profit should also be subject
to very severe controls. 

How can profit be compatible
with the dimension of free service
which is implicit in the medical
act? The concept of free service in
itself must be clarified. Posing
these questions, I will now refer to
the idea, which is becoming ever
more widely held but which we
will have to assess and judge, that
the hospital is a commercial under-
taking. This means that it must be
managed in a rigorous way through
the drawing up of a budget and the
supervision of expenditure, and
that it is a place where a search for
financial soundness is a necessity. 

Will it thereby become a com-
mercial undertaking and a commer-
cial undertaking like others of the
same category? With this question
we enter into the field of ethics. 

Ethics 

Certain clarifications are useful.
The ethical question arises within a
context of pluralism, a phenome-
non which takes place in particular
at the level of conceptions about
ethics. Does pluralism inevitably
lead to a cul-de-sac given the fact
that some of these conceptions are
in contradiction with each other? 

An affirmative answer should be
given to this question when we
come to consider theories which
have been well developed and
where in fact a disagreement about
ends would mean a conflict without
the finding of an exit. We are not in
the least here denying the impact of
theories on practice or minimising
their power, because in itself an
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ethical theory is directed towards
practice – it not only wants to ex-
plain practice but also to guide it
and direct it. But – and this it seems
to me is a decisive point – ethical
theories would not gain purchase
upon men’s minds if they did not
seek to correspond to an ethical
sense which is written into each
and every man and which is prior to
such theories. This ethical sense
cannot be theorised but it is present
in the state of actual experience
and naturally guides behaviour. 

It is to this ethical sense that we
should appeal first of all. At the
level of what we can call sponta-
neous ethics a practical consensus
is possible when, at the level of ex-
planations and explanatory theo-
ries, conflict cannot be avoided. To
speak in this way about respect for
human dignity, beginning with the
practical order of what is sponta-
neously lived, allows a certain con-
sensus, even when the explanatory
theories of what is lived diverge or
are in opposition. It is for this rea-
son that we should take the rights of
man as the point of reference for
our argument. I will come back to
this subject later on in this paper.

It is by rigorously laying down
the limits to its field of research and
by adapting its methods and its in-
struments to that field that a scien-
tific discipline obtains its results. In
other words, a pre-condition to the
fruitfulness of scientific knowledge
is this placing of limits to inquiry
into a specific aspect of society, a
particular sector, which is, so to
speak, isolated off from every other
possible consideration and angle of
approach. 

This is an epistemological proce-
dure whose legitimacy should not
be questioned. But precisely when
its epistemological nature is lost
sight of is there a propensity to pro-
ject upon the complex and intricate
reality involved those cut offs
which are made to achieve the ef-
fectiveness of research. This kind
of cut off is not an abstraction but
its reification leads to an absoluti-
sation of a particular discipline and
confers upon it an induced directive
function. Thus it is, for example,
that a determining role is given to
the diagnoses and the judgements
of the economy – a process which
involves the deliberate neglect of
equally important components

parts of reality. This reality is mul-
tidimensional and cannot be de-
prived of one of its elements with-
out being betrayed. 

We need to recognise the plurali-
ty of points of view as a pre-condi-
tion to achieving improved knowl-
edge about a complex and overall
reality. The separating out of a
point of view, and the favouring of
it to the disadvantage of other
points of view, prevents us from
having an objective judgement.
This observation does not distance
us from our purpose. On the con-
trary, it directly concerns ethics. 

Indeed, if one goes in the direc-
tion of the exclusive sense of a par-
ticular form of knowledge, which
has been previosuly referred to, it
happens that in the name of this
form of knowledge an attempt will
be made to give an image or dictate
a form of behaviour of reality
which are in themselves sufficient.
It will be said, for example, that the
question of the costs of health is the
exclusive concern of the economy
and its criteria. And if, nonetheless,
some space is conceded to ethical
reflection then this will inevitably
present itself as an extrinsic ele-
ment, an mere additional factor,
and perhaps for this reason a dis-
turbing element. 

Here we touch upon another fun-
damental question of anthropology
concerning the nature of man and
human society. Human nature can-
not be subject to unilateral reduc-
tions without being betrayed. Its
constituent complexity and multi-
dimensional nature impose a neces-
sity with regard to the knowledge
that we have about it. In other
words, in order not to lose direction
the disciplines of knowledge which
bear upon this aspect of human life

– which were previously separated
off from each other – must be seen
on a second reading in terms of
their inter-relationships. The sepa-
rating off of a view of the spirit in
order to project it in a simplifying
procedure onto reality is plainly to
ideologise. This distortion is not
without its consequences. Thus, be-
cause of an induced abstraction, the
hospital is seen as a commercial
undertaking which must obey the
criteria of mere economic prof-
itability. 

What we need to affirm is that
the ethical dimension is intrinsic to
man and human realities. Ethical
regulation is always present within
human activities; it is immanent. If,
in order to study an aspect of social
life, an abstraction of it is made,
then a deceptive extrapolation is
engaged in through an attempt to
deduce from it an amoral image of
political, social or economic life.

Thus it is that in our pluralistic
societies it is possible to achieve a
practical consensus in relation to a
number of fundamental values.
“Practical consensus” – I mean by
this phrase a consensus based upon
a spontaneous moral sense which is
prior to discussion about theoreti-
cal justifications. This discussion is
not only inevitable but necessary.
This is because it is in the nature of
man to explain the reasons for his
beliefs. It is the task of the different
families of the spirit to draw up
these justifications for themselves. 

The concept of the dignity of the
human person is without doubt the
first of these fundamental values.
This notion finds its full explana-
tion in the social doctrine of the
Church. It is also to be found, cer-
tainly without the homogeneous
and unforced explanation which we
give of it, at the basis of the “Uni-
versal Declaration of the Rights of
Man” of 10 December 1948, and it
is to this document that we can re-
fer. 

Article 25,1 reads as follows:
“every person has the right to a
standard of living sufficient to en-
sure his health, his wellbeing and
that of his family, in particular as
regards food, clothes, housing,
medical care and necessary social
services. He has a right to security
in the event of unemployment,
sickness, infirmity, widowhood,
old age or in other cases where he
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loses his means of support because
of circumstances beyond his con-
trol”. In this way the right to health
and to medical care and treatment
are affirmed at the same time as
other rights which are more or less
connected with it. 

The constitution of the World
Health Organisation (WHO) of
1946 lays down, in conformity with
article 25 of this declaration, that
“the enjoyment of the best state of
health which can be reached is one
of the fundamental rights of each
human being, whatever his race, re-
ligion, political views, or economic
and social condition”. The defini-
tion given by the same internation-
al organisation is well known.
Health is defined as being “a state
of complete physical, mental and
social wellbeing which is not only
the absence of illness or infirmity”.
(It may be observed that this defin-
ition is not without ambiguities and
can give rise to divergent interpre-
tations).

What is said by the encyclical of
John XXIII, Pacem in Terris
(1963), n.11, draws near to article
25 of the declaration: “every human
has the right to life, to his physical
integrity, and to those means which
are necessary to, and sufficient for,
a decent existence, in particular as
regards food, clothes, housing,
medical care and treatment, and so-
cial services. As a result, man has
the right to security in the event of
illness, disability, widowhood, old
age, unemployment and every time
that he does not have the means of
subsistence because of causes inde-
pendent of his will”.

The points of convergence of the
two texts are evident. Pacem in
Terra uses the expression “decent
existence” and not “standard of
life”. It does not speak about well-
being.

Vatican Council II adopts on
more than one occasion the doc-
trine of the rights of man and their
corresponding duties. Reference
can be made to a number of in-
stances. At n. 26, 2, Gaudium et
Spes points out that “an awareness
of the eminent dignity of the human
person, superior to all things and
whose rights and duties are univer-
sal and inviolable” is growing with-
in mankind. Is this statement per-
meated by an excessive optimism?
No it is not. But an awareness of a

value is one thing; effective respect
for it is quite another. The fact itself
that we are very vexed by all the in-
juries done to this value is an ex-
pression of this living awareness. 

Legitimate differences between
men exist but they cannot go
against “the fundamental equality
of all men”, and this equality must
always be fully respected (cf n.29).

The declaration on religious free-
dom, Dignitatis Humanae, n.6, ob-
served with reference to Pacem in
Terris, that “every civil power has
the essential duty to protect and
promote the inviolable rights of
man”. 

On numerous occasions the
Magisterium of the Church has re-
ferred to the doctrine of the rights
of man.1 The right to health and to
health care applies to individuals
and populations. The list of rights is
taken up in the message of John
Paul II given at the time of the for-
tieth anniversary of the United Na-
tions Organisation of 14 October
1985.2 The apostolic exhortation
Christifideles Laici (30 December
1988) makes an essential precise
statement which emphasises the or-
ganic unity of the rights of man, be-
ginning with the right to life, which
is “the first right, the origin and
condition of all the other rights of
the person”.3 A few months later
the Pope returned to this subject in
his speech to the University of Up-
psala of 9 June 1989. 

This text, which is of primary
importance, should be quoted: “the
dignity of the person can be pro-
tected only if the person is seen as
inviolable from the moment of his
conception to his natural death. A
person cannot be a mere means or
instrument for other people. Soci-
ety exists to promote the safety and

the dignity of the person. For this
reason, the primary right which so-
ciety must defend is the right to
life. Both in the maternal womb
and in the final stage of life, one
cannot remove a person in order to
make the lives of others easier.
Each person must be seen as an
end in himself. This is a fundamen-
tal principle for all human activity:
in health care, in the upbringing of
children, in teaching, in the mass
media. The attitude of individuals
or societies in this respect can be
evaluated according to the treat-
ment of those who, for various rea-
sons, cannot compete within soci-
ety – the handicapped, the sick, the
elderly and the dying. If a society
does not see the human person as
inviolable, a consistent statement
of ethical principles becomes im-
possible, and the same may be said
of the creation of a moral climate
which favours the protection of the
weakest members of the human
family”.4

From what has been observed
above, it is clear that the human
person is the end of social, eco-
nomic, political and cultural struc-
tures and activity. The human per-
son, we read in Gaudium et Spes
(n.25,1), “who by his very nature
has an absolute need of social life,
is and must be the beginning, the
subject and the end of all institu-
tions”. 

Thus it is that the common good
of society, which is to be defined as
the set of the conditions of social
life which allow man to reach his
own perfection more fully and
more easily, requires first of all the
protection and the promotion of the
rights and the duties of the human
person. For this reason, the civil
power has the duty to ensure that
the legal and real equality of citi-
zens, which depends upon society
itself for its existence, is respected
(cf Dignitatis Humanae, n.6). For
the same reason, economic devel-
opment must remain under man’s
control. It cannot be seen as the ef-
fect of the automatic interplay of
the actions of individuals. The pub-
lic authorities, at an international
and national level, must act to pre-
vent exclusion, marginalisation,
and excessively evident disparities.
They must perform the indispens-
able function of co-ordination and
harmonisation. 
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These requirements, which con-
cern the person, the nature of the
common good, and the regulation
of the economy, have conse-
quences for questions and issues
connected with the subject of
health. The right to health means
the right to social conditions which
normally allow or favour health.
The right to medical care and treat-
ment belongs to every person who
is afflicted by an illness or a handi-
cap or who is the victim of an acci-
dent. These are inalienable rights.
That is to say that they belong to
every human bring prior to his po-
litical, social or economic condi-
tion. Equality is to be found at this
first level.

Equality and Inequality

But as soon as we have recog-
nised this fundamental equality we
encounter differences and inequali-
ties which seem to call into question
the validity of the very concept.

There are inequalities which
arise as a consequence of the divi-
sion between the rich and the poor.
One thinks above all else of ex-
treme poverty, of total poverty,
which in itself means that access to
the satisfaction of an inalienable
right is impossible. This impossi-
bility, or even this extreme difficul-
ty, afflicts individuals, certain so-
cial strata within society, and is to
be witnessed in the relationship be-
tween rich nations and poor na-
tions. 

Thus we have a situation of in-
justice, against which we should
struggle. This inequality here is not
normal – it is the result of sin, er-
rors, or ignorance about the needs
of solidarity and social justice. 

To struggle to defeat progres-
sively the various forms of acute
poverty caused by injustice is a se-
rious and urgent moral duty. Spe-
cial love for the poor constitutes a
very high motive for action. 

Another form of inequality arises
from the divisions to be found in
nature or in the organisation of so-
ciety. One thinks here of childhood
or old age, or with regard to social
factors of the categories of workers
exposed to harsh and thankless
work or to high risks. We can also
refer to the forms of care needed to
protect motherhood. 

There are differentiated sectors
within the population, each of
which requires a specific kind of
medical care. These differences are
the basis of the organisation of
medicine. I have called attention to
them because they illustrate an ob-
vious truth: equality is not egalitar-
ianism, this latter being something,
indeed, which is often in opposition
to justice. We encounter here the
tendency, which is inspired by lib-
eral ideology, to place all justice in
commutative justice. But what is at
stake here is distributive justice,
and this is something which is
based upon the relationship of all
the component parts and which is
to be understood in terms of the re-
lationship between individuals and
the common good. Their participa-
tion is differentiated, and justice
and fairness are respected in pro-
portion to how their legitimate dif-
ferences are respected. 

In a similar way, inequality in the
forms of care required depends up-
on the seriousness of the illness or
the infirmity, and even upon the
personality of the sick person, his
psychology and his situation. This
is a complex reality which cannot
be quantifiable in overall terms.
One comes to what precedes the
duty incumbent upon the public au-
thorities to provide special help to
those who are weakest and to the
handicapped. “The option in favour
of the poor”, for its part, dictates
certain choices which are in oppo-
sition to utilitarian policies. 

Another form of inequality arises
from technical means and instru-
ments, which are increasingly ad-
vanced and thus more expensive.
This means that highly modern
forms of treatment become the pre-
rogative of certain privileged hos-

pitals to the exclusion of others.
This inequality can be overcome
through co-operation between hos-
pitals. 

Despite this fact, the impact of
inequality makes itself felt in an-
other way: the most advanced tech-
nical means and instruments, be-
cause of their cost and the fact that
they need highly qualified opera-
tors, have a limited diffusion. They
are often insufficient in numbers to
meet the demand, and this forces
those who are in positions of re-
sponsibility to make certain fright-
ening choices. 

Is the choice arbitrary, is it dictat-
ed by motives based on gain? How
can we give priority to one patient
over another and at the same time
respect the rules of fairness?

We need here to refer to ethics
because the choice requires great
rectitude on the part of the person
who has to make it. The presence
within the hospital of an ethical ad-
viser who shares the responsibility
for the decision and does not leave
the medical doctor to a state of
crushing loneliness is something to
be really welcomed. Furthermore,
solutions to the problem of the dis-
proportion between the most com-
petitive means and instruments
available and the number of pa-
tients will always be of a somewhat
provisional character and will have
to be subjected periodically to revi-
sion. The reason for this is that we
have to deal with processes in con-
stant evolution which arise from
the almost constant advances in
medicine and the instruments
which are available to it.

The factor of evolution intro-
duces a certain relativity into evalu-
ation and assessment in the sense
that it forces us to engage in a peri-
odic examination of the level of in-
dispensable forms of medical care
to be ensured within the context of
a given society. This evaluation and
assessment must be based upon a
double criterion – that of the in-
alienable rights of the person and
that of the real resources available.
Everywhere a minimum level,
whose magnitude will evolve with
scientific and technical progress
and economic growth, must be en-
sured. 

The survey that has been given of
the various forms of inequality to be
encountered emphasises in the first
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instance the complexity of the ques-
tions which have to be tackled. It is
not possible to do this beginning
with a single parameter. Further-
more, the forms of inequality are
heterogeneous in character. Some
must be fought against because they
are the outcome of injustices; others
must be respected because they
arise from the nature of things; and
yet others, in order to be overcome,
need imagination because they
spring from the scarcity of re-
sources which seems to accompany
technological progress itself. 

Consensus

In these conditions, thought
about the subject must lead on to
the criteria which enable us to per-
ceive the orientations and the valid-
ity of health care policies. 

We have seen the rights of man
as a firm point of reference because
they are the subject of a practical
consensus. This consensus, in prac-
tical terms, is based upon a certain
foundation of truth because it can
call upon the spontaneous ethical
sense. By “ethical sense” I do not
mean something that concerns the
sphere of feelings, but ethical rea-
son itself, in its primary state, prior
to the conceptual elaboration of
doctrine, acting, so to speak, as an
immediate reflex. It is not the con-
sensus which is the basis of the
truth but, on the contrary, if there is
consensus there must also be a light
of truth as a support. Indeed, hu-
man reason naturally tends to truth
and at the basis of spontaneous
judgements there is this primary
reference. 

But even if it has the force of
what comes first, this ethical sense
involves in itself an aware and
thought out elaboration. This, in
turn, will confirm its strength or, if
it is opposed, will tend to weaken it,
and even, in extreme instances, to
reduce it to silence. 

For this reason, if we want to
recognise the inestimable value of
the expressions of the ethical sense
we cannot be content with that
sense alone. Such expressions must
be subjected to analytical exposi-
tion way and supported by critical
thought. “Awareness of human dig-
nity has become more alive”. It is
not difficult to find elements which

support this statement made by
Gaudium et Spes (n. 73,2). Con-
sciousness of the need for peace
and the abandonment of war and
violence as a means by which to re-
solve conflicts; the condemnation
of torture; movements in favour of
the abolition of the death penalty,
etc. – all these bear witness to a
sense of human dignity.

But at the same time such dignity
has become the object of worrying
forms of aggression – one thinks
here of the legalisation of abortion
or euthanasia.

The facts illustrate the ambiva-
lence of history where nothing is fi-
nally established and where the
holiest of things are necessarily
threatened. Hence the need to de-
fend with an argument which is
solidly rooted in reason those intu-
itions and beliefs regarding the fun-
damental values of the human per-
son.

The Conflict of Anthropologies

In reality the cultural situation in
which we find ourselves is charac-
terised by a conflict between an-
thopologies. It is at this level that
the major directions of health poli-
cy are primarily determined. 

Despite the obtaining of a con-
sensus whose importance I have
underlined, the rights of man are
not able to completely ward off
doubt. I am not referring here to vi-
olations, but to interpretations that
lead to a fragility to which only
thought about their bases will be
able to provide the required sup-
port. In this way we are directed
back to anthropology and to the
question of the purpose of human
existence. 

At the root of the malaise which
accompanies the new equilibriums
in health services we encounter a
conflict between anthropologies.
This conflict, as long as it remains
underlying in character and lacks a
clear analytical exposition, can on-
ly make the confusion worse. 

The position at the basis of the
Christian humanist approach can
be expressed with a number of as-
sertions. However, this approach is
not the exclusive prerogative of
Christians and is naturally open to
rational analysis.

Every human being is a person.
The person has his roots in the tran-
scendent. At a primary and funda-
mental level, all human beings are
equal.

It is this transcendence which is
at the basis of the rights of man and
their inalienable nature.

These rights impose themselves,
therefore, on those who wield au-
thority and power within society.
They have a normative value.

The human being by nature pos-
sesses a social dimension. In natur-
al law an opposition does not exist
between the individual and society.
For this reason all the members of
society are called upon to con-
tribute to the achievements of the
common good. But the common
good of society is a good of per-
sons; it is at the service of persons.
A conception of the common good
which does not recognise this ulti-
mate subordination to the good of
persons is thereby deprived of le-
gitimacy. 

The Biblical revelation of the
imago Dei, the image of God, pro-
vides us with the reason for the
transcendence of the person. It also
illuminates the sense of destiny of
persons – the destiny of eternity
which is not confined to the limits
and horizons of time and history.
What does a man gain by it if he
gains the whole world but loses his
own soul?

The rooting of man in the tran-
scendent has been lost from view,
placed between parentheses more
or less deliberately, or denied, and
the recognition of the dignity of the
person is mortally wounded. This
pernicious anaemia may not imme-
diately develop its effects, but there
can be no doubt that we are on a
dangerous downward slope. The
banalisation of abortion and eu-
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thanasia are worrying signs of a
negating process where in the end
man in his humanity is threatened. 

The questions which concern us
must be placed within this context.

Beginning with a process, I do
not in the least intend to suggest
that we are face to face with an in-
evitability. It is important to supply
to man the meaning of his dignity
and his greatness. This is perhaps
our first task, namely to help in the
discovery or the rediscovery of the
beauty of the human calling within
a civilisation which, by exalting
and exciting selfish appetites and
the spirit of competition, nourishes
a subtle feeling of the insignifi-
cance of human existence. This
work will be first and foremost a
work of education, and will take a
long time. 

In order to begin this work in an
aware fashion, we should bear in
mind the intellectual bases of an in-
creasingly invasive mentality.

The negation or the condemna-
tion to oblivion of the transcendent
can lead to the bitter experience of
the emptiness and the vanity of
everything. But in most cases this
negation and this oblivion are the
fruit of man’s claims to self-suffi-
ciency. The negation of the tran-
scendent accompanies, in other
words, the affirmation of the imma-
nent. 

But at the moment in which man
wishes to see himself as the ab-
solute centre of everything, as a
logical result his sense of his hu-
manity changes radically. This
takes place not only in the sense
that he no longer recognises his
condition as a created being, but
because the human subject is no
longer the same. This subject is no
longer the individual but humanity
as a collective being. Feuerbach,
one of the fathers of modern athe-
ism, asserted that “man is the god
of man” and immediately went on
to say that he was not referring to
the ephemeral human individual
but to mankind in general. In this
way the individual is no longer
recognised as a person – the subject
of humanity is the collectivity.
Each of the great totalitarian ide-
ologies in its own way defined this
collective being – a race, a class,
the state. It is significant here that
the totalitarian concept of the state
endowed it with the attributes of a

person. It will be observed that the
materialist vision of man bears up-
on these ideologies because its
thinking concentrates on the
species, and thus sees the individ-
ual solely in terms of being the
member of a species.

It is true that specifically totali-
tarian ideologies are dead or in irre-
versible decline. But the materialist
approach still has many followers,
and at a broader level the idea that
man is simply a member of society
is gaining widespread ground and
support. In this point of view the
human being is to be judged in
terms of his total services. That is
to say in relation to his “useful-
ness”. 

Although the idea of the person
is a part of our cultural inheritance,
its definition is changing. For ex-
ample, it is identified with con-
sciousness in such a way that those
people whose consciousness is still
to develop, or is turned off or seems
to be turned off, as in the case of the
embryo, the mentally handicapped,
or the person suffering from
Alzheimer’s disease, are not recog-
nised as persons. Some people de-
fine consciousness as the ability to
feel and in particular to suffer, and
in this way the status of the person
is conferred upon the primates but
is not given to the human embryo.
In truth, this remelting of the con-
cept of the person does not have the
capacity to deceive us – it would be
equivalent to negation. 

Collectivism in its various forms
is a primary consequence of the an-
thropological nature of immanen-
tism. A second consequence, which
is no less serious, is the utilitarian
approach to questions and issues.
Indeed, we increasingly see utilitar-
ian ethics lying behind decisions.
This can also be observed in the
field of health.

If the human individual no
longer has a transcendental horizon
and reference point, he will in-
evitably be defined in terms of his
environment, in which society oc-
cupies a preponderant position. He
finds himself in a relationship as a
part of everything: from that mo-
ment the human individual is in
that which makes him in essential
terms a part of a given everything
in the immanence of history. Such a
relationship to society is necessari-
ly a functional relationship.

What function does such an indi-
vidual perform in the great social
machine? It is by beginning with
this question that those judgements
are made which I have defined as
utilitarian, and where persons are
valued in relation to their effective-
ness.

The weak, some categories of
sick people, the handicapped, and
the elderly are those who as a result
will be more or less directly sacri-
ficed. The metaphor of health ap-
plied to a society or an economy
thereby runs the risk of becoming a
real transformation of meaning –
health defines the subject (which is
society) before defining the indi-
vidual. A similar transfert is carried
into operation from the individual
to the species, and the temptation of
eugenism is not so far off.

With these final observations I
have wanted to demonstrate the
logic of an immanentistic anthro-
pology, given the trends of our cul-
ture. This logic is not always per-
ceived in the national conscious-
ness, given that the pragmatism of
many people is accompanied by a
refusal to face up to fundamental
questions and issues. But it was
necessary to expound this anthro-
pology in its internal coherence in
order to address it with a rigorous
philosophical and theological re-
flection. This is one of the primary
tasks of Christian thinkers, and of
humanist thinkers as well. Allow
me in conclusion to quote once
again a thought which we remem-
ber well: “contemporary man lis-
tens more willingly to those who
bear witness than to teachers, or if
he listens to these latter it is be-
cause they are witnesses” (Paul VI,
Evangelii Nuntiandi, n. 41). 

Rev. GEORGES COTTIER,
Theologian to the Pontifical Household,

the Holy See.

Notes
1 See G.FILIBECK, I Diritti dell’Uomo

nell’Insegnamento della Chiesa: da Giovanni
XXIII a Giovanni Paolo II (Vatican City, 1992,
Libreria Editrice Vaticana), p. 524. The subse-
quent quotations are to this valuable work.

2 Op. cit., B 40, p. 79.
3 Ibid., A 191, p. 274.
4 Ibid., B 194, p. 278.
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Introduction

Greetings to the members of
this Conference from the Team on
Mission and Evangelism in the
World Council of Churches in
Geneva. It is a privilege to share
in this setting some fruits of ecu-
menical reflection, discernment
and prayerful willingness to work
together in the Christian service
of health. I come to participate in
these Conference days, from the
“conciliar Protestantism” of the
churches of the World Council. I
speak out of the experience of the
role of Roman Catholic Consul-
tant, based in the staff team re-
sponsible for Mission and Evan-
gelism, Health and Healing, and
Community and Justice. The
Team works with issues and
themes which are of particular
concern to the more than 330
member Churches of the World
Council of Churches. The funda-
mental purposes of the Council
are stated thus: “To pray for and
pursue the visible unity of the
church, in one faith and in one eu-
charistic fellowship, expressed in
worship and common life in
Christ, through witness and ser-
vice to the world” (WCC Brochure
1999). 

It is not surprising that the
hopes and aims, the setbacks and
struggles recognizable in the
WCC experience have run paral-
lel in many ways to those experi-
enced in Catholic communities.
In many areas of the world, in lo-
cal situations, these hopes and
aims, setbacks and struggles,
have been shared, in an ecumeni-
cal movement for healing which
has emerged in many instances

because of the basic needs of peo-
ple in the crisis of struggle for
survival.

Health and healing as mission

In the present restructuring of
the WCC, the Team working with
the understanding of Mission
deals with the concerns of the
Churches in the area of health and
healing. This means that the net-
works to which the staff relate di-
rectly, involve the Mission per-
sonnel and leadership in the
Churches. In the same way, the
Advisory Body of people who
work with the WCC staff will be
mainly people in the work of Mis-
sion in the Churches and other
bodies. There is also a consider-
able network of Christian Health
Associations of many kinds. We

should note that, because of
changing relationships, these net-
works often include Catholic per-
sons and groups. The “next door
neighbours” in the work of the
staff are the WCC Teams on Jus-
tice, Peace and the Integrity of
Creation, Education and Ecu-
menical Formation, and Faith and
Order. None of the concerns
which are priorities for these
teams can be separated from the
concerns of Mission and the im-
mediate concerns of Health, Heal-
ing and Wholeness. However, the
endeavour to bring health, healing
and wholeness, while it is insepa-
rable from the building of justice
and peace, is seen as a counterpart
of the growth towards wholeness
within the Churches themselves,
in wisdom, compassion, forgive-
ness and strength. 

Present concerns

The Mission Team inherits the
convictions and the insights de-
veloped over thirty years in the
working of the Christian Medical
Commission (CMC) which came
together in 1968, under the aus-
pices of the WCC. Inevitably, the
Commission inherited a concern
for the underdeveloped nations,
since much of the missionary
work of the Churches there had
been directed towards a pastoral
formation and care that included
medical and educational work.
As this century progressed, the
Commission also inherited some
of the difficulties and problems of
a changeover from colonial meth-
ods and structures to management
and ownership by local groupings

ELIZABETH MORAN

Other Religions and Economy and Health: 
Reflections from Conciliar Protestantism
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and personnel. These difficulties
have included until now the prob-
lems of sustainability of services,
maintenance of property and
equipment, and continuation of
standards of performance and ex-
pertise in medical and community
work. The availability of finance
from Churches and donor agen-
cies can no longer be taken for
granted. In Churches in the devel-
oped world, and in coordinated
donor associations, the demands
and the methods of proper ac-
counting, and the structures of
monetary systems, present a new
set of requirements. In the lan-
guage of Christianity, the word
stewardship is used more fre-
quently as a basis from which de-
cisions are taken. The relation-
ship with donor agencies has be-
come more and more an integral
part of the work of the Churches. 

The Christian Medical Com-
mission was originally asked to:

a) enable and support the
Churches in their search for a
Christian understanding of health
and healing.

b) identify and find funding for
innovative programmes.

c) encourage collaboration.
Among the obvious services it
could offer was that of putting
people in touch with others doing
similar work, in order to make
possible a widespread sharing of
information and resources.

Predominant tasks

Two particular emphases
emerged as this service took
shape. These remain as two pre-
dominant tasks of the WCC
Churches in the work of health
and healing today. 

1) An orientation of Christian
medical work for health care
which would start in the communi-
ty, focussing as much on preven-
tion as on the treatment of disease.

2) Stimulation and empower-
ment of structures of co-ordina-
tion, on a national level, for
Christian medical work. 

In African countries and in In-
dia this has been very quickly ef-
fective, especially where there
had already been productive col-
laboration among church-related

health professionals. Collabora-
tion and systematic coordination
has meant not only genuine sup-
port for increase in quality and
availability of medical care, with-
out competition. It has also al-
lowed co-operative work for local
training and education for health.
It has helped collaboration in
bringing to bear a needed influ-
ence or pressure in negotiation to
ease financial pressures where
voluntary organization are con-
cerned. Cooperative buying has
made it possible to reduce the
cost of medical and pharmaceuti-
cal supplies. Such ecumenical ac-
tivities have involved Churches
in work together on global issues
affecting poor people, and in the
effort to influence the internation-
al and multinational systems.
Planned collaboration which con-
tinues today can be seen in the
Pharmaceutical Programme and
in the campaign for a code of con-
duct relating to the marketing of
breast feeding substitutes for ba-
bies. Such collaboration requires
leadership which ensures techni-
cal assistance, training and infor-
mation exchange, and research
and evaluation. It also requires a
certain courage, as those who par-
ticipate in such programmes and
campaigns will often be required
to present alternatives to the pro-
cedures, plans, and agreements
which governments and business
coordinates formulate. The finan-

cial arguments, and the objectives
proposed at the level of govern-
ment or business discussions are
frequently experienced as coming
from a world other than the one
inhabited by the people to whom
we are sent.

Development and deprivation

It has been a strange experience
to be preparing this short paper in
Geneva, in the week during which
the city has played host to the
world-wide Conference on Tele-
communications. The amount of
money and of goods circulating,
the sophistication of technology,
and the availability of luxury ac-
commodation, food, and medical
service, as the thousands of visi-
tors pass by, present such a sharp
contrast to situations elsewhere in
the same world at the same time,
that it is difficult to hold the two
realities in the one mind-space.
One can only conclude that the
world we live in is certainly in
need of health, healing and
wholeness, and that it is impera-
tive to preserve the ability to
recognise the entirety of the com-
bined effects of economic devel-
opment and economic deprivation
for humanity as a whole.

Activity and attitude

The ability and capacity to
bring people together, to enable a
sharing of purpose, of questions
and resources, and to support and
evaluate programmes is until now
one of the strengths of the WCC.
However, in the work of the
health and healing mission of the
Council, as in all other areas,
there are always two interests –
one concern, we may say, is for
what is to be done; the needs or
aims, the organisation, the activi-
ty. The other concern is for the at-
titude, the spirituality from which
decisions are made and activities
pursued. There is need for contin-
uing search for insight into the
connections between the life-ex-
perience of people, healing, the
Word of God in Scripture, and the
Mission of the Church. 

Such a reflection is appropriate
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today among those who belong to
groupings or organisations work-
ing hard for the improvement of
facilities, coordination and re-
sources in medical work. It is pos-
sible to be very busy with much
work for people, and quite un-
aware of the work of God in
which the labourer is graciously
invited to take part. Still more,
perhaps, it is possible to be un-
aware of the healing work of God
that is available in the lives of
members of a church community
always in need of evangelisation.

The WCC continues to try to
help people to change their atti-
tude to health. This is so difficult
as to be impossible without a cor-
responding change in attitudes to
today’s world realities – political,
sociological, cultural, religious.
Changing attitudes can influence
the whole situation in which per-
sons live. Values will change, be-
haviour will change. A sense of
personal and community responsi-
bility for health can lead to gen-
uine movements to reform society.

Primary health care

Important changes in attitudes
and values have come about
through the promotion of Primary
Health Care. This directs Christian
medical work towards health care
that starts with the community,
and pays attention to the need for
health education, action and care
in the community and home set-
tings. Common preventable ill-
nesses can be comprehended, and
to a large extent prevented, by the
people themselves. Scarce re-
sources of personnel and equip-
ment based in clinics and hospitals
can then be used for more critical
needs and extended more widely
in order to initiate and support the
training of village health workers,
competent in areas of simple prac-
tice and providing a reliable net-
work for communication. Primary
Health Care can become an en-
abling and empowering process. 

Communication

To be effective not only locally
but globally, such a development

needs a system and an instrument
for information which connects
people and offers the service of
formation and sustaining of link-
ages. Successful efforts to im-
prove knowledge and services in
health and healing must be made
known, internationally if possi-
ble. The publication “CON-
TACT”, started in 1970 to further
communication and interchange,
continues to be an extremely
valuable vehicle and a powerful
instrument for sharing on an in-
ternational level (and in transla-
tion into several languages) infor-
mation and expertise on commu-
nity based health. The magazine
offers information on develop-
ments in health care, and on criti-
cal situations, in a language and
format acceptable to ordinary
health care workers and to com-
munities in many countries. It
raises levels of awareness and en-
ables cooperation. Recent issues
have presented topics of major in-
terest, such as: Globalization –
What does it mean for Health?
Networking – Linking People for
Change; Ethics – Taking Sides in
Health Care; Environment and
Health – Making the connections;
Spirituality and Health – Can our
Faith Help to Heal us? Trade or
Health?

The publication is a tool for
community education, a key to
resources, and a channel of com-
munication. While it is now avail-

able on the worldwide web, the
fact is that it is a valuable source
of information and encourage-
ment for communities who do not
have access to means of commu-
nication now taken for granted in
affluent countries.

A liberating force

The combined effect of the pro-
motion of PHC and the availabil-
ity, in a readily acceptable maga-
zine, of information and explana-
tion, has been a powerful liberat-
ing and enabling force in small
communities. Recognized as im-
portant by the World Health Or-
ganization in the 1970s, it must be
credited with having an influence
on the reassessment of WHO pri-
orities in health care and the
WHO move to promote the use of
PHC methodology and princi-
ples. Allow me to recall some of
the principles formulated by the
WHO:

– Primary health care should be
shaped around the life patterns of
the population it should serve.

– A local population should be
actively involved in the formula-
tion of health care activities so
that health care can be brought in-
to line with local needs and prior-
ities.

– Primary health care should be
an integrated approach of preven-
tive, curative and primitive ser-
vices.

– Health interventions should
be undertaken at the most periph-
eral practicable level of the health
services by the worker most sim-
ply trained for this activity.

However, the attempt on the part
of the WHO to make PHC univer-
sal, through government pro-
grammes in many countries, has
produced its own difficulties. Such
problems are sufficiently familiar
to most Church-based health per-
sonnel today.

I quote from one overview:
“The original vision of PHC had
been as a force for liberation and
empowerment through the pro-
motion of health care. Once it had
been watered down to methodolo-
gy acceptable to governments, it
could no longer address key is-
sues such as corruption and op-
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pressive systems. Governments
interpreted placing ‘maximum re-
liance on available community
resources’ as a means of saving
costs. Gradually PHC came to be
a top-down government approach
rather than bottom-up peoples’
initiative”.

In the developing countries, the
reality of community-based activ-
ity, which can identify problems,
analyse structures and mobilise
energies and opinion, has meant
that PHC has been seen as linked
with movements for justice and
processes of “conscientisation”.
Health workers, as community
workers, are often at risk in the
political confrontations of our
times.

In the more affluent nations, in
North America, Europe and Aus-
tralasia the health of poor people
has not been improving. Finance
is required for the maintenance of
large, viable, well resourced hos-
pitals and clinics, the quality of
whose service can not be ques-
tioned. On the other hand, finance
is required for the support of ener-
gising, community-based health
care, with the accompanying
need for training and communica-
tion. The two requirements pre-
sent a tension which has contin-
ued. This is a matter for reflection
and discussion not only by the
WCC health team but also by all
those truly concerned with the
promotion of health. It touches
the industrialised world as well as
the developing world. Questions
arise as to the priorities in the dis-
tribution of resources, including
available money, and questions
arise as to the method of making
influential decisions which affect
peoples lives. 

“This is still a live debate.
There is even more expensive
technology around today than
there was in past years and there
are now more people in the North
and the South who can afford to
pay for high-tech medical care.
The problems of poverty are no
less pressing than they were. It is
now generally accepted that the
two sectors (hospitals and Prima-
ry Health Care) are both here to
stay, that they need each other,
and that they have to find ways of
relating, so that justice and equity

are achieved without the sacrifice
of excellence and scientific cre-
ativity.” (CONTACT, The CMC
Story, 1999, p. 21).

Empowerment and the systems

In this Conference of Novem-
ber 1999, we are, no doubt, still
pondering on the challenge of
working genuinely for the libera-
tion and empowerment of people,
according to the Gospel call, with-
in the systems of today’s world.
Many of our questions regarding
the economy and health start in
this area of thinking . The Health
and Healing staff of WCC see it as
very important to maintain a pres-
ence and to contribute where pos-
sible from the Churches to the
continuing discussions arising
from this challenge, in organisa-
tions such as the WHO, and in
collaboration with aspects of the
work of UN Health personnel. A
recent training activity, supported
jointly by WCC and UNAIDS,
brought together Christian health
workers from Zimbabwe and
from India for a time of study and
planning. This group prepared to-
gether strategies and operational
plans for leadership formation and
supervision, including a time
frame and budget, and returned to
start the process, as planned, in
the two countries. 

Certainly they would meet the

challenges of working for the lib-
eration and empowerment of peo-
ple within the systems of today’s
world. The messages received
since then from those who accept-
ed this local leadership are
enough to ensure that such collab-
orative ventures will continue.
For example, from Zimbabwe:
“We have managed to carry out
five Workshops (which we pre-
pared) on “The Churches re-
sponse to AIDS”. People are so
grateful for this approach. We are
looking at the new document by
UNAIDS on ‘Communications
Framework for AIDS: A NEW
DIRECTION’. We can see that
there is such a thirst for the spiri-
tual on this continent that we
MUST try to respond on an inter-
national level. We have just
shared in a Round Table meeting
on the UN document...”

The Mission and Evangelism
Team are prepared to invest the
needed time and money, from the
resources of the Churches, in this
kind of collaborative leadership
effort, and in the production of
suitable training materials. At the
same time, the Team looks for op-
portunities for dialogue with in-
ternational organisations. 

Theological implications

In response to the above-noted
challenge, there must be explo-
ration of the theological implica-
tions of work for health and heal-
ing. This is an exploration to be
shared with international organi-
sations as the collaboration and
the dialogue continue. In Christ-
ian understanding, health is more
than medicine. Healing is more
than a cure for pain or disease.
Wholeness cannot be a reality un-
less each person accepts an ap-
propriate level of responsibility
for divisions and oppressions that
are acted out in such dreadful
ways, even as we watch. The
meaning of Christian healing and
health care may be forgotten in
the urgency of immediate needs
for practical functional structural
change. This realisation has been
vital in the continuing reflection
on, and refocussing, of the
Churches’commitment and work.
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We may appreciate the challenge
given by Professor Charles Elliot
as he called for a new level of un-
derstanding and involvement.

“For a Christian organisation to
ignore the importance of the spir-
itual dimension of health is  for it
to ignore the really crucial impact
it has to make on the debate about
the nature of healing. It is to do
with the way you live and the way
you are, the quality of life and the
quality of death. The ultimate an-
swer lies in a way of life – a life of
surrender and obedience that
leads to wholeness”.                   

The Church as a 
healing community

The establishment and mainte-
nance of institutions to care for
the sick has been a feature of
Christian living in the develop-
ment of the Church through the
ages. Medical work was an im-
portant part of missionary work in
Africa, Asia, and Latin America.
It seemed though that this work of
the Churches became separated
from the ordinary life of Christian
communities. Christians, mem-
bers of congregations and parish-
es, raised money to support health
work “on the missions”, and par-
ticular people were sent on mis-
sion. Mission was at a distance.
The understanding that the whole
Church is missionary, that the
mission of the Church in enabling
health, healing, and wholeness,
belongs within each local com-
munity, requires a renewal of the
sense of Church as a healing com-
munity, in its own life and rela-
tionships, and in the service it of-
fers. 

Those involved in Christian
service of healing through the
caring professions need to know
that the concerns they carry are
recognised and integrated into the
concern of the whole Church.
They are greatly helped by church
communities making clear their
recognition of a theology of heal-
ing that takes seriously the rela-
tionship between the structures of
health care and the Kingdom of
God. In the member Churches of
the WCC, the invitation and en-
couragement to explore further

and to renew the understanding of
the Church as a healing commu-
nity, has been followed. Profound
and moving assertions have been
offered in the outcome. 

The Church of Scotland docu-
ment “Health and Healing”
(1998) views the restoration of
right relationships as part of the
promotion of health. Salvation, in
the Gospel understanding, has a
particular sense of healing, and
the Gospel presentation to us of
reconciliation as a major theme
indicates that health is to be found
most fully in the restoration of re-
lationships. This reflection goes
on to identify and comment on the
lack of health coming from disor-
der in the physical environment,
the social environment and the
unity and coherence of personal
life. It names emotional and ner-
vous breakdown, the results of
anxiety, fear, and guilt, as the
signs not only of a sick person but
also of a sick society. In a thought-
ful summary, it offers on the
Church’s behalf an expression of
the scope of Christian healing,
concluding by saying that the
Church becomes involved in the
healing ministry because the
Church has a contribution to
health and healing that no other
agency can provide, namely the
gospel of redemption and forgive-
ness through the grace of God
without which we cannot be made
truly whole. (Romans 5:10).

Networking

In the planning now being un-
dertaken in the WCC, following
the recent Assembly of the World
council in Harare in 1998, and the
meetings of the Central Commit-
tee in September 1999, the priori-
ties for forwarding the aims of the
Churches in the area of Health
and Healing include, in every
case, the resourcing and encour-
agement of a network. The Health
Team mean a great deal more by
this than simply communication
and co-operation among people
with a shared purpose. The CON-
TACT magazine published in
1994 an issue on this subject, with
the sub-title “Linking People for
Change”. The issue included a
listing of names and addresses of
useful networks operating at in-
ternational and regional levels. It
also included the following com-
ment: “When networks are truly
“grass roots” or people’s organi-
sations, they have a life and mo-
mentum of their own. Some have
a particular focus on a topic or
problem where the potential of a
collaborative network can enable
an alternative voice to emerge
and policy decisions to be
changed. Where the poor are in-
volved, it is not a job or a task to
be fulfilled, it is quite often liter-
ally a matter of life or death. The
commitment is phenomenal,
overcoming illiteracy, poverty,
class and caste distinctions, gen-
der differences and so on in order
to build solidarity through ever
enlarging networks. Experience
has shown that people realise that
the larger the network, the
stronger they become, and the
more possibility there is of bring-
ing about meaningful change”.

From the developing networks
come voices like that of the con-
vener of the consultation of
Christian Health Coordination
Agencies in Moshi in Tanzania in
1995: “The health sector every-
where is now engaged in reform
and search for new vision, for
new mission and for new ways of
caring. Unfortunately in many
countries the search is guided by
institutionalisation and the con-
ferring of respectability on injus-
tice, selfishness, live-and let-die,
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greed, and so on... We have no
way out but to be part of this re-
form... But our search and our re-
form need not be guided by the
same principles. Church-related
health care reforms ought to be
different and must be rooted in
our Christian values, theology,
and the tradition of service of
preferential option for the poor in
a resources starved world... how
we accomplish this is our chal-
lenge.”

Strengthening such networking
is a primary task for the WCC
Mission and Evangelism Team in
promoting the work of the
Churches for health and healing.
This is carried forward through
meetings organised to enable
people in leadership to come to-
gether for information, reflection,
analysis, and decision-making. It
is also supported through the pro-
motion of a sense of membership
and involvement for individuals,
small groups, and congregations
struggling with their own faith,
vision and ideals. This is a global-
isation that gives back to individ-
uals and communities something
of their own identity, resource,
power to heal, dignity to decide
and to participate, a voice to take
part in decision-making. For
many of the members of the
Churches whom the WCC serve,
the globalisation of trade has not
so much eroded as bulldozed that
capacity. The Harare Assembly of

Churches in 1998 asked for a fo-
cus on Africa, where the reality of
HIV/AIDS predominates in the
existence of so many. It is essen-
tial to continue, there and in other
regions, to promote ecumenical
awareness of the seriousness of
the epidemic, and to assist
Churches with suitable formation
for Christian action. In this, as in
the face of the increasing threat of
other major diseases, and the ac-
companying tragedies, the World
Council will support the local
Churches in the effort to sustain
and encourage the community of
faith. 

Healing for eternal life

Yet we have to recognise, as the
speaker on a recent programme
from the BBC World Service sug-
gested, that the greatest tragedy
may be found in the realisation
that, for Africa, the concern and
financial support from the West
for those whose lives are torn
apart by the HIV/AIDS epidemic
diminishes as the richer countries
develop a drug that can hold the
development of AIDS at bay. The
poor, and the poor nations, cannot
pay for that remedy, even in times
when the countryside is at peace.
There are other realisations that
confront us with the same sense
of shock, leading us, if we will
follow, into a discussion of health

and the economy that uses an un-
familiar language, a more basic
language, perhaps, of manipula-
tion and responsibility, of vio-
lence and peace, of deprivation
and resource, of hatred and love.
The healing we hope to promote
is, eventually, a healing for eter-
nal life. 

A final reflective word comes
from the collection “The Vio-
lence of Love” taken from the
prayers and meditations of Arch-
bishop Oscar Romero. I invite
you to listen: 

“The Church’s task in each
country

is to make of each country’s in-
dividual history

a history of salvation.
One cannot be a true follower

of the Gospel
if one does not draw from the

Gospel
all the conclusions it contains

for this earth,
that one cannot live a Gospel

that is too angelical,
a Gospel of compliance,
a Gospel that is not dynamic

peace,
a Gospel that is not of demand-

ing dimensions
in regard to temporal matters

also.” 

Sr. ELIZABETH MORAN, MSSC
Roman Catholic Consultant,

Mission and Evangelism Team,
World Council of Churches,

Geneva, Switzerland
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The rapid advance of medicine
and medical technology which has
taken place in recent years has
brought about a situation in which to
the lack of suitable medical struc-
tures, supplies of medicine, and
equipment for treatment has been
added the serious reality of increas-
ingly limited economic resources.
This means that no government in
the world today has the ability to
provide to each and every citizen
those suitable services which he or
she needs from a medical and health
care point of view. Thus it is that
every political system is forced to
lower the level of the health care ser-
vices it provides, to establish new
priorities both in terms of consump-
tion and of what is actually offered,
and to advise, in the majority of cas-
es, resort to alternative economic
coverage, in the form, for example,
of private insurance companies. 

What has been affirmed so far
makes clear that the question in hand
is not merely that of rationalising the
economic resources which are avail-
able to us. It also involves ethical
and moral considerations which bear
upon issues of fairness and equity. 

In the past the guiding idea was
that the condition of the patient alone
had to be assessed and evaluated
with a view to preserving his or her
life and reducing his or her pain. Un-
fortunately today we also have an as-
sessment or evaluation of an eco-
nomic character which arises be-
cause of the costs of admission to
hospital, of the tests which are car-
ried out, and of the medical care and
treatment. To this should be added
the costs of scientific research and
any preventive medicine which may
be engaged in. 

In this way, modern society finds
itself in a situation where it has to
operate at two levels. On the one
hand it must establish priorities – for

example it must decide whether to
engage in dialysis in the case of
Alzahimer’s disease or if transplants
should come before research into
AIDS. On the other hand, it must de-
cide whether to engage in an increas-
ing policy of limiting the public
health service. 

A subject to which the Jewish tra-
dition pays a great deal of attention,
and which can be of a certain value
and utility in relation to the theme of
our international conference, is that
of society – the community of indi-
viduals in which we live. The issue is
the following: should the communi-
ty, that is to say society in general, be
seen as an entity in itself which has
its own characteristics and interests
or should it be seen as the sum of the
individuals that compose it. 

If the latter is the case, this means
that there must be concern for every
individual because the individual is
the primary element in society. Holy
Scripture, when referring to the indi-
vidual, expresses itself in the follow-
ing way: “you must not be responsi-
ble for the death of your brother”.
From this we can deduce that the in-
dividual is of pre-eminent impor-
tance, that he or she is the highest
value there is, and that each and
every resource must be sacrificed to
his or her needs above and beyond
those of society as a whole. 

If, on the other hand, society is a
reality in itself, then it has the duty to
provide other public services as well,
such as roads, water, schools etc.,
and it follows from this that actions
to the advantage of each individual
must necessarily be limited as a re-
sult. 

The Jewish tradition establishes
on this point that society is not mere-
ly the sum of a large number of indi-
viduals but is an autonomous entity
in itself. 

If we want to go back to the

sources in order to find a reference to
what has been affirmed above, that is
to say that in a situation of limited
economic resources these should be
directed towards public provision,
we can find it in the Talmud. In the
tract by Ghittin we encounter the
rule that it is forbidden to pay a ran-
som for a kidnapped person which is
above its real value, and this “for the
sound working of society”. Two ex-
planations are offered for this affir-
mation. On the one hand, that the
idea is to avoid a situation where the
kidnappers blackmail society and are
encouraged to take other prisoners
and demand a higher price. On the
other, that the intention is to prevent
the impoverishment of society itself
and thus the possibility that re-
sources are not directed towards oth-
er social goals and objectives. 

However, there are certain basic
needs of individuals which cannot be
ignored by society as a whole. Here
we are dealing with fundamental
needs which can even involve the ac-
tual survival of the individual. All
economic resources should be di-
rected towards such needs with full
priority. In the same way, in the case
of an overall and general health care
programme it is essential not to end
services which have been guaranteed
previously and which are indispens-
able to the health of man. The person
who is really in need turns to such
services and indeed desires them in a
very strong way. 

The criterion of distributive jus-
tice must be at the basis of the distri-
bution of economic resources in
favour of public health. This is not a
matter of adopting principles of
equality which are them applied
amongst all users, but of establishing
criteria as to priorities in relation to
helping one sick person rather than
another and in relation to the deci-
sions concerning the allocation of

ABRAMO ALBERTO PIATTELLI

The Jewish View of the Economy and Health
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economic resources – especially
when such resources are limited in
nature – to one sick person rather
than another. 

In establishing criteria in relation
to priorities, one can base oneself up-
on different considerations, such as
the medical data (the success or oth-
erwise of the treatment, the likeli-
hood of the patient surviving); the
economic data (the costs of hospital-
isation, of the treatment, economic
benefits in terms of costs and expen-
diture); and the personal data of the
sick person (his or her age, social
status, etc.). In my opinion we
should always bear in mind that we
have before us the dignity of man,
and that we are also faced with the
Jewish dictum: “he who saves a life
saves the whole world”.   A Talmu-
dic maxim affirms: “Rofe chinnam,
shavé chinnam”. That is to say that a
medical doctor who does not receive
payment for his work is worthless. In
the Jewish tradition the physician
must take care of a sick person, and
for this reason he should rightly be
rewarded for his training and his
labour. If we adhere to the view that
the medical doctor who is not paid
for his work is worthless, then the
same is equally true for health care
which indeed becomes worthless
when suitable economic resources
and suitable provision are not avail-
able. 

In Judaism a cardinal principle is
to be found in the belief that human
life is of inestimable value. The duty
to preserve the life of a man takes
precedence over all the other reli-
gious duties required by the Tora

precisely because the value of life is
infinite and supreme. An elderly per-
son, whether a man or a woman, a
mentally retarded person, a de-
formed baby, or a terminally ill pa-
tient – all these figures have the same
right to life. From this there derives
the principle that it is forbidden to do
something which could shorten the
life of a person even to a small ex-
tent. This is because every moment
of human life is of infinite value. 

Another fundamental principle of
the Jewish tradition is that one hu-
man life cannot be sacrificed to save
another. Maimonides, a medical doc-
tor and a theologian, explicitly em-
phasised this when he wrote: “logic
requires that one cannot sacrifice the
life of an individual to save the life of
another or to free someone who is
threatened by violence. The destruc-
tion of one life to save another is not
allowed”. The reason for this is sum-
marised in the maxim: “who says
that the blood of that individual is
redder than another?”.

The infinite value of the life of
man, an axiom of Judaism which has
been described above, is often com-
promised by the conditions brought
about by the fact that economic re-
sources are limited. Many times we
are faced with a situation where we
only have one dialysis machine and
there are two patients with kidney
malfunctions but the same needs and
requirements. To whom should the
medical doctor give precedence?
How can he or she reach a decision?
And when he or she takes a decision
does he or she not perhaps condemn
one patient to death by providing the

other with the treatment which is
needed? I would like to pose the fol-
lowing question: why should a med-
ical doctor find himself or herself in
a situation where a decision has to be
made regarding which patient should
be saved and which left to die? Why
does society not make available a
larger number of kidney machines
and establish new operating theatres
rather than opening new museums or
laying out heavy expenditure on so-
phisticated weaponry and arma-
ments? 

Society must be involved in these
problems, and made more sensitive
towards them, through projects and
programmes which seek to preserve
the life of man and see such life as
having a sacred value, thereby ensur-
ing that the idea of the dignity and
immense value of the life of man is
trasmitted down the generations.

This is our responsibility towards
the generations to come. In the Tal-
mud there is a story about the pious
man Choni who was walking down
the street and saw a man who was
planting a carob tree. He asked him:
“how long will it take before this tree
bears the fruit you hope for?”. The
man answered: “seventy years”.
Choni then asked him: “do you real-
ly think you will live another seven-
ty years?”. And the man answered:
“I have found carob trees in the
world, and just as my ancestors
planted those trees for me so will I
plant this tree for my descendants”.

Prof. ABRAMO ALBERTO 
PIATTELLI,

Rabbi of the Jewish Community of Rome
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This research does not tackle the
details of economic theory in Is-
lam, nor the imperatives of public
health, nor does it compare them to
other theories and systems. In fact,
these are broad subjects that we
leave for specialists to examine.
Nevertheless, this paper underlines
the general principles that define
the point of view of Islam concern-
ing man, his dignity and his legiti-
mate rights for a decent life. It also
deals with wealth and its goals so
that it will be at the service of
Mankind in a way that would en-
able it to set the bases for a healthy,
clean society, before it becomes a
means for corruption and luxury
among individuals, and an instru-
ment for oppression and tyranny
among governments and states.

1. Human Dignity

Islam defines the primary mes-
sage of Mankind on this planet as
believing in God and worshipping
Him. In obedience to God man was
encouraged to explore earth, and
exploit its resources. These two,
being linked together, set bounds
for man’s activity, control his defi-
ant tendencies for possession, and
resist excessive materialism over
human feelings.

The Koran as well as the Sunna
“traditions” of the Prophet stress
the dignity of Mankind regardless
of religion, sex, color or country.
The story of creation in God’s
book reflects how God honored
mankind. In fact, God created
Adam with his own hands and
blew his soul into him. He also
gave him beautiful features which
distinguished him from other crea-
tures, and granted him reason and

the power of expression. He even
called him His “viceregent” on this
earth, which he provided with air,
water, innumerable kinds of met-
als, trees and fruits. He guided him
on paths open to development, dis-
covery and invention. One of the
most important theses of the Koran
rotates around reminding Mankind
of this beginning, keeping up its
fundamental features so that
Mankind will not break with its
origins or revolt against its mes-
sage. All heavenly messages come
from God to bring man back to
these principles every time corrup-
tion or perversion prevails, or
whenever man is obsessed by a
false feeling of power and indepen-
dence from God’s will, as clearly
stated in the Koran:

“Nay, verily, man becomes
grossly overweening. Whenever he
believes himself to be self-suffi-
cient, for, behold, unto thy sustain-
er all must return” 96/6.

The Sharia (Law of Islam) builds
upon these general elements and
quotes from its spirit detailed prin-
ciples that protect the dignity of
man and his rights to life, to liberty,
to forming a family, to possess-
ing... etc.

When we talk about the one ori-
gin of Man and the dignity which
surrounds this beginning, we
should not forget the fact that these
rights are guaranteed in Islam for
both men and women, each accord-
ing to his/her physical characteris-
tics and social duties. Non-
Moslems are also offered these
guarantees; Islam does not consider
itself a new separate religion but a
continuity of the divine revelation
which started with Adam, the Fa-
ther of Mankind, and reached man
through a long series of prophets
and messengers. Since Islam rec-
ognizes all divine books and re-
spects the prophets of God, it fol-
lows that it recognizes all nations
and peoples, the followers of these
religions, and considers them
members of the one family of
Mankind whom God has honored
and taken care of.

These fundamental principles
are found in the Koran in different
versions such as: “It is He Who has
Made the earth manageable for
you, so traverse Ye through its
tracts And enjoy of the sustenance
which He furnishes: but – remem-
ber – Unto Him is the Resurrec-
tion” (67/15). In his commentary
on this verse, Mohamad Assad,
previously “Leopold Vays”, said:
Who has made the earth submis-
sive to you. Be yielding to the in-
telligence with which he has en-
dowed man.”

This verse points to the balanced
comprehensive principle of Islam;

KAMEL AL SHARIF
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exploiting earth and investing its
resources to the maximum without
disregarding the fact that Man will
be held responsible on judgment
day for all his efforts and whether
they were in harmony with the will
of God.

2. Warning Against Corruption

Most stories mentioned in the
Koran on previous civilizations re-
mind us of faith in God, its obliga-
tions and duties and how it should
be a motivation, companion and a
supervisor in all domains of life.
The result is almost the same: when
anything goes wrong in this formu-
la, and development makes its way
in isolation from faith, and power
becomes a means for corruption
and exploitation, this deviation will
invetably lead to the deterioration
of the civilization and its ultimate
extinction. The Koran ends this
warning by saying:

“There upon an earthquake (Ra-
jfah) over took them: and then they
lay lifeless, in their very homes, on
the ground” (7/78).

Though the expression “Rajfah”
means earthquake in the first in-
stance, yet it has other meanings in
Arabic such as violent commotion,
according to Mohamad Assad in
his translation of the Koranic
meanings. It could also mean the
destruction of societies and their
implosion from within as a result of
disobedience and revolt against
God’s commands. He, in fact, con-
firmed this in his explanation of
verses 47, 48, 49 of Ya-sin (36) 

“And when they are told,”Spend
ye of (the bounties) with which God
has provided you”, the unbelievers
say to those who believe: “Shall we
then feed those whom, if God had
so willed, he would have fed, (Him-
self)? Ye are in nothing but mani-
fest error. Further, they say, “When
will this promise (come to pass), if
what ye say is true?” They will not
(have to) wait for aught but a single
Blast: It will seize them while they
are yet disputing among them-
selves!”

It is worth noting that arguments
and disputes are immediately fol-
lowed by destruction when it comes
to the right of the poor in national
wealth. This means that the “Raj-
fah” or the commotion may take the

form of an armed revolt led by hun-
gry people, or a coup d’état led by
adventurers in the name of the poor. 

Prophet Mohammed urged peo-
ple to till the earth. In fact, he said:
“He who restores a barren land has
the right to own it”. Restoring earth
is not limited to planting it and ex-
ploiting its resources, but also in-
volves recovering precious miner-
als that could be used in different
industries. 

3. Islam and Research

According to Koranic logic, in-
vesting in the earth is part of a more
comprehensive frame; it is dealing
with nature since it represents one
of God’s greatest creations. In fact,
if a believer ponders the open book
of God, he finds God’s most in-
credible Divine achievements, as
the Koran says: 

“No fault wilt thou see in the cre-
ation of the most gracious, and turn
thy vision (upon it) once more:
canst thou see any flaw?” (67/3).

In most cases when the Koran
refers to nature, its resources and its
secrets, it usually ends up by urging
man to study, meditate and under-
stand its different aspects. Not only
for the purpose of strengthening his
faith, but also to see how he could
make use of it in his life. Besides,
when the Koran talks about stars
and their connection to navigation,
to defining positions, seasons and
navigational routes by land and sea,
it actually sets the base to what

Man has achieved today in geogra-
phy, natural sciences and astrology.
In this, the Koran says:

“And He it is who has set up for
you the stars so that you might be
guided by them in the midst of the
deep darkness of land and sea:
clearly indeed have we spelled out
these messages unto people of (in-
nate) knowledge” (6/97).

Professor Roger Garaudy, in his
valuable book on Islam in the West,
entitled “Cordoba, the Capital of
the Spirit”, says:

“The Koran contains 57 verses,
all encourage believers to study and
conduct research in the same way
as the Koran treats astrology,
physics, biology and mathematics.
In addition to that, verses tackling
the study of societies, their devel-
opment and their deterioration are
also found when God addresses
Man”.1

In this connection, we take a
look at what Islam can offer to the
modern world; high among these
contributions is the emphasis on
the indissoluble bond between sci-
ence and faith. The latter should
not be isolated or withdrawn in
performing its role in developing
human life, neither should science
be separated from faith and ethics
so that it becomes an evil power
that destroys families and societies
or sets the strong against the weak
to seize their liberty and wealth as
is the case today. 

4. Wealth Belongs to God 

One of the settled matters in the
Sharia is that wealth belongs to
God. He passed it on to Man to
make use of it. In fact, there are
clear signs in the Koran and the
Prophetic traditions that stress this
meaning and describe wealth as be-
ing the wealth of God:

“Believe in God and his apostle,
and spend on others out of that of
which he has made you trustees: for
those of you who have attained to
faith, and who spend freely in God’s
cause have a great reward” (57/7).

If faith takes control over Man’s
soul, the way Islam wants it to be,
and if man commits himself to the
duties which this faith imposes on
him, then money would become a
means to spread goodness and mer-
cy among people, and help in devel-
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oping the human community in all
its aspects. Hence, monopoly, usury
and extravagancy were prohibited,
as well as depriving the poor and
the needy of their rights to the
wealth of the nation.

The Koran and the Sunna “tradi-
tion” of the Prophet include many
passages treating all these cases. It
is needless to say that Islam, though
it  gives  priority to  stirring up the
power of  faith  in individuals so as
to incite them to doing good deeds
in order to win God’s satisfaction
and merit, and though the Sharia
contains provisions that guarantee
the setting up of a human communi-
ty where mercy and solidarity reign,
yet it also presents guarantees to the
liberty of possession and private
wealth as long as it is earned in a le-
gal way and within the regulations
of the Sharia.

5. Zakat and Charity

Islam is considered unique in that
it made Zakat (due purification) one
of its basic elements and religious
duties in relation to which a believ-
er could be punished or given cred-
it. At the dawn of Islam, the first
Khalifah Abu Baker Al-Sedeek had
to launch a preventive war against a
group of Moslems who committed
itself to all the duties of Islam ex-
cept that of Zakat. The Khalifah, the
Prophet’s disciple, considered that
this rebellion constituted a violation
of the rights of the poor which Is-
lam guaranteed. 

“Zakat” means literally cleaning
and due purifying, as if cleaning
money meant it would be used and
spent and invested in a right way.
Without this purification, money
would be considered as stained and
rotten thus bringing bad luck to its
owner in his life in this world, and
the hereafter. In one of the Prophet-
ic traditions, He warned those who
have gold and silver and do not car-
ry out the religious duties related to
them. This warning is derived from
a famous Koranic verse “And there
are those Who hoard gold and sil-
ver And spend it not in the Way of
Allah: announce unto them A most
grievous Chastisment” (9/34)

The value of Zakat is not restrict-
ed to the materialistic benefit it
brings to society, but is also a way
of purifying the human soul. If God

is always present in Man’s con-
scious and if man counts for God’s
right in his money, then he would
have reached a high degree of per-
fection and social responsibility.
While Zakat is considered a syn-
onym for the term “sadaka” in the
Koran, which is derived from hon-
esty and belief, the Sunna of the
Prophet on the other hand distin-
guishes between the imposed Zakat
and the voluntary charity for which
man is given credit. The Sunna of
the Prophet specifies the amounts
of Zakat and its conditions, which
fall outside of the scope of this
study. In addition to that, the Sharia
granted Moslem leaders the right to
collect charities from rich people to
spend them on the poor as well as
on the social public welfare speci-
fied in the Sharia.

6. Charity in Previous Books

Charity – the Zakat included – is
mentioned 29 times in the Koran,
and to stress the spiritual value of
Zakat, we see it being mentioned in
the Koran always in association
with prayer “Pray and carry out Za-
kat”. As Islam came to complement
previous religions, it actually de-
scribes previous prophets as being
committed to prayer and to Zakat.
For example, this is what it says
about Abraham and his children:

“We made them leaders who
would guide (others) in accordance
with our behest: for we inspired
them (with a will) to do good

works, and to be constant in prayer
and to dispense Zakat, and “alone”
did they worship me.” (21/73).

The same description with differ-
ent wording was given to Moses,
Christ and the prophets of the Old
Testament and how they used to
pray and carry out Zakat. In fact,
the Holy Bible urges, on several oc-
casions to give away charities, as in
the following words in Luke:

“Sell your possessions and give
in charity. Provide for yourselves
purses that do not wear out, and
never-failing treasure in heaven,
where no thief can get near it, no
moth destroy it, for where your
treasure is, there will be also your
heart” (Luke 12:33-34).

As a matter of fact all the virtues
mentioned in the Bible and the Ko-
ran came to underline and to clarify.
Then He passed to form them into
legislation so that they would be
implemented. This confirms the
unity of God’s religion and the link
between all prophets and messen-
gers from the first to the last, as is
said in the Koran:

“Step by step has He bestowed
upon thee from on high this divine
writ, setting forth the truth which
confirms whatever there  will re-
mains (of earlier revelation) for it is
He who has bestowed from on high
the Torah and the Gospel, afore-
time,  as a guidance unto mankind,
and it is He who has bestowed (up-
on man) the standard by which to
discern the true from the false”
(3/3-4).

7. Islam and Work

Before we end this part on Zakat
and charity, we must underline two
matters: first, Zakat is not the only
right of the poor to rich people’s
money and the responsibility of any
Moslem leader lies in collecting the
amount necessary to achieving so-
cial justice and guaranteeing the
prosperity and the stability of the
society. Second, though the benefit
of Zakat proves to be useful in cer-
tain cases, yet it should not be used
to fund a class of unemployed beg-
gars who live aside from social life.
The mission of both Moslem lead-
ers and the people is to create jobs
in agriculture, industry and trade in
order to absorb all capabilities and
man power. In this way, unemploy-
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ment – the source of all kinds of so-
cial diseases – will not expand. Dr.
Irfan Al-Hak, the expert in econom-
ics and a professor in American
universities said in his book enti-
tled: “Economic Doctrines in Is-
lam”:

“Zakat, it should be understood,
is largely a temporary relief mea-
sure. It is not meant to support, and
thereby create, a permanent class of
welfare recipients. It’s first purpose
is to meet the immediate needs;
however, its second purpose is to
help people stand on their own feet,
to move out of the poverty line, and
to be socially and economically
productive. The Prophet has made
it quite clear that charity is unac-
ceptable for healthy adults unless
they are in severe distress, and only
to the extent of satisfying their
pressing needs, and that they should
make all attempts to be self-sup-
porting through self-employment
and remunerative work”. 

The Koran and the Prophet’s tra-
ditions urge man to earn his living
so he could be accounted a good
citizen and would perform his role
entirely in society, as the Koran
puts it:

“That they may enjoy the fruits
of this (artistry): it was not their
hands that made this: Will they not
then give thanks?” (36/35). Be-
sides, faith is mentioned in associ-
ation with conducting good work
on several occasions in the Koran
as we mentioned earlier. In addi-
tion to that, the Holy Book does
not distinguish between types of
work whether devotional, benevo-
lent or secular because every type
of work that emerges from the faith
in  God and aims at forming a fam-
ily or serving the welfare of the so-
ciety is considered good. In this,
the Koran says:

“As to those who believe And
work righteousness, Verily We shall
not fail to requite any who perse-
vere in doing good.” (18/30)

The Prophet Mohammed refers
to the traditions of previous
prophets to set an example for the
generations who have believed in
them and followed them. He said:
“Everyone should eat from what
his hands have achieved, God’s
Prophet, Daoud (David) has done
the same” (Bukari). He also said
“There are sins that can only be for-
given by working hard and earning

one’s living, and not by praying or
giving away charities or going to
the pilgrimage” (Tabarani). 

When a Moslem leader orga-
nizes the collection of charities and
Zakat and spends them in a legiti-
mate way, he is, in reality, protect-
ing society and resisting destruc-
tive epidemics. It is said, in one of
the Prophet’s traditions, that the
Prophet praised a man who offered
a thief and a whore charity:

“May the thief request a pardon
for his stealing, and the whore de-
sist from adultery”.2

The objectives of the Islamic
method in developing and helping
society to thrive at all levels have
been clarified through what has
been mentioned earlier: to fight
against poverty and unemployment,
to strengthen the bond that connects
good work together with faith, fear
of God, wanting to gain his gratifi-
cation, and making use of the
worldly achievements to win salva-
tion according to God’s command.
The Koran has said:

“Seek, by all means of what has
granted thee (the good of) the life to
come, without forgetting, withal,
thine own (rightful) share in this
world; and do good (unto others) as
God has done good unto thee: and
seek not to spread corruption on
earth: for verily God does not love
the spreaders of corruption” 28/77.

8. For High Morality

It is clear from what we have

mentioned earlier that faith is the
base of social construction. It is the
light that settles down in our hearts,
and is reflected through the actions,
the behaviour, and the words of
man. Though its effect on formulat-
ing a stable society is quite obvious,
yet its psychological influence on
the individual cannot be neglected
either. This dimension is described
in many verses of the Koran as “the
straight path” or “the patent light”
which relieves hearts and appeases
souls. Without it, man becomes as
rootless as a feather blown in the
wind, a creature with a disturbed,
disoriented soul that knows no goal
in this life. The Koran gave an elo-
quent description of this meaning:

“But then, is he that goes along
with his face close to the ground,
better guided than he that walks up-
right on a straight way” (67/22).

The objective of Islam is to form
a healthy society, composed of
healthy individuals. Accordingly, it
has underlined the importance of
the family, being the core of society
and the first cell, which should be
built on faith, love, confidence and
mutual responsibility, so man and
woman could lead a decent life
within the prescribed bounds, and
feed the children of today and the
men of tomorrow from these noble
human feelings, so that they will
spread them in society and transfer
them to every field they deal with.
To achieve this goal, Islam has
adopted a fair way as it always does
when it comes to matters related to
man. It placed women somewhere
between complete seclusion that
would hinder their skills and quali-
ties on the one hand, and restrain
them from being mere instruments
for amusement and seductiveness,
and spreaders of destructive powers
that ruin the society around them on
the other. At the same time, Islam
has imposed many duties on the
woman so she would participate in
public life whether it be the acade-
mic, economical and political levels
without having to lose her first re-
sponsibility  which is that of taking
care of the home and raising up
healthy children psychologically
and culturally. The Sharia contains
many clauses that rule these duties
in all domains. Besides, the Islamic
concept regarding the role of the
family, the duties of parents, spe-
cially that of the wife, represents
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one of the basic theories that Islam
can offer today to a modern society
losing its balance and moving from
one extremism to another, giving
desires and whims fake masks in
the name of individual liberty. All
this will consequently lead to the
destruction of families, to the frag-
mentation of the bonds of society,
and to the deprivation of parents of
the responsibility of raising up chil-
dren and looking after them. It
would be useful to study the Islam-
ic method in an objective and fair
manner away from any biased cam-
paigns unleashed for trivial political
purposes.  

The whole community should
join the Moslem family in fighting
against social epidemics that are
about to destroy modern society.
What make things worse is a weak
structure of the family, and the
common tendency of the media to-
wards encouraging perversities and
violence, glorifying crimes and pre-
senting their perpetrators as models
and heroes to be followed. 

Islam is launching a legitimate
war against corruption, which soci-
ety is suffering from such as adul-
tery, homosexuality, crime, alco-
holism and drugs. In that campaign,
it relies as we mentioned on two
methods: first, awakening the psy-
chological deterrent and self-ab-
stention by all means, then passing
laws and promulgating legislation
to resist the drift towards total de-
generation.

The method of Islam lies in puri-
fying the corrupted environment
where the germs of crime and de-
sires find a suitable atmosphere to
grow. Thus, it is not enough to fight
against adultery when it takes place,
but to shut down every path that
leads to it, from excessive min-
gling, to extravagant finery or dis-
graceful habits. The Koran forbids
adultery in this way:

“And do not come “near” adul-
tery for – behold, it is an abomina-
tion and an evil way” (17/32). As
for crimes and atrocities it also
says:

“And do not commit any shame-
ful deeds, be they open or secret”
(6/151).

In addition to that, the Prophet
said regarding the same subject:

“So whoever saves himself from
these suspicious things saves his re-
ligion and his honor. And whoever

indulges in these suspicious things
is like a shepherd who grazes his
animals near the HIMA “private
pasture” of someone else, and at
any moment he is liable to get into it
“O, people everything has a HIMA
and the HIMA of God on earth is
His “Forbidden things”.3

As far as alcohol is concerned
The Prophet said “ If anything tak-
en excessively leads to drunkenness
then taking it in small doses is for-
bidden” (Tirmithi and Aboud-
wood). This saying applies to all
drugs or any substance that harms a
man’s health or makes him lose his
balance.

9. Public Health

It is clear from these dimensions
that the Islamic economic system,
including the capabilities of the
state, is directed to achieving the
dignity of the individual in the first
place, and to satisfying his physical
and spiritual needs, as well as se-
curing a decent life for him and his
children within a free, safe and sta-
ble society.

We have been through some of
the methods adopted by Islam in
reaching these goals. We also be-
lieve that we have talked about eco-
nomic security and spiritual stabili-
ty within the limited space of this
paper.

Islam confirms the conclusion
reached by modern theories which
says: “A sane mind in a sound
body” or as Jean Jacques Rousseau

puts it in his book “Emile”: “a weak
body is only half the mind”.

The Koran points out to the same
conclusion when it talks about a
brave king:

“Behold, God has exalted him
above you, and endowed him abun-
dantly with knowledge, and bodily
perfection”2/247.

Prophet Mohammed said “ a
strong believer is better than a weak
one.” He even sets the base for a
modern theory, forbidding marriage
between relatives for it is the cause
of having weak and unhealthy chil-
dren:

“Marry from outside your rela-
tives, otherwise you will produce
weak children”.4

The Sharia contains many pas-
sages relating to marriage, family,
divorce, bringing up children,
breast feeding them throughout the
different age stages. They all rotate
around the rights of the child, tak-
ing care of him, and his health un-
der all circumstances. The Sharia
does not ignore the duties and the
responsibility of both the state and
the society in this matter. All this
comes under the large heading
which the Koran imposed in:

“God urges you to take care of
your children” (4/11) before he
speaks in detail about the different
shares of inheritance.

In the same way, the Koran en-
trusted children with their parents
so the circle of mercy and probity
would be completed, and would
reign among the one family to grant
both parents and children warmth
and stability.

As for the right of children to
breast-feeding even in the case of
divorce, we see the Koran saying:

“And the “divorced” mothers
may nurse their children for two
whole years if they wish to com-
plete the period of nursing, and it is
incumbent upon him who has be-
gotten the child to provide in a fair
manner for their sustenance and
clothing” (2/233)

Islam accompanies the individual
from his early childhood, and in-
sists on taking care of his health.
Even when he reaches youth and
becomes a working member in so-
ciety, Islam and the Sunna still urge
him to look after his health. Physi-
cal cleanliness is part of worship-
ping and is manifested in ritual
ablution before prayer. In addition
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to that, the Prophetic traditions talk
in minute details about cutting
one’s hair and nails, brushing one’s
teeth, economizing in food, fasting,
practicing sports, sleeping early,
keeping away from alcohol, drugs,
smoking and everything else mod-
ern society is suffering from nowa-
days. The Koran combines spiritual
and physical cleanliness in one
verse:

“Ye who believe! When ye pre-
pare for prayer, wash your faces,
and your hands (and arms) to the
elbows; rub your heads (with wa-
ter); and (wash) your feet to the an-
kles. If ye are in a state of ceremoni-
al impurity, bathe your whole
body.” The Koran ends the verse in
saying “God doth not wish to place
you in a difficulty, but to make you
clean, and to complete his favour to
you that ye may be grateful” (5/6).

The Prophet said: “Purification is
half the faith” (Moslem). In clean-
ing one’s teeth, he said “I don’t
want to make it any harder on my
community – or on the people –
otherwise I would have asked them
to brush their teeth with every
prayer” (Bukari). We also find
many traditions that stress collec-
tive responsibility in fighting
against poverty as the Prophet –
God bless him and grant him salva-
tion – said: “ He who sleeps with a
full stomach while his neighbor is
hungry does not believe in me” and
“If a man living amongst rich peo-
ple dies of hunger then they will be
acquitted from God’s custody”1 He
also warn against gluttony and its
bad effects in saying “No man can
fill a more ill-fated receptacle than
his stomach.”

To follow this general principle
of making cleanness a manifesta-
tion of the faith, Koran and the
Prophet recommend a wide range
of measures that deal with cleanli-
ness as – for example – mentioned
in this Koranic verse “O, Children
of Adam, Beautify yourselves for
every act of worship, and eat and
drink, but do not waste, verily, He
does not love that wastefull” (7/31)

From this verse we can see clear-
ly that the Koran advises man to
have moderation in food habits, in
order to keep his fitness and prevent
burdening the body with excess of
weight and fatness, in addition to
the econimisation of wealth for us-
ing it in the development of the

family and the society. The linking
of the embellishment to the mosque
is not without special significance,
bearing in mind that the function of
the mosque in Islam is not restricted
to the ritual service, but to serving
as a training ground and formation
on social and civic healthy habits.
The concept of embellishment en-
tails the wearing of clean clothes,
the avoidance of dirty appearance,
or bad smell. 

To stress this point the Prophet
said “God likes to see the traces of
his grace on His servants”, referring
to certain foods, He said: “who that
eat onion and garlic should not fre-
quent our mosques” When enumer-
ating some niceties of the world He
loves better, He included the
“musk” the prevailing fragrance of
the day. It is obvious that a Muslim
can not meet all these required ne-
cessities unless he is cleanness-ori-
ented and economically self-suffi-
cient. At this juncture we see once
again the close relation between the
financial conditions of the individ-
ual and the sanctity of his mental
and bodily health. 

10. Living with Nature

Nature is one of God’s greatest
creations as we mentioned earlier.
The Koran encourages man to live
with nature, observe it and discover
its secrets. Harmony between man
and nature was useful from the very
beginning. Earth is the mother of
mankind, it embraces him in the be-

ginning and in the end: “out of this
‘earth’ We have created you, and
into it shall we return you, and out
of it shall we bring you forth once
again” (20/55), according to the
Koran. Trees, flowers, plants and
fruits are the products of this tender
mother where the sun, the moon,
the planets, the clouds and the wind
are the screen which surrounds
man, and which he should know
about and make use of. Living with
nature, enjoying its views are the
closest methods to revive the soul
and feelings. The Koran says “And
thou canst see the earth dry and lif-
less – and (suddenly) when We send
down waters upon it, it stirs and
swelps and put forth every kind of
lovely plants.” (22/5).

Coleridge said in the “Nightin-
gale”: “In nature, there is nothing
melancholy”.

No religion more than Islam
shows respect for nature, and uses
its beauties and secrets to revive the
body and the soul. The Koran says:

“And he it is who has caused wa-
ter to come down from the sky; and
by this means have We brought
forth all living growth, and out of
this have We brought forth verdure.
Out of this do We bring forth close –
growing grain; and out of the
spathe of the palm tree, dates in
thick cluster, and gardens of vines,
and the olive tree, and the pome-
granate. All so alike; and yet, so
different. When it comes to fruition
and ripens! Verily, in all this there
are massages indeed for people
who will believe” (6/99). 

This continuous urging to love
nature makes it necessary to look
after it, value it and protect the envi-
ronment around it from extravagan-
cy, destruction or pollution. Extrav-
agancy is objectionable in the Ko-
ran: “Eat and drink in moderation
for God does not like extravagan-
cy”. (7/31  )

The Prophetic traditions also call
on us to protect nature from corrup-
tion and transgression, saying : “If
someone was holding a seedling on
judgment day, let him plant it”. The
obligation of economizing in using
water is also mentioned: “A disci-
ple of the Prophet was accompany-
ing him and recalls having passed
with the Prophet by one of his fol-
lowers as he was performing the rit-
ual ablution before prayer and so he
told him: “Why all this waste?” He
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said: “Is any waste considering per-
forming the ritual ablution before
prayer?” He answered: “Yes, waste
of water is inadmissible even if you
were taking from a running river”
(Ahmed).

11. Protection of Society

The Islamic method tends to pro-
tect the society from epidemics and
diseases and to provide the neces-
sary treatment for people. In fact, it
is strictly forbidden for sick people
to move freely without medical
care as a means to prevent diseases
from spreading, to encourage peo-
ple to be treated as quickly as pos-
sible and not to neglect any symp-
toms. The Prophet had lots of say-
ings on prevention, such as “Do not
allow a sick person to frequent a
healthy one” (Bukari). This recom-
mendation was applied rigorously
later on; it is reported that when the
second Khalife Omar Ibn Al-
Khatab made his trip to accept the
keys of Jerusalem from Patriarch
Sophronius, He declined to visit
certain effected regions because of
the spread of the epidemic in those
regions, Abu Obeida the general
commanding the Muslim armies in
Syria protested against this attitude
in saying: prince of the faithful
“would you escape the divine de-
cree of God? Omar retorted angrily
“If anyone else has said that I
would have punished him, because
I escape from the divine decree to
the divine decree”, and he men-
tioned the Prophet saying: “If you
hear that plague had stricken one of
the lands, do not enter it, but if you
were already there, don’t get out of
it” (Bukkhari). Though the
prophetic traditions treat this sub-
ject extensively, yet they are only
general principles which have been
thoroughly examined by jurists and
theologians covering all aspects of
life. Responsibility in the first place
falls upon the individual with the
aim of observing the rules of clean-
ness and prevention to take care of
his health and that of his children.
The objective is to bring up a re-
sponsible mature citizen for this
constitutes a personal responsibili-
ty that the state cannot assume. It is
enough for the government to bear
the duty of creating jobs, fighting
against unemployment, providing

prevention methods from diseases
and treatment when epidemics
break out. The Prophet – P.B.U.H –
said: “God gave a cure to every dis-
ease He brought down on Man”
(Bukari and Musslim).

The Sharia underlines the re-
sponsibility of the family along
with the state in protecting the soci-
ety and its members from all social
and physical epidemics. If they fail
to assume this responsibility then
they are the main cause behind stir-
ring up riots and chaos, which
would destroy the political and so-
cial structure of the society. This is
called “Fitnah” or internal strife,
which the Koran terms “Worse than
the crime of killing.” There is no
doubt that taking care of public
health, setting up hospitals, training
skilful doctors, providing the nec-
essary equipment and medication
are part of this responsibility. 

The greatest guarantee for the
ruler to carry out this mission is the
principle of “consultation” in the
Islamic system. The latter may take
different forms from one era to an-
other, and from one environment to
another, yet the essence and the
spirit remain the same, being the
importance of making the citizens
take part in choosing the suitable
way of defining the general policy
of the state, and achieving public
welfare. If this participation takes
the form of representatives who
speak on behalf of the citizens, then
this is the best way to achieve pub-
lic welfare. People know their
needs best and what is useful or not

useful to them. The ruler has to re-
spect their will. This meaning is
quite obvious when describing the
society of believers: “Those who
respond To their Lord, and estab-
lish Regular prayers; who (con-
duct) Their affairs by mutual con-
sultation; Who spend out of what
We bestow on them for Suste-
nance.” (42/38) 

So also the injunction of the
Prophet “Consult them in public af-
fairs” (3 /159).

One might say that the present
situation of Moslems is far from the
bright picture given here. Though
we admit this fact, yet it is clear that
Moslems have been through differ-
ent circumstances that have im-
posed on them weird ideas which
take them away from the spirit of
Islam, especially during the foreign
occupation that lasted for centuries.
It is a pity that this picture is still
present in the West... the proof is
the unfair campaigns organized to
distort the image of Islam and dis-
courage Moslems from following
the Islamic pattern. Despite that,
Moslems still tend to resume the Is-
lamic way of life though this ten-
dency might in certain cases devi-
ate from the positive path. The ma-
jority hopes to build a modern
Moslem society founded on these
grounds and looks forward to hold-
ing a dialogue with others, living
with them, sharing their rich human
experience and cooperating with
them in building a new world
where peace, justice, respect for the
dignity of man and his legitimate
rights, help him  to live in peace
and security.

Dr. KAMEL AL-SHARIF
Secretary General

International Islamic Council
for Da’wa and Relief, Jordan
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I feel very honoured to have the
opportunity of giving this lecture
at this extraordinarily important
conference. I will be speaking on
the subject of “The Economy and
Health from a Hindu perspec-
tive”. I would like to dwell briefly
on religion and health and about
Ayurveda which is the Hindu con-
cept of medicine.

Hinduism

The term “Hindu” itself origi-
nated as a geographical one for
those who lived beyond the river
Sindhu (Indus). Another origin for
the term “Hindu” comes from an
abbreviation of the expression in
Sanskrit. “Heenam Nashayate – iti
Hindu” which means that a Hindu
is one who destroys or wins over
that which keeps him low.

Hinduism does not originate in
any single teacher as Christianity,
Islam or Buddhism does, but
comes from many teachers, most
of whom are not named. Nothing,
in fact, is known about those
teachers, except that they must
have been very extraordinary per-
sons judging from the nature of
their thoughts and experiences.
They taught only that which they
themselves had experienced in a
super-conscious state.

The Central message: 
Hindu concepts of God

Although many people associate
Hinduism with a multiplicity of
Gods, the universal understanding
is that there is only one Supreme
God. The term used is Brahman,
and everything, whether living or

not, comes from, goes to and is
made of the stuff called Brahman.
All things can be regarded as sa-
cred in essence.

Although symbolically there are
thousands of Hindu Gods, Hin-
duism accepts a triad – Brahma –
the Creator, Vishnu – the Sustain-
er and Shiva – Destroyer. Other
important Gods are Ganesha and
the consorts of Brahma, Vishnu
and Shiva that is Saraswathi, Lak-
shmi and Parvathi. The Goddess
Saraswathi symbolises knowl-
edge; Lakshmi is symbolic of
wealth; and Parvathi stands for
strength.

Social and Moral 
Teaching

The affirmative attitude of Hin-
duism towards life has been em-
phasised by its recognition of four
legitimate and basic desires – pu-
rusharthas – the first three Dharma
(righteousness), Artha (wealth),
Kama (sense pleasure) are secular
in the realm of worldly welfare,
and fourthly Moksha (liberation
from bondage or communion with
God) which is perfection.

Though Dharma or righteous-
ness is the basis, both artha or
wealth and kama (sense pleasures)
are legitimate. The acquisition and
possession of wealth are indis-
pensable in the world. Money
must be earned and all efforts
should follow Dharma. The kama
– enjoyment of sense-pleasure –
covers a vast area, including con-
jugal love, appreciation of art, mu-
sic poetry, beauty etc. Life be-
comes drab and grey unless one
cultivates aesthetic sensitivity. But
sense pleasures, if not pursued ac-

cording to Dharma, degenerate in-
to sensuality.

Purusharthas underscore the
importance that health and wealth
be acquired in a righteous way. It
calls on one to follow one’s own
duty and not to give up obligatory
functions, to keep motives high.
Personal vagaries are checked
while personal desires are re-
strained. The above injunctions
make a person lead a high quality
of life.

Hinduism and Health

– To attain the Purusharthas,
that is the goal of life according to
the Hindus – is to attain the fol-
lowing: Artha or wealth, Kama or
fulfilment of desires including
sexual desires and moksha or en-
lightenment

– Good health is a basic pre-req-
uisite to the attainment of life’s ob-
jectives.

– Health care in ancient India
was a branch of religion. The Hin-
du system of medicine is said to
have originated from Lord Bramha,
the fountain head of all learning. 

The Relation with Dharma.
Disease according to 
Hindu tradition

According to the spiritual tradi-
tion of India, diseases have two
causes. First, they can arise from
physical or biological causes, the
imbalance of the biological hu-
mors, the elements and prime en-
ergies of the physical body. Treat-
ment involves mainly physical or
medical methods with a naturalis-
tic basis including herbs, diet,
body work and yogic postures
(asanas). In more extreme cases

THIMAPPA HEGDE

The Economy and Health:
the Hindu Perspective
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mineral and drug medicines or
surgery may be required.

Second, diseases can arise from
karmic causes from the effects of
wrong actions we have done in life
meaning from psychological or
spiritual causes. They may be
wrong occupation, problems in re-
lationships or emotional difficul-
ties, and treatment may require
changes in life style and attitude.
Such causes include not living up
to our inner purpose or spiritual
will in life, What is called in San-
skrit our ‘Dharma’. Diseases can
arise from wrong actions in a pre-
vious life, primarily those which
brought harm to other beings. 

Such karmic diseases may re-
quire some form of atonement or
sacrifice, an ‘inner rectification’ to
re-establish our well being in life.
For this Ayurveda uses Yoga and a
system of divine or spiritual thera-
py which includes the use of gems,
mantras, prayers, rituals and med-
ications. These are not Medieval
superstition but reflect profound
understanding of the deeper levels
of the mind and the means of heal-
ing the subtler aspects of our be-
ing.

Healing and Religion:
the Hindu perspective

The essence of healing is inte-
gration, faith and love. These cre-
ate the grace and flow of the cos-
mic life-force necessary for heal-
ing to occur. 

From its hallowed ancient per-
spective medicine and religion are
the two faces of the same coin. But
Ayurveda doesn’t impose its reli-
gion, its background on anyone.
Along with the regular tools and
methods of natural healing, it pro-
vides yogic methods which can be
adopted to whatever form our reli-
gious or spiritual life may take.

The Disease Origins

Ayurveda emphasises the role of
the mind in the causation of dis-
eases. Psychological stresses are
considered important in the etiolo-
gy of disease. We are today in-
creasingly becoming aware of the
importance of psychic influences
on the somatic response of the
body. We also know today that this

psychic influence is measurable in
terms of neuroendocrine and even
immune responses.

Health is our natural state. The
WHO has defined it as something
more than the absence of disease –
health is a state of perfect physical,
social and mental hygiene. To this
may be added spiritual wellbeing,
a state in which a person feels at
every moment of living a joy and
zest for life, a sense of fulfilment
and an awareness of harmony with
the universe around him. 

High blood pressure is a very
common disorder and affects a
large proportion of the population.
Hypertension is harmful because it
can damage vital organs including
the hearts, the kidneys and the
brain. Stress has been shown to
play a major role in the genesis of
hypertension. Long term studies
have proved that yoga and medita-
tion if regularly kept up effectively
reduce high blood pressure. 

Coronary artery disease is the
number one killer in most parts of
the world. The most common risk
factors associated with that are
obesity, high blood pressure,
stress, smoking and lack of physi-
cal exercise. 

It is estimated that one out of
four people will develop some sort
of cancer during his or her life
time. The ultimate answer to the
problem of cancer lies in finding
out ways to promote the body’s
own inner resistance to cancer
causing agents. 

If cigarettes, alcohol and “recre-
ational drugs” were eliminated
from society, we would have near-
ly empty hospitals. 

Smoking, drinking and drug
abuse exist because they satisfy a
natural need that has become a
craving. To solve this problem, we
must find mental techniques that
are far more enjoyable and life en-
hancing to practice which can give
a much greater ‘high’ than smok-
ing, alcohol or drugs. Meditation is
one such technique.

Obesity is the most common
metabolic disorder in affluent soci-
eties. Obesity is not merely unat-
tractive, it is in itself unhealthy and
predisposes a person to a number
of illnesses such as high blood
pressure, heart diseases, joint dete-
rioration, gall stones, diabetes and
cancer. 

Obese people may be suffering
the consequences of a faulty body
image. 

There is a psycho-physiological
connection in the development of
obesity.

Generalised weakness, depleted
energy, lack of zeal (fatigue of all
sorts mental and physical) is one
of the commonest symptoms that
bring a patient to a doctor’s office. 

Fatigue appears more usually
among people who have no defi-
nite purpose in life, those who
have too much time, who are
bored in the monotony of daily
routine. Fatigue may very well be-
long to the category of attitude
problems. 

Disorders of the stomach and in-
testines are very common and sen-
sitively connected to every day sit-
uations. Many digestive problems
are psycho-somatic in character.

Sexual dysfunctions can be
broadly divided into two cate-
gories:

1) Changes of sexual drive.
2) Changes in the ability to per-

form and gain satisfaction.
Almost every study of this

problem has concluded that anxi-
ety about performance contributes
to sexual inadequacy. In both sex-
es the decrease in the drive for sex
or loss of libido usually has an un-
derlying psychological cause
which includes depression, fear,
insecurity and guilt.

Sexual activity is good only
when its enemies are absent and
they are fear, frustration and re-
pression.

Sleep is entirely natural, ab-
solutely necessary and yet mostly
still a mystery. Sleep deprivation
quickly leads to a loss of wellbe-
ing. When we cannot sleep well, it
is our thoughts, worry and anxiety
that keep us awake. Good health in
general is indicated by a restful
sleep. Happy contendet, loving
people seldom suffer from insom-
nia. People ridden with guilt, anxi-
ety and unhappiness suffer it rou-
tinely. 

Sleep disorders are practically
unknown among children. Chil-
dren can sleep well because they
are innocent – Christ said “Unless
you are the like little children, you
cannot enter into my kingdom of
heaven.”

Stress is indeed a major cause of
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disease and even death. It is impli-
cated now in almost every disease
from heart disorders and hyperten-
sion to cancer and diabetes. A
striking recent discovery about
stress is that it depletes the im-
mune system of the body. We may
have found the link that connects
stress and the development of dis-
orders like pneumonia and cancer.
According to Maharishi Mahesh
Yogi an authority on conscious-
ness from the eastern perspective
“Stress is that which blocks the
full expression of creative intelli-
gence”.

Depression affects millions of
people. During an attack of de-
pression a person feels sad and
drained, and lacks the ability to en-
joy life. No one clearly under-
stands why such attacks occur. 

People who suffer from depres-
sion or other psychological mal-
adies are victims of shattered
wholeness. The wholeness must
be restored from within. 

We have seen the common but
serious problems such as high
blood pressure, heart diseases, can-
cer, over weight, chronic fatigue,
depression, stress and psychiatric
illness, we have found that the
mind has a crucial role to play in
the genesis of all these disorders. 

Accidents happen most often to
people who are habitually prone to
them, who have a characteristic
absent mindedness that attracts
mishaps. 

There is more and more evi-
dence to show that diseases result
from disruption in the mind. 

Healthy people are happier than
unhealthy people and the reverse is
also true – happy people are health-
ier then unhappy people. The phys-
iology effects the psychology and
the psychology effects the physiol-
ogy. In all these above mentioned
conditions it is obvious how im-
portant the mind is in the causation
or alleviation of diseases. 

A “Placebo” is a pill made of
nothing but sugar and some inert
colouring to make it look like an
authentic drug. Patients are given
it with the information that it is in
fact an authentic and powerful
medicine. 

Now we know that placebos in-
duce the body’s own healing
mechanism. Placebos may be the
best medicine of all. It is as though

the mind gave permission so that
healing can take place. Norman
Cousins writes “The placebo is the
doctor who resides within”. A be-
lief that a pill can cure can bring
about that very result. 

Aging is the progressive deterio-
ration of physical and mental func-
tioning that occurs with time, end-
ing with the cessation of all func-
tion which is death. 

Religious Practices 
which Promote Health

In experimental animals it has
been found that periodic fasting in-
creases their life span. Fasting has
traditionally been a part of many
cultures and figures in most cul-
tures. 

Healthy habits are great forces
for health. They can achieve aston-
ishing results that medicines can-
not rival. Clean air and water, nu-
tritious food, moderation in all ac-
tivities, regular physical exercise
and a good night’s sleep can all be
healthy habits. 

“Food is Brahman” –  according
to the Rig Veda

Eating indiscriminately or eat-
ing unconsciously, eating on the
run, habitually over eating or not
eating at all – these are all viola-
tions of the natural law.

Innumerable disorders are
linked to diet and eating habits.
Our bodies know what is good for
us. Good eating habits include:

– Paying attention to eating.
– Pausing before eating and sit-

ting in silence.
– Eating only when you are hun-

gry.
– Do not sit down to eat if you

are upset.

– Take time to chew food well
and slowly.

– Eat in congenial surroundings.

Vegetarian diet 
(A diet without meat).  

The truth is that the human
physiology sustains health best
when the intake of meat, fat and
proteins is small or non-existent. A
diet which is high in meat and ani-
mal fat has been linked to coronary
artery disease, cancer and obesity.

Benefits of Meditation.
1. Improved health, including

reductions of hypertension and the
levels of cholesterol in the blood.

2. Reduction in the use of alco-
hol, cigarettes and recreational
drugs.

3. Reversal or slowing down of
the aging process.

Hindu systems of medicine,
Ayurveda – Yoga, Naturopathy.

Ayurveda means the ‘Science of
life’. This system traces its origin
to Rig Vedic times over 3000 years
ago. It deals elaborately with mea-
sures to combat illness. It is still
widely practised in India and
caters to the needs of 75% of the
population.

Ayurveda is a supplement of the
Attarvaveda (One of the 4 vedas).
In the post vedic period many trea-
tises were written by sages. They
include the Charaka Samhita and
Susruta Samhita. 

Ayurveda is a holistic science
and lays emphasis on preserving
and promoting the fitness of
healthy individuals, besides giving
methods for the treatment of dis-
eases. 

The objective of “preserving and
promoting health” in Ayurveda is
achieved through different modali-
ties, based on principles within its
own conceptual framework. It is
not a science dealing only with
drugs. It is more a ‘way of life’ and
describes methods for the promo-
tion, prolongation and maintenance
of positive health. It emphasizes
the importance of a specific daily
routine and seasonal regimen along
with diet, drugs, physical exercise
and good personal hygiene to
achieve physical and mental health. 

Ancient Ayurvedic physicians
describe diseases as a disequilibria
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of these functional units. The ob-
jective of any therapeutic measure
is therefore primarily to reachieve
a state of equilibrium.

Unique features of Ayurveda

Ayurveda treats a disease in an
individual as a whole (body, mind
and spirit). Ayurvedic drugs are in-
expensive, do not need foreign cur-
rency and are free from toxicity.
Ayurveda emphasises preventive
medicine and promotion of health. 

Yoga

Yoga is one of the six orthodox
systems of Indian philosophy aim-
ing at liberating the soul through
perfection. Yoga strives for the full
and integrated development of an
individual. It can be utilized as a
safe and effective method for good
health, through mastery of the
mind. Along with Ayurveda, it
dates back to the rigvedic times.

Naturopathy

Naturopathy is based on the art
of living according to the princi-
ples of nature. Disease is consid-
ered as the body’s effort to cleanse
itself of impurities brought about
by faulty living. This nature cure
utilizes air, water, earth and sun-
rays abundantly available in nature
for a cure. It stresses the prevention
of disease and a proper diet, exer-
cise and rest to maintain health.

Hindu texts on the economy

The Hindu texts which deal ex-
haustively with the economy are
the Manu Dharmashastra and
Kautilya Arthashastra.

They emphasise the importance
of creating wealth and describe
ways and means of achieving them
according to religious principles.

However wealth is not an end in
itself. It is useful as a means to
achieve the objectives of life.

To live a full life, a life of free-
dom to live long and to live well.
The ultimate objective is  to be-
come so purified that one becomes
united with God.

The economy and health 

There are two Hindu concepts

which have been wrongly inter-
preted as being responsible for the
poor state of the Indian economy.
The first concept is the value of a
simple and modest life style as a
means for God realization. Any re-
ligious Hindu often has a conflict
regarding the value of creating
wealth versus his value for God re-
alization. The second is the theory
of Karma which is wrongly inter-
preted as the idea that irrespective
of my efforts whatever is destined
for me will happen. So why should
I put in so much effort?

There is this often quoted story
in the Sanskrit scripture, the Bri-
hadaranyaka Upanishad dating to
the 8th century B.C. Maitreyee
and her husband Yajnavalkya are
discussing the subject of earning
money and ways of becoming
more wealthy. How far would
wealth go to help them get what
they want? Maitreyee wonders
whether it could be the case that if
“the whole earth, full of wealth’
were to belong just to her, she
could achieve immortality through
it. “No responds Yajnavalkya like
the life of rich people will be your
life But there is no hope of immor-
tality by wealth.” Maitreyee re-
marks, “What should I do with that
by which I do not become immor-
tal?” 

While there is a connection be-
tween opulence, on the one hand,
and our health, the linkage may or
may not be very strong in all cir-
cumstances. Wealth quite often of-
fers freedom from avoidable ill-
health and escapable mortality.
This is very glaring in the underde-
veloped countries where poverty is
often the contributory factor in so
many diseases. Despite this, it has
been shown by Amartya Sen, the

Nobel Laureate in Economics, that
even though the income per capita
of an African American in the Unit-
ed States of America is very many
times higher than that of the people
of the Indian state of Kerala, the
survival prospects of an African
American are decidedly lower than
the poorer Indians in Kerala. The
Hindu system of medicine which is
widely practised in the state of Ker-
ala might significantly contribute
to this observation. 

While there is no doubt that eco-
nomic development is associated
with better health and longevity, it
has been shown that poorer com-
munities who are under the influ-
ence of religion and traditional
holistic systems of medicine can
have a good quality of life and life
expectancy.

In most of the maladies affecting
humanity today it is seen that the
human mind has a major role to
play. The integration of religion in-
to life and the use of holistic sys-
tems of medicine have much to of-
fer towards better health care in the
future.

Dr. THIMAPPA HEGDE, 
Additional Professor

Dept.of Neurosurgery  NIMHANS,
Bangalore, INDIA
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1. Introduction

I extend a cordial greeting to
H.E.Mons. Javier Lozano, President
of the Pontifical Council for Pas-
toral Assistance to Health Care
Workers, to the presidential group,
and to all the participants at this as-
sembly. A special greeting to Mons.
Julian Harranz, President of the
Pontifical Council for the Interpre-
tation of Legislative Texts, who is
here present as chairman.

I would like to express my grati-
tude for the invitation I received to
give a paper, which I have prepared
with great care, in my capacity as
General Prior of a Hospital Order,
on my pastoral ministry of fostering
and promoting activity within the
Order. I am not a researcher. I con-
sider myself a pastor who formu-
lates his concepts beginning with re-
ality, trying to make them suitable to
that reality. My thought and obser-
vations must be linked to practice,
taking as its starting point pastoral
experience, which during my thir-
ty-five years of religious life, I be-
lieve, in humble fashion, to possess,
and which gives me the confidence
to be able to discuss the subject
which is here under consideration. 

The title of my paper – “the prac-
tice of the diaconate and mission in
health care” – limits our field to two
concrete areas: that of the diaconate
and mission, and that of health care.
I will try to discuss them in a rapid
way from a historical point of view.
I will then offer certain observations
regarding what the presence of the
Church as diaconate, and thus as a
bearer of health, fundamentally
means, something which also signi-
fies presence within health care.
This will be done taking into ac-
count that the subject of this XIV in-
ternational conference is “the econ-
omy and health”. 

2. Terminological Clarifications

The term “diaconate” comes
from the Greek word “diakon”
which means service. We can com-
mence this reflection on our subject
beginning with the service that I be-
lieve the Church has rendered to
sick people through sound and valu-
able health care. In this approach we
will interpret and dwell upon the
term “mission”, which comes from
the Latin “missio”, and refers to the
message received from the Lord to
bear witness to the Good News in
the world of health and health care. 

When speaking about health care
we enter to the full in the meaning
which today concern for the health
of people actually involves. We
have made great steps forward in
this concept and in developing the
social conscience of peoples. Today
in many countries we have reason-
ably adequate services, although in
others these such services lacking.
We have passed from a concept
which sought to cure the illness to
one which places health at the cen-
tre of things. This is certainly not
everything but it is a step forward
because it places the accent not only
on the illness but also on health.
Health and illness refer not only to
the physical aspect but also to the
totality of the person. For Chris-
tians, which we are, there should be
added the factor of the salvation
brought to us by Christ. 

3. The Mandate of the Lord

We will refer here to what the
New Testament tells us about the
subject of health, about the concepts
of hospitality, illness and treatment.

At the beginning of his public life
Jesus of Nazareth was aware of his
own mission. In chapter 4 of his

Gospel St.Luke captures this aware-
ness with clarity: “The Spirit of the
Lord is upon me; he has anointed
me, and sent me out to preach the
gospel to the poor, to restore the
broken-hearted; to bid the prisoners
go free, and the blind have sight; to
set the oppressed at liberty, to pro-
claim a year when men may find ac-
ceptance with the Lord, a day of ret-
ribution. Thus he shut the book, and
gave it back to the attendant, and sat
down. All those who were in the
synagogue fixed their eyes on him,
and thus he began speaking to them,
This scripture which I have read in
your hearing is today fulfilled” (Lk
4:17-21). 

Jesus presented himself to men as
a physician: “It is not those who are
in health who are in need of the
physician, it is those who are sick.
Go home and find out what the
words mean, It is mercy that wins
favour with me, not sacrifice” (Mt
9:12-13). The mission of Jesus is
identified with the figure of the
medical doctor who seeks out the
person who is sick in body and spir-
it, and provides care and salvation. 

The Gospels are full of tales of
healing. Jesus himself sums up his
work: “Go and tell John what your
own eyes and ears have witnessed;
how the blind see, and the lame
walk, and 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” (Lk 7:22).
Jesus himself defines the work car-
ried out during his public ministry,
himself giving us an example which
should be followed by going, teach-
ing, and healing. 

The Gospels also inform us about
the mandate which was given by the
Lord to the apostles: “And he called
the twelve apostles to him, and gave
them power and authority over all
the devils, and to cure diseases,
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sending them out to proclaim the
kingdom of God, and to heal the
sick” (Lk 9:1-2). “So he called his
twelve disciples to him, and gave
them authority to cast out unclean
spirits, and to heal every kind of dis-
ease and infirmity” (Mt 10: 1). 

Accepting and acting on the man-
date given to them by the Lord, the
apostles thus began their work: “So
they set out and passed through the
villages, preaching the gospel and
healing the sick wherever they
went” (Lk 9:6). “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” (Mk
6:12-13).  

4. The Response of the 
Apostolic Church 

In addition to what is related in
the Gospels we find a number of ex-
amples of healing in the Acts of the
Apostles. The action of the Apos-
tolic Church was growing. Its faith
was accompanied by signs of heal-
ing: “but they used to bring sick
folk into the streets and lay them
down there on beds and pallets, in
the hope that even the shadow of
Peter as he passed by, might fall up-
on one of them here and there, and
so they would be healed of their in-
firmities. From neighbouring cities,
too, the common people flocked to
Jerusalem, bringing with them the
sick and those who were troubled
by unclean spirits; and all of them
were cured” (Acts 5:15-16). 

St. Paul observed that amongst
the charisms to be found within the
community of that time was that of
the gift of healing: “The revelation
of the Spirit is imparted to each, to
make the best advantage of it. One
learns to speak with wisdom, by the
power of the Spirit, another to speak
with knowledge, with the same
Spirit for his rule; one, through the
same Spirit, is given faith; another,
through the same Spirit, powers of
healing” (1 Cor 12:7-9). 

The Letter of James refers to the
ministry of healing through the ac-
tion of the presbyters and the prayer
of the community: “Is one of you
sick? Let him send for the pres-
byters of the church, and let them
pray over him, anointing him with
oil in the Lord’s name. Prayer of-
fered in faith will restore the sick
man, and the Lord will give him re-

lief; if he is guilty of sins, he will be
pardoned” (James 5:14-15). 

During the time of the Apostolic
Church we can already encounter
the need to distribute tasks. Some
members dedicated themselves to
the ministry of the word and others
devoted themselves to the needs of
the community: “Come, then,
brethren, you must find among you
seven men who are well spoken of,
full of the Holy Spirit and of wis-
dom, for us to put in charge of this
business” (Acts 6:3). 

The practice of the diaconate
within the mission of the Church
subsequently began to take form.
Later on, in his work Didascalia
Apostolorum, St Polycarp of Smyr-
na addressed deacons and exhorted
them to base themselves upon
Christ and be merciful, diligent, and
the servants of everybody (III,
13:2-4). Lumen Gentium carried on
the same criterion and outlined what
the diaconate involved, being: “ded-
icated to the offices of charity and
care” (LG 29). 

5. The Historic Response 
of the Church

From the historical data and in-
formation that we have available,
we can affirm that the Church was
responsible for the organisation of
different kinds of hospital activity,
ranging from hospitals to care cen-
tres. These were institutions which
catered to the needs of pilgrims, the
sick, and orphans. There were then
held the great Councils and Synods:
of Carthage, of Nicea (325), of
Tours (567), and from these encoun-
ters arose the obligation to create
buildings offering accomodation
next to churches and to take care of
those who were in need, the sick,
and widows. 

Roundabout 370, St. Basil, the
Bishop of Cesarea and Cappadocia,
created a structure called “Basili-
ad”, and this institution can be seen
as the first authentic hospital estab-
lishment: it was a small accomoda-
tion building, a shelter, a hospital,
and a lepers’ colony. 

In the cities there appeared differ-
ent kinds of hospital structures: the
xenodoquiums to take care of pil-
grims; the noxocomiums for the
sick; the procotrofiums for the poor;
the gerontocomiums for the elderly;
and the orfantrofiums for aban-
doned and orphaned children. This

took place both in the East and in
the West. 

Monastacism was present in this
field with the construction of health
care centres next to monasteries
where the monks acted as medical
doctors, nurses, and herbalists and
provided service to sick people as
well. 

With the passing of time the de-
velopment and growth of the chari-
table project of the Church acquired
greater size and increased in organi-
sation. Members of religious orders
and the lay faithful both took part.
Roundabout the year 1000 various
Orders came into being, some of
which were secular in character and
had the purpose of taking care of the
poor, the sick, and abandoned chil-
dren.

An important phenomenon of this
period was the coming into exis-
tence of the confraternities – associ-
ations of men and women who took
care of new needs and cared for the
sick and those who were in need. 

The poor person is an image of
the suffering Christ and for this rea-
son in the various statutes of these
confraternities we can encounter
statements such as: “our sick lords,
our poor lords”. 

In the ecclesial context which fol-
lowed the Council of Trent there ap-
peared the figures of John of God
and Camillus of Lellis, reformers of
the world of health care who
through their example gave rise to
two great religious Orders. I think I
can safely say that in that period
there took place a change which led
to a secular concept of reality which
left behind it the primarily religious
approach. 

Thereafter, in recent centuries, a
progressive process of care has tak-
en place. Technical methods have
imposed themselves but this is
something which has brought with
it a loss of those humanising ele-
ments which should accompany the
provision of care and treatment.

We can state that during this pro-
gressive process, when govern-
ments were scarcely present in the
welfare field, the Church, aware of
her mission to envagelise by heal-
ing, ensured that there was a con-
stant service – the diaconate –
which was offered by members of
the lay faithful and members of reli-
gious orders through institutions
created for the sick and for those in
need.

The Gospel of charity, in all
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epochs, has written pages of holi-
ness and devotion to others. Many
saints have dedicated themselves to
their neighbour, bearing witness
through their love to the Gospel,
building the Kingdom, and making
the world more human.

6. The Present-Day Situation

I have given this introduction in
order to call attention to the pres-
ence of the Church of Jesus Christ
from the beginnings of her exis-
tence to the present day. Today,
Christian health care workers are
called upon to be the living image of
Christ and his Church in their love
for the sick and for those who suffer.
“It is necessary that this most pre-
cious heritage, which the Church
has received from Jesus Christ,
“Physician of the body and the spir-
it”, must never diminish but always
must come to be more valued and
enriched through renewal and deci-
sive initiatives of pastoral activity
for and with the sick and suffering”
(Christifideles Laici, 54) 

In her diaconate of health the
Church sees the centrality of the
sick person as an inescapable prior-
ity.

In Salvificis Doloris John Paul II
confirms this when he declares: “the
Church is called upon to search for
the encounter with man in a particu-
lar on the way of his suffering. In
this encounter man becomes the
way of the Church, and this is one of
her most important ways” (SD, 3).

This is confirmed by the bishops
in the final message of the Synod on
the vocation and the mission of the
laity in the world. Addressing them-
selves to the sick, they declared:
“we will do everything possible so
that you find the position which is
due to you in society and in the
Church” (CL, 53). The sick person
cannot be seen merely in terms of
his passivity, as solely a person with
a need which must be met. He is the
active and responsible subject of the
work of evangelisation and salva-
tion (CL, 54). 

All this has political, social and
economic implications which are
very precise and specific, and which
we cannot continue to ignore. To
place the sick person at the centre of
things means placing resources at
the service of values which find
their synthesis in love. And all this
in order to favour the quality of life. 

Our mentality is heavily condi-
tioned by efficiency and effective-
ness. At times cost-benefit ratios
and economic constraints make us
lose sight of the duty to take care of
the needs of the patient. The prob-
lem of existing resources, of their
use and distribution, is the most dif-
ficult problem we have to face; it is
the question which provokes the
greatest discussion and the most
heated controversies. A harsh strug-
gle to reduce the costs of health is
now underway. All these issues
have been addressed over recent
days. Today we can practice our di-
aconate in the world of health and
health care by knowing about them
and by seeking to throw light upon
them. 

The Holy Father Pope John Paul
II in his Encyclical Centesimus An-
nus reminds us that the logic of the
market, when left to itself, cannot be
reconciled with justice, first and
foremost because it does not take re-
sponsibility for, or cater to, the fun-
damental human needs of the weak-
est among us: “there are many hu-
man needs which find no place in
the market. It is a strict duty of jus-
tice and truth not to allow funda-
mental needs to remain unsatisfied,
and not to allow those burdened by
such needs to perish” (CA, 34) 

The centrality of the sick person
requires that we struggle to meet
and respond to the needs of those
who, in so many instances, are the
last. We must promote a style of im-
plementation that perceives the spir-

itual needs of man, and which
places in mutual harmony the needs
of the health of man and the need for
his salvation. 

7. Directions and Policies 
to Follow in our Diaconate 
and Mission in the World 
of Health Care

7.1. Our Diaconate as Witness 
to the Church of Charity

The Gospel of Christ is clear. He
came to proclaim the Good News
and he proposed to us the Gospel of
love. Two things are fundamental:
to love God and to love our neigh-
bour (Lk 10:22). Our faith is sum-
marised in this central tenet. James
tells us that faith cannot exist with-
out works (James 2:17). And
St.Paul, for his part, declares that
without love we are nothing (1 Cor
13:2). 

In Dives Misericordia, Salvificis
Doloris and Evangelium Vitae, His
Holiness Pope John Paul II has
more than once repeated that we
must act, that we are called to create
a civilisation of love. 

In today’s world, hospitals, which
are places of suffering, are actually
more frequented by people than our
parishes. In these places of suffering
men ask themselves fundamental
questions about the meaning of their
existence: Why does suffering ex-
ist? Why has this happened to me?
Why has this happened to my fami-
ly? These are questions which very
often do not receive an answer; they
are questions which are addressed
to God, even though at times the
speaker is not a religious believer. 

To a God who is Love and who is
remonstrated with for being without
love. To a God who is presence and
who is rebuked for being absent.
Our God, the Father, always loves
us. Our God is never absent in our
reality, although at times He is
silent, because for Him it is normal
to act without changing the laws of
history; it is normal for Him to ac-
company the paths of people begin-
ning with their own reality. 

This God who is not always lis-
tened to is always Love, and being
Love, He suffered in Jesus Christ the
powerlessness of the experience of
his own Passion and Death, the Son
who accepts the will of the Father. 

Health care workers have the
good fortune to be called to evange-
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lise within the Church through these
actions of charity. We must use the
word and prepare ourselves to know
how to use it, but above all else we
must use silence, actions, senstivity,
and we must perceive and sense the
needs of the sick person and his
family relatives. We know that an
approach of nearness creates very
many personal bonds. We are linked
to very many people for whom our
actions have been liberating, have
been the carriers of life, even though
the sick person may be dead and his
family has suffered because of his
passing. We are the Church of char-
ity and we must continue to commit
ourselves to the construction of the
civilisation of love. 

We can never ignore the real
meaning of the mission of our voca-
tion. We must carry out our action
with technical prowess and profes-
sional skill, but at the same time we
must have approaches which ex-
press nearness, presence, listening,
dialogue, sharing, and concrete help
(CL, 54).

7.2. We are the Bearers 
of the Good News to the Poor 
and to the Sick, 
thereby Defending them

As was observed at the beginning
of this paper, Jesus of Nazareth de-
fined himself as the anointed of the
Holy Spirit who had been sent in or-
der to bring the Good News to the
poor and to heal the sick.     

The Church, which continues his
mission in the world, must do like-
wise. 

The brief historical outline which
has been given shows how the
Church has been sensitive to the
needs of mankind. She has been
near to the poor and the sick. When
she has drawn away from them she
has needed charasmatic people who
have made her turn back to her real
mission, that mission which she re-
ceived from her founder.

Dwelling upon the role that she
should play in the world of health
care, we can say that today the
Church defends the health care
rights of all people. The sick person,
because he is a person who finds
himself in the most visible condi-
tions of vulnerability, is poor. If, in
addition, he is not defended, not be-
cause of his own means but because
of a lack of social means, then he is
doubly poor. 

We must be the defenders of a

health for everybody. In many
places the Church continues to play
in the present, as in the past, a role
of substitution because the social
structures are inexistent or inade-
quate. There is a great deal of space
for action. Even when it seems that
the best conditions exist for health
care, some aspects of the lives of
sick people lie beyond social care
and concern and the Church has the
task of supporting  and being near
those who suffer to ensure that they
are cared for in a holistic way.

The parable of the Good Samari-
tan describes very well the sensitiv-
ity and sensibility which every
health care worker should possess.
John Paul II captures this point in
Salvificis Doloris (28-30). The
Good Samaritan stops and does not
pass by, he takes up the cause of the
person he has encountered, he feels
compassion towards him, he is
ready to provide what is needed,
and he helps him. 

Our task is to care for, and treat,
the sick person, to be sensitive to,
and concerned about, his needs, to
provide him with a voice when he
cannot be heard, to make up for his
vulnerability with our readiness to
help so that the rights he possesses
can be respected. 

7.3. We are the Promoters 
of Health Care for the Person

We are now entering the third
millennium. The century that is now
coming to a close has witnessed

levels of progress in our technology
and technical methods which have
never been previously achieved in
our history. This is an unstoppable
process. Day after day we are sur-
prised by new discoveries, by new
tools and instruments, which enor-
mously facilitate the task of trans-
forming the earth. And the earth
was entrusted to our keeping by
God our Father. 

In the field of medicine this is
very evident. The diagnosis of ill-
nesses is facilitated by new instru-
ments available to us in laborato-
ries, in the field of radiology, in the
areas of surgical, chemiotherapeu-
tic, and radiotherapeutic analysis, in
pain-killing methods, in forms of in-
tensive care, through dialysis, and
so forth. 

Everything should be at the ser-
vice of the person. Our important
role should be to ensure that techni-
cal and technological culture is
placed at the service of the wellbe-
ing of mankind. We cannot make a
bad impression on people by using
ridiculous concepts, which are far
from what science itself does, in or-
der to help others. Some projects
which we have proposed and which
we implement seem to be more
linked to a justification of our igno-
rance than to the service which we
are called upon to provide.

At the same time we have the
great task of promoting the humani-
sation of care, of ensuring that the
sick person is treated with quality
and warmth, with the brain and with
the heart, bearing in mind all his bi-
ological, social, psychological and
spiritual needs. 

A great human quality is asked of
the health care workers we are: that
of humanising ourselves in order to
humanise. This is a slogan that we
have used in our institution, which
in essential terms requires a whole
programme of implementation at
the level of individuals and struc-
tures. The people of the Church,
whether male and female members
of the laity, male and female mem-
bers of religious orders, or priests
and bishops, all have a major role to
play. We run the risk of offering
people the very best at a technical
level but of neglecting what they
need at a human level. 

In my institution I have repeated
this concept very often wherever I
am within it. This is one of the fun-
damental principles of our founda-
tion and must be a categorical im-
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perative for us. John of God was
treated as a madman in the Royal
Hospital of Grenada in Spain during
the first half of the sixteenth centu-
ry. His first biographer informs us
how, because he had been treated
with so little humanity and also seen
how his companions were also bad-
ly treated, he became convinced of
the need to found a hospital where
sick people would be treated as he
himself wanted. 

This is our challenge. The chal-
lenge which faces our Order and the
challenge which faces the Church.
We must promote humanised medi-
cine and car. We must promote hu-
manised health care. 

A chronic illness, a long illness,
and death, cause fractures and a
great deal of suffering. We have to
know how to act within this situa-
tion of conflict in an excellent way.
Adequate information, the right
treatment, the due sensitivity, all
these elements ensure that people
deal with their difficulties in another
spirit. 

A diaconate that we are called to
carry out, that is to say the mission
that the Church must fulfill today in
the world of health care, is that of
fighting for the practice of holistic
medicine and care. The Church
must do this with words and defend
it with her own voice. She must do
this with a profoundly humanised
devotion to her professional work-
ers, who, at both an individual and
and institutional level, can ensure
that health care is centred upon the
person, on everything that he, in his
illness, needs. 

7.4. We Must Fight for a Suitable 
Distribution of Resources

We who are directly concerned
with care are responsible for our
service. But we cannot neglect the
role which has been performed in
history and which we are called to
continue in the present day.

It is not up to us to organise our
societies in a political sense but to
fight for a just distribution of re-
sources in favour of people. 

Because of the service which I am
now called to render through the Or-
der, I have personal knowledge of
the many and great differences
which exist in our world. 

The Church is called to be a so-
cial conscience, to constantly insist
in every circumstance.

At a universal level there exist

great differences between the North
and the South of the planet. Al-
though this situation is well known
there is still no path that will lead to
its solution. The voice of the Pope,
of the bishops, our voice, in the
same way as the representatives of
institutions, must be the voice of
those who have no voice. 

Although we know that we will
not be listened to, we must nonethe-
less be constant and not halt until
the world has been made a juster
place.

The initiative taken by the Holy
Father, who on the occasion of the
Jubilee of the year 2000 asked for
public debts to be remitted, brings
out the force of his word which, to-
gether with others, is mobilising 
– albeit slowly – the necessary
process of justice and fairness. 

The Pope declared: “the Jubilee
should be a suitable time for think-
ing, amongst other things, about a
substantial reduction, if not the total
remittance, of the international debt
which burdens the destiny of many
countries” (TMA, 51). 

In the countries where we live we
must be a force which fights for fair-
ness in the distribution of resources
in favour of health care. There are
political circumstances which mean
that social resources are allocated in
line with one policy or another, ac-
cording to precise interests. Sub-
jects such as defence, electoral pro-
paganda, economic support, etc. are
at times favoured over services
which we are called to promote in

order to meet the needs of citizens. 
In our countries we must be a

force which opens the conscience of
our politicians, which stimulates
them to support developing coun-
tries. We must also be a conscience
in favour of a distribution of the re-
sources which a state has available
in support of people who need a
great deal of help because of their
vulnerability. Every category of sick
people, the elderly, social problems
etc, although they are not remunera-
tive, must be supported by us be-
cause they represent those who are
most in need.

The Church, in addition, is re-
sponsible for many institutions
which, in order to carry out their
mission, must be able to draw upon
public resources. In equal circum-
stances we do not always receive
the same treatment. We must fight
to be seen in relation to the levels of
quality care that we offer, elements
that are integrated into the spaces of
services which our community of
citizens needs. 

I believe that we should reflect
upon what both historically and at
the present time has been and is of-
fered by us to the population, and to
what extent certain institutions can
be defended in terms of providing a
good spirit of service and diaconate
on the part of the Church.  

7.5. We are the Managers of 
Public and Private Resources

As a Church, the professional
workers of the health care field have
a diaconate to fulfil in relation to the
actual administration of health care.
We must provide levels of salaries
which are in line with the social doc-
trine of the Church and the status
systems of the society to which we
belong. We must, in addition, work
to ensure that the resources which
are available to us are well em-
ployed to the benefit of society and
the sick people that we care for. 

We must look after the structures
which are available to us, have a
normal approach to the saving of
energy, take care of our equipment,
and not engage in what would be an
unsuitable use of resources. In es-
sential terms, this is something
which  works to the benefit of
everybody. 

Some of us probably direct public
institutions. For the good of society,
and for the good of the patients, the
systems of management must be
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sound in order to use adequate re-
sources for the service for which we
bear responsibility. We must also
engage in an evangelical style of
management of the institution that
we represent.

Some of us are the heads of our
institutions and work to ensure that
they are recognised by the public
sector and work for the private sec-
tor. We are also called to carry out
management in an evangelical way.

At times management is the bug-
bear of institutions. Good manage-
ment is a service of diaconate. Bud-
gets, analytical accounting, the par-
ticipation of the staff and personnel,
the fair distribution of resources in
the various services of the hospital
centres, the satisfaction of the staff
and personnel, shared management
– all these are elements which must
not be forgotten about. 

Although many people do not
feel so called, we should not as a re-
sult criticise in a facile way the
heads of this section which is neces-
sary to our health care. We want to
be prophets. If at times we are not
prophets because we do not talk, at
times we are not even prophets in
what we do say. As a result we do
not engage in a sound diaconate. 

We must be witnesses to correct
management which is carried out
with clarity and fairness and based
upon the principles of the social
doctrine of the Church, without
profit-making goals and in an evan-
gelical way.

In addition to the use of public re-
sources or that income that we re-
ceive as payment for the services
that we provide, there continue to be
people who trust us and provide us
with their financial support so that
we can continue with our work of
charity towards poor people who
are sick, those patients of our coun-
tries who do not possess financial
means. It is up to us to distribute
such resources in favour of those
most in need according to the needs
of the various institutions for which
we are responsible. 

7.6. We Must Promote a 
Spirituality of Service: 
the Kenosis-Diaconate 
Relationship 

Christians, whether health care
workers, priests, members of reli-
gious orders or members of the
laity, have their own spirituality,
that of service, which takes as its

own starting point their own identi-
ty, their own profession. 

In our Hospital Order we have de-
fined what St.John of God was in
terms of a process of kenosis-dia-
conate, the same process as took
place in Christ: “he dispossesed
himself, and took the nature of a
slave” (Phil. 2:7). In this way he
took on great opportunities for ser-
vice – that of offering us the Good
News of salvation, of liberation, and
of healing. 

The generous service of health
care workers presupposes this same
process; it presupposes professional
and human training and grounding.
Those who have the vocation to
health must be people who are sen-
sitive to, and concerned with, the
needs of others, people who have
striven to eliminate their own
self-interest, selfishness, and keno-
sis, in order to direct themselves to
the diaconate. This is a process
which we are all called upon to en-
gage in. 

In doing this we are helped by
sharing in the suffering of other
people. We are helped by contem-
plating the reality of conflict and
suffering which surrounds us.

Christ took on this same reality.
He is the man of pain. He identifies
with the sick in Mt 25:36. In con-
templating and accompanying the
reality of each and every sick person
we find the source of our spirituali-
ty, our way of acting as health care
workers.

We must prepare ourselves to of-

fer the service which sick people
need with professional quality. We
must prepare ourselves in human
terms in order to live the strength
which hosptality has inside it in the
experience of service. We define
charism as the gift that God grants
us and which enables us to carry out
our mission. This mission is the
source of the enrichment of the gifts
of the charism and the spirituality
that the charism itself generates.

At times we feel that our activity
drains us of the contents of our spir-
ituality and that we need spaces of
prayer with which to fill our spirit. I
am a strong defender of our spiritu-
ality, that of the Christian health care
workers, that of the priest, that of the
female member of a religious order,
and that of the male member of a re-
ligious order, people who are dedi-
cated to those who suffer, who read
through their faith the reality of the
world of illness, of the processes of
the very many sick people that we
have accompanied, who greatly en-
rich our spirit. Our action is a great
richness, and I see it as a grace.
Those who work with the suffering,
and open themselves to God and
other people in accompanying suf-
fering, enrich their being, their spir-
it, and find in such action a great
source for their own spirituality. 

With time they deepen the
essence of hospitality and increas-
ingly become real “hospital” people. 

With this observation I do not
want to eliminate prayer from our
lives, but rather to strengthen the ab-
solute necessity for it. I believe that
prayer constitutes the framework
within which we can bring our feel-
ings and the needs that we find
when we come into contact with
sick people. In prayer we must tell
the Lord what we feel in our rela-
tionship with the suffering because
He has invited us to engage in mis-
sion. He is with us when we are with
the sick. 

I believe that this kind of idea
leads us to focus our being, and this
is something which breaks the di-
chotomy of action and contempla-
tion. I believe that our action is a
major source for our spirituality, our
ability to grow, an origin of life in
the Spirit. 

7.7. Our Sprituality has a Social, 
Cultural and Political 
Implication

Our lifestyle, the substance of our
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spirit, of our being, has a dimension
of presence in our world.

We are people dedicated to poli-
tics, but we should not as a result
forget the “polis” within which we
live, and we must pay attention – for
our good and for the good of the
people we take care of and treat – to
the things that take place within the
polis. Our diaconate has a political
aspect; our spirituality has a politi-
cal aspect.

We must know the principles that
are put into practice by those that
govern us, along what lines such
people determine the character of
laws, the values that they promote,
how they distribute resources, and
this so that it is really the human
person, and not other interests, who
is the centre of their services, there-
by ensuring that the sick person is at
the centre of all our action of care. 

At times, because of false
pietisms, we want a diaconate
which is detached from these con-
cepts – we think that it is a value to
be distant from public life, to be far
away from certain commitments
which in essential terms have bene-
ficial results for everybody. 

When I am asked about this sub-
ject I remember the section on Jesus
and his priestly prayer which is re-
lated by St.John. Jesus in this sec-
tion calls upon the Father to act on
behalf of his disciples whom he had
sent out on their mission and who
are engaged in a diaconate: “I am
not asking that thou shouldst take
them out of the world, but that thou
shouldst keep them clear of what is
evil”( Jn 17:15). 

I answer in the same way when I
am posed this question by my broth-
ers,  and I make this concept our
own today in order to have a spiritu-
ality which helps us to be within our
health care polis, to have a social
conscience, and to put into practice
the cultural concept which care now
requires: “Lord, I ask you to make
us know how to be at our posts, to
ensure that nothing escapes us that
is required by our mission, that is
called for by our diaconate, our ser-
vice in the world of health care. I
ask you to give me the capacity to
do this as a real service to the King-
dom”. 

7.8. Our Diaconate Requires 
Constant Up-dating 

If science follows a path of con-
stant progress, if we cannot achieve

health care without the use – to the
extent that this is possible – of what
technical capacities make available
to us, then suitable service to the
sick person requires our own con-
stant up-dating.

This is required at a human level.
We must have the human quality
that our mission requires. Our lives
must lead us to achieve constant
growth in the values that define it
and which ensure that our profes-
sion is always at the service of other
people. 

This is required by the psycholog-
ical approach to the needs of the sick
person. To be a sick person today is
not the same as it was fifty years
ago. We have created a society of
wellbeing and prosperity and given
rise to new needs which cannot be
forgotten during illness. Although
we have technically specialised in-
stitutions to treat the culminating
moments of a process, all of us must
also know how to meet the psycho-
logical needs of our patients. 

This is also required by the social
concept of illness. We know that the
illness of a child places the whole
family in a state of uncertainty. We
know that the illness of the father or
the mother of a family provokes up-
sets in the habits of the family. We
know that the illness of an elderly
person shakes a series of families,
according to the case in hand, who
enjoy independence and have dif-
ferent obligations. All this requires
study, and the possibility of treat-
ment, by technicians who deal with

these social aspects of illness, but it
also requires the health care profes-
sionals to become the path to, and
the instruments of, this treatment.

This is required by the ethical
concept of care. Bioethics is a sci-
ence of our times. Enlightened by
the Word of God and by the Magis-
terium of the Church we want to en-
gage in an ethical approach to the
different situations which present
themselves at the moment of birth,
during life, during illness, and at the
moment of death, all of which re-
quire of us adequate training and
treatment in our institutions, so that
such institutions can take the right
decisions in their day-to-day and ex-
ceptional actions and initiatives. 

This is required, too, by the spiri-
tual approach, which each person
has according to his own identity. If
we are dealing with agnostics we
must be present with human actions
which make them perceive the val-
ue of a life dedicated to other peo-
ple, and which helps them in the al-
ready difficult process of illness. We
must do this with sensitivity and
sensibility, with our loving care, and
with our cordiality. If they are be-
lievers belonging to other Christian
denominations or to other faiths we
must act in a way which respects
their identity and with a readiness to
provide them with the services
which are required by their creed. If
they are Catholics we must help
them to see life as an opportunity to
obtain salvation in Christ, even dur-
ing illness, suffering, and death. 

In this sense there exists today a
great promotion of the pastoral ser-
vices provided by public and private
institutions. In our centres we must
foster the promotion of a suitable
implementation of such care so that
during periods of illness, admittance
to hospital, and death itself there is
an opportunity to understand life in
the deep and eschatological mean-
ing of faith.

All this means that our vocation
requires a constant training which
must be promoted in relation to
everybody. Its denial would involve
not understanding the needs and re-
quirements of our diaconate and our
mission as a Church in the contem-
porary world of health and health
care. 

7.9. We are Witnesses of the Fact 
that Faith is a Source of Health

We do not want to adopt ideas
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about miracles in dealing with care
and treatment. When He sees fit
God acts directly or through inter-
mediaries in a way that surprises us.
His works are elements which help
to strengthen the faith of our believ-
ers, our own faith, and touches the
feelings of the most indifferent and
the most agnostic. 

Our diaconate, our mission as a
Church in the world of health care,
leads us to be witnesses to our faith.
A faith lived out in the Father in all
circumstances, a faith lived out with
an eschatological dimension, com-
mitted to the building up of the
Kingdom, in the here and now, but
for which we feel called one day to
eternal life in Christ. 

Our faith has been subjected to
questioning. It has been said that it
is the outcome of our own projec-
tion, and that God does not exist. It
has been said that it is a neurotic ex-
perience of reality which we have
used as an instrument by which to
silence the consciences of people, to
promote a fatalistic conformism in
relation to destiny, and so forth.

From my own personal experi-
ence I can say that nothing could be
further from the truth. We can be
mistaken incarnations of our faith,
but through service to health,
through our diaconate and mission
in the world of health care, we are
called to proclaim that the opposite
is true. Our faith has a unifying and
healing function in relation to peo-
ple.

Christ came to save, to heal, to
treat and to free. He wanted people
to live out their lives with meaning,
taking on each reality which our
limited being has within it – the joys
and the sadnesses, health and ill-
ness.

God is a source of health for the
person. His presence amongst us
fosters and aids brightness and inte-
rior oneness. Our faith, if well lived
out, is a factor which works for the
maturity of the person.

Hence the fact that in the world of
health care we live out the diaconate
of faith as a source of health, with an
adult and mature approach. We do
this when we help the sick – while at
the same time respecting their feel-
ings – to know the presence of God
in the lives of everybody (and God
always loves them), even though ill-
ness may have appeared in their
lives as an expression of their limit-
ed natures. To believe in God, to be-
lieve in Jesus Christ, makes possible
a healing action with respect to the
sick person’s being which unifies
his reality and strengthens within
his inner being those vital energies
which are of help in the process of
care and treatment or which help
him to accept the very harsh reality
of leaving this world to enter into a
life which is without end. 

8. Conclusion

The Church must be a healing

factor within society. She must
help its citizens to understand the
meaning of health, and aid them in
learning how gain health and how
to keep it. She must help people to
discover the meaning of illness,
how to live out the process of care
and treatment, and how to accept
what cannot be cured. 

We health care operators are
called upon to continue within his-
tory the role which the Church has
always performed through the ex-
ercise of her diaconate and her mis-
sion in the world of health and
health care.

I would like to finish with an ex-
hortation: that we place all our trust
in this task. In essential terms,
when speaking about the economy
and health, we are dealing with a
productive concept. Christ has
been for us a great witness. In her
history the Church has had very
many witnesses. Next Sunday, the
twenty-first of December, one of
our brothers will be canonised, the
General of the Order, the founder
of the Hospital Sisters of the Sa-
cred Heart, the restorer of the Or-
der in Spain, Portugal and Mexico,
who knew amongst other things
how to fulfil his own diaconate by
placing the economy at the service
of overall health. Let us imitate
him. 

Fra PASCUAL PILES FERRANDO,
General Prior of the Hospital Order

of St. John of God.
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To the lame man who asked for
alms outside the Beautiful Gate of
the temple, Peter said: “Silver and
gold are not mine to give, I give
thee what I can. In the name of Je-
sus Christ of Nazareth, rise up and
walk” (Acts 3:6). These words well
illuminate the subject which has
been entrusted to me for the paper I
will deliver here today. A very large
part of mankind does not receive
the basic health care that it requires
and needs. The problem of relative
costs – which taken together would
not endanger the economy of the
world’s nations – cannot be solved
because those who could provide a
solution to this problem do not have
the right mentality, understanding
and commitment when it comes to
the question in hand. The Church,
for her part, like Peter in the New
Testament account of the
above-mentioned event, because
she has in her possession something
which is not thought to be a practi-
cable solution, can and must give
“what she has”, that is to say what
she has received and continues to
receive freely and endlessly –
namely, the charity and the power
of the risen Jesus Christ. These ele-
ments are always necessary in pro-
viding a solution to this problem
and to all the problems which face
mankind. 

1. The Christian 
Communication of Goods 
is an Experience of Faith

Material goods can be communi-
cated for a variety of motives and in
a whole host of ways. In particular,
however, the Christian communica-
tion of goods is the outcome of faith
in Jesus Christ. He makes us see

him in all human beings, and espe-
cially in the poorest of our brethren,
and provides us with trust in his
power to heal all forms of illness
and pain, whether they are psycho-
logical or spiritual in character. This
springs from the Christian virtue of
charity, a gift of God placed in the
heart of man which grows in rela-
tion to how much faith is practised.
The Christian communication of
goods is carried out in relation to
how much we live out our faith in
Jesus Christ. Thus it was that Peter
and John, when asked about the
miracle which had been performed,
asserted in a strong way and full of
faith in Jesus Christ: “God has
raised him up again from the dead...
Here is a man you all know by
sight, who has put his faith in that
name, and that name has brought

him strength; it is the faith which
comes through Jesus that has re-
stored him to full health in the sight
of you all” (Acts 3:15-16).

As a result of his personal en-
counter with Jesus, Zacchaeus was
able to say: “I give half of what I
have to the poor” (Lk 19:8). And in
the first Christian community: “all
the faithful held together, and
shared all they had, selling their
possessions and their means of
livelihood, so as to distribute to all,
as each had need” (Acts 2:44-46).
Thanks to this personal encounter
with Christ, they attributed less val-
ue to material goods than they did
to the people of their community.
Today as well, the Christian com-
munication of goods comes from a
personal encounter with the living
Jesus Christ. In the post-synodal ex-
hortation “Ecclesia in America”,
the Pope observes that solidarity
amongst men comes from the En-
counter with Jesus Christ through
conversion and communion. 

The giving of alms is a good
thing; charitable works have always
worked to bring individuals and
peoples closer together; and social
assistance is necessary. But the
Christian communication of goods
has deep roots and comes from the
interpretation of human life gener-
ated by the encounter with the liv-
ing Jesus Christ. The abundance
and effectiveness of gifts cannot
take the place of this vision and its
roots. However, we must not forget
that the concrete actions by which
we help those in need often become
the path which leads to faith. 

The encounter which Saul has
with Jesus changes his approach to-
wards Christians, whom prior to
that moment he did not understand:
“why do you persecute me?... I am

CARLOS TALAVERA RAMIREZ

The Christian Communication of Goods: 
What Should be Done?
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Jesus whom Saul persecutes” (Acts
9:4). The Christian communication
of goods cannot be reduced to the
individual giving of alms – it is the
ecclesial action of those who be-
lieve in Jesus Christ. After his en-
counter with Jesus, Paul said: “the
reality is found in Christ” (Col
2:17), and not in isolated believers.
These last, united to Jesus, make up
his Body, a living organism whose
life is the Lord Jesus and whose uni-
ty is life. The Church, a living body,
is healthy when there is intercom-
munication between all its parts and
when there is suitable organisation.
This unity of life leads everybody
and each individual to say with
Paul: “does anyone feel a scruple? I
share it; is anyone’s conscience
hurt? I am ablaze with indignation”
(2 Cor 11-28). The life of Jesus
flows abundantly amongst us and
fills the Church with health when
“we are in communion with the Fa-
ther and the Son Jesus Christ”,
thereby establishing communion
between all our brothers and sisters,
the parts of the Church.

Solidarity is the virtue which
corresponds to awareness of the in-
terdependence of all people and of
all the peoples and nations of the
world “as a determing system of
the relationships of the present-day
world”.1  “It is a firm and persever-
ing determination to commitment
to the common good; that is to say,
to the good of all people and every
person, so that all people are re-
sponsible for all people”.2

The Christian makes God present
amongst men and this divine pres-
ence is made real through the act of
solidarity which is “collaboration”.3

Every human being needs the col-
laboration of other men to achieve
his fulfilment. The Christian collab-
orates in the construction of men by
helping them to become subjects of
their own development, so that by
their own actions they can obtain
human health and fulfilment.

To the extent that we develop the
physical, psychological and spiritu-
al capacities which God has given
to us, we will be capable of per-
forming, in a responsible fashion,
that role which is ours in the divine
work of the construction and per-
fecting of man, both in relation to
his own person and that of other
people. We build men by collabo-
rating in the development of their

capacities, by encouraging them to
shoulder their responsibilities and
to take full advantage of all the op-
portunities which have been given
to them by God. Following the ex-
ample given by Peter and John in
the presence of the lame man, the
members of the Church of today’s
world are called upon to say to
those who so need it: “in the name
of Jesus Christ of Nazareth, rise up
and walk”. 

The deepest reality of the Christ-
ian communication of goods is not
to be found in the giving of alms, it
is not a matter of welfare. It is the
charity which builds man imple-
mented through the application in
real terms of the creative imagina-
tion. It is helping man “to collabo-
rate” in the divine work of making
him achieve fulfilment. Nobody,
not even God, can provide man
with fulfilment if man does not do
what he should do. 

The earth was given to us so that
we could steward it “with holiness
and justice” (Wis 9:3). In the earth
we find what we need to achieve
the good of every man and of all
men, including the fundamental
good of health. Through our work
these goods become useable and
we become better men. For this
reason, through the earth and work
we must achieve the common good
of mankind. A merely economic
vision of work deprives it of its

deepest meaning, which is the ful-
filment of man, both in relation to
the person who performs it and
with regard to those who benefit
from it. 

The goods of the earth and the
fruits of work are the fundamental
wealth of mankind. They exist for
the good of all men. The Christian
communication of goods brings
about and renders effective the dis-
tribution of goods. It is an instru-
ment by which goods reach their
universal destination through the
work of all. The stewardship of
these goods must be practised in a
correct fashion, and here we find
the basis of the value of ecology. 

The Christian communication of
goods requires the exercise of free-
dom and freedom strengthened and
guided by the action of the Holy
Spirit. It gives an impulse to eco-
nomic effectiveness, to social jus-
tice and to the constant creation of
new ties of unity between men. 

Health is a “harmonious process
of physical, mental, social and
spiritual wellbeing which enables
man to carry out the mission for
which he is destined by God, ac-
cording to the stage of life in which
he finds himself”. To be real and to
be a good of every person, it needs
the Christian communication of
goods. The health of mankind,
even more than the economy,
needs the spirit of faith which lies
behind the joy of seeing every man
grow and develop. 

2. The “Civilisation of Love”, 
Work of the Christian 
Communication of Goods

“The wisdom of fraternal love,
which has characterised by virtue
and by works – which rightly de-
fine Christians – the historical jour-
ney of the Church”, proclaimed
Paul VI in prophetic fashion, “will
explode with new fecundity, with
victorious happiness, with regener-
ating social force... The civilisation
of love will prevail over the trials of
implacable social struggles and
will give to the world the dreamed
for transfiguration of a finally
Christian mankind”.4 And for their
part the bishops of Latin America,
gathered together in Puebla, made
an appeal for the Church to become
“the place of communion with God
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and all men, in order to build the
‘civilisation’ of love”.5

In the Christian tradition, the
goods which Christians should
share are material and spiritual in
nature. Not everything can be ex-
changed through the instrument of
money. Those things which are the
most important do not have an eco-
nomic value. The Servant of God
Mother Teresa of Calcutta ad-
dressed the following words to us at
an international meeting of Caritas
(my version is only approximate):
“I hope that you, professionals of
charity, will not forget charity. In
order to explain to you what I mean
I will tell you about something that
happened to me. As I did every
night I went out of the convent to go
into the streets and help poor peo-
ple. One of them asked me for char-
ity; he was sitting on the pavement.
I drew near to him and he was hop-
ing that I would give him a coin.
But I, too, did not have any money
with me. He put his hands in mine.
He raised his eyes towards me and
said: how warm your hand is! It’s a
long time since someone gave me
their hand”. The giving of alms has
often been an obstacle to, and a car-
icature of, charity. 

Much of the health of people is to
be found in their relationship with
God, with men and with nature. The
re-establishment of good relations
with these three areas is a solid base
for health. Paul VI declared in Pop-
ulorum Progressio: “sincere dia-
logue indeed creates brotherhood.
The work of development will draw
nations together in the attainment of
goals pursued with a common effort
if all, from governments and their
representatives to the last expert,
and inspired by brotherly love and
moved by the sincere desire to build
a civilisation founded on world sol-
idarity. A dialogic based on man,
and not on commodities or techni-
cal skills, will then begin. It will be
fruitful if it brings to the peoples
who benefit from it the means of
self-betterment and spiritual
growth, if the technicians act as ed-
ucators, and if the instruction im-
parted is characterised by so lofty a
spiritual and moral tone that it guar-
antees not merely economic, but
human development. When aid
programmes have terminated, the
relationships thus established will
endure. Who does not see of what

importance they will be for the
peace of the world”?6

A.The Christian Communication 
of Knowledge

In 1980 John Paul said to the
United Nations: “there is an urgent
necessity to share the resources of
intelligence and of the spirit, of sci-
entific knowledge and cultural and
artistic expression. This sharing is
not a one-way sharing – it is recip-
rocal and multilateral. It requires
that the cultural, ethical and reli-
gious values of populations are al-
ways respected by the parties in-
volved. It requires mutual openness
to learn from each other and to
share with each other. In this shar-
ing, technological advance and
economic growth clearly brings
with it a change in the socio-cultur-
al models of a people. Up to a cer-
tain point this is inevitable and
must be taken into consideration in
a realistic way for the good of the
growth and development of a peo-
ple. But, if we are honest with our-
selves, when we say that man is not
simply a ‘homo oeconomicus’ we
must be careful to ensure that a
harmful change, where positive
values are sacrificed, is kept to a
minimum in order to give prece-
dence to ethical-moral, cultural and
religious values over indices of
merely economic growth”.7

As a result, the first place in the
Christian communication of materi-
al goods is given to the free and
generous communication of the
good of knowledge. This is the first
thing which must be distributed in
the undertaking of spreading health
and contributing to the building of
human beings. The communication
of knowledge is a direct help for the
innermost part of man which re-
mains with him in facing up to new
situations and enables him to re-
ceive yet more and greater knowl-
edge. It is the fundamental task of
the Christian communication of
goods to give life to a culture which
takes care of and fosters health
through the knowledge which is
available to us. Through such
knowledge men will learn that
health is not in essential terms a
matter of feeling good, but of real
wellbeing, and they will become re-
sponsible with regard to its protec-
tion and the causes of illness. In the
same way, we must all come to
know that health is not an end in it-
self but an important means by
which to bring about what God has
in mind for each one of us.

Many inherent problems of a un-
healthy life and illness are charac-
teristic of cultures which do not ap-
preciate health to the full and which
ignore the fundamental norms of
environmental and food hygiene.
Furthermore, some illnesses from
which advanced populations suffer
are due to lack of knowledge, to a
lack of information, or to a con-
tempt for the moral values which
support the harmonious process of
the physical, psychological, social
and spiritual wellbeing of man. The
spread of knowledge about these
subjects is certainly one of the most
important “works of compassion”
of the members of the Church. 

This task falls both to the mem-
bers of the Church who have such
knowledge and to those peoples
which do not have such knowledge.
The spread of health in the world is
the specific task of love between
men, that is to say it is a task bound
up with the creation of the spiritual
health of the social body made up of
all the men of the world. 

The ground-level ecclesial com-
munities, in the words of John Paul
II, are “a solid point of vaid depar-
ture for a new society based upon
the ‘civilisation of love’”.8 Through
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these communities it is possible to
build a new culture, promote the
wellbeing of the members of these
communities, and through acquired
health allow new progress in the
humanisation of the peoples of the
world. I think that it is very impor-
tant that such communities have a
constant desire to achieve their own
development and rely upon their
own strengths in the promotion of
health. The building of men means
helping them to develop their most
human part – their spiritual capaci-
ties.

B.The Communication 
of Material Goods

The communication of material
goods must be carried out in an eco-
nomically productive way and in a
way which guarantees the building
of human dignity and quality. At an
economic level it must be opera-
tionally effective, well adminis-
tered and efficient, and produce the
overall development of man. It can-
not be reduced to mere alms giving,
except in cases where it is not possi-
ble to achieve the real development
of self-reliance and independence,
such as occurs at times of natural
catastrophe and permanent need, or
to cover up the negative effects of a
national economy which is disor-
dered in its goals, its production and
in its distribution. 

All the goods of the earth which
man in some way or other possess-
es – personally, through the state, or
through the community – must be
administered in such a way that
they reach their proper universal
destination, perform their mission
of satisfying authentically human
needs, and develop all the capaci-
ties which exist within humanity,
and all this so that every person
reaches that fulfilment to which the
Father has called us. In this way,
therefore, the Christian communi-
cation of goods is the path by which
to provide the goods that we pos-
sess on the earth with their univer-
sal destination. This undoubtedly
means that there must be a new way
of living the economy, of spreading
and exchanging knowledge, and of
entering into a relationship which
will obtain the globalisation of soli-
darity. Here I would like to examine
three points all of which require a
serious commitment on the part of

Christians to a future “civilisation
of love” where the Christian com-
munication of goods is a reality. 

A Giant and Patient Intellectual 
Task of the Science of Economics

Today weak economies and eco-
nomic crises directly affect the
physical states conditioned by
health, by diet and by work. We
know that the science of economics
must strive to find the right routes
by which all men can have access to
these goods. However, we still do
not know how to meet these needs
in an effective way. It would seem
that the effectiveness of the fruits of
this science has benefited only
those who are moved by materialis-
tic motives. It is important for
Christians to respond to this call if a
science which achieves the univer-
sal meeting of needs is not really
possible. 

I believe that care for the health
of poor groups and nations requires,
as I have already observed, a new
look at, and a promotion of, the
health of the whole social body of
humanity. This task should correct
the goals which men at a practical
level search for in their economic
activity. Mankind must free itself
from the hyper-economic motiva-
tions which govern the world econ-
omy: economic activity must not
strive first and foremost for the cre-
ation of wealth and its accumula-

tion but, rather, for the satisfaction
of the authentic human needs of all
men. As a result, we should give
pride of place to the distribution of
the products which are made. Per-
haps this new approach will come
to propose new points of departure
for the science of economics and
the creation of new models. 

An attempt to find the right
routes to take for a new way of
meeting needs and requirements in
a human way is being made by the
scholars of “the economics of soli-
darity”. Their principles are as fol-
lows: 

1. Solidarity, co-operation and re-
al democracy, both in the produc-
tive process and in forms of life and
of human living together in society.

2. The supremacy of the goal of
service over the impulse to gain,
and likewise the supremacy of the
common good over individual gain.

3. The supremacy of labour over
capital.

4. Associative work as the princi-
pal basis of the organisation of the
firm, of production, and of the
economy.

5. The social ownership of the
means of production by workers.

6. Workers’ management.
7. The integration of the units

and the organisations of the solidar-
ity-inspired economy.9

The size of this intellectual initia-
tive and the hopeful experience of
poor people organised into commu-
nities which work for this project,
aspire to be the beginning of univer-
sal solidarity. This solidarity must
come about through small steps
which will shape the new society.
These small steps, together with
other small steps, are for the mo-
ment the only elements which
promise a new way of living the
economy, with new values, new
goals, with a new humanistic mean-
ing, and constructive of human dig-
nity and fulfilment. These steps are
the signs which the Church knows
how to produce when following in
the footsteps of her Master Jesus. 

Signs are not the total solution to
the problem, but they point out its
path. Jesus did not solve the prob-
lem of the hunger of his time, but in
giving food to the hungry he taught
the route to be taken to solve it.
This sign is the model which
should be followed in present-day
circumstances. Solidarity is not an
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optional but corresponds to what it
is to be a Christian. Yes indeed! It is
Christian to be solidarity-inspired,
with Jesus who made himself man
and showed himself to us as such,
the same as us in everything except
sin. 

The small communities which
have become self-reliant in relation
to the prevention and the treatment
of their illnesses, in order to pro-
mote cultural transformations
which help people to gain health
and take care of it must foster per-
sonalisation, must make them-
selves able to serve within the
community, and must strengthen
the weak so as to make the body of
Christ truly vigorous. The Church,
which is the body, must strive to be
such in an effective way by carry-
ing out actions which accredit her
as a Church, in the same way as
Christ gained credit through his
works.

The Christian communication of
goods means the construction of
relationships which generate
health. For some people health is a
correct relationship with the envi-
ronment. A correct economic, edu-
cational, cultural and political rela-
tionship is a part of the health by
which man becomes capable of full
communication at the service of
others. In this way he discovers the
image of God within himself; be-
comes the master of himself; and
walks towards the full develop-
ment of his physical, psychologi-
cal, spiritual and social dimension. 

The Sharing, without Causing 
Damage to our Economies, of the 
Goods that God has Granted us

In the spirit which guides these
experiences, and given that the mo-
ment has arrived when these
thoughts and generous efforts
should produce a “new economy”
which will globalise solidarity and
function effectively, the Church,
faithful to following in the foot-
steps of her Master, is producing
new ideas and proposals which
should be examined in the convic-
tion that at one and the same time
they spring from an inspiration
provided by God and must be im-
plemented by means of fragile hu-
man thoughts which need to be or-
dered and purified. The actions
which come from the implementa-
tion of these ideas can be clear

signs of what is desired by God of
man. 

Ignacio Cantarell, a member of
the laity who is full of practical
charity, launched a project in
Madrid taking as his inspiration the
words pronounced with insistence
by Paul VI in 1973: “we have still
not yet arrived at the contribution
(decided by the United Nations) of
at least 1% which every country
should make, according to its level
of development, in order to help
developing countries”. Further-
more, the author referred to the
repetition of this wish expressed by
John Paul II: “my predecessor Paul
VI called on the developed nations
to contribute 1% of their gross do-
mestic product (GDP) to develop-
ment. The level which is presently
allocated for this purpose seems to
be very much below this 1%..The
Holy See wants to repeat this ap-
peal of Paul VI so that this percent-
age figure does not continue to be a
utopian goal”.10

In the opinion of the creator of
this project, the levels which
should urgently be reached in the
sphere of health – something
which Christians can do in a spe-
cial way – are two in number. The
first is the level of “extreme need”,
described by FAO as being “in-
tense loss of weight caused by seri-
ous malnutrition” and by the the-
ologian Soto as “when one sees

that one’s brother runs the risk of
falling into an incurable illness, or
another grave evil from which men
usually die”. The other level is that
of “almost extreme need”, defined
by the World Bank as “moderate
malnutrition” “because it does not
generally involve the danger of dy-
ing, only anxiety, a great deal of
pain, and lethargy caused by
hunger, accompanied by the risk of
falling into a state of serious mal-
nutrition” and which in the words
of Lugo “leads to the risk of falling
into a state of extreme... although
not fatal... need”.11

We should pay great attention to
these needs. Cantarell observes
that “an analysis of the real possi-
ble contribution which can be
made by Christians must be based
upon support for combating mal-
nutrition or absolute poverty as the
first step in the universal destina-
tion of goods. This step is of pri-
mary importance and is urgent; it is
the only step that Christians can
address themselves to in an eco-
nomic sense, and it forms a direct
part of ecclesial practice”.12

This project seeks to encourage
all Christians, the followers of
Christ, to allocate 1% of their in-
come to answering the basic needs
of the world. I believe that the Pon-
tifical Council for Pastoral Assis-
tance to Health Care Workers
could ask Catholics to create and
administer a special fund for health
in the world sustained by the free
donation of 1% of their incomes.
This would be a important sign of
the presence of Jesus Christ in the
world; and, after all, the Lord came
to heal the sick. The organisation
of this project would help people to
become aware of the precepts giv-
en to us by the Lord of love and
solidarity and to understand them
in the modern day terms of the
need for all men to free themselves
from what damages their health,
and to provide care which was pre-
viously not considered necessary
but which is now seen as being
fundamental given the present state
of knowledge in relation to health.
In the same way, this sign would
show that it is not a utopia but a re-
al possibility, which involves the
work of many people, the members
of the body of Christ, who carry
out the work of giving health to the
sick. 
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The Roots of the Christian 
Communication of Goods Calls us 
to act in Conformity with what 
we are: the Body of Christ 

In the work of faith the instru-
ments to hand are always short on
the ground and not sufficient for the
purposes of the work which must be
carried out. After Jesus had finished
his preaching, his disciples said to
him: “give them leave to go to the
farms round about, and buy them-
selves food there; they have nothing
to eat. But he answered them, It is
for you to give them food to eat”
(Mk 6:36-37). Because the disci-
ples did not have the two hundred
denari which were needed to buy
the bread need, Jesus asked them
what they had, and the answer was:
“five loaves of bread and two fish”.
This is the problem which we are
faced with every day in the world
we live in, a world which enjoys
undeniable progress and advance.
By this episode Christ taught us to
be concerned with the needs of the
poor. We must marshall all the
means we have available and this
must be done voluntarily. Here we
encounter the starting point of the
Christian communication of goods-
sharing. Organisation then follows,
because the Lord wants us to be or-
ganised. The work of apostles and
of servants is needed because, once
broken, bread multiplies. Organisa-
tion and shared work are the bases

upon which Jesus effects multipli-
cation. In this way the undertaking
becomes effective and the needs are
effectively met – “they ate and were
filled”. What was left over was
kept. All this was done by Jesus
with explicit reference to the faith –
he raised his eyes to heaven and
blessed the bread and the fish,
thereby stimulating faith in the peo-
ple who were there.

Perhaps it is no accident that the
moment has arrived when we
Catholics should act as one body to
work for a solution to the problems
of mankind. John Paul II said to
the United Nations: “For many of
these problems it would be neces-
sary to have merely a political will
which goes beyond immediate
personal interests... This will must
be constantly guided by criteria
which place the human and social,
ethical and cultural, moral and
spiritual side of things above what
is purely economic and technolog-
ical. This will must be developed
not only amongst the leaders of the
world, but amongst all men, at
every stage of life. A large number
of problems can be solved only at
a global level”.13

The body of Christ is living
through the risen Jesus Christ and
the union of all its parts is ensured
by the continuous action of the
Holy Spirit. The collaboration of
the parts of the body must be mani-

fested so that the community en-
ables the power of the risen Lord to
be present, and this so that the
world comes to believe and trans-
forms itself. “Christians should say
through their concrete attitudes that
one cannot be happy ‘alone’”.14

His Excellency Mons. 
CARLOS TALAVERA RAMIREZ,

Archbishop of Coatzacoalcos,
Mexico
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1. Some Facts and Figures

– The average income per head
of the population is 254 US$ a
year.1 Child mortality is declining
(in ’91 of the children under 5 years
old, 141 in every 1000 died before
reaching the age of 5 years and in
’96 it was 137 in 1000). This means
that 1 in every 7 children dies be-
fore reaching the age of 5 years.

– On the other hand 71% of chil-
dren of 24 months or less have re-
ceived all recommended vaccina-
tions (the rest partially).

– 46% of health services are pro-
vided by Government; 54% by
voluntary or private services.
There are 164 hospitals in Tanza-
nia, 269 health centres, 3078 dis-
pensaries.

With a population of 30 million
people that means 1 doctor per
23.000 (in 1995 there were 1264
doctors of which 1007 were Tanza-
nians); 1 hospital per 190.000 peo-
ple; 1 health centre per 110.000
people; and 1 dispensary per
10.000 people

– The population is structured as
follows: 47% under 15 yrs, 49% be-
tween 15-64 yrs, 4% above 65 yrs.

In urban In rural 
areas areas

Electricity 
in the home: 36.1% 2.5%
Water 
in the home: 31.5% 2%
Pit latrines 
(traditional): 89% 82%

In rural areas 70% of the house-
holds are more than 15 minutes
away from their water source.

Radio 65.4% 33.8%
Bicycles 25% 33%

– The population increase each
year in Tanzania is about 600.000
persons (that would mean that we
need 3 new hospitals, 6 new health
centres and 60 dispensaries each
year just to keep up existing ratios
and proportions).

These are rather dry figures but
they show clearly that the state of
health service is far below the min-
imum required to provide a satis-
factory standard of living. These
are figures which present averages
and do not express social differ-
ences and the unequal distribution
of these services. E.g. the number
of doctors in towns is high leaving
a minority living in the rural areas
where 75% of the population are
still living. Rural health facilities
lack other qualified personnel and
drugs.

Looking at the actual situation in
a country like Tanzania and com-
paring it to rich countries and mid-
dle income countries, we see how
the differences in economic capaci-
ty have a big impact on the quality
of life especially in the area of
health care. The poverty of lacking
factories or modern units of pro-
duction may cause a country to
have a low level of income. But to
lack health facilities is a matter of
life and death when illness strikes a
person.

To lack health facilities is only
part of the reality.  We also lack ba-
sic health education for a good
number of our people. Though
awareness is growing among the
people about health care and how
to look after health, nevertheless it
is a reality that many people are
still ignorant and many people are
still victims of this ignorance and
will follow practices of a supersti-
tious type and even of witchcraft

and related social problems. Many
people are still fatalistic, thinking
that they cannot do anything about
their problems and have a false no-
tion of submission to God’s will.

Within the context of economic
and educational poverty concern
for health care and providing ser-
vices to people is not just an eco-
nomic issue, it is a highly moral is-
sue. And when we agree upon the
dignity and sanctity of human life
then we can not pretend that health
services for people is an issue
which each country must solve on
its own. The question of health ser-
vice should be the concern of all
and should be treated at a global,
worldwide level. To this point I will
return later on.

1. We are in a Period 
of Transformation

When Tanzania became inde-
pendent in 1961 the population and
its leaders considered free health
care as one of the fruits of indepen-
dence. From the colonial powers
Britain, people had learned that a
National Health Service, providing
free services, was a clear sign of
political and social advancement.
With independence, reaching polit-
ical freedom, the people of Tanza-
nia wanted to receive tangible prof-
it for their daily lives.

These expectations of indepen-
dence were justified, however the
service had to be financed from the
country’s income or from gifts.
With the years and with a growth in
the needs and lack of sufficient
economic growth and some ad-
verse circumstances (e.g. the in-
crease in oil prices, the war with
Uganda) the Government began to

PAUL RUZOKA

Assessing the North-South Difference
in the Economy of Health



103THE ECONOMY AND HEALTH

realize that they did not have the
means any more to provide such
free services. The donor communi-
ty also did not want to continue
lending money for payments of
such services.

From this came the Structural
Adjustment Programs and the gen-
eral policy that people should par-
ticipate in the costs for these ser-
vices. The cost-sharing policy was
introduced which is now being im-
plemented.

The SAP programs called for re-
form in the health sector in the fol-
lowing ways:

– Charges for user fees in Gov-
ernment health facilities (in the pri-
vate sector this was already the
case).

– To organize health insurance
systems or other risk coverage sys-
tems (i.e. organize the mobilization
of resources from individuals).

– Use non-governmental re-
sources more effectively.

– Decentralize the planning and
budgeting and purchasing for gov-
ernment health services.

These reforms were indeed nec-
essary. But the weakness of the pol-
icy has been that it was indiscrimi-
nate. That it did not study and plan
the reforms with the differences of
economic capacity in mind of the
different social groups in society.
The reforms have fallen upon the
poor as a very negative experience.
It has caused a lot of suffering and
death among the poor – that is
among the lower income group,
which constitutes about 60% of the
population. This experience of not
being able to find the necessary re-
sources in time of illness has been a
painful reality for many and it is
creating a sense of fatalistic harsh-
ness among the population and a
morality of each one for oneself
mentality. 

A struggle for life attitude which
has negative effects upon the social
coherence of the nation. This will
have a long lasting effect upon the
basic moral attitudes of a nation.
The reform may make some eco-
nomic sense but it will create a lot
of social-moral harm which we are
noticing now in society and it is
eating away at the moral fibre of
the nation. It will cause social ten-
sions in the years to come.

In Tanzania user fees were intro-
duced in 1993. However the ser-

vices at government rural health
centers and dispensaries are still
free of charge, except at district
level where a fee is paid and where
there is the community health fund.

At the same time private-not-for
profit health services are highly en-
couraged – like mission involve-
ment by the religious groups and
institutions. 

But these institutions experience
the same difficulties of a lack of
economic capacity. E.g. mission
hospitals cannot be run on local
payments only, subsidies are still
necessary for many years to come
if the Church is to maintain its hos-
pitals in Tanzania. Dispensaries
have more chance to become fully
self-reliant if they are well run and
cost-effectively organized. At that
level the local Church capacity
could make an efficient self-reliant
contribution to the health service. 

The basic policy by government
to decentralize the administration
of the health sector to the districts is
now in implementation. Included
in that policy is the aim to engage
the local community directly in the
management of our health services.
This higher level of involvement
by the local community will hope-
fully increase the sense of responsi-
bility in the community. However,
this will take time to become a real-
ity. It cannot be altered in a few
years.

Community involvement by it-
self will not solve all the problems.
It is not only a question of lack of
funds – it is also a question of re-
ducing inefficiencies, to make the
service more cost effective. But it is
also a question of professional
quality and moral dedication and
service mentality, which does not
depend solely on a financial re-
wards system. Moral and human
quality in the Health Service is of
paramount importance. It is an eth-
ical issue which does not get the
importance it deserves in political
and civil service circles which are
responsible for planning and ad-
ministration. We are in fact notic-
ing a lowering in ethical standards
among the medical personnel.

It is with sadness that one has to
say that there is a good deal of cor-
ruption in the medical service, peo-
ple using their position as an occa-
sion to obtain additional income by
demanding a bribe before render-

ing a service. This phenomenon has
been growing considerably in re-
cent years and is noticed more in
government institutions, though it
is not absent in private institutions.

Although it is true that the offi-
cial policy asks for small contribu-
tions in the form of fees to be paid
by the patients, the reality very of-
ten is that such items as laboratory
examinations or medicines are not
available in the official way, e.g.
medicines are not obtainable in a
government hospital but can be
bought next door in a private phar-
macy. This reality adds to the bur-
dens for the patients. The extended
family system is still the basic sup-
port system for ordinary people.
Yet this is limited to the economic
capacity of the family. There is a
great need for a larger base of sup-
port. Solidarity must be organized
on a wider scale.

In this regard, the idea of health
insurance schemes is slowly mak-
ing its way. There is an interest in
such proposals. Both government
and Church institutions have start-
ed to plan and to experiment with
health schemes. But the idea will
take time before it enters into the
culture and behavior of people. The
insurance culture of foreseeing and
budgeting for such unforeseen fu-
ture expenses is not yet part of the
culture and behavior patterns of the
majority. Again this will take time
but the awareness is growing. 

Also, different situations and cir-
cumstances must be envisaged in
planning insurance. The employed,
the urban unemployed, the rural
cash crop growers and rural subsis-
tence producers, these social
groups have to be approached in
different ways.

There is a need also to educate
the people on how to take care of
their needs and to structuralise that
sort of solidarity. One has also to
plan such services well so that loss
and theft by some unscrupulous
people can be avoided. Without
trust and a mutual help spirit such
communal risk bearing systems can
never succeed

Modern developments in our so-
ciety have also given rise to new
problems which we need to ad-
dress. Growing urbanization has
given rise to a diminishing of ex-
tended family responsibility and
special types of needy people are
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growing in number e.g. young peo-
ple emigrating to towns leave the
elderly alone at home; the AIDS
problem is creating an orphans
problem which elderly grandpar-
ents have to cater for; the number
of widows and women left alone
with the charge of children; even
young children having to take care
of other children, this is a growing
social problem; the street children
and other young people who ven-
ture out on their own are social re-
alities. 

In Tanzania we also have new
problems which have been created
by others and which are giving us
many headaches, namely war and
refugees. As Bishop of Kigoma, I
have personal experience of neigh-
boring countries experiencing war
and ethnic tensions and clashes
which create a lot of suffering for
many ordinary people. Especially
women and children. Many thou-
sands have fled their country and
live temporarily in Tanzania. The
international institutions have
made a big effort to help, but this
still leaves many problems to the
local people and additional burdens
on existing services within the
country.

One cannot say that economic
poverty is the sole reason for a lack
of resources in the health services.
If there is more than three times the
amount available for defense ex-
penditure than there is available for
the health service, then we must
say that it is not only economic
poverty that is the cause, but also
political choices made by govern-
ment in considering military needs
more important than health needs.
This means that there is a lack of
political will, both at national and
at international level, to take health
needs as a global humanitarian
problem.

As a Church we need to put so-
cial pressure on our societies to
make this problem an international
issue and help create the political
will to deal with the needs of the
poor on an international approach.

3.  Which Way Forwards?

The title of the paper I was given
was: assessing the North-South dif-
ferences.

From the description I have giv-

en of my country Tanzania it is
clear that there are many differ-
ences between the rich countries
and the poor countries. Yet this
general description – rich countries
and poor countries – is no longer
adequate in analyzing the social sit-
uations of the world. In fact, we
have groups of poor and less well
off people in rich countries and in
poor countries. True: the number
of the poor is greater in poor coun-
ties, but social provision for the
needs of the poor will be needed in
both situations. In both rich and
poor counties one finds people who
are well off and who can easily af-
ford costs of health service. In Tan-
zania there is a percentage of rich
people who can easily afford health
care. There are also a percentage of
people who are in a position to ob-
tain the money to pay for health
services, even going abroad, either
form government funds or from a
network of friends who can obtain
the privilege for them. These are in-
deed privileged people and their
number may not be so big, but they
are part of the real life situation and
are among the people who partici-
pate in policy making. I am not re-
ferring here to abuse or to corrup-
tion (which also exists). I am
speaking about privileges which
some people enjoy whereas the ma-
jority of the population have no ac-
cess to such possibilities. Such
privileges are available to some
within the present system.

Another consideration which we
must bear in mind is that in rich
countries there exists a social poli-
cy which is the result of a long his-
tory of trying to cope with social
problems. It has given birth to a
certain system of provisions which
allow people to cater for their so-
cial needs. 

In Tanzania we are still at the
early stage of re-organizing our so-
cial system after the socialist sys-
tem of free medical care. People are
now asked to participate directly to
some extent in the cost of health
services.

As I said earlier the economic re-
ality is such that many people can-
not cope and the central govern-
ment is no longer able to help those
people as such a big proportion of
government expenditures goes to
debt servicing (35%). But even if
that were not the case the govern-

ment would not be able to set up a
welfare system for the economical-
ly weak because the people in that
category are too large in number.
We need another approach to this
whole social issue.

a) We need:
– A local government, local

community approach as our basis
where local efforts must be made
responsible for providing the first
step by gathering local contribu-
tions in the form of local tax, or lo-
cal cost sharing, paying a part of
the salaries and cost of basic medi-
cine.

– Certain expenditures must then
be guaranteed by national econom-
ic budget from the national rev-
enue.

– Certain expenditures must then
be guaranteed by the international
community to supplement what the
poor economic capacity of poor
countries cannot afford.

In Tanzania we have made a be-
ginning with this approach in let-
ting districts become more respon-
sible for planning for the adminis-
tration of the health service. But we
have still a long way to go because
many elements of the local govern-
ment reform are still not in place
and are not yet acceptable to many
people. 

The national government is not
yet ready, or not yet in a position, to
shift more of its responsibilities to
the local level.

The international community al-
so is not yet ready to accept this ori-
entation of giving greater responsi-
bilities to the local level for the ad-
ministration of the policy and of the
funds. The control system of the
donor community is still highly
centralized, in spite of their insist-
ing in words on the need for locally
based community approach in the
projects they accept.

b) We need:
To acknowledge the growing re-

ality of social classes – very similar
to the social classes which existed
during the industrial revolution in
19th century Europe and North
America.

– The social class of the privi-
leged and the wealthy are already
globalising their interests as a com-
mon aim and they are influencing
world economic activities to their
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own advantage. These privileged
people can be found both in the rich
countries and in the poor countries
and they are making bonds of inter-
est.

– With the demise of the socialist
economic systems we are now see-
ing a growing capitalistic develop-
ment which serves the interests of
those who are better off and who
impose their interests on policy
making in the poor countries espe-
cially in the areas of finance and
trade.

– We need therefore to start a
global movement of redressing this
capitalistic development and bal-
ance it by defending the social in-
terests of the majority of the people
in the world who are economically
weak. This requires a global ap-
proach – a movement which aims
at increasing global solidarity.

– This is not an issue of “aid”
giving, it is not an issue which will
be solved by a charity approach or
an NGO approach. This issue re-
quires an ethical-political stand and
strategy and it will need political
structures and channels.

– It is important to remember
that this issue is of such importance
that it will affect world peace for
good or for evil. We cannot afford
to look after the health of our eco-
nomical system at the expense of a
larger section of the world popula-
tion.

– It need not be emphasized that
this is also an eminently religious
issue, and for us Christians, simply
the very essence of our Christian
vocation.

c) Strategy
– Let different religious groups

and denominations continue to put
pressure on policy making struc-
tures at an international level and
devise particular ways to organize
such pressure like the Jubilee 2000
debt relief program has done

– Lobby for a global social poli-
cy whereby some basic human
needs are treated on a world – di-
mension (e.g. basic health needs
like essential drugs) by introducing
forms of international taxation, cre-
ate organs of international policy
making and establish universally
accepted criteria on how to use
those resources. Such decision-
making requires political structures
which are worldwide in character

and have power beyond national
sovereignty and beyond financial
power blocks.

– International organizations to
become more unified and integrat-
ed, so that policy can be drawn up
which follows a common line of
priorities. International organiza-
tions tend to increase fragmenta-
tion of interests by a lack of coordi-
nation.

– At a national level the aid giv-
ing and aid receiving needs a com-
plete overhaul. It should not be so
that programs are worked out in a
way that follows the availability of
loans rather than the real priorities
of the people. And this is often the
case. Donors should not encourage
the fragmentation of help by dictat-
ing their own priorities.

Government leaders must be-
come true ambassadors of their
own people and must not give in to
selfish inclinations of looking after
their own personal political and
economic interests or that of their
close interest groups.

– To support the development of
civic groups. This is the only way
to build up true democracy. The in-
troduction of multiparty politics
will not lead to true democracy un-
less there is healthy pressure com-
ing from civil society.

– To strengthen local government
and local societies as the guarantee
to a sustainable approach to the
problems of basic health care.

Social awareness at local level is
often weak, and as a result people
have little creativity to build up
structures at local level to take care
of their needs. At the moment there
is little trust in any type of leader-
ship. The simple people have been
cheated too often. The moral credi-
bility in leadership has been greatly
eroded as a result. This is a reality
we need to face. This is a cultural-
ethical issue, which needs far more
attention than it is getting.

– Primordial needs like health,
food, drink, land, shelter, safety, ed-
ucation should not be dependent on
the economic capacity of a poor na-
tion, nor should it be dependent on
financial institutions and banks. Re-
gional Parliaments and the United
Nations should become more pow-
erful politically. But the voice of the
poor should be represented directly
in the said institutions. There is a
great challenge here to create

democracy at an international level
starting from the local level.

Conclusion

The Catholic Church should not
only be our inspiration, but also an
example for this orientation. As a
Church which calls itself Catholic
(or global) we need to rethink also
our international relationships be-
tween Churches. We need a social
policy which works out in a better
way its own social teaching.

We need to let the diverse cultur-
al voices and the different social
situations become a more active
part of the social policy we have to-
wards social problems we face.

Donor-Church communities
should not be the ones that set the
criteria alone for distribution of re-
sources. Local Church leaders
should not be the ones who alone
determine the needs of their local
Church. There is need for a local-
Church dialogue to determine to-
gether the needs of the people.

This dialogue, at these various
levels, needs to be structuralised in
a more satisfactory way than the
way we do now. Let us be an exam-
ple for secular institutions. At the
African Synod we, African Bish-
ops, stressed the family aspect of
the Church.

But how can we sit together at
our table, as a family, when some
get plenty of food at the table and
others can only look on with hun-
gry eyes. Let us reflect more deeply
on the political and ethical dimen-
sion of the words “give us today
our daily bread”.

For the Church this is a vital
evangelical challenge. If we do not
heed this call, the Church in the
Third World will lose a lot of cred-
ibility.

H. E. Mons. PAUL RUZOKA
Bishop of Kigoma, Tanzania
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It is with great pleasure that I take
part in this fourteenth international
conference organised by the Pontif-
ical Council for Pastoral Assistance
to Health Care Workers, a confer-
ence dedicated to the analysis of the
relationship between the economy
and health. I would like to thank the
organisers for this opportunity
which they have given me and
which allows me to offer a number
of reflections on the evolution and
development of the Welfare State
and the criteria which could inspire
a model for the distribution of, and
access to, such a valuable good as
health. 

1. Health Care and the 
“Welfare State”

Health is undoubtedly an objec-
tive which both the individual and
society as a whole aim for, and
where their interests converge. 

In the same way, health care is
without doubt the most beautiful of
the tasks which can be carried out.
This is because for man health is the
pre-condition of every physical or
speculative activity, and of every
form of material or moral advance.
For society as well, the health of its
members is a necessary pre-requi-
site for every kind of political, so-
cial and economic development.

Ever since very remote times, po-
litical organisations and communi-
ties have demonstrated care and
concern for the health of their re-
spective populations. At the outset
this was done in an intuitive and in-
stinctive way, but in time such an
approach came to be based upon
knowledge about diseases and ill-
nesses and upon those scientific ad-
vances which were achieved by
man’s forward progress. 

However, the right to health, or

more specifically the right to the
protection of health, is a relatively
new right which was born with the
advance of society. In more specific
terms, it arose through the conjunc-
tion at a given historical moment of
the egalitarian claims of socialism,
the goals of Christian humanism in
relation to the human person, and
the conviction that no democratic
society can advance in social peace
if economic liberalism is not ac-
companied by redistributive poli-
cies which are able to secure due so-
cial cohesion. 

This is the basis of the “Welfare
State”, a term invented during the
historical period of the inter-war
economic depression but which has
its specific origin in the social laws
passed by Bismarck and its practical
implementation in the Beveridge
Report of 1942. It was within the
framework of these doctrinal and
political approaches and ways of
thinking that the major European
health care systems evolved in the
years following the Second World
War. 

The “Welfare State” has clearly
involved major social advance and
progress. Its conquests in the fields
of public education, health care,and
pensions, accompanied by the intro-
duction of unemployment pay,
made a marked contribution to so-
cial cohesion. Fortunately enough,
all these advances became a point of
departure for any government
which really sought to improve the
welfare of its citizens. 

The Crisis of the Welfare State

However, in recent years and
from very different theological
points of view, major criticisms have
been levelled at the Welfare State. 

On the one hand, it has been

stressed that a Keynesian economic
policy, together with a broad con-
cept of the Welfare State as benefac-
tor, has led to a disproportionate ex-
pansion in planning and bureaucra-
cy. This bureaucracy, it is argued,
has suffocated social initiative and
helped to bring about economic
stagnation, leading in extreme form,
according to the analysis offered by
Max Weber, even to our being
locked into a “cage of serfdom”. 

On the other hand, it has been
proposed that the crisis of the initial
model of the Welfare State has not
only been a matter of its negative
consequences for economic growth
and competitiveness – principles
which are at the root of every form
of redistributive policy – but is to be
found at a very deep level in the pro-
foundest wishes of man for inde-
pendence, justice and freedom. 

For this reason, during the 1980s
we witnessed in the Western world a
critical analysis not only of the phe-
nomenon of “stagflation” – a situa-
tion of stagnant inflation which was
typical of the 1970s – but also of the
dependence politics of bureaucracy.
Both these elements were linked to
the workings of the Welfare State. 

From another point of view, it has
been pointed out that from the Bev-
eridge Report onwards a purely
negative vision of welfare was em-
braced which involved a stress on
fighting against poverty, illness,
lack of education, destitution and
unemployment. This, it has been as-
serted, was a pre-eminently eco-
nomic vision of welfare and of the
policies which were necessary to
achieve its realisation. 

2. The Dangers Promoted 
by Globalisation

Over thirty years ago the phe-
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nomenon of globalisation, with the
triumph of values based upon ideas
of flexibility, efficiency, productivi-
ty, competitiveness and utility, in-
volved an evident danger for the so-
cial progress which had been
achieved, and, in turn, implied the
risk of a deterioration in public ser-
vices – the most serious conse-
quence of the triumph of these val-
ues. 

This process of globalisation,
which has arisen from the gradual
disappearance of administrative and
political frontiers, is bringing about
important economic growth which
should favour a correction of territo-
rial imbalances and provide an an-
swer to the problems of unemploy-
ment, poverty and acute poverty.
However, it remains the case that at
a global level millions of human be-
ings lack food; poverty afflicts over
a thousand million people; and a
third of children on the planet are
malnourished. Furthermore, in a sit-
uation where a world without fron-
tiers brings with it a number of pos-
sible economic advantages, there al-
so exists the danger of a cultural loss
of roots and of ideological confu-
sion. Hence the need to take advan-
tage of this situation of economic
interdependence and international
synergy in the areas of political,
economic and social activity in or-
der to intensify the fight against
poverty and marginalisation in a
way which is compatible with re-
spect for the cultures and traditions
of the peoples of the world. 

In the opinion of a number of an-
alysts of this process, the accep-
tance of the fact that transnational
companies are the principal actors
of the global market, and a confir-
mation of the creative force of civil
society, may even lead to the exclu-
sion of national governments. 

3. The Reform of the 
Welfare State

Given this state of affairs, which
has been summarised in a general
way in the above paragraphs, the re-
form of the Welfare State appears to
be an evident necessity. The risks
that such a reform run are also there
for all to see. What form, therefore,
should this reform take? 

While we ask ourselves about the
nature of this reform and the risks it
might bring with it, we should not
forget the  nature of our objectives –

prosperity for everyone. This means
that we are ready to accept the needs
imposed by the competitiveness of
global markets. In the same way, we
want to live in a civil society which
can achieve unity and build the
bases for an active and civilised life
for all its citizens. Lastly, we want a
state based upon the rule of law and
political institutions which allow
not only change but also criticism
and the exploration of new hori-
zons. To put the point in essential
terms: we want economic wellbeing
and at the same time social cohesion
and political freedom. How can
these objectives be achieved? 

It is certainly not easy to make
these objectives compatible. In re-
cent times Giddens has asserted that
he has found a way by which to
square this circle, and more specifi-
cally through the so-called “third
way” which seeks to overcome the
approaches of the neoliberal and so-
cialist positions. 

One characteristic of Popper’s
approach to problems is to urge
avoidance of any sole overall ap-
proach. For this reason, it is assert-
ed, the person who thinks that he
has found the answer to every prob-
lem in reality has found the solution
to none at all. Total solutions, far
from improving the way things are,
actually make them worse. The de-
molition by Karl Popper of Plato’s
Republic is based upon this belief
and this kind of approach. Whoever
tries to implement and put into prac-
tice utopian programmes must first
of all clean the canvass on which the
real world is painted. And this in re-
ality is a brutal process of destruc-
tion. Having thrown overboard
these utopian theories with their
globalising tendencies, we can see
how we can face up to certain fun-
damental questions which are cov-
ered by the subject which is dis-
cussed in this paper.

I believe that we can find more
effective inspiration in the intellec-
tual tradition represented by Popper
but also in the lineage represented
by Max Weber, Raymond Aron, Isa-
iah Berlin, Dahrendorf, and perhaps
also by Norberto Bobbio and
Keynes. All these authorities are
strong defenders and proponents of
the open society of freedom, social
justice and equality, and are at the
same time also committed reform-
ers. 

Taking the theories of these
thinkers as our starting point, we

can attempt to provide an answer to
the following set of questions. 

What should be the role of the
state after the crisis of the Welfare
State on the Beveridge model?
What should this role be within the
context of the globalised world? Is it
right and helpful to exclude national
governments along the lines which
have been indicated above? Which
model could allow a more just form
of access to the fundamental right of
the protection of health? 

The social market economy cer-
tainly does not assume the presence
of greater intervention on the part of
the state in economic and social life.
But at the same time it does not re-
quire the public powers to abstain
from intervening in society or the
economy. It is clear that the state
cannot withdraw, nor should it ex-
tend itself, in an unlimited way. It
should simply reform itself and its
role. 

The reform of the Welfare State
cannot be the task of a rampant lib-
eralism, as indeed some people have
wanted us to believe. “To reform”
does not mean to disappear, nor
does it mean to abandon essential
responsibilities. If the benefactor
state has grown to such a point that
it is on the verge of collapse then it
is right that we should make it clear
that the transformation of the state
should not have negative repercus-
sions on social goals which could,
indeed, actually become extended
as a result of a revision of the very
concept of “welfare”. 

In similar fashion we could not
agree with the idea, advanced by
some liberal theoreticians, that gov-
ernments are merely the umpires of
the way the game should be played.
In minimal terms, governments
should decide the direction of the
economy and of society in a general
sense. 

In the same way, we can agree
with Giddens and his critique of the
merely negative vision of welfare.
The abandonment of this theory
now seems to be more than evident.
Economic services and advantages
are almost never sufficient to pro-
duce welfare. What we need to do is
to achieve positive welfare; not only
to combat illness but to prevent its
presence by promoting active
health; not only to uproot ignorance
but to act positively in the sphere of
education; we should not only miti-
gate acute poverty but promote
prosperity; and lastly we should not
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only seek to remove indolence but
reward initiative.

To this I would like to add anoth-
er idea which in my opinion is of
fundamental and essential impor-
tance – governments have a special
responsibility in the public sphere.
By definition it is their task to fi-
nance and organise public services.
Sometimes certain countries of the
OCDE have employed in extreme
form the ideal model of public ser-
vice to such an extent as to strike at
its very quality. But as a reaction to
this experience the introduction of
pseudo-economic motives and
terms into the public sphere can de-
prive that sphere of its essential
quality and break up the service
which it is intended to offer and
work against the readiness of people
to dedicate their activity to such ser-
vices. We need to find a new bal-
ance. National health services, state
education for everybody, and a
guaranteed minimum wage, can be-
come the victims of an uncontrolled
“economism”. In all probability, an
area which could serve as an exam-
ple to be followed for such an in-
quiry is that of medical care,given
the importance that such care has
for individuals and the costs which
it involves. 

In this context it is equally neces-
sary to accept that cultural diversity
should be a inherent part of the
globalising order.

We could conclude in summaris-
ing fashion by agreeing with John
Gray when he declares that “we
need to look for ways to make our
economic culture more favourable
to the needs of people, which in the
last analysis it should serve. We
need to create institutions and poli-
cies which reduce the risks which
people run and which reconcile in
their lives the need for lasting rela-
tionships with the imperatives of
economic survival. We need to
make the distribution of specialised
knowledge and opportunities more
equitable. From this point of view
we need to hope that our individual-
ism becomes less possessive and
more social”. 

4. The Reform of Public Health 
Care Services

In the health care field most coun-
tries have created systems which are
rooted in, and shaped by, their re-
spective histories, social realities

and financial capacities. These sys-
tems have allowed important im-
provements in the field of health
which have been reflected in a re-
duction in maternal and infant death
rates and in an increase in life ex-
pectancy, and have been accompa-
nied at the same time by improved
water supply, systems of sewerage,
and the improvement of the re-
sources allocated to health. Major
advances have been achieved in the
fight against infectious and conta-
gious diseases, and there is marked
social sensitivity towards ecological
questions and social imbalances and
inequalities. 

However, making full allowance
for the special configurations char-
acteristic of each national health
system, all countries now face the
shared problems created by changes
in the models of illness and death,
by the ageing of their populations,
by the high costs of health care, and
by the need to redirect welfare to-
wards the authentic requirements
and needs of the population. The an-
swer to these challenges does not
take only one form, but must be
adapted to the peculiarities and the
idiosyncrasies of each individual
society in line with its present state
of development and historical inher-
itance. Despite these circumstances,
in all the processes of health care re-
form which are now underway there
is a shared element, namely the
search for greater efficiency and so-
cial return, which, in turn, must be
expressed in improvements in the
fairness of health care services. 

The development and advance of
the sciences of health and the new
discoveries in the field of genetics
have given rise to new forms of ac-
tion and have opened up new possi-
bilities in the prevention and effec-
tive treatment of a large number of
illnesses linked to genetic defects.
At the same time they have generat-
ed new conflicts which must be re-
solved taking as a starting point sol-
id and sound ethical and juridical
approaches from which must flow
suitable rules and regulations, with-
out, however, damaging or offend-
ing the cultural traditions and the
beliefs of the countries concerned. 

In the same way, technological
progress is giving rise to spectacular
results in the field of the transplant-
ing of organs and tissues, the field
of diagnostic techniques, or in the
preparation of increasingly effective
drugs and medicines which are,

however, more expensive than was
previously the case. It remains the
case, despite such progress, that
such illnesses of enormous impor-
tance as malaria or AIDS continue
to exist, and these illnesses, together
with smoking, take pride of place in
the programmes for action of most
of the countries in today’s world.
This complex and intricate survey
necessarily leads us to address our-
selves to the need to engage in a
change of strategy – a change
which, in this move from the old
century to the new,  must build a
bridge between what is ending and
what is emerging, and must also in-
clude the establishment of a new di-
rection in health care structures
which will provide answers to many
new problems and well as providing
responses to those which continue
to exist. 

This change should involve an in-
crease in the strengthening and im-
provement of health care systems,
and to this end their financial effi-
ciency and organisational reform
should be aimed for through provid-
ing health care centres with the right
independence within a planned
framework of regulated responsibil-
ity and allocation of tasks. These are
elements which are essential if we
want to obtain the stability of the
health care system and the neces-
sary motivation of its professional
workers. This, moreover, will facili-
tate the redirection of the service to-
wards the requirements and needs
of citizens. A new model is now
called for where the private health
care sector can play a complemen-
tary role, as long, of course, as it has
the necessary requirements of quali-
ty and suitable equipment and ser-
vices. 

This change should be based up-
on the modernisation and the
up-dating of health care models in
the sense of the incorporation of the
innovations which science places at
our disposal. As long, however, as
this does not give rise to an increase
in health care expenditure which
operates at an unsustainable level.
Renewal also means using the great
advances which have taken place in
the systems of information. Com-
puter methods and informatics have
become a necessary instrument of
change and are transforming access
to medical knowledge, research,
and the management of health care
services. 

The challenge with which we are
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presented today is complex and in-
tricate, but it is nonetheless a chal-
lenge which can be met and over-
come. We must create flexible mod-
els which are decentralised and not
bureaucratic in nature. They must
be sustainable in a financial sense
and have the ability to adapt to an
environment which is inevitably
changing and shifting in character.
In this way we will be able to guar-
antee the future functioning of those
health care systems which ensure
the access of the population to ser-
vices according to its needs and
preferences. 

However, the reforms of the
health care sector, as is the case in
other economic areas, cannot take
place in the form of an instanta-
neous and single change. We need
to put them into practice gradually
and, as indeed is logical, they must
be never ending. The goal of satis-
fying all the aspirations of the citi-
zens of a country will never be
reached. We must understand the
basic principle of fairness as con-
sisting of giving more to those who
are most in need, thereby overcom-
ing the false egalitarianism of giv-
ing everything and the same thing to
everybody. 

On the other hand, we share the
criterion which was has been dis-
cussed recently in such international
forums as the World Health Organi-
sation, according to which this
change requires a new concept of
the “universality of health care”.
This phrase is understood as mean-
ing a commitment by the state to up-
hold and give practical expression
to the right of citizens to health care
of high quality and greater effec-
tiveness which is as equitable as
possible and which includes a set of
services geared to health care needs
and in conformity with the right val-
ues. Together with the criteria of ef-
ficiency, effectiveness and cost-ben-
efit, there should also be the ap-
proach of ensuring that which is
valuable in terms of social utility. 

To this complex survey should al-
so be added the subject of demo-
graphic change, and in particular
those changes which are taking
place in industrialised countries.
These make absolutely necessary
the implementation of programmes
of health care which provide for a
suitable health care and social re-
sponse to the many physical prob-
lems of ageing. Thanks to health
care and social advance, significant

progress has been achieved in rela-
tion to the life expectancy of our
populations. The objective for the
future will be a longer life accompa-
nied by better conditions of health,
with the least number of impedi-
ments and limitations possible. 

On the threshold of the
twenty-first century the fight against
infectious diseases and chronic
non-transmissable illnesses will
achieve its goals in large measure
thanks to the exchange of, and
co-operation in, knowledge and ex-
perience in the health care field at a
worldwide level.

The benefits of scientific and
technological progress and advance
must be suitably distributed. These
steps forward will help us to cross
the threshold of the new millennium
in a spirit of optimism. 

5. Conclusion

During the last decades of this
century, which is now drawing to a
close, we have witnessed a process
of political transition which has left
behind it the counterposition of two
blocs which was born after the Sec-
ond World War and which has creat-
ed a situation of dialogue and demo-
cratic progress – factors which work
in favour of freedom, mutual re-
spect, and economic and social de-
velopment. 

This situation has enabled us to
consolidate the inalienable right of
all people to the protection of their
health, a right which is rooted in the
recognition of the values and digni-
ty of man.

The governments of all countries
have adopted – within their respec-
tive historical, political, social and
cultural co-ordinates – a commit-
ment to make this right to the pro-
tection of health more effective
through the development of active
policies directed towards providing
their populations with certain fair
and high quality universal health
care services. However, this com-
mitment also includes that of per-
suading citizens of their responsibil-
ities with regard to the maintanence
of their own health.

Because of the growth in eco-
nomic expenditure caused by the
practically limitless demands and
needs of the population, it is ab-
solutely necessary that in order to
follow a principle of social justice
governments make suitable use of

the resources which are available,
but which, of course, will always be
limited in nature. This situation
obliges us to develop health care
models which will ensure economic
expenditure compatible with the
supply of high quality services suit-
able to the needs of citizens, with-
out, however, the appearance of
limitations to the basic and funda-
mental rights of both individuals
and of society as a whole.

New technological forms of
progress will enable us to tackle ill-
nesses and maladies which have
devastated humanity for centuries.
Despite this fact we are also now
face to face with a context which
may well turn out to be disturbing
because the potential capacities of
medical science are now leading us
to almost unsuspected extremes.
This reality obliges us to develop
initiatives in a number of spheres
which should include the regulation
of the application and the uses of
these various discoveries. Such a
regulation should take as its starting
point respect for the dignity of the
human being, something which will
allow an aware and conscientious
use of such discoveries in the fight
against illness and pain. At the same
time, however, we should strength-
en ethical and moral principles and
the sense of individual responsibili-
ty within society with regard to
what the possible implications of
these scientific discoveries might
involve. 

We must be committed to contin-
uing the correction of imbalances at
a world level and to fight against
want, acute poverty and illness. We
need to strengthen co-operation be-
tween the least favoured nations and
help them to develop all their poten-
tial. But this should not give rise to
new situations of dependence, or to
a system of interference in their his-
torical or cultural models. 

In this context, where, notwith-
standing the difficulties which are
present, there is much to be hoped
for, it is absolutely necessary to en-
courage scientific meetings at
which, as is the case with this inter-
national conference, an analysis is
carried out of the various economic,
social, political, cultural and reli-
gious elements and factors which
belong to this whole area. 

Dr. JOSÉ MANUEL R.BECCARIA,
Minister of Health,

Spain
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One of the principal challenges
which mankind now faces is that of
the need to incorporate scientific
and technological knowledge into
the various economic, social and
structural activities of contemporary
countries.

The development of modern soci-
ety is based upon knowledge. For
this reason, we need research and
development policies which are at
the service of the members of soci-
ety and which take practical form in
explicit programmes. These pro-
grammes necessarily require a
moral and ethical framework, in ad-
dition to the benefit of leadership on
the part of the more highly placed
institutions. 

The construction of each and
every society based upon knowl-
edge requires the incorporation and
the strengthening of scientific, tech-
nological and social research, in ad-
dition to suitable education activity
which is able to provide those in-
struments which are necessary to
the effective administration, diffu-
sion and incorporation of the infor-
mation which is available. This
should take place so that the prob-
lems and difficulties which arise,
and especially those which are pre-
sent at historical moments of rapid
technological change, can be solved
in a creative way. When a society
assimilates a form of scientific ac-
tivity in a cultural sense, the process
of the generation, transmission and
incorporation of knowledge is facil-
itated, that is to say people “learn to
learn”. The great challenge which is
before us revolves around these
three elements, all of which must be
followed and understood in an accu-
rate way.

There can be no doubt that a soci-
ety based upon knowledge is in a
better position to achieve that sus-
tainable growth which will allow its

members to enjoy a higher level of
health and a better quality of life.

In this schema, scientific and
technological institutions have a
fundamental mission with regard to
the development of knowledge
through research, the training of hu-
man resources, the administration of
knowledge, and the supply of those
investments which are needed for
education and the on-going training
of the workforce at all levels.

At the present time scientific re-
search is one of the central pillars of
the development of modern medi-
cine and the effectiveness of health
care. Such research must always be
directed towards achieving the im-
provement and the maintenance of
the level of life and the quality of
life of all members of society.

In recent decades, medical sci-
ence has achieved notable progress
in many spheres of health and in
particular in those bearing on life
expectancy and the control of trans-
missible and non-transmissible dis-

eases. Reference should also be
made to our greater knowledge
about health care realities and the
factors which distort fairness and
equity within health care systems
and services. 

It is clear that we have before us a
historical moment permeated by ex-
traordinary technological advance
and development which in many
cases interacts with, and comple-
ments, other sciences of knowledge.

Communications without fron-
tiers, biotechnology and telematics
are, so to speak, the trade tools of
scientific and cultural change which
are now helping to give rise to an
extraordinary acceleration in the
process of research, and which also
allow a spontaneous generation of
their own multi-centred develop-
ment. 

These changes in the field of
health and health care, in addition to
improving diagnostic and therapeu-
tic capacities, create the conditions
by which to modify and unify in a
substantial way the models of con-
sumption, forms of behaviour, ways
of living and behaving in relation to
health, and other values and con-
cepts, which have all had a decisive
impact on the health standards of
the population. 

In the opinion of the Panamerican
Health Organisation: “the policies
and priorities of research must have
as their principal point of reference
those people who receive the pro-
duction of knowledge; they must
identify their needs and strive to im-
prove their levels of health”.

It is equally necessary to empha-
sise the need to direct research in the
field of health and health care – be-
ginning with a multi-disciplinary
approach which is required by the
complexity now reigning in this
field – with especial emphasis on
the fact that research should always
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be centred upon achieving the good
of the human person. This latter en-
deavour should be achieved in a
way which organises the biomed-
ical, clinical, epidemiological and
health care aspects of research with-
in a framework of inescapable
moral and ethical criteria. 

It is for this reason that scientific
medical research and technological
development in the field of health
and health care must always be seen
as a means or a tool at the service of
man and the family. These last are
elements which are the fundamental
pillar of each and every society
based upon a just and fair social or-
der. 

From an ethical and moral point
of view, this means that this type of
research must be promoted in health
care systems and services in a way
which respects the religious princi-
ples, models and cultural values of
the society concerned, and in even
more fundamental terms, in a way
which respects the dignity of the hu-
man person. 

On 12 November 1987 His Holi-
ness John Paul II addressed himself
to scientists and health care opera-
tors and employed the following
words: “the humanisation of medi-
cine conforms to a duty of justice
whose performance can never be
entirely delegated to others but re-
quires the commitment of every-
body. The effective field is vast: it
goes from health care education to
the promotion of greater care and
concern on the part of those respon-
sible for the public domain; from
commitment in one’s own sphere of
work to those forms of co-operation
– whether local, national or interna-
tional – which are made possible by
the existence of so many bodies and
associations whose statutory goals
include the indirect or direct call to
the need to make medicine ever
more human” (Teachings, X/3). 

The important observations which
are constantly repeated by the Holy
Father offer a suitable framework for
the promotion of scientific medical
research at the service of man in the
sphere of cultural effectiveness
which places especial emphasis on
those areas of research and develop-
ment where it is clearly necessary to
guarantee and uphold respect for the
dignity of the human person. 

In this area, there must be repeat-
ed emphasis, whenever this is
thought to be necessary, on the val-
ue and dignity of human procre-

ation and the rejection of forms of
genetic manipulation which alter
the genome within the context of
reproduction. In the same way
there must be rigid ethical and
moral controls in relation to the
manipulation of physical cells for
curative purposes, and this within a
framework marked by a human and
Christian approach. 

When we come to survey and
consider this subject, we should re-
member that the Pontifical Acade-
my for Life has clearly established
the position of the Catholic Church
on this point and that the Congrega-
tion for the Doctrine of the Faith in
its document “Donum Votae” has
substantial observations to make in
relation to the central aspects of the
dignity of conjugal procreation. 

On many occasions and in many
contexts the Catholic Church has up-
held the firm rejection of the cloning
of human beings, something which
the Church believes is a process
which is contrary to morality. 

This position was also adopted by
the Plenary Session of the fifty-first
World Assembly of Health when it
approved its own “resolution
WH51-10”. This resolution main-
tains and asserts that “cloning as ap-
plied to the reproduction of individ-
uals is ethically unacceptable and
contrary to human dignity and hu-
man integrity”. 

Various countries in the world, in-
cluding Argentina, have upheld this
position in their legislation. Their
swift response to the announcement
of the first cloning to take place in
the world allows us to face the fu-

ture with optimism when we survey
this particular area. 

At the present time it is consid-
ered legitimate to modify animals
genetically in order to improve the
health and life conditions of man.

Scientific and technological re-
search must be at the service of the
integrity and the psycho-physical
wellbeing and welfare of persons
and of respect for life from its con-
ception until natural death. 

In our humanistic and Christian
approach, as those who are respon-
sible for, and guarantors of, the
health of the members of society,
we must pay attention to the promo-
tion and the protection of being born
well, of a good quality of life, and of
death in dignified conditions, and
this in a way which shows constant
respect for the profound unity of the
various dimensions of the human
being. 

In the same way we must remem-
ber that the Church is always
favourable to scientific and techno-
logical development when that de-
velopment is directed towards the
improvement of the quality of the
health and the lives of people.

As is demonstrated in the docu-
ments which give expression to its
teachings, the Magisterium of the
Church is not an obstacle to the ad-
vance of medicine when this latter is
at the service of the community. It
is, rather, a philosophical position
which guides and sustains the re-
searcher in his or her scientific ac-
tivity, when he or she searches for
truth, and when he or she con-
tributes by his or her work to the
progress and advance of science. 

In the approach to research in the
area of health and health care, re-
search on human beings, given their
characteristics as persons, must be
clearly differentiated from research
on animals. And in such research
each specific area has its own ethi-
cal and moral framework. 

Beginning with the aspect of ac-
tual procedure, research into health
includes the development of initia-
tives and measures which help to:

a) improve knowledge about the
biological and psychological
processes of human beings;

b) increase knowledge about the
links between the causes of illness,
medical practice and social stru-
tures;

c) deepen knowledge in the de-
velopment of plans and pro-
grammes of prevention and control
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based on evidence in relation to
questions and issues of health and
health care;

d) increase knowledge about, and
control of, the damaging effects of
the environment on the health of
man;

e) carry out studies of new tech-
niques and methods which can act
to improve the provision of health
care services to the community;

f) identify technological steps
forward, appropriate forms of tech-
nology, and the making of new in-
vestments which are suitable to the
field of health and health care. 

For Frenck and others (OPS,
1988), who have as their starting
point another approach based upon
the individual, research can be clas-
sified in analytical terms into: 

a) biomedical research, which is
concerned with sub-individual ele-
ments;

b) clinical research, which studies
individuals;

c) public health research, which is
concerned with the population and
its epidemiological trends, includ-
ing research into services, re-
sources, technological develop-
ment, and the control of medicines
and drugs, food, and medical tech-
nology. 

In recent years we have witnessed
a notable increase in the world’s
countries of the carrying out of bio-
medical research at both basic and
applied levels. The same may be
said of epidemiological research, re-
search in the field of health care ser-
vices and health resources, and re-
search into new areas and biotech-
nological development, with special
reference to the issues of quality and
the non-harmfulness of drugs and
medicines, the control of food and
the development of new procedures,
and the character of team work and
other instruments in the area of ap-
plied medicine. 

The principal objective of bio-
medical research is that of gaining
knowledge about precise aspects of
certain pathologies, the action of
various etiopathogenic agents, the
structural, chemical and physical
changes in cells and organs, and the
response of the human body to dif-
ferent kinds of treatment. Such ac-
tivity has been largely carried out in
well endowed and equipped labora-
tories of scientific medical research
which are well organised, have
highly qualified personnel, and are
dedicated to this kind of research.

The results of such research help in
the prevention, diagnosis and treat-
ment of illness and disease. 

With regard to biomedical re-
search in its clinical or experimental
forms, what has been achieved in
this specific field has contributed in
a significant way to the advance of
medical science throughout the
world. Without doubt, given the
progress that has been achieved in
this sphere in recent years, there will
be a further increase in the capacity
of such research to obtain greater
and improved results which work to
the benefit of mankind. 

Clinical research, which is seen
by most authorities as the paradigm
of the scientific method as applied
to the sciences of health, is often
used to assess the utility of medi-
cines and drugs, techniques, and ap-
plication procedures in human med-
icine which have not yet been suffi-
ciently tested. 

Much of this research, when it is
carried out without the informed
consensus of the patient and without
respect for the dignity of the human
person, must be adjudged to be cru-
el and ethically unacceptable. 

This kind of research has been
practised since ancient times and
one can see that often there is a lack
of respect for the autonomy and
moral independence of the people
who are subjected to it. Indeed they
are subjected to it in general in an
involuntary way. 

In all this  an important role is
played by the drawing up of proto-
cols which ensure the provision of
suitable and complete information

to patients on the procedures and
risks of the techniques to be used in
all forms of research. These proto-
cols as a result guarantee that there
is an authentic delaration of previ-
ous consent given by the patients in-
volved to the director of such re-
search. 

At this point we should also note
the need for a recognition of the full
validity of the fundamental rights of
man and of the principles of bio-
medical ethics. Such a recognition
is a way of limiting the irresponsible
action of those people who often
bring about irreversible damage in
their search for, and pursuit of, truth. 

There can be no doubt that within
this complex area it is of fundamen-
tal importance to establish ethical
and moral limitations. This is  espe-
cially the case in relation to the
spectacular advances in medical sci-
ence which – as for example is hap-
pens in the spheres of molecular bi-
ology and genetics – reach levels of
power which go beyond suitable
boundaries and thus require the
presence of ethical and legal con-
trols when clinical research is car-
ried out. 

The Nuremberg code was the first
to set down that in order to take pro-
ceed with a clinical analysis it is
first necessary to obtain the in-
formed consensus of the person
concerned. On the basis of this
code, which has been universally
accepted, a large number of national
and international documents have
come into being and have been de-
veloped during the second part of
this century (which is now coming
to a close). Amongst these docu-
ments special reference may be
made to the Helsinki Declaration
(1964), which was subsequently re-
vised in Tokyo in 1975 and in
Venice in 1983. 

One should also bear in mind the
Belmont Report on “the ethical
principles and guidelines for the
protection of people who are subject
to experiments” (1982), the Hawai
Declaration on ethical conduct in
psychiatry (1977), when surveying
the many existing rules and regula-
tions in this area and which indeed
are continually being subject to re-
vision, re-elaboration, and change. 

In the same way, we should also
refer when considering this area to
the “norms and rules regarding re-
search on pregnant women and pris-
oners” which were drawn up in the
United States of America in 1981.
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This document acted as the point of
departure for the document pub-
lished a year later by the World
Health Organisation and the Coun-
cil of the International Organisa-
tions of Medical Science. This doc-
ument bore the title “ethical direc-
tives on biomedical research on hu-
mans” and which was revised and
up-dated in 1992. 

Lastly, a brief comment should be
made on other kinds of applied re-
search in the field of health and
health care which in some way take
place and complement each other in
the search for better conditions of
life and of health of the members of
society. Amongst these, brief refer-
ence should be made to advances in
epidemiological research and to re-
search into matters and questions
connected with health care services
and health care resources. 

Epidemiological research allows
us to obtain incisive knowledge
about the health care status of the
area subjected to study, of the risk
factors and the factors which deter-
mine the principal causes of ill-
ness, death and informity within
the population, and the variables
and the trends of transmissible and
non-transmissible illness and of
endemic and epidemic disease.
The results of this research are a
valuable investment when it comes
to taking decisions with a view  to
reducing the avoidable risks of ill-
ness and death through an intense
action of health care supervision
and control of illness, the promo-
tion and protection of health, and
the prevention of illness. This kind
of research helps us to acquire the
suitable and relevant knowledge
which we need to be more familiar
with the local and national health
care situation, and the ways things
are at a sub-regional and regional
level. 

Research into health care services
gives us the opportunity to assess the
way in which the services provided
to the members of society are organ-
ised, administered and offered, their
level of accessibility, the rational use
of resources, the impact of pro-
grammes which are adopted, and the
quality and the results of the proce-
dures which are employed. The in-
formation which is provided by this
kind of research enables the health
care authorities to supply appropri-
ate, suitable and effective responses
to the demand for health which is
advanced by the population. 

It also provides valuable informa-
tion by which we can construct
knowledge about, and engage in the
assessment of, the fairness and equi-
ty of the system, the degree to which
the various parts of the population
has access to the system, and the ex-
tent to which users are satisfied with
the service that they receive. 

It also allows the identification of
educational and cultural factors
which influence the health of the
population so that strategies of com-
munication can be developed for the
improvement of lifestyles through
the promotion of health-giving be-
haviour within the community. 

The development of this kind of
research is of fundamental impor-
tance in the definition of those pri-
orities, strategies and alternative
models which are designed to im-
prove the effectiveness and the
quality of the administrative-techni-
cal process involved in the manage-
ment of the health care services pro-
vided to the population. 

Research into health care re-
sources offers us useful information
by which to identify and develop a
strategy for action designed to adapt
the profile and the structure of hu-
man resources to the needs of the
models of health care organisation
and provision which prevail.

At the same time it is an indis-
pensable instrument and method by
which we can advance our knowl-
edge of the factors that alter health
care expenditure and the bear upon
the cost of medical treatment, and
give rise to an irrational use of tech-
nological resources. 

Forming a part of this kind of re-
search, we should also note the
presence of research into instru-
ments which allow us to establish
mechanisms and procedures for the
drawing up, control, fiscal organisa-
tion, and assessment of national and
institutional programmes which
guarantee the high quality of med-
ical care and treatment. 

Within the Panamerican Organi-
sation of Health there has for some
years existed a “Committee for Re-
search into Health”, which has been
joined more recently by the “Re-
gional Programme of Bioethics”.
These forums reflect a basic ethical
concern about the need to ensure
and uphold the protection of the
rights and the wellbeing of people
who are the subjects of research,
and the people or vulnerable groups
who could become the subjects of
research. However, they do not ex-
tend to certain subjects and areas of
research such as human genetics,
embryos, foetuses or foetus tissues
– issues which have come very
much to the fore in recent times and
in relation to which there are con-
trasting opinions of a certain impor-
tance. It is upon this aspect that we
should place emphasis. We should
point out in clear terms the position
of the doctrine of the Church, and
underline the importance of the de-
fence of the dignity of the human
person and respect for the models
and cultural values of the communi-
ty as a whole. 

Stern perceives two great aspects
in approaching the question of the
factors behind the advance of medi-
cine. The first refers to psychologi-
cal and sociological factors which
act to delay the spread of informa-
tion. The second goes to the heart of
what progress in medicine really
means. 

It is believed that no kind of “so-
cial pressure” as a psychological
factor should be accepted and that
such pressure cannot be based upon
ignorance or incapacity in the deter-
mination of the relative merits of the
results obtained by scientific re-
search. And this is even more the
case in relation to the economic in-
terests which act to delay the incor-
poration of what is new. For this
reason, all research must be suitably
assessed from the point of view of
ethical and moral principles and
subordinated to service to man in its
impact and role in the sphere of cul-
tural effectiveness. 
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Notable steps forward have been
taken in the conceptualisation of
this inescapable criterion but we are
still far from achieving major cul-
tural change when it comes to the
attiutudes of the scientific commu-
nity in particular and society in gen-
eral. The mere formulation of ethi-
cal models does not solve problems;
nor does it guarantee an approach
based upon respect. Yet there can be
no doubt that such a formulation
works to reduce the space for an
acritical development of scientific
medical research and at the same
time encourages researchers and
their financial backers to pay greater
attention to the ethical and moral
implications of the activities and
initiatives that they engage in. 

The challenge is therefore now
before us. Every day it becomes
clearer that the tendency to see re-
search from a reductionist and mol-
ecular point of view is a moral
provocation for humanity. This re-
quires the creation of public spaces
of debate which will allow a
re-evaluation of the importance and
the need for the development and
application of new advances, not
least because these latter have the
potential to contribute to an im-
provement in the level and quality
of life of the members of society. 

From the 1980s onwards a num-
ber of countries in Europe and the
United States of America have
adopted legal rules and regulations
in this area.

In the Republic of Argentina the
government of the province of
Buenos Aires promulgated in 1991
the “law on health research” which
was concerned with ethical issues
in relation to clinical research. In
1993 the Health Secretary of the
Ministry of Health and Social Ac-
tion created the “National Commi-
tee on Bioethics”. And in 1997 the
National Executive Authority es-
tablished the “National Committee
on Bioemedical Ethics”. 

It is important to see that biomed-
ical ethics and justice have been
complementary factors in protect-
ing the rights of patients and the dig-
nity of man in clinical research
throughout the course of history.

We are convinced that the state,
as indeed has been the case in Ar-
gentina, in its capacity as the guar-
antor of the health of the whole of
the population, must provide those
means which are necessary to both
ensuring the high quality of services

and making sure that they are acces-
sible to all. We are also convinced
that it should do this through the
promotion of scientific and techno-
logical progress and research in all
their many forms. 

The health care authority must
pay especial attention to the draw-
ing up of national health care poli-
cies, to operational plans and pro-
grammes, to the rules and regula-
tions of control, and to suitable tax
regimes in the health care field, all
of which should involve full respect
for the full validity of the defence of
the dignity of the human person, of
the general interests of the society,
and of the models and cultural val-
ues of the members of society, as
well as of the principles of autono-
my, safety and individual freedom
of the person. 

The National Committee on Bio-
medical Ethics has an interdiscipli-
nary character and functions in con-
formity with the directions of the
Ministry of which I am the head. It
has drawn up a legislative proposal
based on the documents cited above
which is currently being examined
and whose objective is to establish
an ethical and legal framework
which will uphold and promote the
criteria previously referred to in this
paper. This proposal will specify the
advances which have been made in
the various kinds of clinical re-
search on the basis of the interna-
tional models of the document is-
sued by the World Health Organisa-
tion and the Council of the Interna-
tional Organisations of Medical Sci-
ence. 

At the end of the second millenni-
um the world is undergoing a period
of intense structural change and
most countries of the world have en-
gaged in reforms of the health and
health care field. In general, the
state has taken on a leadership role
and is promoting mechanisms
which strengthen, organise and
complement what is done both
within and outside this specific sec-
tor. A trend is underway which is
growing ever greater and which re-
volves around the exchange and dif-
fusion of scientific information. 

In this context, and given the
structural transformation of the
health care sector and the profound
changes in the programmes which
are applied to this area, in addition
to the new trends of science and
technology at a worldwide and re-
gional level, new actors and protag-

onists are appearing on the health
and health care scene which give
rise to the necessary forming of
strategic alliances. 

Another essential aspect is the
need to define the indices of assess-
ment of the quality of the results of
scientific research in relation to the
demand to which one seeks to re-
spond. This aspect is more impor-
tant than the indices of intrinsic
quality, or rather the scientific-tech-
nological merit in relation to which
the scientific community has devel-
oped and accepted certain standards.

This requirement arises from the
evident fact that one of the criteria
for the direction of activity in the
field of scientific research and tech-
nological development in the sphere
of health and health care is at the
present time the response to social
demand.

Equally, the incorporation of a
system of mediation and assessment
which allows a contrast and compar-
ison between the resources of the
system and its products on the one
hand, and rigid compliance with eth-
ical and moral norms on the other,
would allow us to assess the actual
effectiveness and efficiency of sci-
entific research and technological
development at the service of man. 

We are convinced that the prob-
lems which present themselves day
after day in the field of medical re-
search can be solved given the in-
creasingly obvious tendency to-
wards dialogue and consensus in re-
search, and that the existing differ-
ences are fundamentally based upon
philosophical and moral positions
envisaged in the various documents
of the Church on this subject, and
more recently in the encyclical
“Fides et Ratio” with its observa-
tions on the relationship between
faith and reason which are seen as
“the two wings with which the hu-
man spirit raises itself towards the
contemplation of truth”.

In this important publication His
Holiness John Paul II makes a
“strong and insistent appeal...that
faith and philosophy recover the
profound unity which allows them
to stand in harmony with their na-
ture without compromising their
mutual autonomy. The parrhesia of
faith must be matched by the bold-
ness of reason” (n.48). 

Dr. ALBERTO J. MAZZA
Minister of Health and Social Action,

the Republic of Argentina.
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Introduction

Our subject for consideration
during this conference is not an
easy one. Nevertheless, it is an ex-
tremely timely and important one
for our Church and its healthcare
ministry. The American Church,
through the work of dedicated reli-
gious and laity, has accomplished
extraordinary things within the
context of its healthcare ministry,
and has in approximately 150
years, developed one of the largest
healthcare systems under a single
affiliation in the United States.
From the point of view of quality
and access, we can be proud of the
contribution to American Society
that our Church has made, through
the public dedication and witness
of a largely immigrant Church.
However, we cannot rest on our
accomplishments, and we must
candidly admit to ourselves that
these very accomplishments are
dangerously moving to the edge of
a deadly precipice, and may be to-
tally destroyed or lost unless we
act in bold, thoughtful, and coura-
geous fashion. Remembering our
traditions, I remain confident that
we can and that we will.

My experiences with the reli-
gious and laity of the Archdiocese
of New York and with those com-
mitted to healthcare throughout
the United States, give me the en-
ergy and confidence to address the
very real and overwhelming chal-
lenge to those in the healthcare
apostolate today. And while most,
if not all, of our hospitals today
have very sophisticated analytical
tools and resources available to
them, enabling them to tackle the
economic crises that they face, es-
pecially the severe funding cuts

that are being effected by the Unit-
ed States Federal Balance Budget
Act of 1997 and the reductions in
reimbursement resulting from the
capitation payments of managed
care contracts, unless there is a
clear and concise strategy which
those in governance and adminis-
trative leadership collectively em-
brace, the analytical tools and re-
sources may not be sufficient. The
trend in the United States of fi-
nancing health care by means of
managed care contracts, where a
fixed sum is paid to the hospital
and physician for each person cov-
ered by the contract (the financial
risk shifts to the hospital and
physician for giving the patient all
appropriate services) has resulted
in sharp declines in healthcare rev-
enues. Resultantly, sophisticated
economic analysis has become a
necessity and a staple in the mod-
ern management in our hospitals.
The pressing need, and therefore,

the challenge before trustees and
managers and of those of us who
are called to support them, is to in-
tegrate the relevant and sophisti-
cated components of the ethical
and social teachings of the Church
into the equally sophisticated eco-
nomic models of analysis that are
being marketed to and adopted by
Catholic hospitals.

In a time of economic con-
straints, it is very difficult to sur-
vive and reflect at the same time. It
is also difficult to be proactive in-
stead of reactive. It is harder still,
to avoid the easy fixes that are
marketed to our hospitals by too
many consultants who lose sight
of the fact that economic deci-
sions, as pragmatic and number-
driven as they may be, are
nonetheless value-based decisions
with social implications and con-
sequences. There is a shared con-
cern among those of us who oper-
ate healthcare institutions in the
name of the Church, that the eco-
nomic concerns which are neces-
sarily central to management, may
often, despite our best efforts, su-
persede the attention we can give
to the behavioral and economic
supports necessary for profession-
al yet personal treatment of pa-
tients and quality pastoral care –
the hallmarks of our ministry. This
is not because compassionate
treatment and care of patients and
good pastoral care are no longer
important or essential, but rather
because they are assumed to be a
“given” for Catholic healthcare
providers. Because we are be-
lieved to excel in the areas of pas-
toral and compassionate care, we
sometimes operate as if those di-
mensions of service which are so
crucial to our ministry, exist out-

MARY HEALEY-SEDUTTO

The Pressing Need for an Analytical 
Approach to the Economic Management 
of Catholic Hospitals
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side the budgeting process and the
productivity studies that necessari-
ly drive the economic analysis. In
short, they are “givens.” In the
stress of the day, we sometimes act
as though our good will alone, and
not the economic decisions we
make, will carry the ministry for-
ward.

In recent years we have begun to
articulate in governing documents
and in the mission statements of
our healthcare corporations a goal
to implement the social teachings
of the Church. Sometimes, grap-
pling with the content and applica-
tion of those teachings as they ap-
ply the economic decisions and to
the work place may be more diffi-
cult than adhering to the clinical
ethical directives.

This is our challenge – the
pressing need to reflect the social
teaching of the Church in the
adoption and use of the main-
stream models of economic analy-
ses. Often these business models
may be based on unexamined as-
sumptions expressing fundamen-
tally different values about the na-
ture of healthcare services in the
economy; the value of the person;
and the nature of the workplace.
The reality is that economic deci-
sions, which include the processes
used and the factors considered
and prioritized, in reaching the de-
cisions, control the actual experi-
ence of people in our institutions,
the relational value of the service
exchanged between patient and
provider, the credibility of our in-
stitutions as just work places in the
community and the perception of
our servant leadership. The eco-
nomic decisions in a Catholic in-
stitution are often what really will
make them distinguishable as
Catholic. It is not that a Catholic
hospital will not have to make the
same hard decisions that its non-
Church-related counterpart needs
to make. The difference is in the
analysis that leads to those hard
decisions. Any analytical tool
contains assumed value state-
ments about the meaning of the in-
dividual, and the priority of rights
to resources and the assignment of
value to each one’s work. What
options are identified and which
are chosen, depends often on the
unarticulated values in the analyti-
cal tools and methods used.

The Church in the teachings of
Vatican II, rooted in the incarna-
tion, declares a fundamental prin-
ciple of economic analysis:

“Human beings are the source,
the center and the purpose of all
socio-economic life... economic
activity... detrimental to the work-
er is wrong and inhuman... work-
ers should participate in running
an enterprise... distribution of
goods should be directed towards
employment...”1

The Church calls healthcare an
apostolate. The challenge of an
economic model of analysis in a
Catholic hospital is to deal with
the business dimension as instru-
mental to the apostolate and not as
an end in itself. An apostolate,
with all that that term means theo-
logically, in relation to its ultimate
impact on individuals and the
community, will not be a realized
human experience if the tools of
economic analysis from a business
model are not consciously evaluat-
ed and modified in accord with the
principles of the content of the
Church’s ethical and social teach-
ing tradition.

While many have spoken about
the essential characteristics of
Catholic healthcare which distin-
guish it from all other healthcare
delivery systems, perhaps no one
has articulated it quite as eloquent-
ly as the late Joseph Cardinal
Bernadin. In his address before the
Harvard School of Business Club
of Chicago,2 he stated:

“...our healthcare delivery sys-

tem is rapidly commercializing it-
self, and in the process is abandon-
ing core values that should always
be at the heart of healthcare... (de-
spite the growing opinions of
many) there is a fundamental dif-
ference between the provision of
medical care and the production
and distributions of commodities”.

The assumption that the com-
mercialization or distribution of
healthcare as a commodity only
happens in for-profit enterprises
needs to be examined. A charitable
corporation, using the same unex-
amined economic analyses as for-
profits, may have the same effect
in the community in terms of
provider-patient relationships and
stability in the community.  

Harsh as it may sound, a
Catholic hospital lacks integrity if
it adheres to the prohibitions of the
clinical ethical directives and nev-
er grapples with the affirmative
implementation of the social
teachings of the Church. The goal
of the healthcare apostolate is not
to simply conduct business enter-
prises which provide quality med-
ical care and/or medical research,
regardless of individual or societal
implications. In his apostolic letter,
Dolentium Hominum,3 Pope John
Paul II reminds us that the Church
throughout the centuries has al-
ways recognized the fact that
health care is an integral part of her
mission, at the same time he calls
our attention to the impact on our
societies organizationally and the
profound and pervasive ethical
questions arising from rapid
changes occurring within health
care delivery. With great clarity
the Holy Father reminds us that:

“The vast and complex sector
(of social health care services) di-
rectly concerns the good of the hu-
man person and of society. Pre-
cisely for this reason it also poses
delicate and inevitable questions
which involve not only the social
and organizational aspect, but the
exquisitely ethical and religious
one, since basic “human” events
such as suffering, illness and
death, are involved with the relat-
ed questions about the role of med-
icine and the mission of the doctor
with regard to the sick person.
These new frontiers, then, opened
by the progress of science and its
possible technical and therapeutic
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applications, touch the most deli-
cate spheres of life at its very
sources and in its most profound
meaning”.

Accordingly, we must never al-
low our focus to be diverted from
these issues so basic to the
Church’s ministry. The practices
and procedures of our Catholic in-
stitutions must never be at cross-
purposes with the whole body of
the Church’s teachings, which
Pope John Paul II has identified as
normative for healthcare institu-
tions and suggests the relationship
of the institutions to the local
Church. 

“The teachings of the Magisteri-
um are normative for Catholic
health facilities and are constitu-
tive of their identity. It is this truth
which engages the mission and
pastoral responsibility of the
Church’s Pastors in a very person-
al way. A Bishop will always have
to delegate certain responsibilities
with regard to the Catholic institu-
tions operating within his Diocese.
But this does not relieve him of the
personal obligation to watch over
the faith and Christian life of his
people and, where necessary, call
for proper teaching of the moral
law.”4

As we rapidly approach the third
millennium, we as a Church see
our essential healthcare ministries
challenged by the proliferation of
extraordinary clinical and techno-
logical advances, unprecedented
deteriorations in healthcare financ-
ing, diminished governmental and
societal support, and secularized
organizational management atti-
tudes. 

However, changes in our health-
care system do not preclude us
from following and even enhanc-
ing our mission imperatives. Re-
sults of a study undertaken in
1997, by the Association of Acad-
emic Health Centers in the United
States, concluded that while the
dramatic changes in our present
day healthcare delivery system do
pose significant challenges to its
continued core values and viabili-
ty, at the same time it affords us
significant opportunities – in fact
imperatives – to work towards a
greater articulation and integration
of our missions in our daily opera-
tions and strategic planning ef-
forts.5

This message from the Associa-
tion of Academic Health Centers
(AAHC) parallels a similar mes-
sage from the Second Vatican
Council’s Constitution of the
Church in the Modern World.

...a change in attitudes and struc-
tures frequently calls accepted val-
ues into question (AAHC) 

Traditional institutions, laws,
and modes of thought and emotion
do not always appear to be in har-
mony with today’s world. This has
given rise to a serious disruption
of patterns and even norms of be-
havior (GS,7)

The work of Christ takes on the
renewal of the whole temporal or-
der (Vatican II,AA,5)

...the task of renewal engages
the whole Church in the challenge
to understand an manage changing
structures and norms of behavior
(AAHC).

The Church has always had the
duty of scrutinizing the signs of the
times and of interpreting them in
the light of the Gospel ...We must
therefore recognize and under-
stand the world we live in, its ex-
pectations and its longings, and its
often dramatic characteristics ...
(GS4)

And further,
The people of God ... labor to

decipher an authentic sign of
God’s presence and purpose in the
happenings, needs and desires in
which this people has a part along
with other men of age. (GS4)

The ‘signs of our times’ in
American healthcare call for our

study and our understanding in or-
der to integrate our mission into
not only daily operations and insti-
tutional strategic plans, but also to
affect public policy decisions
which promote access to health-
care as a human right. As Catholic
hospitals struggle to meet budgets,
we are asked to develop our eco-
nomic and management strategies,
which are based upon decisions
about such issues as the following:

– Are employees cost centers or
a resource?

– Is healthcare a social or private
good?

– In the capitalistic economy,
such as the United States, is one fi-
nancial mechanism for access to
capital morally better than another
given the nature of the healthcare
apostolate?

– What is the relationship of ac-
cess to capital and stability in a
community, especially a poorer
community?

– What is the relationship of the
legal structure of a healthcare or-
ganization and stability in a com-
munity, especially a poorer com-
munity?

– Should healthcare be distrib-
uted like any other commodity?

– Is it appropriate for both qual-
ity and access to be available un-
evenly?

– What is the relationship be-
tween a just wage, a legal wage, a
competitive market wage, and
what is the schedule of benefits
that ought to form the basis of
compensation in a hospital?

– What are the appropriate
methods for both management and
labor to use in a contested election
for union representation if both
parties claim the authority of
Catholic social teaching and agree
to work out an election procedure
within the framework of the Na-
tional Labor Relations Act?

These are only questions that
underlie the analysis of funding for
healthcare. How we answer them
determines our approach when we
face issues such as downsizing our
hospitals’ staffs, outsourcing jobs
and pursuing mergers and joint
ventures with new partners. The
analysis of these questions neces-
sarily requires management and
consultants to examine the as-
sumption of their analytical tools
and to bring to that examination,
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the content of the Church’s teach-
ing in regard to these questions.
The integration of value questions
such as these into our implementa-
tion of various economic models is
the most pressing need facing the
management, staff and trustees of
our institutions.

Because it is so vital to Catholic
healthcare administrators that we
act in accordance with the
Church’s teachings when we im-
plement specific economic strate-
gies, it is important that we under-
stand the Church’s teachings. To
be sure, the Church has a long his-
tory of social teachings that ad-
dress the dignity of the worker and
the very basic question of work it-
self, which as Pope John Paul II
has stated is the center of the social
question. In His encyclical, On
Human Work, issues such as the
positive and negative aspects of
technology; the need to develop
systems to reconcile the divisions
between capital and labor; the rela-
tionship of the demands of work to
family life, and the phenomenon
of the new unemployment of intel-
lectuals and professionals, are ad-
dressed. The discussion of the is-
sues in the encyclical, are relevant
to “the signs of the time” in Amer-
ican healthcare. The American
Bishops have offered managers
and their economic consultants
fundamental criteria for evaluating
the analytical tools acceptable in a
Catholic hospital when imple-
menting strategies in response to
an economic crises. What does a
given strategy do “for people” and
“to people?” Who should partici-
pate in the development and selec-
tion of the options available to a
Catholic hospital to solve its eco-
nomic crises?6

In addition to these criteria,
more recently, the American Bish-
ops have addressed the growing
numbers of unionization efforts of
workers in Catholic hospitals. In
September of 1999, the Domestic
Policy Committee of the U.S.
Catholic Conference issued a
working paper entitled, A Fair and
Just Workplace: Principles and
Practices for Catholic Health
Care. It is a collaborative effort on
the part of the U.S. Catholic Con-
ference Committee for Domestic
Policy, Catholic Health Associa-
tion, Leadership Conference of

Women Religious, the AFL-CIO
and the Service Employees Inter-
national Union. The document is
offered as a resource for reflection
by all constituents.

Truly, these are challenging
times for those of us in Catholic
healthcare – not only in terms of
our survival but also for truly mak-
ing an impact. The mission of
Catholic healthcare is carried out
within a moral framework set by
Church teaching and within an
economic framework shaped by
the market, public policy and avail-
able resources. Catholic Social
Teaching has a long and proud tra-
dition of thought rooted in scrip-
ture and the natural law. This tradi-
tion is found in papal encyclicals,
the documents of the Second Vati-
can Council and Pastoral teachings
of the American Bishops. Their
content has been the source of dia-
logue and commentary among aca-
demicians. Now, American health
care management is being asked to
take that teaching out of the theo-
retical world of principles and
norm and put them into practice – a
formidable challenge!

Resources Within  the Church 
that Support the Health Care 
Apostolate

In seeking to make the theoreti-
cal practical, we need to embark
upon a three-step process that:

1) looks at the signs of our
times; 

2) analyzes the content and con-
text of the Church’s social justice
teachings; 

3) links these factors to the eco-
nomic models we use.

A three-steps process; it is hard-
ly as simple as it sounds. On the
contrary, in his remarks to the
Twelfth International Conference
of this Pontifical Council for Pas-
toral Assistance to Health Care
Workers, our Holy Father ac-
knowledged “how complex health
problems are, calling for joint, co-
ordinated action, for effectively in-
volving not only healthcare work-
ers, but also those engaged in the
field of education, the world of
work, in protecting the environ-
ment and in the economic and po-
litical spheres.”7 Throughout his
Pontificate, Pope John Paul II has
repeatedly recognized the com-
plexities and challenges of modern
day healthcare, and has moved to
establish organizational structures
within the Holy See which provide
essential assistance to those who
work in and are served by the
healthcare ministry; the Pontifical
Council for Pastoral Assistance to
Health Care Workers and the Pon-
tifical Commission for the Aposto-
late of Health Care Workers being
two such examples. Hopefully in
the near future, we will see the ma-
terialization of yet a third opportu-
nity for support and assistance,
with the establishment of an inter-
national association of healthcare
associations, supported in its activ-
ities by the Pontifical Council.
Structures such as these provide
the healthcare workers throughout
the world with an opportunity for
open and continuous dialogue
among healthcare workers and
Church leaders worldwide. 

Within the United States we are
fortunate to have a number of
strong national and statewide asso-
ciations to assist us. The Catholic
Health Association has for a num-
ber of years provided us with ex-
cellent resources such as Social
Accountability Budgeting, which
is a tool for developing and track-
ing our affirmative efforts to serve
the community. Accountable bud-
geting challenges our leadership to
look at the short term and long
term needs of the community, pri-
oritizing those needs into the oper-
ational and capital budgets of the
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hospital. This program has provid-
ed sponsors, administrators and
trustees with invaluable tools and
strategies, enabling them to be
more responsive to the call of our
ministry. 

On a much more local level, dio-
ceses such as my own, the Arch-
diocese of New York, and the
sponsoring religious institutions
through their healthcare systems
are beginning to engage in collab-
orative dialogue and provide indi-
vidual hospitals with resources af-
fordable both in terms of money
and the human intellectual capital
to grapple with components of
economic analysis, cost and eco-
nomic indices. This supplemental
assistance is focusing not only on
realistic annual budgets but also on
three to five year financial fore-
casts and, often, reviews of
methodologies and assumptions
and options in strategic financing
and operational options. These
programs will provide resources
that attempt to address economic
issues from multiple disciplines,
which include the social teachings
as discussed earlier.

Within the Catholic Health Care
Network of the Archdiocese of
New York, such a strategy has
been employed and is now utilized
at three of our hospitals. This ap-
proach has thus far been very pos-
itively received by our leadership,
as it enables them to focus on dai-
ly issues while at the same time
having highly skilled professionals
look at future needs and opportuni-
ties. 

The focus on technical assis-
tance is not complete in itself. The
goal is to be faithful to the aposto-
late. This brings us to the point of
asking how can members of the
Church help one another? I think
the answer is that we can best help
by being trusting and supportive.
In fact, teacher, pastor and practi-
tioner are all on a learning curve
when it comes to the specific ap-
plication of the social teaching to
these very pressing economic situ-
ations in the incorporated aposto-
lates in the American legal, politi-
cal and socio-economic environ-
ments. We must be vigilant to be
faithful without imposing unnec-
essary burdens on one another.
The dialogue I referred to earlier is
so important to our internal

Church relationships. My own ex-
perience in the Archdiocese evi-
dences that religious institutes and
Bishops take very seriously the
challenge of giving life to the vi-
sion of the Church, in the experi-
ences of persons and communities
served by our healthcare institu-
tions, of making them apostolates,
employing sound management
and economic principles.

So far, I have concentrated on
the situation of incorporated apos-
tolates within the United States. A
discussion of the pressing need for
an economic analysis of Catholic
hospitals would be incomplete if it
focused only on national interests
and left for a later time a sharing of
resources if such becomes conve-
nient. Doing justice is “a constitu-
tive dimension of the preaching of
the Gospel”8 a “truly global vision
is the hallmark of the Christian.”9

The Catholic Church, 
Its Health Care Ministry 
And The Modern World

The Church views itself from
both a local and universal perspec-
tive. One of the amazing things
about our ministry is that we are
part of a universal church, which
views the whole as greater than the
sum of its parts. I am impressed
that this extends to the Church’s
healthcare ministry and that be-
cause we are truly a part of this
ministry, the attention given to
economic needs analysis is not

solely limited to the hospitals
within our diocese. Religious insti-
tutes and the Archdiocese of New
York, who sponsor healthcare sys-
tems, are engaging management,
employees and even their consul-
tants to volunteer time to think of
ways in which the resources of
American healthcare can be shared
with our brothers and sisters, inter-
nationally. We are exploring and
designing, in the midst of our eco-
nomic tensions, ways to reach out,
to think globally, now. These ef-
forts range from sharing human re-
sources to developing capital fi-
nancing mechanisms. Despite the
current pressure on limited imme-
diate resources, these efforts testi-
fy to real consciousness of the
leadership of American hospitals
to implement the teaching of Vati-
can II and read the signs of the
times.

Thomas L. Friedman,10 a mod-
ern day globalization specialist
and multiple Pulitzer Prize winner,
describes the immediate effect of
events in one distant part of the
world on other places. There is a
more current expression found in
the Second Vatican Council’s
Gaudium et Spes, a document
written over thirty years ago, long
before most of us ever conceived
of the idea of globalization.
Gaudium et Spes, prescient in con-
tent, admonishes us by reflecting
that through the advances in tech-
nology we are all economically
connected:

“One of the salient features of
the modern world is the growing
interdependence of men one on the
other, a development promoted
chiefly by the modern technical
advances”11 (GS, No.23).

The universality of the Church
and the scope of its structures pro-
vide potentially effective forums
to share both ideas and economic
resources.

An example of such opportunity
was the First Annual Pan-Ameri-
can Dialogue sponsored by the
Pontifical Council for Pastoral As-
sistance to Health Care Workers
and the Episcopal Conference of
Latin America in March of 1999.
With 12 different countries in at-
tendance, dialogues and collabora-
tive efforts were begun which
within a single year resulted in sig-
nificant and productive partner-
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ships amongst and between the
Church in America. A Catholic
healthcare network has been estab-
lished, and is now operational in
Haiti; a community parish nursing
program has begun in Honduras, a
pediatric clinic is being staffed and
supported in the Dominican Re-
public, a palliative cancer program
and educational exchange has be-
gun in Costa Rica and a primary
healthcare center is now under con-
struction in Tepepan, Mexico.
None of this was even under con-
sideration before the Pan-Ameri-
can Dialogue occurred. The Arch-
diocese of New York, like other
dioceses and religious institutes,
has committed staff to work with
healthcare institutions to develop
opportunities to share human and
natural resources. Such is the pow-
er of international dialogue through
our Church Universal. 

Summary

Given the current day chal-
lenges facing Catholic healthcare,
a comprehensive approach to fi-
nancial analysis and strategic plan-
ning, that integrates our values as
norms for economic analysis, is
essential if we are to succeed in
our efforts to sustain our ministry
and remain viable participants in a
highly competitive society that re-
lates to its constituents globally.

We, together – pastors and prac-
titioners – must continue to devel-
op on both the national and inter-

national levels, the forums for co-
operation such as the CHCN ini-
tiatives I have cited previously.
These initiatives, each working in
its appropriate sphere, will enable
the institutions to focus both on the
daily issues which burden them so
critically, as well as the long term
considerations of what can and
should be done to sustain their fu-
ture viability and identity. 

As we rapidly approach the
Eighth World Day of the Sick,
which will be held in Rome on
February 11, 2000, let us do as our
Holy Father has asked, and con-
template the face of Christ in the
sick.12 Let us rejoice in all that we
have and have done in the name
and vision of Jesus yet remain ever
cognizant of all that remains to be
done in the name and vision of Je-
sus. Let us be open and willing to
provide assistance whenever and
wherever we can, at the same time
as being open to accept the assis-
tance from each other. As we pre-
pare for our Jubilee Year, let us re-
new our spirits and commitments
to serve, heal the sick and promote
health in the name of our Lord. In
this way, through compassionate
service and tough but value-based
economic analysis, we will as an
incorporated apostolate be a
Church where “faith does justice.”

MARY HEALEY-SEDUTTO, Ph.D.
President of the Catholic 

Health Care Network, 
and Director of Health and Hospitals,

Archdiocese of New York (U.S.A.)
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