
Proceedings of the 
XVI International

Conference

Organised by
the Pontifical Council

for Health Pastoral Care 

Health 
and Power

November 15-16-17, 2001

New Synod Hall
Vatican City

DOLENTIUM HOMINUM
No. 49 � Year XVII � No. 1, 2002

JOURNAL OF THE PONTIFICAL COUNCIL
FOR HEALTH PASTORAL CARE 



ARCHBISHOP JAVIER LOZANO, Editor-in-Chief
MOST. REV. JOSÉ L. REDRADO, O.H., Executive Editor
REV. FELICE RUFFINI, M.I., Associate Editor

EDITORIAL BOARD

REV. CIRO BENEDETTINI
DR. LILIANA BOLIS
SR. AURELIA CUADRON
REV. GIOVANNI D�ERCOLE, F.D.P. 
DR. MAYA EL-HACHEM
REV. GIANFRANCO GRIECO
REV. BONIFACIO HONINGS, O.C.D.
MONSIGNOR JESÚS IRIGOYEN
REV. JOSEPH JOBLIN
REV. VITO MAGNO, R.C.I. 
DR. DINA NEROZZI-FRAJESE
DR. FRANCO PLACIDI
REV. LUCIANO SANDRIN
MONSIGNOR ITALO TADDEI

CORRESPONDENTS

REV. MATEO BAUTISTA, Argentina
MONSIGNOR JAMES CASSIDY, U.S.A.

REV. RUDE DELGADO, Spain
REV. RAMON FERRERO, Mozambique
REV. BENOIT GOUDOTE, Ivory Coast
PROFESSOR SALVINO LEONE, Italy
REV. JORGE PALENCIA, Mexico
REV. GEORGE PEREIRA, India
MRS. AN VERLINDE, Belgium

PROFESSOR ROBERTWALLEY, Canada

EDITORIAL STAFF

DR. COLETTE CHALON
DR. ANTONELLA FARINA
DR MATTHEW FFORDE

REV. BERNARD GRASSER, M.I.
DR. GUILLERMO QWISTGAARD

Editorial and Business Offices:  PONTIFICAL COUNCIL FOR HEALTH PASTORAL CARE
VATICAN CITY; Tel. 06-6988-3138, 06-6988-4720, 06-6988-4799,

Fax: 06-6988-3139  -  www.healthpastoral.org  -  E-MAIL: opersanit@hlthwork.va

Published three times a year. Subscription rate: 32 € for Europe, 30 $ for countries outside Europe, 
postage included

Printed by Editrice VELAR S.p.A., Gorle (BG)

Cover: Glass window Rev. Costantino Ruggeri

Spedizione in a.p. - art. 2, comma 20/c, legge 662/96 - Roma



LIST OF MEMBERS AND CONSULTORS

Address of Homage 
to the Holy Father
H.E. Msgr. Javier Lozano Barragán

Address of the Holy Father

HEALTH AND POWER

Inaugural Address 
H.E. Msgr. Javier Lozano Barragán

I. PROLUSION

The Theological Dimension, 
the Word of God, 
Health and Power
H.E. Cardinal Fiorenzo Angelini

II. THE REALITY

1. The Power of the Economy 
in the Field of Health
Prof. Jean Foyer

2. Power and Health Care Policy
Dr. Michael F. Collins

5

8

9

12

13

18

23

28

33

34

39

44

51

56

60

3. Power, Health and Society
Prof. Vincenzo Maria Saraceni

4. Medical-Scientific Information
Dr. Luciano Onder

5. The Power of Health Professionals
Dr. Salvador Rofes i Capo

6. The Power of the 
Pharmaceutical Industry
Dr. Eric-Paul Pâques

7. Religious Power and Health
Prof. Pier Luigi Zucchi, S.O.

III. THE ILLUMINATION OF REALITY

1. Power and Health in History
Prof. Diego Gracia Guillén

2. Theological Reflection 
on Power and Health
H.E. Msgr. Rino Fisichella

3. The Moral Frontiers 
of Power and Health
Rev. Brian Johnstone C.SS.R.

Contents

thursday
15

november

friday
16

november



4. The approach of the Church
to ‘Power and Health’
Msgr. Sergio Pintor

5. Inter-religious dialogue

5.1 Islam
Dr. Dalil Boubakeur

5.2 Hindu Philosophy Offers Solutions
Dr. A.R.K. Pillai 

5.3 Buddhism
Dr. Chin-Lon Lin 

IV. PRACTICAL ACTION TO BE PROMOTED

1. What Should be Done in Relation 
to the Economy and Health
Dr. Francesco Silvano

2. Power and Health Care Research
and the Mass Media
H.E. Msgr. John P. Foley

3. What Should be Done 
with the Power of the 
Professionals of Medicine?
Prof. Ignacio Carrasco de Paula

4. Practical Actions to be Promoted
in Relation to the Power
of Pharmaceutical Industries
Dr. Bernd Pastors

5. Power and Health 
in National and International 
Structures
Dr. Fernando S. Antezana Aranibar

6. What Should be Done 
in Relation to the Policy of States 
in Latin America
Dr. Eduardo R. Mondino

7. Educating in Relationships
among all the Subjects of Care
Rev. Luciano Sandrin, M.I.

8. In Relation to Hospitals
and Other Health Centres
Dr. Edgar Widmer

65

72

72

74

80

84

90

93

97

100

104

109

116

saturday
17

november

The illustrations in this edition are taken from the book:
“Caeli Novi et Terra Nova” 

La evangelización del nuevo mundo
a través de libros y documentos anteriores al 1600

existentes en el archivo y en la biblioteca del Vaticano,
edited by Isaac Vazquez Janeiro OFM, 

Vatican Apostolic Library, Vatican City, 1992



MEMBERS

His Eminence Cardinal Nasrallah Pierre
SFEIR
Patriarch of the Maronites of Antioch
The Lebanon

His Eminence Cardinal Ricardo 
J. VIDAL 
Archbishop of Cebu
The Philippines

His Eminence Cardinal Andrzej Maria 
DESKUR 
Emeritus President of the Pontifical 
Council of Social Communications
The Holy See

His Eminence Cardinal José Freire 
FALCÃO
Archbishop of Brazilia
Brazil

His Eminence Cardinal Michele 
GIORDANO
Archbishop of Naples
Italy

His Eminence Cardinal Jaime Lucas 
ORTEGA y ALAMINO 
Archbishop of San Cristóbal 
de La Habana, Cuba

His Eminence Cardinal José 
SARAIVA MARTINS 
Prefect of the Congregation for the 
Causes of Saints
The Holy See

H.E. Msgr.Tarcisio BERTONE, S.D.B.
Archbishop Emeritus of Vercelli
Secretary of the Congregation for the 
Doctrine of the Faith
The Holy See

H.E. Msgr. Charles A. SCHLECK, 
C.S.C.
Titular Archbishop of Africa
Co-Secretary Emeritus of the 
Congregation for the Evangelisation 
of the Peoples
The Holy See

H.E. Msgr.Elio SGRECCIA 
Titular Bishop of Zama Minore
Vice President of the
Pontifical Academy for Life
The Holy See

H.E. Msgr. Jorge Enrique 
JIMÉNEZ CARVAJAL
Bishop of Zipaquirá
President of  CELAM
Colombia

H.E. Msgr.Giuseppe PITTAU, S.I.
Titular Archbishop of Castro 
di Sardegna
Secretary of the Congregation for 
Catholic Education
The Holy See

H.E. Msgr. Thomas Kwaku MENSAH
Bishop of Obuasi
Ghana

H.E. Msgr. Peter Joseph CONNORS
Bishop of Ballarat
Australia

H.E. Msgr.Joseph Leo CHARRON 
Bishop of Des Moines
The United States of America

H.E. Msgr. José Dimas  
CEDEÑO DELGADO
Archbishop of Panama
Panama

H.E. Msgr.Carlos AMIGO VALLEJO
Archbishop of Seville 
Spain

H.E. Msgr. James Mathew WINGLE
Bishop of Saint Catharines
Canada

H.E. Msgr. Thumma BALA
Bishop of Warangal
India

H.E. Msgr. Wladys≥aw ZIÓ£EK
Archbishop of £ódº
Poland

H.E. Msgr. Jacques PERRIER
Bishop of Tarbes and Lourdes
France

H.E. Msgr. Serafim 
DE SOUSA FERREIRA E SILVA
Bishop of Leiria-Fátima
Portugal

H.E. Msgr. Jacinto 
GUERRERO TORRES
Bishop of Tlaxcala
Mexico

Rev. Anthony Frank MONKS
Father Superior of the Camillian 
Fathers 

Rev. Pascual PILES FERRANDO, 
Prior General of the Hospitaller Order 
of St. John of God

Rev. Angelo BRUSCO, M.I.
Former Father Superior 
of the Camillian Fathers

Sr. María del Camino 
AGÓS MUNÁRRIZ
Mother Superior of the Hospital Nurses
of the Sacred Heart of Jesus

Sr. Serafina DALLA PORTA
Mother Superior of the Daughters of 
San Camillo

Sr. Juana ELIZONDO
Mother Superior of the
Daughters of Charity of St. Vincent 
of Paul

Prof. Juan de Dios 
VIAL CORREA
President of the Pontifical Academy 
for Life
Rector of the Catholic University 
of Santiago, Chile

Prof. Gian Luigi GIGLI
President of the F.I.A.M.C.

Baron Albrecht 
von BOESELAGER                                 
Grand Hospitaller of the Sovereign 
Military Order of Malta

Dr. Marcello SACCHETTI
President of the Associations 
of Voluntary Work ‘Circolo San Pietro’
Rome, Italy

Prof. Alain LEJEUNE
President of the F.I.P.C.

CONSULTORS

H.E. Msgr. Ing. Renato DARDOZZI
Honorary Academician of the
Pontifical Academy of Sciences

Msgr. James P. CASSIDY
Honorary President of the AISAC
The United States of America

The Members and Consultors of Our Dicastery
The list of Members and Consultors of the Pontifical Council for Health Pastoral Care, after the

new appointments and reappointments made by the Holy Father, is made up as follows:



Msgr. Ignacio 
CARRASCO DE PAULA
Ordinary Professor of Bioethics
at the University of the Holy Cross
Rome

Msgr. Krzysztof SZCZYGIEL 
Director of the Institute of Bioethics 
of the Pontifical Academy 
of Theology of Cracow
Poland

Msgr. Mauro COZZOLI
Professor of Fundamental Moral 
Theology at the Pontifical 
Lateran University

Msgr. Sergio PINTOR
Director of the National Office for
Pastoral Care in Health of the 
Italian Bishops’ Conference
Rome

Rev. Tadeusz STYCZEN, S.D.S.
Professor of Ethics at the Catholic 
University of Lublin
Poland

Rev. P. Bonifacio HONINGS, O.C.D.
Emeritus Professor of Moral Theology 
at the Pontifical Lateran University
Rome

Rev. Joseph JOBLIN, S.I.
Ecclesiastical Assistant 
of the C.I.C.I.A.M.S.

Rev. Rudesindo DELGADO PÉREZ
National Ecclesiastical Assessor 
of PROSAC
Madrid, Spain

Rev. Vitor Francisco Xavier  
FEYTOR PINTO
Director of the National Office 
of Pastoral Care in Health
Lisbon, Portugal

Rev. Athanase WASWANDI
Rector of the Catholic University 
of Graben
The Democratic Republic of the Congo

Rev. Ernesto SCIRPOLI
President of the ‘Emmaus’
Associations of Voluntary Work 
Italy

Rev. Juvenal ILUNGA MUYA
Lecturer at the Pontifical Urbanian 
University
Rome

Rev. Jacques SIMPORÉ, M.I.
Lecturer at the University 
of Ouagadougou, Burkina Faso 

Rev. Tony ANATRELLA
Psychoanalyst and Specialist 
in Social Psychiatry
Paris, France

Rev. Edward PHILIPS, M.M.
Continental Delegate of the AISAC
Archdiocese of Nairobi 
Kenya

Rev. Mario BIZZOTTO, M.I.
Lecturer at  ‘Camillianum’ Institute 
of the Theology of Pastoral Care 
in Health
Rome

Rev. Carlo CASALONE, S.I.
Lecturer at the Pontifical Gregorian 
University
Rome

Rev. Francisco Cristóbal  
FERNÁNDEZ SÁNCHEZ
Lecturer at the Pontifical Urbanian 
University
Rome

Rev. Jerome HALADUS, O.P.
Lecturer at the Pontifical University 
of St. Thomas Aquinas
Rome

Prof. Carla Giuliana BOLIS
Professor of Comparative Biology 
at the University of Milan
Italy

Mrs. Birthe LEJEUNE
Member of the Pontifical Academy 
for Life
France

Prof. Wanda POLTAWSKA
Former Director of the Institute 
of Family Theology at the Pontifical 
Academy of Cracow 
Polond

Mrs. Viviane 
VERLINDE-BOUTELEGIER
Secretary General of the CICIAMS

Mrs Maria Inez 
LINHARES DE CARVALHO 
President of the Association of the 
Catholic Doctors of Brazil

Dr. Fiorenza DERIU BAGNATO
Social Researcher
Rome

Dr. Bernard NATHANSON
Lecturer at the Clinical Associate 
Medical College
New York
The United States of America

Dr. Michael Francis SHANAHAN
Executive Secretary 
of the Catholic Doctors Association 
of  Western Australia, Australia

Dr. Fernando S. 
ANTEZANA ARANÍBAR
Former Vice Director General 
of the WHO, Switzerland

Avv. Maurizio SCELLI
Former Secretary General of UNITALSI
Rome

Prof. Corrado MANNI
Professor Emeritus of Anaesthesiology  
and Resuscitation ofthe Catholic 
University of the Sacred Heart
Rome

Prof. Bruno SILVESTRINI
Professor of Pharmacology 
and Pharmacognosy at the ‘Sapienza’ 
University of Rome, Italy

Prof. Diego GRACIA GUILLÉN
Professor of the History of Medicine 
at the ‘Complutense’ University 
of Madrid, Spain

Dr. Antonio CICCHETTI
Director General of the ‘Gemelli’ 
Polyclinic of the Catholic University 
of the Sacred Heart
Rome

Dr. Francis SULLIVAN
Executive Director of the Australian 
Catholic Health Care Association
Australia

Dr. Comm. Giorgio FILIBECK
Study Assistant at the Pontifical 
Council of Justice and Peace
The Holy See

Dr. Salvino LEONE
Director of Humanistic Medical 
Services for the Roman Province 
of the  ‘Fatebenefratelli’
Italy

Dr. Thomas GRACIOUS
Lecturer at the Indira Gandhi 
National Open University
New Delhi, India

Prof. Pierluigi ZUCCHI
Professor of Physiopatology,  Pain 
Therapy and Treatment of Headache
University of Florence, Italy

Dr. Volodymyr SEMENIV
Head Physician at the ‘Szeptycky’ 
Hospital
Lviv, The Ukraine





8 HEALTH AND POWER

Most Blessed Father,

Your Holiness entrusted our Ministry for Health
Pastoral Care with the task of expressing the care
and concern of the Church for the sick and those
who suffer, helping health care workers at a spiri-
tual level. During this sixteenth international con-
ference on ‘health and power’ we have seen how
the various powers in the political, social, scientif-
ic, technological, economic and religious fields are
also health care workers in the field of health and
we have reflected on how to show them, in the
light of the Gospel, the pathway to obtain in a more
sensitive and Christian way the integral health of
the world. We have considered power understood
in the light of God the Almighty Father as ‘doing
truth in love’ (Eph 4:15), and thus as the pathway
towards the harmony of mankind in the field of
health. In this harmony every man and every
woman must find the right conditions to achieve

their own health, understood as a movement to-
wards fullness, that is, the resurrection of Christ.

We have seen the urgent need to apply these cri-
teria to the health care reality in which we live. In-
deed, every year infectious diseases kill seventeen
million people in the world, of whom 90% live in
developing countries. 95% of the thirty-four and a
half million people suffering from AIDS do not
have sufficient economic resources to pay for the
medical treatment that is required, which is very
expensive because of the patents which protect
such treatment. There are no up-to-date drugs and
medicines, with or without patents, for the
so-called ‘diseases of the poor alone’, such as tu-
berculosis, malaria, haemorrhage fever, leishmani-
asis, certain forms of meningitis, sleeping sick-
ness, measles etc. Of the 1,223 new medicines and
drugs put on the market between 1975 and 1997,
only thirteen were for the treatment of infectious
tropical diseases. It is calculated that the world
pharmaceutical budget is between fifty and sixty
billion American dollars, of which only 0.2% is
dedicated to acute respiratory infections, tubercu-
losis and diarrhoea diseases. These diseases are re-
sponsible for 18% of deaths in today’s world.1

During this conference we have referred to the
various forms of solutions, taken from the Gospel,
to these and similar problems presented to us by
the use of power in the health care field. Your Ho-
liness has often referred to situations of injustice
and the change which must take place in the world
so that we can live the love of the Lord. 

We are here, Holy Father, scientists and profes-
sionals of health care from about sixty nations,
feeling much gratitude to you for having granted to
us this very important audience. We now await
words from Your Holiness that will guide us, and
the blessing that will help us to be witnesses to
‘hope that does not disappoint’ (Rom 5:5) in these
fields, which are so arduous and difficult, of medi-
cine and health. 

H.E. Msgr. JAVIER LOZANO BARRAGÁN,
Archbishop-Bishop Emeritus of Zacatecas,

President of the Pontifical Council for Health Pastoral Care.
the Holy See

Note
1 Mèdicins sans frontières (MSF), ‘Briefing Note’, June 2000, at

htpp://ww.accesmed-msf.org.

ADDRESS OF HOMAGE TO THE HOLY FATHER
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Revered Brothers in the Episcopate 
and Priesthood,
Dear Brothers and Sisters!

1. I am happy to extend my cordial welcome to
all of you, taking part as you are in the Sixteenth
International Conference organised by the Pontifi-
cal Council for Health Pastoral Care on the subject
‘health and power’. 

I extend my affectionate greetings to the Presi-
dent of your Pontifical Council, Msgr. Javier
Lozano Barragán, and I thank him for the courte-
ous words that he addressed to me on behalf of
those present. My thoughts go to all of you, work-
ing as you do in a field which is so meaningful for
the quality of human life and the preaching of the
Gospel. 

The subject of your congress is demanding and
complex, in addition to being topical and urgent. In
particular, it is singularly useful in renewing the
culture of service to health and life, beginning with
care for the weakest and poorest.

I observed in my encyclical letter Sollicitudo Rei
Socialis that ‘among the actions and attitudes op-
posed to the will of God, the good of neighbour
and the “structures” created by them, two are very
typical: on the one hand, the all-consuming desire
for profit, and on the other, the thirst for power,
with the intention of imposing one’s will upon oth-
ers...”at any price”’(n.37).

I congratulate you on the fact that during these
days of study it is your intention to offer a specific
contribution so that in the world of health the exer-
cise of power is not based upon the desire for do-
minion or profit but is animated by a sincere spirit
of service. As is the case with every field, in the
sphere of health care as well the exercise of power
is good when it promotes the overall good of the
person and the whole community. 

This harmony is fully fulfilled in the mystery of
Christ in whom the Father chose us as His adopted

sons and with the richness of grace ‘he has made
known to us the mystery of his will, according to
the purpose which he set forth in Christ as a plan
for the fullness of time, to unite all things in him,
things in heaven and things on earth’ (Eph 1:9-10). 

2. By this international conference of yours it is
your intention to carry out in the light of revealed
fact a detailed reading of the reality of health in all
its aspects. In the world of health, different kinds
of power encounter each other and interact: from
economic power and political power to power

ADDRESS OF THE HOLY FATHER

In the World of Health the Exercise of Power
should not be Based upon the Desire for
Dominion or Profit but should be Animated 
by a Sincere Spirit of Service
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linked to the means of communication; from pro-
fessional power to the power of the pharmaceutical
companies; and from the power of national and in-
ternational organisations to the power of religious
organisations. 

All of this gives rise to a thick net of measures in
which, on the one hand, the immense opportunities
that exist to improve service to life and health are
evident, and on the other hand, the risks provoked
by powers which are exercised in a way that does
not respect life and man are brought out. 

To such a vast and complex reality your reflec-
tion and debate seek to offer valuable elements for
an ethical and pastoral understanding, with in ad-
dition an appreciation of the contributions that de-
rive from respectful inter-religious dialogue.

I am confident that useful indications will
emerge from these days of study, especially with
regard to the social and spiritual action of the
Church in the field of health care, considered as a
whole.

In order to understand and live out every form of
‘power’ in the world of health in a correct way, it is
necessary to fix one’s gaze on Christ. It was he, the
Word made flesh, who took upon himself our in-
firmities to heal them. It is he, who came not to be
served but to serve, who teaches us to exercise
every form of power as service to the person, espe-
cially if weak and fragile. It is he who took on suf-
fering humanity in order to return to it its face
transfigured by the resurrection. 

3. In drawing near to people in a state of illness,
suffering or disability, the Church is moved by the
wish to preach and bear witness to the Gospel of

life. In doing this, at the same time, she offers a
concrete contribution to the harmonious construc-
tion of society.

In the face of a widespread culture of indiffer-
ence and at times of contempt for life, in the face of
the unscrupulous search for dominion by some
people over others, with the consequent marginal-
isation of the poor and the weak, it is more neces-
sary than ever before to offer solid criteria so that
the exercise of power in the world of health is
placed in every situation at the service of the dig-
nity of the human person and the common good. 

I willingly take this opportunity to launch a
pressing appeal to those who have important posi-
tions of responsibility in this important sector so
that in a spirit of constructive co-operation they
work to promote an effective culture of solidarity,
taking into account the conditions of those people
who live in countries marked by a worrying mate-
rial, cultural and spiritual acute poverty.

In this sense, I make myself the spokesman of
every sick and suffering person, and also of those
peoples wounded by poverty and violence, so that
for them and for the whole of mankind there may
arise a future of justice and solidarity. 

Those who have the gift of faith feel committed
in a special way to bear witness through their be-
haviour to gospel-based hope. Only with love and
with service, in fact, can one treat and heal, estab-
lishing thereby the bases for a renewed world. 

With these wishes I entrust the deliberations of
your conference and your persons to the maternal
protection of the Holy Virgin, and most willingly
impart to each one of you a special Apostolic
Blessing. 



Health
and Power
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It is a great pleasure for me to in-
augurate this international confer-
ence on ‘health and power’ by ad-
dressing warm greetings to you all.

In his Letter to the Ephesians
(4:15) we find a phrase by St. Paul
which seems to me capable of sum-
marising the goals that we intend to
pursue at this congress. The version
of the Greek text reads ‘alezian dè
poiountes en agape’ which trans-
lates the Latin text literally: ‘Veri-
tatem autem facientes in caritate’,
that is to say ‘doing truth in love’.
This says St. Paul is what we must
do to grow as the Body of Christ of
which Christ is the head and ‘from
whom the whole body, joined and
knit together by every joint with
which it is supplied, when each part
is working properly, makes bodily
growth and upbuilds itself in love’
(4:14). The path, therefore, is that
of doing truth in love. I think that
this is authentic power. Power, in-
deed, is not only doing something
but rather doing it according to
proper truth, and, furthermore, so

that it can be authentic power, we
must do it in love. 

Such is God our Lord. God the
Father is all-powerful because he
pronounces the full truth, His Son,
and He does this with Love, the
Spirit. Authentic power is the Most
Holy Trinity, the authentic power to
do truth in love. The small phrase
that we recite at the beginning of
the Creed, ‘I believe in Almighty
God the Father’, places us in the
mystery of God and explains our
faith. 

How, then, should we do truth in
love in the field of health and med-
icine? This, indeed, is the subject of
our congress. Authentic power is
made up of three factors: strength,
truth, and love. Strength, and intel-
ligence, and love. Are health and
contemporary medicine strength
and intelligence and love? What is
the reality of our times? How
should we proceed so that both
health and medicine are true pow-
er? What is authentic healing pow-
er? 

The providing of answers to
these questions is the objective of
this congress whose subject is, pre-
cisely, ‘health and power’. We will
begin with a vision of the whole
which will be elaborated by His
Eminence Cardinal Fiorenzo An-
gelini in the initial prolusion on the
theological perspective in the Word
of God on health and power. Then
prestigious and highly competent
scientists in the field of medicine,
and eminent theologians from vari-
ous parts of the world, will dwell
upon various subjects that will in
turn be sub-divided into three parts:
the first will concern the contempo-
rary situation of power and health
in the realities that we experience;
the second will contemplate at a de-
tailed level the plan of God for
power and health; and the third will
invite us to adopt concrete lines of
conduct so that we can draw near in
the best ways possible to the plan of
God and do truth in love. 

I would not like to finish this
brief introduction without first
keenly thanking Cardinal Angelini,
my most worthy predecessor as
President of the Pontifical Council
for Health Pastoral Care, as well as
all the speakers and chairmen of
this congress. I would also like to
thank all the participants for their
active presence at this conference.
As you can see from the pro-
gramme in your possession, we
have given certain spaces to dia-
logue, which will without doubt be
very interesting and during which
you will be able to freely make a
contribution to out deliberations. 

I would like to thank you once
again for your participation. You
are very welcome.

H.E. Msgr. JAVIER 
LOZANO BARRAGÁN,

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

for Health Pastoral Care.
the Holy See

JAVIER LOZANO BARRAGÁN

Inaugural Address 
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The subject chosen for the inaugur-
al prolusion of this sixteenth interna-
tional conference is so vast that it
might appear at first sight to be gener-
ic, given that the concepts of power
and health and so all-inclusive. 

The title of the subject which has
been entrusted to me, however, cir-
cumscribes it strongly because it
refers to the relationship between
power and health, the theological di-
mension and the Word of God. 

I would like, however, to make a
number of introductory observations. 

‘Power’ and ‘health’ are global
concepts. Which power? Which
health?

According to the approach of the
programme of this conference it is
health itself – understood as physical,
mental and spiritual health, and as
health care – which constitutes the
first, most universal and greatest
power, given that – as can be read –
‘as a force directed towards life, it is
authentic power’.1

It seems to me, for this reason and
from this point of view, that in the no-
tion of health there is the wish to in-
clude also the idea of health care,
which, at least in current usage, is
more the set of institutions, laws and
policies which are at the service of
health.2

This is because when we address
the subject of ‘health and power’
from the point of view of Christian
theology and the Word of God, it fol-
lows that by the term ‘health’ one
wants to refer to everything that con-
cerns the prevention, the diagnosis,
the treatment and the rehabilitation
that is required to improve the physi-
cal, mental and spiritual equilibrium
of the person from the perspective of

that ‘health’ that draws near to the
concept of ‘salvation’. 

The term and concept of ‘power’,
in the light of the Christian vision of
life, does not in the least refer to the
notion of dominion;3 it refers, instead,
to the notion of ‘service’.4

To serve health is to place oneself
on the line of the plan of salvation
which is health in the fullest and com-
prehensive sense of the term.5 To do
this with the greatest possible com-
mitment, with effectiveness and cred-
ibility, means to exercise power in the
most suitable way possible in its di-
mension of service. 

At this point, faced with such
weighty subjects, should we not per-
haps ask ourselves the meaning of so
many meetings, conferences and
phrases which, if taken seriously,
should be translated into equally con-
crete initiatives?   

Have we ever asked ourselves if
we really believe in what seems to us
to be not merely incumbent but at
times something that we even sponta-
neously and obviously proclaim in a
loud voice?   

Are we really aware of what con-
crete consequences the very many
statements of principle, which at con-
gresses, conferences and symposia
are even enthusiastically applauded,
should give rise to? 

In the apostolic letter Novo Mil-
lenio Ineunte the Pope warned
against the risk of ‘drowning in a sea
of words’ which lack efficacy and
credibility.6

During the course of the stage that
preceded the creation of the Pontifi-
cal Council for Pastoral Assistance to
Health Care Workers, on more than
one occasion I observed that in fact

its creation went back directly to
Christ, who, in carrying out his mis-
sion, always associated his preaching
with service to the sick and to the suf-
fering in body and spirit. How true it
is, as John Paul II stressed in the
founding document of this Ministry,
that ‘the Church, during the course of
the centuries, has strongly felt that
service to the sick and suffering is an
integral part of her mission’.7

In this theological approach, much
attested to by Holy Scripture, there is
also a truth which, from the human
point of view, must be seen as obvi-
ous. Health, and thus life, is the
pedestal of everything. Whatever
question is considered, its premise is
life.

If there is a subject which really
does not lend itself to academic dis-
cussions, it is life. We owe it to life if
we are here, if we can speak about
power and health. 

The dramatic events now under-
way have pushed mankind to redis-
cover the primary value of life, which
can today be attacked in the most sub-
tle and unthinkable of forms.

The important inter-Ministerial
document ‘The reproductive health
of refugees’ was issued in recent
days, a document addressed to the
bishops’ conferences of the world.
And we must ask ourselves what its
implementation will be in the huge
work of evangelisation.8

And yet if we re-read so many
statements and conclusions approved
unanimously even in the most author-
itative quarters, the risks of very
grave attacks on life have always
been pointed out and even predicted.
But with what results?

At an international conference
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which has chosen such a weighty
subject, either one takes on essential
truths that are accepted in a self-as-
sured way as the reasons which
should guide our activities, or it
would be better to avoid situations of
dramatic inconsistency. 

In the field of health care and
health we have examples that have
marked, and continue to mark, histo-
ry with unmistakable signs. The signs
of doing, of rendering faith operative
through charity, that is to say through
service to other people (cf. Gal 5:6). 

San Camilllo de Lellis did not con-
fine himself to saying that for him
sick people, and above all the most
repugnant, were ‘princes’; he served
them and he loved them as though
they were princes. And yet, amongst
the last sentences of the dying San
Camillo we also encounter the fol-
lowing: ‘Lord, I confess that I have
done no good...’9

St. John of God, a great innovator
in health care and a saint, signed him-
self ‘Brother Zero’.10

Albert Schweitzer believed that
when it came to the defence and pro-
motion of life there could be no get-
ting away from the need to move
from word to facts, and of the whole
of his work Lambarené is the master-
piece. The same may be said of the
Servants of God Marcello Canadia,
the Abbot Hildebrand Gregori, Moth-
er Teresa of Calcutta, and innumer-
able unknown and silent witnesses.

I have presented these reflections
as a premise because I believe that it
is incumbent upon me, in these cir-
cumstances of scientific and academ-
ic relevance characterised by an
analysis of health and power, to em-

phasise the importance of awareness
of the need for a strong bond between
words and facts, between a statement
of principles and their application. 

Just as a man who needs service to
life is a psycho-somatic unity, so
those who are involved in service to
life must understand their dedication
at all levels – research, study and care
– not in a sectoral way but in a total
way.

The whole man is to be dedicated
to with the whole man; to those who
need everything, we give all of our-
selves.

Allow me to remember an appeal
which after almost twenty years still
rings out as being of contemporary
relevance, even though it has not
been completely ignored given that it
was adopted by the very recent epis-
copal synod. 

In 1983 the Ordinary Assembly of
the Synod of Bishops was held on the
subject of ‘reconciliation and peni-
tence in the mission of the Church’.
During the deliberations of the 197
synod fathers, there was not even a
reference to sick people and to the
world of health and health care. The
then General Superior of the
Fatebenefratelli, Fra Pierluigi March-
esi, was merely there as a ‘listener in-
vited to speak’. In his speech, after
asking himself where Christ would
have been placed if the synod assem-
bly had been held during his time, he
went to the heart of the subject of rec-
onciliation and added: ‘Modern med-
icine, with its multiple infraspeciali-
sations, is often accused of proceed-
ing almost to a sharing out of evil in
its anatomic parts; is it not the case
that the Church as well has perhaps
taken part in this sharing out by con-
cerning herself exclusively with the
soul of the sick person and his spiritu-
al feeling? We, who by the mandate
of the Church and our founders are at
the side of the sick, must point out a
feeling of impotence and irrelevance
as regards what we have to suffer. It
seems, on many occasions, not to in-
terest anybody’.11

Life is not served per partes but in
its fullness and wholeness.

I believe, therefore, that we should
establish with clarity and concrete-
ness the operative principles that de-
scend from the Christian vision of
health and the Christian vision of
power. They can be summarised un-
der the three following headings: 1.
the dimension of power and the di-
mension of service to health; 2. one
does not serve health unless one
serves life, the whole of life, and the

life of all people; 3. power as service
to life involves an encounter between
justice and charity.

1. The Dimension of Power and the
Dimension of Service to Health

The dimension of power as service
is traced in the dimension of the con-
cept of health as fullness of life. In
the opposite case, not only does one
not serve life but one cannot even
think about or discuss it. 

In relation to health understood in
these terms, the power of Jesus was
limitless. He ‘healed every infirmity’
because from him ‘there came a
force which healed everyone’ (Lk
6:17-19). Jesus healed the sick in
spirit, the troubled and the op-
pressed, those afflicted by real and
authentic illnesses. To him, indeed,
they ‘brought all the sick, those af-
flicted with various illnesses and
pain, the possessed, epileptics and
paralytics, and he healed them all’
(Mt 4:23-25).

The healing power of Jesus was
not exclusive to the Son of God, it
was not something with which he
supplemented his preaching, and at
the same time was not something
that finished with that preaching to-
gether with him. This healing power,
or better, this effective service to life,
was a part of the gospel message as
such. It was a power that Jesus
shared with his followers. Indeed, to
the Twelve Jesus ‘gave the power to
cast out wicked spirits and to heal
every sort of illness and infirmity’
(Mt 10:1). 

The preaching of the Kingdom of
God must form the context of this
healing action.12

We can read in the Gospel accord-
ing to St. Matthew that ‘these twelve
Jesus sent out; but first gave them
their instructions... Preach as you go,
telling them the kingdom of heaven
is at hand. Heal the sick, raise the
dead, cleanse the lepers, cast out dev-
ils; give as you have received the
gift, without payment’ (Mt 10:7-8). 

In the Gospel according to St.
Luke the association between the
concepts of health and power is even
clearer in that passage where one can
read: ‘And he called the twelve apos-
tles to him, and gave them power and
authority over all devils, and to cure
diseases, sending them out to pro-
claim the kingdom of God, and to
heal the sick’ (9 Lk 1-2). 

If this is, so to say, the theological
framework of the relationship be-
tween health and power, it follows
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that power, understood as service, is
service to life, which, in its fullness,
is health in its most overall meaning.

The problem arises and increases
its expressions when consistent, con-
structive and effective implementa-
tion of this service has to be effected,
a service which does not only em-
brace the world of health care, as the
questions and issues which this con-
ference will have to address seem to
indicate. 

The concept of ‘health care’ also
forms a part of the concept of health,
where health care is understood as
the health care policy, legislation and
planning of each individual country.
However, the fully human and Chris-
tian concept of health could fully
form a part of the specific concept of
health care. This is not a matter of a
confusion over terms because of the
fact that ‘health’ and ‘health care’ in
some languages are described with
the same word and this can lead to
some ambiguities.   

Health is a goal whereas health
care is the set of instruments by
which it is achieved. And it is pre-
cisely in the identification, and above
all else in the application, of these in-
struments that the theological dimen-
sion of the relationship between
health and power encounters its most
serious and complex problems. 

How true it is that at the moment
when in advanced societies the full
socialisation of health care has been
reached, the problem of its humani-
sation has become more acute and
even more dramatic. And this is tak-
ing place, in my opinion, because
power, in the sense of service to
health, is conditioned by aims that
ignore, neglect and even offend the
real and full concept of health, which
corresponds to the real and authentic
concept of life. 

The papers that will be given dur-
ing the course of this international
conference will dwell upon the power
of the economy, of politics, of infor-
mation, of the pharmaceutical indus-
tries, of international organisations,
and of religions themselves, in the
field of health care and health, and
this will be done according to a three-
fold approach: reality, the clarifica-
tion of reality, and the practical initia-
tives which have to be engaged in. 

Rightly, however, before address-
ing these three subjects and contexts,
it is important to focus in on the dual
concept of health and power in its re-
lationship with the Christian concep-
tion of the world, of the world, and of
history.

2. One does not Serve Health if one
does not Serve Life, the Whole 
of Life, and the Life of all Men 

Life has a dimension which tran-
scends health in a narrow sense be-
cause it calls to mind its origins and
its destiny. In this sense there is not an
‘exclusive’ Christian concept of the
defence and the promotion of life, as
John Paul II himself has repeatedly
observed,13 even though faith in God
the Creator and in Christ the Re-
deemer enriches an exclusively ratio-
nal vision of life.14

Health as fullness of life is a notion
that comes from the profile of the
civilisation in which we recognise
ourselves. Civilisation refers to a cul-
ture, but as regards life there cannot
be cultures that involve in part or in
whole the negation of life and which
circumscribe the right to life in a dis-
cretional way. 

Today there is a great deal of talk in
inappropriate fashion about a con-
frontation or even clash of civilisa-
tions. Civilisation rightly understood
is a civilisation of life, and thus there
is only one civilisation. Cultures can
be different but their concentric point
is service to, and thus the celebration
of, life. Just as life is unique so also is
civilisation unique – to the extent to
which it promotes and defends life. 

Without defending and promoting
the life of everyone one does not de-
fend or fully promote even the life of
single individuals. And this, as the
Holy Father emphasises, not only as
regards the defence against attacks on
life but as an attempt to regenerate
constantly the inner tissue of culture
itself, which influences in a determin-
ing way as well the political and leg-
islative choices that are made.15

Whilst, however, cultures differ
from each other even in an almost es-
sential way with regard to particular
ways of knowing, of advancing, and
of organising both individual life and
social life, all human beings (with
certain horrific exceptions) encounter
each other in the defence and the pro-
motion of health, given that this is an
absolutely request which can never
be removed. 

If the defence and the promotion of
life constitute the field of civilisation
where service to life is called to work,
it follows that there is a very close
bond between civilisation and the
ethical and moral vision of the per-
son. 

And one is indeed called to adopt a
moral approach: face to face with the
defence of unborn life and against

abortion; face to face with responsi-
ble fatherhood and motherhood and
against selfish birth control; face to
face with the medicine of transplants
and against genetic biology that
threatens the roots of the personality
of the person; face to face with the
safeguarding of the right to die in
peace and against euthanasia; face to
face with the humanisation of medi-
cine and against every bureaucratic
and depersonalising form of medi-
cine; and face to face with the em-
ployment of all the discoveries of sci-
ence and technology at the service of
life. 

More than was the case in the past,
human reason must today become
aware that it cannot remain a prisoner
of advances which, once they have
been obtained, reveal fearful limits,
and which only a broader spiritual
and transcendent vision can suitably
control.16

The rational analysis of the imbal-
ance, of the ill-being, of the illness
that afflicts modern man, the artifice
and at the same time the victim of
technological progress, moulds a dif-
ferent notion of health itself: a notion
which is more complete and compre-
hensive. This postulates an anthropo-
logical diagnosis that reaches the
spiritual patient, that discovers, so to
say, the roots of the evil beyond the
mechanisms and the spectrum of the
physical and the psyche.

In its expressions of prevention, di-
agnosis, treatment and rehabilitation,
medicine works with rigour and with
non-arbitrary methods. There must
therefore be a medicine of the spirit,
almost an ascetic medicine which
helps to prevent, and free the spirit
from, the shadow of modern anxiety. 

In other words, in order to solve the
dilemma: as the artifice or victim of
technical progress, man must make a
non-scientific choice, an ethical and
spiritual choice, that is to say a choice
in favour of civilisation. A rational
and not an emotional choice.

All this certainly does not involve
an ambiguity in the term and the con-
cept of ‘health’, but rather its neces-
sary completion, because one does
not heal man anew if the treatment
does not draw on the psyche and one
does not heal that unitary nucleus that
no term can suitably express if not the
term ‘spirit’. 

The health of the spirit is not only a
pre-condition of psycho-physical
health, it is also an authentic libera-
tion of resources, and thus an instru-
ment for the real co-ordination of the
choices that those who believe and
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profess a solid faith in the absolute
and primary value of health as life
must promote with all their strength
and through a concrete and fact-based
effort which, unfortunately, encoun-
ters difficulty in taking off – some-
thing also caused by the insufficient
grounding of Christians in this field
of pastoral work, a real point of en-
counter for service to man and a rea-
son for that ecumenicalism of works
which is a practical transcription of
the gospel message and the proclaim-
ing of the Word of God as the Word of
Life and of salvation. 

The Holy Father has been clear and
has guaranteed the full co-operation
of the Church with those who work in
the field of health care and health, in
the name of a conception of ‘health’
that includes that of ‘salvation’: an
‘overall’ health that heals man anew
in his totality.17

How much the Church can do, not
only understood in a hierarchical
sense but as a community of believers
in Christ in the field of service to the
whole of life and the life of everyone,
is demonstrated by her presence of
over 30,000 Catholic health-care in-
stitutions working in the world, with
hundreds of thousands of priests,
members of male and female reli-
gious orders, and consecrated lay
members, with millions of voluntary
workers, with a capillary distribution
of her structures at a local and ground
level.

The Pontifical Ministry for Pas-
toral Assistance for Health Care
Workers, or as is said today the Pon-
tifical Council for Health Pastoral
Care, was born as a request for co-or-
dination and fostering. Likewise, the
Holy Father also established the Pon-
tifical Academy for Life. 

The Pope of human rights is the
Pope defensor vitae.

The evident gap between possibili-
ties and concrete implementation
must be a primary concern of every
scientific and pastoral reflection pro-
moted by the Church. Hence I will
now move on to the third point.

3. Power as Service to Life Involves
a Working Encounter between 
Justice and Charity

It is taken for granted that the exer-
cise of power as service to health con-
stitutes the principal expression of the
duty of justice, understood as an
obligation to recognise and to give
everyone their due, because of the
common destination of goods. 

History teaches us that in the field

of service to health as well, every
commitment to achieve justice has
been shown to be insufficient because
of the fragility and selfishness of
man.

Without the support of charity
there has not been either a sufficient
or an increasing upholding of justice. 

According to the Christian vision,
God alone is just and man can be said
to be just to the extent to which he be-
haves in conformity with the will of
God.

The attribution of justice, however,
is associated in God with His nature,
which is that of Love (1 Jn 4:9; 2 Cor
13:11) and thus infinite mercy (Mt
18:12, 23, 25; Lk 15:3-11; 12-32,
etc.).

So that power can become service
to health, charity is required, and
charity by definition is self-giving
service without recompense. 

There is an equivocal point, how-
ever, which must be overcome, and it
is that self-giving – the essential con-
notation of charity – is to be under-
stood as an optional and surrogate
choice. 

The term and the concept of chari-
ty is heavily affected by the ambigui-
ty that is encountered in its under-
standing and practice by Christians as
a form of occasional, discontinuous
and optional generosity.

Whereas the duty of justice is
recognised as being inescapable from
a Christian point of view, the primary
duty of charity is often seen as an ex-
tra. In reality, one cannot have charity
without justice, in the same way that
justice, deprived of the impulse of
charity, can fall into legalism, into
leading to only the minimum being
given, into not being able to trans-
form charity into a constant and ha-
bitual approach of Christian conduct. 

According to a happy observation
made by St. Gregory the Great,
‘when we give indispensable things
to the poor we do not make personal
gifts to them but we give them what is
their due. More than performing an
act of charity, we perform a duty of
justice’.19 This is confirmed in a par-
ticularly true way in the service that
must be given to health. And the
demonstration of this truth, from the
point of view of the theological di-
mension of the relationship between
power and health, is offered in the
Gospels by the parable of the Good
Samaritan, and in the concrete reality
of the past and of today’s world of the
various forms of voluntary work.

The Good Samaritan of the gospel
parable (Lk 10:25-37), although lo-

cated in a historical period that was
not aware of the present-day ad-
vances in care, was a complete figure
of mature civilisation. This was be-
cause he bent down ‘with love’ be-
fore the wounded man, who called
for the recovery of life.

Expressing himself as love, the
Good Samaritan, that is to say Christ
himself, linked the divine with the
human in the synthesis of love.
‘Man’, writes the Holy Father, ‘can-
not live without love. He remains a
being that is incomprehensible for
himself, his life is senseless, if love is
not revealed to him, if he does not en-
counter love, if he does not experi-
ence it and make it his own, if he does
not participate intimately in it’.20

Only in love – which is a spiritual
dimension – can civilisation and ser-
vice to health and life connect: only
love, in fact, offers the human condi-
tion, which aspires to the safeguard-
ing and the promotion of the quality
of life, the highest dedication and the
commitment to accompany this dedi-
cation with all the constructive instru-
ments that the advance of science and
technology are able to offer.    

The figure of the Good Samaritan
is the point of reference for a full in-
terpretation of the relationship be-
tween justice and charity, of a justice
that receives from charity the conno-
tations of sensitivity, sharing, and sol-
idarity.

As has been observed, the very ori-
gins of the male and female religious
institutions as a response to urgent so-
cial requests was due to a choice in
favour of a form of life, under the
banner of self-giving, which had the
characteristics of the placing of char-
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ity in the realisation of works of jus-
tice, given that public institutions and
structures were insufficient or unable
to provide their incumbent service to
life.21

In reality, only when within a
Christian community the carrying out
of the duty of charity ceases to be ex-
clusively an experience like so many
other experiences and becomes an
educational experience which in-
volves and makes responsible the
whole community, will it be trans-
formed into fertile terrain for voca-
tions to love, and thus vocations to
the highest and most definitive forms
of love. 

Health and power, in the light of
the Word of God, of the teaching of
the Church and theological reflection,
exalt the Christian concept of power
and health in the name of the celebra-
tion of life.

Conclusion

My expression of best wishes in re-
lation to the deliberations of this con-
ference is an invitation to have the
courage to make choices that are con-
sistent with our faith. The yardstick
for the judgement of God on such
consistency was offered by Jesus
with the words: ‘I was sick and you
visited me... Everything that you did
for the least of one of my brethren
here you did to me’ (Mt 25:40). 

The Lord does not speak about the-
oretical statements but about facts
and works. Not that speaking about
truth is useless, quite the contrary.
But, as the Holy Father observed, ‘the
charity of works ensures an unmis-
takable efficacy to the charity of
words.’22

H.E. Cardinal FIORENZO ANGELINI
President Emeritus of the Pontifical

Council for Health Pastoral Care,
the Holy See.
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In industrialised countries hu-
mans no longer want to think
about death and they experience
an intense need for health. The
progress of science and technolo-
gy allow an increasingly effective
response to this need through pre-
vention and treatment, powerful
and effective drugs and medicines,
increasingly bold forms of
surgery, and forms of research and
treatment which are constantly be-
ing improved. After deciphering
the human genome, the path has
now been opened to predictive
medicine and gene therapy. Yet all
of this has its cost. In industri-
alised countries, health care ex-
penditure accounts for an impor-
tant part of the gross domestic
product (GDP), which for the most
part oscillates around 10%. In the
United States of America this fig-
ure reaches 14%. 

Thus activity connected with
health care is economic activity.
During the second half of the last
century a new branch of economics
was established known as ‘health
economics’. Today this is the sub-
ject of research in many centres
and institutes as well as being a
discipline that is taught. The litera-
ture of the subject has become no-
table and amounts to books and re-
view articles which above all are in
English. This new discipline, how-
ever, encounters major difficulties.
The notions are difficult to define.
The World Health Organisation de-
fined health with a famous phrase:
‘health is a complete state of phys-
ical, mental and social well-being

and not only the absence of illness
or infirmities’. Well-being is some-
thing that is difficult to measure
and the monetary value of the pro-
duction of health care agents and
institutions is no less difficult to as-
sess. 

However, the work of health
economists, which is based upon
statistics, provides perspectives
that enable us, after a certain fash-
ion, to deal with the subject we
have to address: ‘the power of the
economy in the field of health’.
This work involves health being
seen in large measure in terms that
the World Health Organisation
deems to be too narrow, that of the
absence of illness or infirmity,
with a view to exploring, first of
all, how and to what extent the
working of the economy can
favour, or in contrary fashion dete-
riorate, the condition of health in a
narrow sense, and then to examin-
ing how the economy determines
the activities of health care sys-
tems. 

It is clear that these are only
very general observations. In the
health care field, inequality is very
marked, and this is in large mea-
sure the result of the workings of
the economy. This can be ob-
served within each country and
perhaps even more between the
countries of the North and those of
the South of the planet, according
to the terminology used to distin-
guish rich and poor countries, that
is to say the industrialised coun-
tries and the developing or less ad-
vanced countries. These differ-

ences of level and degree partly
explain, but they do not complete-
ly explain, the differences be-
tween health care systems and the
changes which have been intro-
duced at the level of systems of
funding and finance. 

Beginning with these observa-
tions, in this paper we will exam-
ine: I. the power of the economy in
relation to conditions of health;
and II. the power of the economy
in relation to health care systems. 

I. The Power of the Economy 
in Relation to Conditions 
of Health

Is the condition of health of a
population on the territory of a
given State determined or influ-
enced by the working of the econ-
omy at a synchronic or at a di-
achronic level? And, if so, to what
extent? 

This is a question that must be
raised about the power of the
economy in relation to conditions
of health. The answer to this ques-
tion is neither univocal nor uni-
form. The workings of the econo-
my can have positive or negative
effects, produce helpful or damag-
ing results, or not have any effects
at all anywhere or for anyone. 

A. Positive effects

In order to measure improve-
ment in health on the basis of the
workings of the economy, econo-
mists take into consideration the

II. THE REALITY

JEAN FOYER

1.The Power of the Economy 
in the Field of Health
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relationships between economic
growth and, on the one hand, life
expectancy, and, on the other, the
decline in infant mortality. The first
relationship, that between life ex-
pectancy and income per inhabi-
tant, was calculated by the World
Bank in 1993 and by the United
Nations Development Programme.
The curve which makes life ex-
pectancy rise above the age of sev-
enty-five is surprising, as indeed
are the results of the study carried
out on the evolution of the GDP
growth rate and the inverse growth
rate of infant mortality. 

This correlation is explained by
a set of consequences for stan-
dards of living made possible by
economic growth. Suitable life
conditions prevent the propagation
of contagious diseases (tuberculo-
sis). Economic growth also fi-
nances education (that of women
who bring up and take care of chil-
dren), prevention programmes,
and health systems, to which refer-
ence will be made later on in this
paper.

The relationship that exists be-
tween conditions of health and the
variations in economic growth
levels within periods of Kon-
dratiev long cycles and of short
cycles is something that has been
demonstrated. 

A major fact that has been noted
is that life expectancy increases
markedly in poor countries with
their economic development,
whereas this advance is low in rich
countries. We almost seem to have
here an obstacle course. Some au-
thorities have calculated that life
expectancy increases until the in-
come per habitant is less than
10,000 dollars and then slows after
that figure. 

The correlation between eco-
nomic growth and life expectancy
has been observed working the
other way. Regression, the deterio-
ration of an economy, is accompa-
nied by a reduction in life ex-
pectancy. This fact can be ob-
served in the States of the old So-
viet Union and the other countries
of Central and Eastern Europe. Af-
ter 1990 (even though, it must be
said, before that date the economic
situation was by no means bril-
liant) the average age of Russian
men fell back from sixty-five to
sixty years of age. Cardio-vascular

illnesses and cancer kill people in
Russia at twice the level than in
the West, and infectious diseases
such as diphtheria and tuberculo-
sis have reappeared in force. 

In this last case there has been a
regression and in many countries
advance itself has been very weak
if not actually non-existent.

As regards health itself, in the
world inequality dominates be-
tween countries and within the in-
dustrialised countries themselves. 

The most dramatic situation is
without doubt that to be found in
Sub-Saharan Africa where the sit-
uation has declined and continues
to decline. Africa is responsible
for 10% of the world’s population,
produces 10% of world GDP, and
accounts for 2% of international
trade. Over the last ten years this
continent has experienced a de-
cline in the life expectancy of its
inhabitants. It is certainly the case
that wars have contributed to the
deterioration in the health care sit-
uation but diseases and illnesses
have also appeared or reappeared
to which these stuttering or fragile
economies cannot provide a reme-
dy. AIDS appeared in this conti-
nent and spread with lightening
speed. In some countries of central
Africa, 25% of the population is
now seropositive. Malaria and in-
fectious diseases are widespread
although elsewhere they have
been eradicated. Life expectancy
in this continent is forty years of
age, as it was a hundred and fifty

years ago in Europe and North
America. 

An improvement in the health
conditions of these countries will
take place with the return of eco-
nomic growth and development.
Development aid in order to re-
duce such unfair inequalities is
one of the great international prob-
lems whose urgency is usually
recognised. However, a solution
seems more to be receding than
drawing near. 

In every country forms of in-
equality still exist although the ef-
forts that are being made to correct
them are usually more effective,
though it remains the case that
they are always insufficient. There
are always rich people and poor
people whose life expectancy is
different and who have varying
levels of access to care and treat-
ment. However, health care sys-
tems act to open up access to care
and treatment and if such access is
not immediately made equal for
all then life expectancy will falter
at the same time as income grows
greater. 

In part these forms of inequality
are produced by the workings of
the economy. 

B. The effects of deterioration

The forms of deterioration of
conditions of health caused by the
economy are of various kinds.
Some affect the whole of the pop-
ulation and these are the results of
the attacks on the environment.
And then let us not talk here about
war. Others are more individual in
their impact. Some strike econom-
ic agents, and this involves the
erosion of human capital; others
affect the use of products or ser-
vices offered by economic activi-
ty, that is to say industrial epi-
demics. 

a) The erosion of human capital
The phrase ‘human capital’ is

usually employed by economists
(see Dictionairre des Sciences
économique, Paris, PUF, 2001,
chapter 5, p. 103, col. 1). This is
not a very happy usage because
this term has a very materialistic
ring to it. It does not refer to a ma-
terial good, such as a machine or a
quantity of money, but to human
capacities, that is to say productive



20 HEALTH AND POWER

capacities linked to individuals at
the level of talents and knowledge.
Because these capacities are a pre-
sent and future source of goods
and services, and thus of income,
they receive the appellation ‘capi-
tal’. 

During the previous two cen-
turies, Marx and the Marxists pre-
ferred to speak about labour power
rather than human capital, which
at that time was a term that was not
used. They placed a great deal of
emphasis on the exploitation of
labour power carried out by the
working of a capitalist company,
and workers’ movements called
for measures designed to attenuate
its effects and to provide a remedy
for them. One may observe that
the Soviet economy undoubtedly
engaged in the abuse of labour
power to a greater extent than any
other Western economy.   

In the countries of the North of
the planet, labour legislation has
greatly improved – from this point
of view – the conditions of em-
ployees within a company: the
limitation of working hours, the
granting of holidays, the introduc-
tion of rules relating to hygiene
and safety, and the beginning of
on-going training. Unfortunately,
the same state of affairs in this re-
gard does not rule throughout the
world. In a large number of coun-
tries children, women and even
men continue to be subjected to
work in unbearable and also unac-
ceptable conditions, and as a result
their health is compromised. Un-
fortunately, having to put up with
these conditions is in many cases
something that is inevitable. 

The effects of these forms of de-
terioration are most marked in re-
lation to the sphere of life ex-
pectancy. In this context reference
is made to differential mortality.
To a by no means small extent life
expectancy is linked to the charac-
ter and the length of the profes-
sional activity that is engaged in.
In a large number of countries the
law takes into account such activi-
ty when establishing the age of re-
tirement for the civil servants and
clerks who work in government
services. In truth, this age limit,
when it is not very high, does not
always correspond to how hard the
work involved actually is. In
France, for example, teachers can

retire at the age of fifty-five. The
consequences for life expectancy
are more than obvious. Thus
teachers belong to the social cate-
gory that has the highest level of
life expectancy. 

Industrial epidemics, by means
of illnesses or infirmities, lead to a
shortening of human life.

b) Industrial epidemics
This term appears a curious one.

It refers to phenomena whose the-
orisation has only been recent. We
can well argue that these are really
epidemics, that is to say patholo-
gies that afflict a large number of
people or a specific geographical
area. But these epidemics are not
caused by the spread of a bacteri-
um or a virus but by the consump-
tion or use of products offered by
certain traders or industries and
which in general are very prof-
itable for such traders or indus-
tries. At times, the consumption of
such products is involuntary – for
example that of asbestos, the
breathing in of which can cause
cancer. Other kinds of consump-
tion, which are without doubt
greater in number, are voluntary
even though consumers may not
be at all aware of the danger. They
are many in number and the list is
long. At times we are dealing with
products consumed by the human
organism, such as tobacco, which
causes tumours, respiratory and
cardio-vascular illnesses in peo-
ple, and, in addition to the contra-

ceptive pill in the case of women,
alcohol and drugs. At times, we
are dealing with products which
increase damaging developments
in humans with bad results for
them and others. Motor cars and
fire arms are examples of these,
but they are only examples from
what is a broad list. 

The industrial economy exercis-
es a very negative power on health
by this route. This is something
that is seen as being characteristic
of the twentieth century. It is cal-
culated that industrial epidemics
afflict young men above all. The
proof of this has been detected in
France. If we take young men be-
tween the ages of fifteen and twen-
ty-five, industrial epidemics as a
cause of death have replaced the
classical illnesses which are now
prevented by vaccination and
cured by medical treatment. The
deaths of half of the men who die
before the age of sixty-five are due
to these epidemics and this ex-
plains the fact that more men die
than women (cf. Meslé et Vallin,
‘Transition sanitaire: bilan et per-
spectives’, Médicine et Science
Jove n. 11). 

Legislators cannot allow the de-
velopment – linked to production
and trade – of an economic
neo-liberalism which has no limits
or brakes. Indeed, in many coun-
tries the state seeks to reduce the
effects of forms of consumption
that generate industrial epidemics. 

By experience and use, econom-
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ic instruments seem to be the most
effective in this regard, and they
begin from the elasticity of con-
sumption and price. An increase in
the price of tobacco through the
imposition of heavy taxes has the
virtue of reducing consumption.

At a more general level, the
levying of taxes on damaging arti-
cles of consumption which dam-
age health is one of the instru-
ments that is suggested (although
in truth such instruments are em-
ployed rarely) to finance some of
the health system. We are dealing
here with making the person who
pays into a kind of ‘polluting car’.

II. The Power of the Economy 
in Relation to the 
Health Care System

At the outset, as long as a coun-
try could count on health care pro-
fessionals (because in fact not all
countries had such people), the
health care system was free (cf.
Dictionnaire des Sciences écono-
miques, chap. ‘Santé’, p. 841, col.
1). The provision of care and treat-
ment was the responsibility of
health care professionals who pro-
vided their services at times in the
day agreed on with patients and in
return for being paid by them. The
state limited itself to pursuing a
light health care policy. The sys-
tem was rounded off by charity.
The very poor were admitted to
hospitals which were in fact more
like hospices. Free medical assis-
tance was provided later in the
place of payment of doctors’ fees.
Patients had previously been able
to take out insurance against ill-
ness with insurance companies,
and for the less fortunate, private
initiatives gave rise to forms of
friendly societies. 

This system is still the system
that is the lot of most of mankind.
In countries that were once
colonies this has been improved
upon, for example by the action of
military health services which
have had a very beneficial effect of
prevention through the elimination
of dangerous diseases such as yel-
low fever or sleeping sickness. 

In a system of this kind the
poorest part of the population was
in a pitiable situation when affect-
ed by a serious illness. Poverty

struck, if it had not already struck,
and often in a definitive fashion.

Thus the idea was born of dis-
tributing the costs of expenditure
on prevention and treatment to
whole categories of people, some-
thing that joint action had, howev-
er, already begun to do. From the
end of the nineteenth century on-
wards new health care systems
were established which were
based on this idea. However, the
level of economic development
had to be such to allow this. This
was something that depended on
the power of the economy. The
economy was necessary in the cre-
ation of these systems and tended
to determine their breadth and
range of action. 

A.The economy and the 
establishment of health care 
systems

Modern health care systems
were born in Europe. Each of them
maintains a sphere of action even
though they have had imitators in
other continents, and over the years
they borrowed characteristics from
each other. They were created in
the most industrialised countries,
which had a large and often poor
working-class population. For such
a system to be necessary there had
to be a large number of poor peo-
ple, and at the same time the econ-
omy had to be strong enough to
bear the weight of the system, that
is to say the management of the
costs of the health care system was
achieved through drawing on na-
tional wealth. 

The general idea was to spread
the burdens of health care costs
across a broad section of people.
In order to achieve the social result
aimed for this was done in such a
way that the payments made took
into account the financial situation
of the contributors more than the
nature and seriousness of the risk
covered by the system itself. The
first of these systems was that cre-
ated in Germany in the second half
of the nineteenth century by the
German Chancellor, Otto von Bis-
marck. The second was projected
by the English economist, William
Beveridge, during the Second
World War. Both of these systems
are usually referred to by the
names of their creators. 

a) Forming a part of the social
policy of Bismarck which sought
to link the working classes to the
imperial regime in the 1880s, the
health care system instituted by
Bismarck, sometimes called a
‘workers’ system’ and later imitat-
ed in France, was established in
1883. This was an obligatory sys-
tem of insurance for low-paid in-
dustrial workers against illness. Its
creation seemed to be possible be-
cause in economic terms German
industry appeared able to support
it. The system was financed by a
payment for every insured worker
not in relation to the nature or seri-
ousness of the risk but on the basis
of the wage received by that work-
er. Above all else, and it was here
that the economy allowed this pol-
icy of social reform, half of the
payment was made over by the
company. Illness was not compen-
sated for in toto; 10 or 15% of the
costs were to be paid for, and this
could be covered through insur-
ance. 

When these systems of social
insurance were extended to other
professional categories with low
numbers of wage earners or none
at all the adaptation was difficult
and at times required some com-
pensations between these systems
or even partial funding from the
state. 

This was an incomplete system
which was corrected only in stages
and required a long period of time
because it did not defend the ex-
cluded, the unemployed or those
who did not work. Medical insur-
ance of the Bismarckian kind was
strictly dependent upon the ad-
vance of the economy. The sys-
tems of those sectors in decline in-
evitably developed deficits and
those of the growing areas natural-
ly had surpluses. All of this had al-
most mathematical consequences.
The payment rates and the rights
to services of the different funds
could be different between sys-
tems and this was considered un-
fair by those who received little or
who paid more. 

Contemporary thought has been
concerned with the development
of health care expenditure as a part
of GDP in relation to the growth
cycles of the economy: long cy-
cles lasting fifty years described
by Kondratiev (cf. Schilling, La
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dynamique de longue durée du
système de soins, Thèse Montpel-
lier, 1995) or short cycles of five to
seven years called business cycles
(Y. Ullman, Croissance et santé –
Les Nouvelles théiries de la crois-
sance appliquées aux pays déve-
loppées, Thése Paris, Vale de
Marne, 1999). These studies have
led to conclusions that are at times
unexpected. For a long time the
phases of prosperity of the Kon-
dratiev cycles experienced a re-
gression or at least a stabilisation
of health care expenditure, and the
phases of recession witnessed an
increase in such expenditure. So-
cial policies tended to compensate
for the deterioration in the social
situation. In contrary fashion, the
cycle which began after the Sec-
ond World War witnessed in Eu-
rope a strong increase in health
care expenditure during its up-
ward phase (1945-1975) and a
certain slowing down during the
subsequent phase of recession
(1975-1995). 

This inversion was due to the
measures of states which to begin
with constantly extended social
protection to occupational cate-
gories which up to that time had
not received any benefit at all, and
then subsequently sought to check
the increase in expenditure be-
cause unemployment was reduc-
ing contribution payments. 

During the short cycle the de-
velopments were different among
the countries of the North of the
planet, that is to say the members
of the OECD where the growth in
health care expenditure had an in-
verse relationship to short term
GDP. The situation, however, was
different in Germany, Austria,
Denmark, France and Greece. 

This comparison was based up-
on taking different systems into
account.

b) The so-called Beveridge
health care system, which was
born in the United Kingdom after
the Second World War, was imitat-
ed if not adopted by the Scandina-
vian countries and the Mediter-
ranean countries of Europe. This
was a state system characterised
by the existence of a national
health service open to everyone,
which was free and financed from
taxation. In truth, the idea was not

new. The Russians had created a
national health care system in
1925 which was then imitated
from 1945 onwards by the ‘peo-
ple’s democracies’, producing
everywhere detestable results

which were very different from the
results that were obtained in West-
ern Europe. 

The financing of health care
systems by taxation is connected
to the level of development and
condition of an economy. One thus
explains why developing coun-
tries and above all the less ad-
vanced countries have been unable
to apply a system of the Bismarck
kind. They have been unable to
create such a system because of a
lack of industrial infrastructure.

c) Can we speak about a health
care system in poor countries
when there are a few hospitals,
which are often lacking in modern
equipment and certain drugs and
medicines? 

At the present time, these coun-
tries are in revolt against the sys-
tem of patents on drugs and medi-
cines which, they say, allows the
industrial companies of developed
countries the power to govern their
provision and to establish their
price. This system is generally
held to be necessary for invest-
ment in research. Until the middle
of the twentieth century most sys-
tems of legislation excluded new
drugs and medicines from the
world of patents. This was ended

because the pharmaceutical indus-
try directed its research towards
new molecules, a form of research
which was very expensive given
that the therapeutic results of a
molecule were often worthless.
Most countries in the world ad-
hered to the Convention of the
Paris Union of 1883 for the protec-
tion of industrial property, and
they did the same more recently in
relation to the Marrakesh Accord
of 1994 when the World Trade Or-
ganisation was established. This
agreement had an appendix on
matters relating to the rights of in-
dustrial property in relation to
trade and was known as the AD-
PIC agreement. As a result of this
agreement, countries passed legis-
lation on patented inventions but
now complain about the monop-
oly conferred on patents, some-
thing that makes the owner of a
patent able to fix the price of the
product. Now, in an amazing turn-
around, the United States of Amer-
ica, which previously practically
forced poor States to adhere to the
ADPIC agreement, has in turn de-
clared that the rights connected
with patents on drugs and medi-
cines are excessive: the USA has
compelled Bayer to reduce the
price of its patented drugs and
medicines which are effective in
the treatment of anthrax. 

From this point of view, the
links between an economy and
health must be seen not only in
synchronic terms but also from a
diachronic perspective.

B.The economy and the curbing 
of the expenditure of 
health care systems

The American doctrine has
brought out the need for concor-
dance between the rates of growth
in national wealth and the rates of
the various sectors of the econo-
my. Without this concordance,
when the rate of growth of a sector
is faster than the rate of growth of
national wealth it puts the balance
of macro-economic relationships
in danger. This is especially evi-
dent in the growth of health care
expenditure (C.C. Thurow, article
in the New England Journal of
Medicine, 1984). 

An acceleration in the growth
rate of health care expenditure re-
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quires a reaction, otherwise this
acceleration would threaten al-
most all the systems. This acceler-
ation is certainly due to the in-
creasing costs of forms of treat-
ment, but in part, also, it is brought
about by the system itself. Its suc-
cess, that is to say prevention and
cure, increases both life expectan-
cy and the health care costs gener-
ated by ageing. 

Now, if limits are not imposed
the increase in health care expen-
diture will involve an increase in
obligatory levies, whether in the
form of taxation or contributions,
and this is something that will
have various repercussions. Hence
the efforts of legislators or organ-
isms involved in the management
of the health care system to curb,
stop or reverse this increase. This
is a difficult task because carrying
it out provokes more discontent
and rancour than encouragement
and satisfaction. However, the in-
crease in the burdens imposed on
companies has unhealthy conse-
quences. A French authority, M.
Malinvaud, a member of the Pon-
tifical Academy of Social Sci-
ences, has demonstrated that the

countries which impose the high-
est level of contributions on com-
panies are the ones which have the
highest levels of unemployment,
for example France, Spain and
Italy (see M. Malinvaud, Les coti-
sations sociales à la charge des
entreprise, La Documentation
Française, 1997). And one may
add that not even the burden of
taxation is completely innocent
even though its repercussions for
unemployment are apparently less
visible. 

The multiplicity of the measures
which have been engaged in and
the instruments employed well
show the difficulties – which are
certainly more political in charac-
ter than economic and technical –
that are encountered in halting the
tendency whereby law acts on de-
mand, on supply, or on the kind of
forms of treatment that are reim-
bursed, or on the volume of the ex-
penditure dedicated to health.
These are measures which are ac-
cepted unwillingly by people in
various ways and at varying lev-
els. In all these cases, it is the
economy which compels a limita-
tion of expenditure or a reduction

in, or abolition of, kinds of reim-
bursement. Here, too, the power of
the economy is felt; not without
resistance, it is true, but it is felt all
the same. 

When the measure that is en-
gaged in involves no longer using
dialysis for kidney patients be-
cause they are over the age of six-
ty-five, we can well imagine the
objections that such a policy can
raise.

To conclude this paper, the cost
of care and treatment finds its own
limits in the possibilities offered
by the economy. This is the case in
industrialised countries. At the
same time, the insufficient charac-
ter of the resources offered by the
economies of poor countries does
not allow the provision of the most
essential forms of care and treat-
ment and only an enormous effort
on the part of the industrial coun-
tries can bring about such an im-
provement. 

These are very difficult prob-
lems that belong to the future, and
we await their arrival.
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2. Power and Health Care Policy

The goal of this symposium of
the Pontifical Council for Health
Pastoral Care is to examine health
care, in its many manifestations,
and power, and its many forces, to
provide guidance to the Church on
how it can enhance and expand its
health care ministry and its influ-
ence on health care policy and
practice throughout the world.
Given the state of the challenges
facing our world these days, this is
a most appropriate undertaking for
a Church which has been commit-
ted to health care and the dignity of
each person.

Throughout the Gospels, there
are many references to the healing
ministry of Jesus.  We are familiar
with the accounts of Jesus giving
sight to the blind,1 speech to the
mute,2 and hearing to the deaf,3

curing those with leprosy,4 caring
for a woman who is hemorrhag-
ing,5 and reaching out for those
who could not walk.6 Integral to
Jesus’ ministry on this earth was a
profound caring for the ill.  De-
spite the afflictions that were en-
countered, Jesus demonstrated that
a ministry to the ill was integral to
His daily life.  His healing ad-

dressed illness.  In the process of
curing the illness, He cured the
whole person; body, soul, and spir-
it.  Jesus teaches us by example
that we must seek to offer that
same care to all those who turn to
us in need. 

Enriched by His teaching, the
Catholic Church has continued its
commitment to the ill throughout
the last two millennia.  History is
replete with examples of the
Church reaching out to the poor
and disenfranchised who were ill,
continuing Jesus’ example into the
modern day.
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Religious women and men have
a rich tradition of extending their
ministry to the ill.  There is no
question that care for the ill has
been integral to their ministry.  The
Sisters of Mercy, the Daughters of
Charity and the Alexian Brothers
are shining examples of this truth.7

Throughout this extensive histo-
ry of caring, those involved in the
Catholic health care ministry have
been guided by the teachings of
the Church and our clear moral tra-
dition.  The Catholic Church is not
new to its commitment to the ill or
to the development of its teach-
ings.  These teachings and moral
tradition, which find their roots in
Jesus’ time, are principles that
have built a sturdy foundation,
from which those who are in-
volved in caring for the ill, can
minister.  Catholic hospitals, and
the actions of those who minister
in these institutions, represent a
modern day embodiment of Jesus’
healing ministry.

I will concentrate my remarks
on the subject of Power and Health
Care Policy, with a specific focus
on Catholic health care and health
care policy in the United States.   I
will draw on my experience as a
physician; as chief executive offi-
cer of the Caritas Christi Health
Care System, a large integrated
Catholic health care system in the
Archdiocese of Boston, Massa-
chusetts; as Secretary for Health
Care Services to His Eminence,
Bernard Cardinal Law, Archbish-
op of Boston; and as the current
Chair of the Board of the Catholic
Health Association of the United
States of America.  In that latter ca-
pacity, I share the responsibility
for helping to shape and influence
health care policy on behalf of the
Catholic Church’s health care enti-
ties in the United States.     

First, I want to put into context
for you the role of the Caritas
Christi Health Care System in the
ministry of the Church in the Arch-
diocese of Boston (the fourth
largest Roman Catholic diocese in
all of North America) and the sig-
nificant role Catholic health care
plays relative to the overall health
care system in our country. 

I believe that the strength and
power of Catholic health care in
the United States is derived direct-
ly from its unity of mission.  For

while Catholic health care in the
United States is admittedly a col-
lection of large business enterpris-
es, accounting for over 16% of the
nation’s community hospital ad-
missions and over  $50 billion in
net patient revenues each year,
Catholic health care has been and
remains today a ministry first and
a business second.   Let me under-
score that point, because I believe
that the source of our power and
influence in the arena of health
care policy is the Church’s health
care ministry imperative. 

Today in the United States,
there are 637 Catholic acute care
hospitals and over 500 long-term
care, or non-acute facilities.  61
Catholic health care systems en-
compass a variety of health care
services and cover a wide spec-
trum in the continuum of care.8

Many of these systems are multi-
billion dollar enterprises.  The
system which I have the privilege
to lead will approach one billion
dollars in revenues this year, will
employ 12,000 caregivers and
other workers, and will provide
care to over half a million people.9

But again, I want to emphasize
that our strength, our power and
ability to influence health care
policy is not primarily the func-
tion of our operating statement,
but is instead, a function of our
statement of purpose, our fidelity
to mission.

The breadth and depth of
Catholic health care’s presence in
the United States is impressive.
There is a Catholic Health care fa-
cility in 48 of our 50 states.  In ad-
dition, there are over 250 different
religious sponsors of Catholic
health facilities in America, re-
flecting the rich diversity of reli-
gious orders of women and men,
of Catholic dioceses and others
who live out the Gospel’s call to
minister to the sick and infirm. 

The Caritas Christi Health Care
System, drawing its name from the
Latin, “the charitable love of
Christ,” is itself sponsored by the
Archdiocese of Boston and is the
creation of the vision of our Arch-
bishop, Bernard Cardinal Law.
Since its inception in 1985, when
Cardinal Law first anticipated the
creation of health care systems,
Caritas Christi has endeavored to
achieve a greater degree of clinical

integration and cooperation among
Catholic health facilities in our lo-
cal region to benefit the needs of
the individual patient.  

In addition to the medical ad-
vantages emanating from a coordi-
nated care system, Cardinal Law
hoped to achieve two other criti-
cally important outcomes.  The
first of these being the obvious
economies of scale which could be
gained by having several small in-
dependent Catholic health care fa-
cilities operate as one larger uni-
fied system. These substantial fi-
nancial benefits could be realized
from efficiencies through group
purchasing and standardization of
products, through coordinated em-
ployee benefits and through the
adoption of “best practices” in a
variety of clinical and business
disciplines.  The strong institutions
could assist those that were not as
large, affluent or influential.

However, it is the second reason
for coming together, which was
truly the overriding impetus for
His Eminence’s vision and actions,
namely the preservation and pro-
motion of the values of the
Catholic health care ministry.  By
uniting under one Catholic corpo-
rate structure the modest, albeit
important, presence and power of
each individual Catholic institu-
tion would be enhanced exponen-
tially.  Over the past fifteen years,
the Cardinal’s vision has been real-
ized.  The influence of Catholic
health care institutions within the
Archdiocese of Boston has grown
significantly.  In recognition of the
importance of our values, our
voice is sought out and reflected in
virtually every health policy de-
bate and decision made in Massa-
chusetts; a significant accomplish-
ment considering the tremendous
influence exercised by the large,
well-endowed institutions and
health systems which are located
in Boston.

In addition to the external power
and influence Catholic health care
wields, the unity represented by the
Church’s health ministry ensures
each institution’s fidelity to the
Ethical and Religious Directives
for Catholic Heath Care Services,
as promulgated by the National
Conference of Catholic Bishops.
These Directives, frequently re-
ferred to as the ERDs, were recent-
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ly revised this past Spring with
considerable input from many par-
ticipants of this conference.   The
ERDs provide theological direc-
tion and witness to a clear moral
compass that directs the care of
physicians, nurses, pastoral care-
givers, hospital administrators and
healthcare providers at all levels, in
all Catholic facilities.  

Such clear definition of mission
creates a vibrant consistent Catholic
health ministry in Boston and
across our country, which in turn,
by example, influences the practice
of medicine and science in what is
arguably one of the most influential
centers of health care and research
in the world.  

Cardinal Law’s creation of the
Caritas Christi Health Care Sys-
tem has not only served to foster
the role of the Church in our own
region, it has allowed our health
care ministry to share its value-
laden, holistic approach to health
care (caring for the physical, psy-
chological, sociological and spiri-
tual needs of each and every pa-
tient) with a globally-influential
local health care market.

To some the Ethical and Reli-
gious Directives are viewed as a
proscriptive document that solely
prohibits abortion, sterilization, in
vitro fertilization and euthanasia
in Catholic health care facilities.
However, a careful reading of the
ERDs not only reveals those com-
mitments to Life, it also reveals
the normative principles which in-
form the Church’s healing min-
istry.  It is all of the Church’s prin-
ciples which form the foundation
of the Church’s moral authority,
its “power” if you will, to affect
health policy and practice on the
local, national, and as evidenced
by this Pontifical Council, interna-
tional level.  The ERDs offer well
conceived, morally based reason-
ing to the public policy debate in a
wide variety of subjects.  They of-
fer guidance on the importance of
the individual professional care-
giver-patient relationship, to more
macro issues such as those involv-
ing corporate mergers of health
care facilities, the social responsi-
bility of Catholic health care facil-
ities to their employees, and issues
of justice to the poor and margin-
alized in society. Each of these ar-
eas of guidance and direction,

lived faithfully and argued force-
fully, form the basis of the
Church’s health policy advocacy
agenda.10   

The consistency and the strength
of our convictions, all founded in a
vibrant faith, enhance our ability,

as the ministry gathered, to influ-
ence the Federal power structure
and policy forum on a panoply of
policy matters.  These include: 

1) The need for universal health
insurance coverage for the 44 mil-
lion Americans who today have no
health insurance and whose pur-
suit of quality and timely health
care is impeded by that unfortu-
nate reality.  The United States is
one of the few industrialized na-
tions which has yet to adopt some
form of nationalized health insur-
ance.

2) The need to assure that there
exists a preferential option for ac-
cessible, affordable, quality health
care for the poor among us.  

3) The need to defend and cele-
brate the human dignity of each
and every human being from the
moment of conception to the last
moment of natural life.  

This unambiguous advocacy for
life, for the unborn and for those
who are dying, is one in which
many faith traditions who share
our beliefs look to the Catholic
Church in all its power (moral, po-
litical, and corporate) to take the
lead in this critical public policy
debate.  That power has its expres-
sion in a number of core commit-

ments.  As a ministry our impera-
tive is to promote and defend hu-
man dignity. Each person for
whom we have the privilege to
care is made in the likeness of Je-
sus.  In the face of each patient, we
must see the face of Jesus. Thus,

we are compelled to action by the
Gospel’s teaching, to heal the pa-
tient’s illness and to care for the
patient’s needs following the ex-
ample and witness of Jesus, who
ministered to the ill as such an ac-
tive part of his life.

As ministry is our imperative, if
Catholic health care is to embody
that example of Jesus and to trans-
form that witness into modern day
actions, to be authentic, Catholic
health care must care especially
for poor and vulnerable persons.
As the Holy Father so beautifully
articulates in Novo Millennio Ine-
unte, “...no one can be excluded
from our love, since, “through his
Incarnation the Son of God has
united himself in some fashion
with every person.”   His Holiness
goes on to say “there is a special
presence of Christ in the poor, and
this requires the Church to make a
preferential option for them.”11

“Now is the time for a new “cre-
ativity in charity,” not only by en-
suring that help is effective, but al-
so by “getting close” to those who
suffer, so that the hand that helps is
seen not as a humiliating handout
but as a sharing between brothers
and sisters.”12

The needs of the marginalized
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in society must become our spe-
cial and specific responsibility.
Through our example and influ-
ence, our power if you will, we
will encourage others to heed our
example to care, first and fore-
most, with that preferential option
for the poor which His Holiness
implores us to pursue.  As a min-
istry, we must joyously accept this
responsibility.  

As entities that have the ability
to influence health care markets,
we must direct our considerable
leverage to the promotion of the
common good.  In concert with
other ministries of the Church,
(e.g., those who minister to the so-
cial, educational, housing, and
pastoral needs of those in our com-
munities) and through an in-
creased commitment to collabora-
tion, we can achieve power
through which we must exercise
our responsibility for assuring the
promotion of the common good.

Justice must be the hallmark of
our actions.  As a ministry, our ex-
ample must be visible and vital.
Through our actions we must as-
sure that justice for each individual
is protected and promoted.  Our
work places must be authentic to
the Church’s social teaching.  The
needs of our patients and the com-
munities we serve must rise above
the business needs of our entities.  

We must always be true to our
ministry imperative first, and our
business obligations second.  As
stewards of an important compo-
nent of the Church’s ministry, we
must shepherd our resources with
care, and always respond to the
call to serve those most in need.
As a nation with many blessings,
we must redouble our commitment
to those in need throughout the
world.  The needs of our sisters
and brothers wherever they live
must become our needs, if we are
to remain faithful to this call to jus-
tice.   As our health care ministry is
integral to the life of the Church,
we must conduct our business and
direct our actions in concert with
the Church’s other ministries.

In the United States, that Catholic
health care ministry, gathered and
united as the Catholic Health Asso-
ciation, has mapped out specific
strategies to advocate for and
achieve specific public policy vic-
tories consistent with our values, as

articulated in our shared statement
of identity.13

Just as the 12,000 employees
and caregivers of the Caritas
Christi Health Care System oper-
ate daily under a shared mission
statement, so too do the 750,000
employees of Catholic health fa-
cilities across our country.  This
shared statement of identity pro-
pels our ministry and provides sus-
tenance to our advocacy.  

“We are the people of Catholic
health care, a ministry of the
Church continuing Jesus’ mission
of love and healing today. As
provider, employer, advocate and
citizen bringing together people of
diverse faiths and backgrounds,
our ministry is an enduring sign of
health care rooted in our belief that
every person is a treasure, every
life a sacred gift, every human be-
ing a unity of body, mind, and spir-
it. We work to bring alive the
Gospel vision of justice and peace.
We answer God’s call to foster
healing, act with compassion, and
promote wellness for all persons
and communities with special at-
tention to our neighbors who are
poor, underserved, and most vul-
nerable.  By our service we strive
to transform hurt into hope.”

That shared vision helps us to
provide focus to our ministries
shared commitments. Thus our ac-
tions and influence lend resonance
to our voices to “promote and de-
fend human dignity; attend to the
whole person; care for poor and

vulnerable persons; promote the
common good; act on behalf of
justice; steward resources; and act
in communion with the Church.”14

These shared commitments ani-
mate our actions and give strength
and power to our collective
Catholic voice.  Some of these in-
tentions may sound more theoreti-
cal than practical, but let me assure
you that as these issues and com-
mitments are raised in the halls of
our government, from the Con-
gress to the White House, the pow-
er of our advocacy is anything but
theoretical.  The Catholic health
care ministry’s power is real and it
is effective.  

I would like to offer you but one
example of how that vision helps
to define a commitment that pro-
pels our ministry’s public policy
agenda.  In response to the call of
the Catholic Health Association’s
vision statement, a call echoing
His Holiness’ challenge to all of
us, to pay special attention to our
neighbors who are poor, under-
served and most vulnerable, we
honed a core commitment to “care
for poor and vulnerable persons”.
That commitment causes us as a
united ministry to advocate freely
and forcefully for a transformation
of our health care system in Amer-
ica to one in which all people, re-
gardless of income or infirmity,
have access to affordable high
quality health care. 

Despite record breaking growth
in the U.S. economy over the past
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decade, the number of Americans
without health insurance has in-
creased to 44 million today, and a
quarter of those uninsured are chil-
dren who are among the most vul-
nerable of the population.  A ma-
jority of these individuals are in
working families.  Nearly 40% of
the poor and 30% of the near poor
lack health coverage, and not sur-
prisingly, this population is two to
three times more likely than peo-
ple with insurance to have prob-
lems with access to care.15

At the same time, it appears that
the lower rate of health care infla-
tion in the mid-1990s has come to
an end and health care costs in the
United States are expected to rise
dramatically and may top two tril-
lion dollars by 2007 accounting for
a significantly greater percentage
of our gross domestic product.  As
costs increase, so do the pressures
on business and government to
scale back health benefits or elimi-
nate coverage altogether.  Already,
recent cutbacks have compromised
hospitals and other providers’ fi-
nancial stability and ability to pro-
vide services to needy patients and
communities.16

Yet, in the face of these realities,
the Catholic Health Association,
serving as the voice of our
Catholic health ministry has main-
tained its long-standing commit-
ment to health coverage for all.
This commitment is based on
Catholic social teaching, our jus-
tice commitment and our mission
to provide service to the poor.  For
millions of vulnerable, politically
voiceless Americans who cannot
gain access to health insurance for
themselves or their families, the
Catholic Church is their strongest,
most powerful voice.  We repre-
sent their best and most powerful
hope for a transformation of the
U.S. health care system and a
reprioritization of our national
policies with a focus on meeting
the needs of the most vulnerable
among us.17 

As I share with you today these
perspectives on the powerful role
our Catholic health ministry plays
in the development of just public
policy in America, I am mindful of
the huge disparities that exist in the
consumption of goods and ser-
vices, including health care ser-
vices,  between the United States

and the rest of the world.  I would
be remiss if I did not recognize this
reality as a further and arguably
even more important challenge for
our health care ministry to under-
take.  However, as Church in com-
munio we can, and we must, lever-
age our global reach to impact this
injustice and bring hope for human
dignity to those around the world.

His Holiness captured this chal-
lenge beautifully and powerfully
in Novo Millennio Ineunte.

“In our own time, there are so
many needs that demand a com-
passionate response from Chris-
tians.  Our world is entering the
new millennium burdened by the
contradictions of an economic, cul-
tural and technological progress
which offers immense possibilities
to a fortunate few, while leaving
millions of others not only on the
margins of progress but in living
conditions far below the minimum
demanded by human dignity.  How
can it be that even today there are
still people dying of hunger?  Con-
demned to illiteracy?  Lacking the
most basic medical care?  Without
a roof over their heads?

The scenario of poverty can ex-
tend indefinitely, if in addition to
its traditional forms we think of its
newer patterns.  These latter often
affect financially affluent sectors
and groups which are nevertheless
threatened by despair at the lack of
meaning in their lives, by drug ad-
diction, by fear of abandonment in
old age or sickness, by marginal-
ization or social discrimination.  In
this context Christians must learn
to make their act of faith in Christ
by discerning his voice in the cry
for help that rises from this world
of poverty.  This means carrying
on the tradition of charity which
has expressed itself in so many dif-
ferent ways in the past two millen-
nia, but which today calls for even
greater resourcefulness.”18

Thus, those of us united and
compelled by Jesus’ example to
bring the Gospel to life in our
world, have the awesome respon-
sibility to leverage our time, tal-
ents and treasure in advocacy for
the promotion of human dignity.
We share our responsibility for the
Church’s healthcare ministry de-
voted to and guided by the
Church’s teachings and encour-
aged by our long-standing com-

mitment to those in need.  Our
ability to influence healthcare pol-
icy is derived from the power of
our values and the soundness of
our moral reasoning.  Yet, let us al-
ways remember that the true pow-
er we yield is that which is mani-
fested in the example of Jesus’ life
and sacrifice, and nourished by
lives of prayer.  

We must recommit ourselves to
work cooperatively to extend the
powerful vibrant ministry of
Catholic healthcare to meet that
global challenge elucidated by His
Holiness and inspired by the
Gospels.  Then and only then will
we have succeeded in aligning the
power of our healthcare ministry
with its vast, still unrealized poten-
tial.

Dr. MICHAEL F. COLLINS, MD
President and Chief Executive Officer

Caritas Christi Health Care System
Boston, Massachusetts, USA
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1. It is well-known that today
health is unanimously recognised
in the principal documents of inter-
national institutions adhered to by
States from every continent as an
inalienable right to be guaranteed
to man, and also how the notion it-
self of health is broadening from
being the mere condition of ab-
sence of illness which weakens,
threatens, compromises or destroys
the ability of the human organism to
function, to that of a general state of
well-being in which, in addition to
the traditional contents, are includ-
ed also the healthiness of the envi-
ronment in which existence takes
place and the mental reward linked
to the quality of life achieved by
each individual. 

In this sense, indeed, the idea of
health seems to be increasingly
linked to the contents of the much
more complex and over-arching
concept of the quality of life. 

This objective, born from the
link between health and quality of
life, bears witness to the strength-
ening during the post-industrial era
of a much more ambitious aspira-
tion than that connected with the
mere satisfying of the primary
needs of the maintenance of the
complete psycho-physical ability to
function of the organism, and is
thus characterised by the wish to
achieve the full realisation of one’s
own being, in addition, naturally, to
one’s relative psycho-physical po-
tential in relation to the natural
needs of inter-subjective relational-
ity and social recognition within an
environmental context which is
both integral and a stimulator of ex-
pressiveness, imagination, creativi-
ty, and ludic spontaneity. 

The quality of life, therefore,
pre-supposes the subsistence of a
general well-being of the body and
of the spirit of man, the availability
of resources which are not only suf-
ficient but also suited to the satisfy-
ing of needs that are not only ele-

mentary: that is to say a balanced
and welcoming integrity both of
physical spaces and of the social
spaces in which the experiential ex-
periences of each individual are lo-
cated. 

From this point of view, there-
fore, the concept of health can well
be seen as the core of that humanis-
tic civilisation towards which the
Christian Churches and other con-
solidated religious confessions, in
addition to various philanthropic
contexts, strive in order to direct the
history of contemporary mankind,
marking, thereby, the advent of a
new anthropocentrism which is
more mature than that already
known in the West because it is also
nourished by the contribution of
cultures which are different from
Euro-North American culture. 

This anthropocentrism is certain-
ly in the main the fruit of Western
speculation inherited from Greek
thought, which with Plato and Aris-
totle formulated the basic concept
of the subjective identity of man,
which was affirmed for us in an am-
biguous dualistic perspective of a
net separation between the spirit
and matter. 

And yet it was this, finally free-
ing itself from such a dualistic en-
cumbrance which had conditioned
the development of European ideol-
ogy for centuries, with the over-
coming of Western anthropological
dualism, which adopted, in the first
place, the Judeo-Christian perspec-
tive on human beings. The human
being was seen in terms of the in-
separable unity of soul and body,
that is to say as a person, whose val-
ue is absolute, of exclusive value
and unrepeatable specificity, whose
defence, therefore, was seen as be-
ing a sacred task. 

In addition, the neo-anthropocen-
trism seems also to be the result
both of the constant respect paid by
oriental philosophies to the natural
environment and to the calm accep-

tance, specifically in the customs of
Afro-Asian peoples, of the laws
which govern them. Nor does it
seem of negligible importance that
in them is to be found that further
ethological humus in which is pre-
sent the need for community and
the social vocation of that inter-sub-
jective sphere which is both consol-
idated and binding, territorially de-
fined as well, which is specific to
the clan and tribal mentality which
forms a part of the culture of so
many peoples of the South of the
world. 

The new seed of global anthro-
pocentric culture, which is certainly
in a state of progressive expansion
even though it is also countered by
strong negative elements, seems
however to be able to positively
condition contemporary public
opinion and can be an instrument
by which it will be possible to
achieve a higher level of guarantee
for the health of man within the
framework of a world balance that
is more suited, in the distribution of
wealth, in the determining of priori-
ties and in political practice, to this
need. 

The establishment of a wide-
spread cultural sensitivity in rela-
tion to these values, through the
theoretical upholding of rights, is
the first fact which has to be regis-
tered. 

In this sense, we have before us,
without any doubt, an advance of
significance because the solemn
proclamation of the principle of the
right to health comes to be placed,
in a clear way, as the necessary pro-
grammed basis for the political ac-
tion of the United Nations Organi-
sation and all the national States
which belong to it, and represents
the strategic objective principle to-
wards which the efforts made by
governments with suitable opera-
tive initiatives are directed. If world
politics is no longer without goals,
or rather, if the founding aims
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which are pursued by world politics
at the level of ideals are today
shared by everyone at least in the
declaration of intentions and seem
no longer to be bound up with the
logic of power, one cannot but greet
all this as a notable step forward. 

It would seem, therefore, that
health, at least in its albeit evanes-
cent realms of good intentions,
must and can be finally freed from
the conditioning of power so as to
be restored wholly to the naked
truth about man within an anthro-
pocentric perspective. 

2. However, the emphasis on
proclamations, even though it
should rightly not be considered
lightly, should in the same way not
be underestimated when we come
to consider the objective analysis of
things are they are, which, in fact,
are very far from being what is
solemnly acknowledged and theo-
retically guaranteed. 

Indeed, the same praiseworthy
humanistic impetus directed to-
wards establishing the society of
well-being and to raising quality of
life, which is in itself an admirable
impulse of civilisation, can, howev-
er, generate an intensification of the
process of compromise between
health, power and oligarchic social
systems, given the objective in-
creased need for resources that the
present-day qualitative condition of
existence requires. These, in fact,
are means whose availability is still
inseparably bound up with the exer-
cise of power and social control. 

We need, therefore, to avoid the
danger of not addressing ourselves,
at a practical level, to the question
of the persistent link between law
and health, the possession of power
and the condition of society. We are
dealing, therefore, with not con-
cealing the brutal truth of the con-
tinuance of a close correlation be-
tween the defence of health and the
power of wealth, knowledge, and
communication. 

This is a situation which brings
about the establishment of a dual
and heavy discrimination. 

The first very painful intolerable
and abysmal form of discrimination
is that which has taken place be-
tween the evolved societies of the
northern hemisphere of the planet
and the peoples of the South of the
world, with the result that only in
the opulent nations can one consid-
er the objective of widespread pros-
perity as something that has been
partly achieved and which is realis-
tically obtainable. 

The second form of discrimina-
tion is the increasing inequality,
within the developed areas of the
world as well, to be seen in the dif-
ferent levels of the defence of the
good health and the forms of condi-
tioning that health care experiences
at the hands of power, which, as is
the case with rich countries of the
planet, is organised in a sophisticat-
ed and refined way which expresses
the multinational productive sys-
tems of a capitalist character. 

In this area, the reasons for con-
cern are profound and connected to
the increase in expectations which
themselves are bound up with the
guaranteeing of health understood
as quality of life. These are expecta-
tions which are not met as regards
the hopes of poor peoples but which
often, at the same time, are not
equally and congruously achieved
within the privileged regions of the
planet. 

In relation to this set of questions
and issues it is opportune to exam-
ine the question of the relationship,
or perhaps the subsistent intertwin-
ing, between power and health, tak-
ing as a point of departure an analy-
sis of the instruments by which
health is defended. 

During the history of civilisation
it can be observed that the defence
of health has been achieved through
the specific features of a practice
and a science, namely the art of

medicine, which especially in the
West has taken on a highly scientif-
ic profile. 

We should, therefore, concentrate
our attention on this last element. 

A careful and general reflection
on medicine immediately allows us
to recognise the difficulties which
are to be encountered in contextual-
ising the subject of analysis because
the practice of medicine has never
been an activity which can be
placed within a framework whose
contents are certain and broadly
shared. It has also represented the
mirror of a relative specific cultural
model, in relation to which one can
– indeed, one must – admit that
there are forms of medicine which
are generated by different cultures,
and thus there are forms of medi-
cine which are correlated to cus-
toms and cultures. 

It is certain that the art of medi-
cine – although at every time and in
every civilisation a reflection of so-
cial custom – has increasingly ac-
quired its own autonomy and a
more marked configuration when
compared to ancient practices – at
times to do with witchcraft and
witchdoctors – as knowledge in the
anatomical field and the pharmaco-
logical field has been consolidated
following the emergent methodolo-
gy of analysis and the applied ex-
perimentation of knowledge. 

However, the autonomy and in-
dependence of medicine has always
been strongly conditioned by its
self-expression as the representa-
tive model of a defined socio-cul-
tural model. This is why an exami-
nation of the relationship between
medicine and society and power ap-
pears to be the most useful instru-
ment by which to identify a suffi-
ciently inclusive picture of medi-
cine which is able to grasp in real
terms its historical and present-day
substance. 

From this point of view, medi-
cine has always been seen as a sub-
ject that could not be circumscribed
to a specific field, that of science
rather than art, or rather that of
magic rather than the technical, but
rather the subject of a many-faceted
discipline expressive of the equal
complexity of the object of its
study: man. 

It is thus recognised that the rela-
tionship that exists between medi-
cine, society and power is located in
and depends upon the strict and in-
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separable relationship which exists
between them and the whole uni-
verse of the human. 

This link between the art of med-
icine and the existential sphere of
mankind is not an accessory but a
determining fact because it involves
the ontological quality of medicine
and characterises its basic aspects. 

It is observed here that in every
society the health of man has al-
ways been a prerogative of medi-
cine, which has easily been able to
acquire a lordship of value at time
bordering on sacredness, where the
sacred is closely connected with the
miracle-working event of healing
obtained through the application of
medicine, and from which comes a
kind of ritual and totem-like respect
for medicine. Hence also a mixture
between medicine and power be-
cause nothing more than the art of
healing appears to be able to affect
the destiny of men, taken individu-
ally and in terms of social organisa-
tion. 

To this liason between medicine
and power, seen from the objective
point of view of their effects on the
very existence of men, one must
add that there belongs to the art of
medicine the power of both physi-
cal and psychological power which
can be exercised over patients
through actions involving the ex-
amination and the handling of bod-
ies and which are bound up with the
activities of making a diagnosis.
These, indeed, are the basic opera-
tions specific to medicine which
bring about in the patient an attitude
of self-abandonment and subjec-
tion, certainly reinforced by his or
her condition of crisis, which in re-
lation to the medical doctor places
him or her at varying levels of sub-
ordination. 

This reality can lead one to see
the exercise of power as an inherent
fact in the art of medicine, that is to
say that it is intrinsically connected
with every therapeutic action, and
thus a constituent element of the
same art. 

From this there can but follow
the attribution of a fundamental so-
cial relevance to medicine and its
establishment as a (professional,
scientific and practical) productive
area of specific systems within so-
ciety. But there also follows from
this the difficulties to be encoun-
tered in establishing an organic
identity for the model of medicine,

which is rather complex and which
necessarily refers to a number of
domains of development (science,
practice, profession, art) which are
clearly very different. 

If this profile is valid for every
concrete historical situation of the
various epochs and territorial con-
texts, it is nonetheless the case that
the nature and the scale of power
linked to medicine can be differen-

tiated according both to the level of
efficacy of healing activity and to
the dominant cultural model of so-
ciety as regards the question of
death and suffering. 

It cannot be doubted that the role
played in this sense by medicine
has acquired increasing weight
with its technological-scientific de-
velopment and the progressive
weakening of the custom of accept-
ing death, a consequence of the ex-
pansion of the crisis of the religious
and transcendent concept of the
creation which characterised in an
over-arching way Christian soci-
eties in the northern hemisphere. 

Modern medicine was born with
the culture of the French revolu-
tion, which established the medical
body in a professional sense by giv-
ing it the task of the overall defence
of the health of citizens, but at the
same time it developed with the al-
most contemporary process of
widespread industrialisation. This
last phenomenon, in favouring the
develop of research and experi-
mentation as functional elements in
the expansion of the productive
processes, promoted and imposed

the technical qualification of med-
ical-therapeutic practice – some-
thing which led to extraordinary re-
sults in the field of chemical discov-
eries, above all the discoveries re-
lating to pathogenic micro-organ-
isms. 

This was an event which during
the course of the nineteenth and
twentieth centuries not only be-
came more established but also ex-

tended itself with dramatic ad-
vance, bringing about, thereby, very
major forms of progress and ad-
vance at the level of health care. 

Indeed, through new surgical
techniques, mass vaccination and
increasingly sophisticated forms of
pharmacological treatment, there
was a notable increase in the ability
to tackle the various pathologies
and to defeat epidemics which at
one time had been seen as killers. 

However, the spectacular in-
crease in the technologicalisation of
medicine, the refinement of its sci-
entific and professional qualities,
and the intensification of its thera-
peutic effectiveness all ended up by
producing in the developed world
extremely relevant consequences in
relation to the relationships which
subsist between medicine and
health, which have, indeed, been
profoundly altered. 

There has been a gradual attribu-
tion of an excessive importance and
significance to the role played by
medical practice in the positive
trend within health care as provided
in industrialised countries, with a
neglect of other equally important
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factors such as the improvement in
socio-economic conditions, the de-
crease in the birth rate, the increase
in respect for basic rules of hygiene,
and the improvement and refine-
ment of diet. This bestowal of a
myth upon medicine has in turn
generated a worrying division be-
tween medical action and the treat-
ment of health. This has arisen be-
cause of the overly valued potential
of medicine which, first of all, has
increased the recourse to the med-
icalisation of many merely physio-
logical elements with a deresponsi-
bilisation of patients who have de-
veloped personal reactive impulses
in relation to maladies, and second-
ly has created a new category of ill-
nesses such as iatrogenic patholo-
gies (I am referring here to the
side-effects of drugs and medicines,
erroneous surgical operations, ther-
apeutic errors, etc.). There has tak-
en place, that is to say, an invasive-
ness of medicine, which has sought
to affirm itself as an end in itself, as
a practice directed first and fore-
most to the exercise and production
of power which is extraneous and at
times even damaging in terms of
the defence of health. This phenom-
enon has been defined by Ivan Il-
lich as medical iatrogenesis in his
rather harsh and provocative analy-
sis of this reality. 

In parallel fashion, the massive
introduction of developed and ad-
vanced biomedical technologies
and the dramatic advances regis-
tered in the world of transplants
have provided the art of medicine
with a real and authentic ability to
manipulate life and death, which is
auto-referential as the mere expres-
sion of scientific research, which
justifies itself in terms of this au-
tonomous function, and is only
partly directed towards producing
health. 

This change in tasks performed
by medicine as regards health, that
is to say the placing of this art at the
service of the corporative interests
of the medical classes in an ideolog-
ical initiative directed towards
sanctioning its own arbitrating and
guaranteeing function in social
planning in the health-care field –
reducing thereby its traditional an-
cillary role in favour of the ad-
vance, the defence and the recovery
of health – can produce in the con-
text of societies dominated by
free-market logic further dangerous

consequences because it makes the
practice of medicine considerably
more vulnerable to the conditioning
effects and the needs of the market.
It follows from this that medicine,
which is apparently freed from
every teleological basis, including
the traditional one of a Hippocratic
matrix, runs the major risk of seeing
itself placed within a framework
which respects parameters which
are purely economic in character. 

And a resulting serious injury to
the defence of health would be evi-
dent once a situation was really cre-
ated where in health care the prima-
ry aim was located in the pursuit of
the greatest possible profit which
would be sought after with such
facile methods as a general pursuit
of an increase in the sales of drugs
and medicines, in the number of ad-
missions to hospital, in surgical op-
erations, and in clinical activity,
when the need, validity, efficacy of
the forms of treatment proposed
were not attested to with exhaustive
certainty. 

The above-described compro-
mise between power, medicine and
society, which has a direct affect on
the realistically obtainable level of
guarantees and development as re-
gards health to the benefit of all,
lead us to perceive a need to restore
the historically real close link be-
tween therapeutic action and the de-
fence of health through the recov-
ery of authentic shared roots, such
as indeed proposed by the neo-an-
thropological cultural perspective.
But the direct link which should be
re-established or developed be-
tween medicine, health and the spe-
cific domain of human beings in-
volves a need to connect the prac-
tice of medicine and the condition
of healthiness to a system of found-
ing values which represents their fi-
nal ends, that is to say which estab-
lishes parameters for everything ac-
cording to criteria of morality. From
this consideration I think must be
born a conviction about the intrinsic
objective ethical character of both
medical action and the defence of
health. But if health, and with it
medicine as its instrument of
preservation, are considered as be-
longing to the ethical sphere, it is
evident that their intertwining with
power in every social context has to
be governed by an ultimate pur-
pose, which, in line with incon-
testable ethical canons, is inherent-

ly linked to the achievement of the
good of the human creature. 

It is indeed man, in his unity as a
person and his indiscriminating val-
ue, who is the centre of that cultural
plan of global civilisation pro-
claimed by the United Nations and
which corresponds to the hopes of,
and embodies the expectations of,
all the peoples of the world. And yet
how is it possible to give concrete
developments to the orientations of
the programmes outlined by the
United Nations which are fully in
conformity with the needs of shared
morality? 

3. The central question to be re-
solved today is that of power. This
problem involves both the use of
power and its configurations in an
increasingly unified system of vari-
ous powers – such as scientific
power, technological power, eco-
nomic power, political power, and
information power – which know-
ingly or otherwise end up by ma-
nipulating man in an overall and
all-encompassing way. 

This takes place in its most ac-
centuated way in the West but by
now this also affects almost every
society on the planet, given that we
are now faced with the mounting
phenomenon of globalisation. 

In contemporary society, indeed,
we are confronted with an insinua-
tion of a rather dangerous idea: the
often successful attempt to define
the exercise of power as a neutral
expression of an objective avail-
ability of scientific, technological,
and professional knowledge, that is
to say a cultural capacity supplied
by and bound by the mere respect
for parameters of rationality which
are refined by research, experimen-
tation, and logical speculation. 

In this way, power is said to be
totally divorced from any interac-
tion with any definite identity,
whether political, philosophical or
religious in character, and, being
emptied in this approach of any par-
tial vision which pollutes the seren-
ity or equity of its use, it would end
up by being exercised without any
impediment because it would be
necessarily directed towards the
benefit of man according to the spe-
cific criteria of rationality. 

Hence, equally, an implicit and
acritical justification of the system-
atic arrangement of the various
powers, which, taken together and
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constituting the origins of the exer-
cise of power understood in a uni-
tary sense, could not but correspond
both to an objective basis and to a
substantial comprehensive logicali-
ty that would be advantageous for
society. 

Thus rationality should be the
guarantee for the equity of power
and the source of its legitimacy and
freedom, and should be identified
as responding to the needs of man. 

In turn, freedom would be the on-
ly ethical point of reference and
would end up by being a norm in it-
self. 

One may add that this concep-
tion, and practice, of freedom seek
in a decisive fashion to define them-
selves in a social system, in politi-
cal institutions, and in legal
arrangements and contexts of a con-
naturalistic nature, where, that is to
say, each possesses its own space
which is undisturbed by power and
where neither can call to account
the workings and the choices of the
other. 

This is an approach in total con-
trast with the humanistic vision of
reality described above, because it
helps to shape the organisation of
society on the basis of the system of
power as given and wanted, as be-
ing something rationally founded,
and to crystallise the subsistent re-
lationships between the different
societies of the world according to
present-say arrangements, which
are determined by the availability
of the resources, knowledge and
technology provided by the various
nations of the world. 

It seems evident that such a
framework of relationships be-
tween the exercise and the system
of power, on the one hand, and of
society, on the other, all directed to-
wards consolidating the existing
equilibriums in which only the gen-
eral interests of the rich peoples and
those more particular and narrow
general interests of multinational
oligarchies, conditions in a deter-
mining way the health-care panora-
ma, making, in fact, health a privi-
lege of the few rather than a human
and civil right which every man
should  be considered as having and
enjoying. 

We need, therefore, in order to set
in motion in concrete terms the im-
plementation of the proclamations
approved by the United Nations and
supported by the constant and inci-

sive action of the Churches and
non-governmental organisations
engaged in voluntary work, to ex-
tend the philosophy and the behav-
ioural models specific to integral
humanism to the use of power and
social organisation as well, attribut-
ing to both that same humanising
purpose that belongs to anthro-
pocentric culture. We need, there-
fore, to connect power and society
in a higher reality, that is to say in a
system of shared values which as
such are unanimously recognised as
being able to regulate the exercise
of the former and the organisation
of the latter. And this operation will
not involve the feared risk of the
ideologisation of power or society,
that is to say their definition in
terms of a totalising abstract identi-
ty, whether religious, political or
philosophical in character. The
guarantee regarding this risk is the
constant and sole reference to the
value of man and its ontological
roots, as well as the fundamental
need for a subsistence of a wide-
spread sharing of the a feeling that
the professed values are held in
common. 

This pathway, which obviously
pre-supposes a spontaneity in ad-
herence, appears to be complex and
difficult, but it is possible. Yet it can
only be born from society itself as a
maturation of the experience of be-
longing to a given community
which expresses values and cus-
toms that bear comparison with oth-
er similar communities and togeth-
er with which embodies a series of

unitary elements of ethical identity. 
It will then be a society com-

posed of the coming together of
various groups and modelled on a
scale of a few freely accepted
founding values which will condi-
tion the exercise of power accord-
ing to the needs of an intrinsically
but generally perceived morality
and at the same time which will es-
tablish for that exercise of power a
system of rules which will make it,
in corresponding fashion, struc-
turally limited. 

This result presents itself as be-
ing decisive in the achievement of
the humanistic objective of the de-
fence of health because the subordi-
nation of power and its exercise in a
way which respects the ethics of
values is a high purpose available to
man for every individual and social
action, and in particular for his op-
erative instrument, i.e. power: both
so as to dismantle all the modern
ideological suggestions directed to-
wards providing some kind of theo-
retical justification for the defeat of
the weak for the purposes of
progress, that is to say in real terms
the strong and the prosperous, and
so as to unmask the inconsistency
of that above-mentioned attempt to
establish a new moral universality
that affirms that it is based on the
ethics of free power. 

It will also be, lastly, the devel-
opment of a more authentically hu-
man social tissue, that is to say one
based upon the instinctive percep-
tion of the irreplaceable subsistent
relationship between man and the
world, made up of an aware percep-
tion of a shared foundation for iden-
tity and destiny amongst all men,
together with the recognition of an
organic functional capacity within
nature at the service of the never to
be repeated and high value of the
human existence which will allow –
with an inexorable flowering of a
strong feeling of mutual solidarity –
a journey of hope towards the goal
of a level of quality of life which
corresponds to the dignity of man,
which must, indeed, be guaranteed,
quod est in votis, to all the peoples
of the planet. 

Prof. VINCENZO MARIA
SARACENI, 

Assessor for Health Care 
of the Lazio Region, 

Italy. 
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The title of my paper, ‘med-
ical-scientific information’, may
appear a little cynical, but med-
ical-scientific information has
enormous power because it influ-
ences the behaviour and the choic-
es of millions of people. It does this
often in a radical way and in a very
short space of time. 

For this reason, I think that it is
not only a specialisation of journal-
ism but much more: it is a real and
authentic sector of medicine be-
cause upon it depends prevention,
our well-being, and often our way
of treating people as well. Its conse-
quences are enormous and affect
social and ethical realities and ques-
tions. More than any other sector of
journalism it has an ethical dimen-
sion. 

Good information contributes to
bringing about good medicine, and
is useful to the citizen. Bad infor-
mation aggravates problems and
damages the citizen. To summarise:
medical-scientific information can
help health but at the same time it
can also damage it. 

All this is well known by medical
doctors and by journalists who are
concerned with medicine. 

In 1984, in Washington, at one of
the first meetings on AIDS, the sci-
entist Robert Gallo, in answering
the question as to how it would be
possible to stop the spread of the
epidemic, answered that hindering
this new illness could be achieved
by methods that were not strictly
medical and clinical but involved
the use of information supplied by
the mass media: “Everything de-
pends on you journalists and results
will be achieved if you provide cor-
rect information which is useful to
the citizen and which is not sensa-
tional in character”. 

Robert Gallo was right: in all
Western countries the epidemic was
checked thanks in part to correct
and well-directed information, and
this information had an educational

role and a role of prevention. ‘If you
know it you can avoid it’, ‘Don’t
die because of ignorance’ were the
messages of the campaign of pre-
vention to which the Western mass
media made a major contribution.
These were campaigns which
through the mass media achieved
good results, above all in relation to
the categories at risk to whom they
were directed. 

The importance of good informa-
tion which contributes to preven-
tion and education has been empha-
sised at every congress. At the con-
gress of hospital cardiologists held
a few days ago, for example, Prof.
Pierluigi Prati of the San Camillo
hospital observed: “the number of
heart attacks and cardiovascular ill-
nesses has decreased over the last
decade by 20%, in part as a result of
information which has made citi-
zens understand what the cardio-
vascular risk factors are and how
important it is to correct them.” 

In substance, the more the citizen
is informed the more he or she is
able to control what affects his or
her health. “If you are responsible
suppliers of information you will
also be educators”, Karl Popper
said to journalists when emphasis-
ing that information, if it is good,
must always become an instrument
of education and have pedagogic
effects.

It is not always easy to under-
stand everything given the great
amount of information that reaches
the general public. My job is to do
with information supplied through
television, a medium which has
enormous power. Viewers often ex-
perience news in a merely emotion-
al way when in fact they require a
cultural grounding that we Italians
do not acquire at school. We may
think here of how much emotion
and little rationality has marked the
news about electromagnetic rays,
the side-effects of medicines such
as Lipobay, and impoverished ura-
nium, over recent months. 

When it comes to this medical-sci-
entific information one must bear in
mind those who are watching or
reading; it must have, to express the
point briefly, an ethical dimension
and a pedagogic role.

In France the Committee of
Bioethics issued a ‘Statement’on 31
May 1995 for journalists or newspa-
per editors on questions which had
been raised about scientific, biolog-
ical, and medical information. 

Section ‘5’ of this document
reads: ‘the limited number of jour-
nalists who have a real scientific
grounding the committee finds
worrying when it comes to the actu-
al efficacy of information. In ac-
knowledging that the scientific
journalist has an important peda-
gogic role it is to be hoped that such
a grounding should be considered
as being indispensable by the edi-
tors of newspapers and made a
pre-condition for entrusting a jour-
nalist with a story’. 

Section ‘11’ is concerned with
the ethical dimension of profession-
al training. ‘The committee recom-
mends that a journalist has an ap-
propriate ethical sensitisation
which takes into account the situa-
tions that may emerge as a result of
the information that is provided.

Moved by the desire to be news-
worthy, journalists often, for exam-

LUCIANO ONDER

4. Medical-Scientific Information
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ple, forget that words such as ‘im-
minent’or ‘forthcoming’ in the con-
text of a scientific result can even
mean five or ten years.’

These recommendations of the
French Committee of Bioethics are
very relevant today in Italy as well.
This is because in this country jour-
nalism does not always take into ac-
count the ethical dimension of the
profession and does not always
have a pedagogic role. 

Often science produces news of
the worst sort and what ends up on
the front page is only the bizarre,
the curious, the sensational, and
the scoop. Information is often
screamed forth in the form of ab-
surd headlines, is often deformed,
and ends up by creating illusions or
false hopes: in practical terms
everything is put on the same level,
both that which is really proved
and that which is the product of the
fantasy of the journalist who writes
the article. 

As Umberto Eco has observed:
‘In Italian journalism a special phe-
nomenon is often to be encoun-
tered: facts do not become words
but very often words become facts.
This is ‘virtual’ information by
which often everybody discusses
something that in reality does not
exist...this is disinforming informa-

tion, where only the spectacular is
news’. 

And it has been precisely the area
of medical-scientific journalism
which over the last few years has
produced examples of disinforming
information: in 1995 the UK 101
(the so-called anti-cancer protein of
Bartorelli; in 1996 the UROD
method (for the rapid treatment of
drug-addicts); and in 1997-1998 the
MDB (the Di Bella method for the
treatment of tumours). 

I wonder whether this is a pri-
marily Italian or also a European
and worldwide phenomenon. In
Italy news such as that about elec-
tromagnetic waves, the side-effects
of drugs and medicines, biotech-
nologies and OGMs and enriched
uranium, is broadcast to the point of
blocking development and creating
a health care emergency. These are
examples of news which force citi-
zens to align themselves on one
side or the other, on the Right or on
the Left, in favour or against, with-
out paying attention to the scientific
facts and proposals. 

All this, needless to say, is of no
use to the citizen, it damages the in-
terests of sick people, and prevents
their treatment in the most suitable
way. 

The Statement of the French

Committee of Bioethics concludes
with a specific invitation directed
towards journalists:

‘It is important to consider that
the public which receives scientific
information is not a general and
amorphous mass. One is dealing
here with sick people, their fami-
lies, their associations, and their
medical doctors; all young people
of a school age, faced with the dan-
gers of AIDS or drugs, their parents
and their teachers; and lastly, the
animators of great social solidarity
such as voluntary work associa-
tions, blood donors and organ
donors. All those citizens who ex-
perience the impetuous develop-
ment of biomedical knowledge and
power; all those who create and dis-
seminate information must think
about these people.’

Recently, L’Osservatore Ro-
mano, in discussing news events,
stigmatised certain kinds of infor-
mation and invited journalists not to
create illusions about the treatment
of tumours and to consider that be-
hind the news there is always man,
the suffering person, the weak per-
son. And it is of these that one has to
think. 

Dr. LUCIANO ONDER
Journalist

Italy

SALVADOR ROFES I CAPO

5. The Power of Health Professionals

I have to acknowledge that the ti-
tle of the paper I was asked to give is
in itself an example of diplomacy
and sensitivity since the logical title
would have been ‘the power of med-
ical doctors’, the power that is to say
of those who have really held or still
hold power. As you will have under-
stood, I will principally refer to the
power of medical doctors because
other health professionals (nurses,
psychologists, physiotherapists etc.)
have been for many years, and in
many place still are, under the dom-
inant and abusive power of medical

doctors who knowingly or otherwise
have prevented them from enjoying
a professional profile of greater rele-
vance than has hitherto been the
case. 

I do not believe that this percep-
tion present in Western Europe is
very different in other parts of the
world. In an excellent article in
which Dianna Kenny and Barbara
Adamson1 analyse the control exer-
cised by medical doctors over the
other health care professions in Aus-
tralia, it emerges that 73% of the
people surveyed, those who were

not medical doctors, did not feel that
they were treated fairly because pro-
fessionals with a greater number of
years of service behind them were
more appreciated by medical doc-
tors than themselves, and the young
such professionals felt that they
were appreciated very little. The
conclusions of this research amount
to a request for respect and consider-
ation on the part of medical doctors
in relation to the other professions
and a recognition of the fact that the
two parties cannot operate without
each other. 
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This ‘dominance’ has also been
brought about by a confusion locat-
ed in the conversion of the role of
the medical doctor into that similar
to a priest, and this to the point that
the medical doctor has been invested
with divine power, something from
which certain moralists are not ex-
cluded – people who, no doubt in
good faith, attribute to nurses and
other professionals the role of being
subordinated to, and being the obe-
dient executors of, the orders of the
medical doctors. One needs only
re-read some moral tracts that were
studied not more than fifty years ago
in some nursing schools to under-
stand the historical evolution of the
medical doctor as a powerful being.
This was also rooted in the fact that
many medical doctors usually came
from a middle-high social class
whereas the other health care profes-
sionals belonged to middle-low so-
cial classes, something that in itself
gave them a certain social overbear-
ance. Today this factor has lost its
relevance. 

It is not strange that with these
precedents the power to treat, the
power to listen to the sick person
who needs to explain the story of his
or her life – which is so bound up
with his or her health problems – to a
professional who knows how to lis-
ten and wants to listen (this is some-
thing which often costs medical doc-
tors a great deal), the power of oral
and non-oral language made up of
words and actions that inspire peace
during moments of anxiety – which
are indeed the real power of the nurs-
ing profession – are values that have
been put to one side, values that are
silent but nonetheless vital. It is time
for medicine to give emphasis to the
value of interdisciplinary teams in
which, I hope, the real force of the
value of nurses and of other health
care professionals will emerge, and
for many medical doctors to begin to
understand the role and power of
these professionals. 

After explaining these past factors
I will refer to the power of medical
doctors. I will begin with the conclu-
sions of a paper on this subject given
by Prof. Diego Gracia at an interdis-
ciplinary seminar on science and
power held at the University of
Comillas in Madrid in 1987. Diego
Garcia said: “Does the medical doc-
tor still have power? As an individ-
ual, he has less than ever before. But
medicine as an institution today has
greater power than it has had in any

other age of its history. The life of
man has never before been so med-
icalised. The power of medicine has
never been greater”.2 This premise is
shared by Feidson and Mecchanic
who affirm that medical doctors are
losing power to the benefit of the
profession,3 and by Eric Tangalos,
the director of internal medicine at
the Mayo Clinic, who in a number of
recent declarations to El País has ob-
served with emphasis that ‘the mod-
el of the authoritarian and paternalis-
tic medical doctor is finished. The
medical doctors who practice today
have to negotiate with the patient’.4

I believe that the words of Diego
Gracia, expressed some fifteen years
ago, today have, if this is possible,
greater vigour, and I agree with them
to a great extent. The epoch is com-
ing to a close when in rural Spain
(and I believe in other countries, es-
pecially those of Southern Europe)
the doctor, the teacher, the parish
priest and the civil guard were the
people who really wielded power.
The medical profession is losing
power day by day but in contrary
fashion medicine as such is increas-
ing its power in our societies: medi-
cine as scientific, moral, political,
social (etc.) power. 

Medical doctors lost power when
medicine was socialised, when hos-
pitals were transformed into compa-
nies, and when primary care trans-
formed country doctors into a team
of community care. They continued
to lose power when they were told
that they had to engage in manage-
ment because medicine with its
enormously increasing advance in-

volved such costs that it was neces-
sary to establish priorities. We
moved from the principle of doing
good to the principle of justice. The
health care professional was largely
transformed into a functionary who
received a fixed salary at the end of
the month, on whom society made
increasing demands and who is now
face to face with terms such as pro-
ductivity, efficacy, efficiency or the
supervision of resources, for which
he has received no training at his
medical school. In addition, he is
face to face with a series of right or
wrong judicial questions which dis-
orientate him. As Prof. Gigli writes
so well, mutual trust is increasingly
replaced by legitimate suspicion
where the patient and the medical
doctor see each other as potential en-
emies.5 From the medical doctor are
required certain results and thus
death, as the outcome of an illness,
is called into question and attributed
to the failure of science. It seems
that everything is reduced to the ap-
plication of the technical. In a sur-
vey carried out amongst a represen-
tative sample of Norwegian medical
doctors published recently in The
Lancet, over a half acknowledged
that they had received pressure or
threats from their patients or their
patients’ families. These ‘threats’
seem to counter the taking of deci-
sions by medical doctors and lead to
excessive requests for diagnostic
tests, which in turn can give rise to
an increase in erroneous positive re-
sults when the probability of the ill-
ness is low.6

During the second half of the
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twentieth century we witnessed a se-
ries of strikes by medical doctors
which would have been unthinkable
many years ago. I remember that I
took part in 1971 in the first strike of
resident medical doctors to take
place in Spain, and I remember the
social impact that this had for the
country. My scandalised section
head made me leave an assembly
and rebuked me for my attitude
which to him seemed outside any
Hippocratic logic and very far from
the professional code of conduct. To
me what seemed unreasonable was
to work in a social insurance hospi-
tal and not have social insurance
myself, to receive a very low salary,
and to work more than sixty hours a
week. But this phenomenon was not
only seen in Spain. One should re-
member the strikes by medical doc-
tors in Australia (1984), France
(1995-6), and Germany (1996), var-
ious strikes in the provinces of
Canada, a massive strike in Spain in
1995, and many others in different
parts of the world.7 Those who hold
power, who feel satisfied and moti-
vated usually do not adhere to a
strike. 

In a recent article published in the
Diario Medico, J.C. Sandeogracias8

maintains that the superman of
health care is dead and that wanting
to embrace an unsustainable situa-
tion made up of loneliness, because
of a lack of support or a condition of
powerlessness, can transform the
person involved into a professional
corpse. 

In medical literature we can find
numerous references to the
‘burnout’ syndrome, which is a pal-
pable demonstration of dissatisfac-
tion of a person with his or her work.
In the view of Carlos Obesco, a pro-
fessor of ESADE, 30% of medical
personnel experience a mental
malaise, and the overall index of sat-
isfaction in a survey carried out in
three large hospitals in Barcelona,
Spain, reached only 47.94 in the
case of those who worked as med-
ical doctors, a figure, however,
which decreased to 29.67 if the sat-
isfaction of those working in a hos-
pital was subjected to examination.9

In a macro-study of the nursing
profession in Catalonia, carried out
in 1990 by the Catalan Union of
Hospitals, that is to say the great as-
sociation of Catalan hospitals, it was
demonstrated that a third of the
26,000 female nurses in Catalonia
said that they were tired and had

thought of leaving the profession.10

One of the principal causes of this
situation, apart from the working
hours and the salaries, was the lack
of professional recognition. I would
like to repeat the point, therefore,
that something must be lacking in
these professions if discouragement
and a feeling of dismay has entered
their ranks. 

Why do health care professionals,
together with teachers, suffer from
the syndrome of burnout in such
alarming proportions? Can it be be-
cause of a lack of motivation, be-
cause they work in a role that was
different to the one they dreamed
about when they were students? In
Spain, the syndrome of burnout ex-
perienced by medical doctors has
been baptised the Tomas syndrome
in memory of the brain surgeon in
the work by Kundera ‘The Unsus-
tainable Lightness of Being’. The
Tomas illness is a disturbance that
affects the identity of the health care
professional and its principal symp-
tom is a loss of self-esteem accom-
panied by lack of motivation and
boredom in daily work, the absence
of hopes for career advancement,
and the belief that only in another
place would it be possible to work
on a scientific basis. Amongst the
trigger factors are the attacks,
among others, on status (the reduc-
tion in power) and affections (an
overly technical approach to the re-
lationship between the patient and
the medical doctor).11

The medical doctor as a person is
losing his power as a charismatic

leader or as an overbearing leader
according to the case in hand, as we
have seen in our medical schools or
films, with the typical scene of the
professor surrounded by all his
pupils ready to listen to every scien-
tific or banal word that falls from the
mouth of their mentor but ready at
the same time to satisfy the smallest
whims of their chief. I remember a
professor of surgery in my medical
school who was one of the most bril-
liant people that I have ever met
with an operating instrument and
who had an assistant of whom he
boasted that he would pick up the
sheets he threw to the ground. One
of the favourite ‘graces’ of the
above-mentioned professor when he
had an invited guest was to allow a
sheet of paper to fall to the ground
and then to say: “you’ll see that X
will hurry to pick it up”, and this was
something that the poor assistant did
right away. 

Situations such as these would to-
day be unthinkable. Today medical
doctors undergoing their profession-
al training have recognised working
hours, rights and salaries and when
they choose the hospital for their
training they do not search out this
or that professor as was once the
case but adhere to hospital ‘A’ or ‘B’
where the team of professionals and
the technology have replaced as an
attraction that which was provided
by ‘barons’ and their schools, who
had what Corono, quoting Max We-
ber, defines as ‘charismatic domi-
nance’.12 As medicine became
stronger, this charismatic dominion
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was replaced by a legal-rational bu-
reaucracy. 

We would be unfair if we affirmed
that the power achieved in history
by the medical class was sought
solely by professionals. It was
specifically society itself that con-
ceded a part of this power to medical
doctors because medical doctors had
the task of ensuring the survival of
mankind. And furthermore the fact
of power is not in itself a negative
factor if it is exercised in a reason-
able way, with good sense, and with
a spirit of service.      

But the losing of power does not
mean that it has all been lost. There
are still fields in which the medical
doctor continues to be powerful or
indeed very powerful. And power
can be employed by professionals
for the good of their patients or for
their own good. Let us now see what
these different fields are: 

Power over people and their deci-
sions. I am referring here to the pow-
er that can envisage a good result for
a surgical technique or the fact of di-
recting and treating the patient on
the basis of a correct diagnosis
which is something that in itself is
innate to the profession. I am refer-
ring to the power of the taking of de-
cisions by patients. The answer to
the typical question: “if you had
what I’ve got would you operate,
Doctor?” can tip the scales towards
one or other decision. But in this
field, as well, medical doctors are
rapidly losing the role granted to
them by history. 

In a recent article published in Di-
ario Medico, Antonio Castillejo of
PriceWaterhouseCoopers writes as
follows: ‘As Internet creates equal
opportunities in gaining access to
scientific knowledge, the principal
source of safe information (the med-
ical doctor) is changing and is be-
coming transformed into the techni-
cian who makes prescriptions’.13 If
we observe that 30% of the consul-
tations that take place on Internet
concern health care subjects, we can
see that the figure of the medical
doctor, whose diagnosis was in the
past received with reverence and
without any discussion, is being
weakened in the face of more in-
formed users (who are at times ex-
cessively informed because they are
not able to filter the information in a
correct way). Self-help groups have
also helped to bring about this loss
of power. 

And if we look to the future, when

the human genome could be the
principal axis of the diagnosis, pre-
vention and treatment of many ill-
nesses, only a small elite of experts
will be able to answer the questions
of increasingly informed users
whose natural source of information
will be Internet. 

The power of medical doctors,
and the power of their decisions,
which still exists in relation to sick
people, must be exercised on the ba-
sis of the classical principles of
ethics, but at the same time they
must be exercised with transparency
and honesty, given that the patient is
an adult who has to the full the right
to be informed about his or her own
illness and the possibilities of treat-
ment. 

As Dr. Gregorio Maranon used to
say, the medical doctor must see his
chair as his best instrument, by
which to be seated, in an unhurried
way, at the side of, or face to face
with, the patient, where he must and
can exercise his power of informa-
tion and understanding, being aware
of the fact that the value he gives to
time is very different to that given to
time by the worried sick person. 

Moral or ethical power. Until a
few years ago the relationship be-
tween the medical doctor and the pa-
tient was guided by the principle of
doing good and the moral norms that
governed the profession were dictat-
ed by theologians and experts in
morality. One could not speak
specifically about medical ethics or
bioethics in medicine but of profes-
sional codes of conduct which af-
fected the approaches and attitudes
of the medical doctor. When the pa-
tient began to claim his rights and
his share of power in the taking of
decisions, medicine was obliged to
reflect upon its own ethics and
bioethics began to grow with great
force. But the professionals began to
realise that there are decisions which
cannot be taken solely with patients
and their families and needed as a
consequence the support of experts.
They thus set up ethics committees
which hospitals came to equip them-
selves with. 

The power of an ethics committee
is enormous. This power is not ‘de
facto’ because it is not binding but
involves moral support at the mo-
ment when decisions are taken in
certain cases of vital transcendence.
Curiously, this power is not obtained
individually (although the opinions
of great experts on bioethics are very

much appreciated). Rather, power
emanates from the team of health
care professionals and its assistants. 

Economic power. 25% of the
funds that the autonomous govern-
ment of Catalonia allocates to public
health care depends on the pens of
medical doctors who write out pre-
scriptions for drugs and medicines
in the context of a clinic. These fig-
ures are similar to those of other
countries. If we analyse the budget
of an intensive care hospital, we can
see that 60-65% of that budget is
spent on the salaries of the staff and
personnel (for the most part
health-care staff and personnel) and
15-20% on pharmaceuticals and
health care material. This leads to
the conclusion that the good or bad
use of health care resources is in the
hands of health care professionals.

Medical doctors exercise their
economic power at the level of ab-
sences from work or incompetence.
Some days of absence because of
pleasure or so as not to have to face
up to the claims of a worker cost the
public purse hundreds of millions of
pesetas a year. 

The question we can ask our-
selves is to what point professionals
are aware of their immense power in
this field. In my opinion, they are
aware of it to a very small extent but
if a manager, whether of a hospital
or of some kind of administration,
bases his own management on going
against the medical doctors, he can
be certain that he will be faced with
a failure in the short or medium
term.

However, as Donald Light, with
reference to American medical doc-
tors, observes: ‘doctors earn more
today than ever before, but they are
more miserable than ever before’.14

This is because it is the buyers of
health care services (administra-
tions, insurance companies and so
forth) who indicate the prices to sup-
pliers, that is to say the medical doc-
tors themselves, who thus find
themselves increasingly defenceless
in relation to such major interests. 

Power in the mass media. A sim-
ple letter to the editor of a daily
newspaper in which the section head
of a heart surgery department report-
ed that because of the long waiting
list some patients could die if their
surgical operation was not carried
out in good time, sparked a political
storm in Spain of very great propor-
tions and obliged the central and au-
tonomous governments to allocate



38 HEALTH AND POWER

greater sums for the reduction of
waiting times as regards these kinds
of operations. Some people could
argue that it was the media which in
this case had power but it is clear
that without the first letter condemn-
ing the situation which had been
written by a prestigious surgeon the
subject would not have acquired the
resonance it did. The popularity in
the mass media, and the frequency
of their appearance in the mass me-
dia, of traumatologists attached to
football teams and who treat leading
players, constitute a secure source of
earnings in their private surgeries. 

The appearance of a medical doc-
tor on television to speak about the
specific subjects of his medical spe-
cialisation is seen as a dogma of
faith by ordinary people who associ-
ate popularity with infallible knowl-
edge without ever asking them-
selves why and how that person has
been asked onto the programme. 

Power in universities. The strug-
gle for a university teaching chair is
something different in faculties of
medicine than is the case in other
branches of higher education.
Whereas in most faculties of medi-
cine such chairs are the culminating
point of a university career, in medi-
cine and in particular in the clinical
disciplines they are an external pro-
jection of prestige for private medi-
cine, although it should be said that
sometimes great theoreticians have
turned out to be mediocrities at a
practical level. Universities, which
for some born lecturers are the only
way they have of communicating
their knowledge to their students,
have been transformed for some
people into a refuge to obtain that
social recognition that society had
been progressively denying them. 

Scientific power. Few sciences in
the world are as much afflicted by
the ‘printing fever’ as medicine.

Publishing (at times it does not mat-
ter how and what) is an obligation
for a medical doctor undergoing
training, and those who are already
established are always involved in a
race to obtain a publication, often in
English, in the scientific journal
which has the highest ‘impact fac-
tor’. For some medical doctors, to
have the largest number of publica-
tions possible in one’s CV has be-
come an obsession which could be
logical for those who still have a low
professional profile but which is
ridiculous for certain chiefs who
compel their name to appear in work
carried out by members of their own
team but in which they have not tak-
en part at all. Who does not remem-
ber the struggle over the intellectual
property of this discovery or another
or the discrediting to which certain
work that is presented with too little
rigour and too hurriedly is subjected
because there is a fear that it will be
superseded by other publications? 

The power of ‘personal favours’.
There is no other profession in the
world where personal favours and
free consultations are more request-
ed. Family relatives, neighbours,
and friends oblige the poor medical
doctor to see X-rays, complex
analyses, at times belonging to a
specialisation different to the one he
belongs to, in relation to which he
must give a free and high-level opin-
ion. I do not believe that this phe-
nomenon exists in other professions.
Because of the fact that he is a med-
ical doctor, it is believed that he
must be always ready to help and
that he can be disturbed at any mo-
ment. There is a clearly a certain
power of social recognition in his
being obliged, in addition, to be very
cautious, because I know of the case
of a medical doctor who studied the
X-rays of a friend for nothing, com-
mitted an error in his diagnosis, and
was then taken to court. 

And what about the favours that
are asked to ensure that a cousin
jumps a waiting list because he has
been told that he would not be oper-
ated on for six months? Or that
haughty neighbour who does not say
‘hello’ when she passes by on the
stairs but who runs worried to the
door of the ‘civil servant doctor’
when her child is suffocating on a
chicken bone? Here the medical
doctor certainly continues to have
his modest but important part of
power without realising that once
the problem has been solved the

same neighbour will pretend not to
recognise him. 

I have tried to provide a very
personal vision of what I think
about the power of health care pro-
fessionals and it is very possible
that some of you do not share my
opinion. It is also certain that per-
ceptions will be different accord-
ing to the culture of each country
and my culture is influenced by an
overly Spanish, and perhaps a little
pessimistic, view of the subject. I
believe, however, that everybody
will agree with the premise with
which I began my paper, that is to
say that there has been a loss of
power of health care professionals
in favour of the power of medicine.
It is a good thing that the power of
authoritarianism, of impunity and of
paternalism has been lost, but it is
possible that the swing of the pen-
dulum has excessively punished
these professionals, amongst whom,
without doubt, there are many peo-
ple who act with a desire to serve
and with dedication to others and
who today feel disappointed. 

Dr. SALVADOR ROFES I CAPO
Co-ordinator of the Centre 
of the Aragonese Province 

of the  Hospital Order of St. John of God
(Fatebenefratelli).
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Introduction

In order to review the “power of
the pharmaceutical industry”, we
should firstly define what we mean
by the term Power.

The word POWER refers to the
idea of being able to do something,
in other words to carrying out an
action. The fact that someone has
carried out an action gives him au-
thority over someone or some-
thing. So authority is the feature of
commanding, dominating or im-
posing one’s will.

Although both the terms power
and authority are very similar in
meaning, the fact remains that one
follows from the other and they are
therefore not synonymous. We
should make a careful distinction
between them and show that, al-
though the pharmaceutical indus-
try sometimes has both of them si-
multaneously, in other situations it
may have the scientific, technical
and commercial power to do
something, but it does not have the
authority to impose it.

Having defined the notion of
power, we need to agree about the
object of the pharmaceutical in-
dustry’s power. By the pharmaceu-
tical industry, we mean all the
companies whose common de-
nominator is the power to market
therapeutic and/or diagnostic
products. This definition includes
companies whose business ranges
from research through develop-
ment and production to marketing,
companies which only produce
and sell, and companies which on-
ly sell products.

On the other hand, this defini-
tion excludes the world of start-
ups – companies which focus ex-
clusively on therapeutic research
or on the development of new
technologies. These companies,
which attract a lot of interest be-
cause they are supposed to bring

out important innovations in treat-
ments and technology, are not,
strictly speaking, pharmaceutical
laboratories. They are governed by
other economic factors since they
generally do not have their own
revenue or it does not come direct-
ly from sales of their drugs.

Economic power

If, as we have just seen, the
pharmaceutical industry exercises
its power by discovering, produc-
ing and selling drugs, this means
that, through those drugs, the in-
dustry has the ability to preserve or
restore people’s physical and men-
tal health, insofar as this can be
achieved through its products.

Through the drug treatments it
supplies, the industry has an im-
pact on life and death, health and
sickness, comfort and discomfort.
By exercising its power, the phar-
maceutical industry is given an au-
thority based on the stakes – health
– and consequently from the im-
pact of this on the economic, polit-

ical and social situation of a soci-
ety.

It goes without saying that the
state and future of a nation depend
mainly on nutrition, hygiene and
medical care. These three elements
have a direct effect on the physical
and moral health of populations
and are translated into birth and
mortality rates, longevity and
quality of life.

Medical care has, therefore, a
decisive impact both from a micro-
and macroeconomic point of view.
Both the international demograph-
ic pyramid and the financial and
economic situation in countries are
profoundly dependent on the
quantity and quality of the medical
care provided. With regard to the
medical, social, economic and po-
litical consequences of the ser-
vices provided by the pharmaceu-
tical industry, it is not surprising
that the industry is subject to a
great deal of legislation passed by
both national and supranational
bodies. The world of health – of
which the pharmaceutical industry
is just one mainstay – is obviously
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6. The Power of the Pharmaceutical Industry
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an economic force which cannot
be ignored since it affects nations’
economics, firstly by putting a
strain on budgets and secondly by
contributing substantially to the
nation’s economic health. In this
sense, the pharmaceutical indus-
try’s power to ensure the health of
populations also guarantees the
strength of these populations. In
terms of health, this also gives rise
to the question of sharing strength
between countries.

Financial power

Having said all that, it is impor-
tant to note that we say pharma-
ceutical industry and not industrial
pharmacy.

Although the two terms com-
bine both the industrial and phar-
maceutical business, the current
term pharmaceutical industry em-
phasises the commercial, econom-
ic and financial nature of the busi-
ness in question.

In this way, we should realise
straight away that it is a business
with a profit-making purpose
whose objective is the area of
health. The all-important question
is therefore how far the objective
is subject to the purpose, in other
words, how power and authority
are exercised with all the responsi-
bility a question as fundamental as
health demands.

In the same way as other sectors
of the economy, the pharmaceuti-
cal industry has considerable fi-
nancial power. In the year 2000,
turnover in this industry alone was
more than 360 billion dollars.

Even though the pharmaceutical
industry as a whole represents a
considerable economic and finan-
cial force, it is still a sector which
is very divided as there are more
than 10,600 laboratories through-
out the world. The 30 leading in-
ternational laboratories cover
about 70% of the market, i.e. an
average of only 2.3%.

By way of comparison, there are
only about twenty car manufactur-
ers. The top three together repre-
sent about 60% of the market.

The figures help us to measure
the extent to which the pharmaceu-
tical industry is split when com-
pared to other sectors of the econ-
omy.

However, the pharmaceutical
industry is undergoing a great deal
of change. There is no doubt that,
helped by economic pressure, our
industry is becoming more con-
centrated and that in ten or twenty
years at most, we will find our-
selves in a very similar situation to
that in other sectors, with the top
five international companies dom-
inating more than half of the mar-
ket. The power and authority of
the pharmaceutical industry will
not only be profoundly changed
but will also be massively in-
creased since not only the industri-
al sector as it is, but also laborato-
ries, will have become a substan-
tial part of this sector. (The same
trend towards concentration on the
part of customers, HMOs, hospi-
tals, etc.) This trend towards con-
centration is due, amongst other
things, to the appearance of gener-
ic products which lead to an ero-
sion in prices and therefore in the
profit margins as soon as the
patent for a drug runs out. Another
factor contributing to this concen-
tration is the exploding cost of re-
search and development. The cost
of the research and development
needed to develop a new drug is
currently estimated at more than
500 million dollars.

In order to maintain its profit
margins, the sector is responding
by stepping up its sales efforts, ex-
panding its activity into other re-
gions, whilst improving the effec-
tiveness of its tools of innovation.
One way to achieve these objec-
tives is for companies to group to-
gether and power to be monopo-
lised.

Since the pharmaceutical indus-
try has the privilege of creating,
developing, producing and selling
diagnostic and therapeutic drugs,
the all-important question is to
know to what extent the subject of
its business will be subjugated to
its purposes. We know that the
purpose of any industrial activity
is to ensure the continuance of that
activity. In other words, the ques-
tions will be: which drug, for
which indication, at which price,
for which patient, of which coun-
try and all this for which profit
margin?

Having said all this in plain lan-
guage, we should also point out
that although the pharmaceutical

industry has the capacity and pow-
er to discover, produce and sell
drugs, it is not up to the industry to
make unilateral decisions about
which product will be marketed in
which country, or what the indica-
tion or the price will be. Although
the pharmaceutical industry has
substantial technical, scientific and
commercial power, its authority is
rather limited as it is probably the
economic sector with the most
controls. Clearly, this is not a free
market economy.

The pharmaceutical industry’s
decision-making power is exer-
cised at very different levels, but
particularly in the following areas;

– choosing the therapeutic indi-
cation on which research will be
focused;

– and the price at which the drug
will be marketed.

It is clear that this decision-mak-
ing power is not unilateral but is
the product of interaction between
at least three partners, i.e. the pa-
tients, directly or through their
doctors, the governmental bodies
concerned, and the industry.

Power to innovate

The pharmaceutical industry is,
at it were, the only organisation in
the world which has the technical
and financial capacity to discover
and develop drugs. This quasi-mo-
nopoly gives it enormous power
and responsibility in terms of the
type of drugs developed.

All decisions relating to the ther-
apeutic indication on which re-
search will centre take at least three
elements into account: the scientif-
ic and medical validity of the ther-
apeutic approach under considera-
tion, the ethical dimensions and al-
so the economic reality.

Let us take depression as an ex-
ample of a therapeutic indication.
We soon agree that from a medical
and ethical point of view a treat-
ment should be found for this con-
dition – one of the possibilities be-
ing treatment with drugs.

Using drugs to treat the condi-
tion not only responds to a medical
need and falls within the common-
ly accepted ethical context but also
satisfies the necessary economic
criteria because it involves a popu-
lation of patients who come from
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rich countries, a population which
is growing and has satisfactory
purchasing power. Against this
background, we can conclude that
depression is an indication which
is basically accessible and attrac-
tive to the pharmaceutical industry.

Likewise, the treatment of bac-
terial or viral infections (AIDS, he-
patitis, etc.) is a field of activity
which is accessible and acceptable

to the industry, both from the point
of view of therapeutic need and in
terms of ethics and economic con-
straints. In fact, as in the case of
depression, there are enough peo-
ple who can get drug treatment, so
investment is justifiable from an
economic point of view. However,
unlike depression, the need for
treatment is at least as great in un-
derprivileged countries and, if
conditions for accessing the drug
are favourable enough, these pop-
ulations will also benefit from sci-
entific and therapeutic progress.

The same cannot be said for oth-
er diseases specific to underprivi-
leged countries. Nothing or too lit-
tle is being done by the health au-
thorities about these diseases
which still have no treatment.

It seems that the choices the
pharmaceutical industry is making
are geared more and more towards
deluxe indications.

As we have already mentioned,
the costs of research and develop-
ment have increased enormously.
This explosion is partly due to the
sophistication of research and de-

velopment tools, but also to the at-
titude of the licensing authorities
and those whose job is to fix retail
prices and/or reimbursement rates.

Although a group of 1,000 pa-
tients was needed a decade ago for
the clinical development of an an-
tibiotic, the number has increased
more than tenfold and the cost has
risen from two million to 100 mil-
lion dollars. By setting up an in-
creasingly strict and demanding
framework, the bodies responsible
for approving drugs – such as the
FDA in the United States and the
EMEA in Europe – quite rightly
wish to prevent the marketing, or
limit the use, of drugs which could
have serious side effects, even
though they are rare, even very
rare, i.e. between 1 in 1,000 and 1
in 10,000. Not only is no one ques-
tioning this principle but it is also
gaining support from all sides.
However, the zero risk temptation
is not without serious conse-
quences because it puts a brake on
therapeutic progress and the spread
of this progress. It is an illusion too
that zero risk is attainable and the
pharmaceutical industry will one
day be able to supply patients with
highly effective drugs with no side
effects.

The explosion in the costs of de-
velopment due to this desire to
minimise as much as possible the
exposure of populations to the
risks of side effects and the restric-
tive attitude of the authorities to-
wards approved indications, these
two factors, combined with the au-
thorities’ increasing reluctance to
agree a satisfactory price and/or
reimbursement rate for the indus-
try, are causing a noticeable shift
in business towards deluxe treat-
ments. These are commonly called
lifestyle therapy, for which a cer-
tain group of patients and also the
health insurance schemes in some
countries are willing, if necessary,
to foot the bill. With regard to this
type of indication, evaluation of
the three criteria mentioned – med-
ical validity, ethical criteria and
economics – is rather different. In
fact – if we take two well-known
examples – the need for treatment
for erectile dysfunction and the
morning after pill may be less ob-
vious than it is for myocardial in-
farction. And although the ethical
question is more complex, we

have to admit that, insofar as these
types of drugs are not subject to a
price or reimbursement fixed by a
government authority, and there
are many people who wish to stay
young, beautiful, healthy and im-
mortal, the industry is finding an
area where its economic criteria
are satisfied.

The merit of these examples,
whether it is myocardial infarc-
tion, depression, antibiotics or
lifestyle drugs, is that they raise
one or two questions:

– Thanks to its capacity for in-
novation, the industry is pushing
back the boundaries of knowledge
and what is possible, and as a re-
sult is generating new ethical ques-
tions. Does the industry have the
right to make an ethical decision in
advance or should the ethical ques-
tion be debated by society first?

– What price is a society like
Western Europe willing to pay to
save life, preserve or restore health
or even ensure the comfort of its
citizens?

– Is there a scale of values be-
tween a society’s need to treat its
patients suffering from depression,
cancer or heart trouble and another
society’s need to overcome the
spread of infection through hy-
giene programmes?

– And if man’s underlying dis-
satisfaction leads to insatiability, is
it the industry’s right or duty to de-
fine the limits of what is accept-
able and what is not?

– What is the benefit which le-
gitimises a particular ethical deci-
sion?

It is also important to tackle the
question of the area of treatment
chosen by the pharmaceutical in-
dustry in the light of what we un-
derstand by health.

Once upon a time in countries
like ours and even today in under-
privileged countries, the notion of
health was easily defined by the
fact that you were firstly alive and
secondly that your physical and
mental condition was such that
you could work in order to support
yourself. Also, it seems to me that
the notion of health was adapted to
the rhythms of life.

However, the notion of health
changed profoundly during the last
century in the West to the point
where we can talk about a change in
paradigm because it is no longer a
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question of being alive but of living
forever in physical and mental com-
fort. For a ninety-year-old, health
means running in the marathon and
experiencing the sort of passion one
had as an adolescent.

The pervading hedonism has
profoundly changed our expecta-
tions of the pharmaceutical indus-
try. We no longer just expect drugs
which prevent and fight disease so
that we can continue to meet our
obligations, we want drugs which
guarantee us comfort, wellbeing,
even happiness. In this sense, the
pharmaceutical industry, with the
aid of the drugs it supplies, is in
danger of transforming itself or
having itself transformed into a
dispenser of happiness.

Although the industry can pre-
vent and heal physical and mental
illness, it cannot be used to treat
metaphysical anxiety.

Being unhappy is not the same
as being ill. If that much is clear, it
must also be clear that the industry
does not have the right to stand in
for other authorities nor to define
the boundaries of ethics nor to give
verdicts about a patient’s condi-
tion, a notion which, God knows,
is ever-changing and relative.

Health, which used to be centred
mainly on a condition which could
be viewed with relative objectivi-
ty, is now turning into a myth of
immortality, of life without suffer-
ing or discomfort. By holding
health up as a myth, regarding it as
sacred, the reality of death is being
refuted ever more radically, even
violently, and as a result absurdi-
ties in treatment occur. At an ex-
treme level, we expect the pharma-
ceutical industry to eradicate death
and disease and ensure that con-
sumers do not have to bear the
consequences of their actions, ei-
ther physically or mentally.

And although patients hope for
all these benefits from those whom
they would like to regard as magi-
cians of life – you only have to
read the headlines in the press –
they do not like this industry
which reminds them that there is
no treatment without risk and that
health has a price.

Depending on the choices it
makes, depending on how it re-
sponds to excessive and extrava-
gant expectations, depending on
how it uses its power and the

credulity of its customers, the in-
dustry will reduce the patient to
the level of a consumer by becom-
ing an industry for well-being, or it
will remain credible by continuing
its efforts to preserve and restore
health.

The cost of drugs

The question of the cost of drugs
is particularly emotional and re-
flects the tension between the right
to health on one hand, and com-
mon perceptions about the author-
ity and power of an industry which
gets rich from illness.

Health is generally regarded as
the most important commodity to
which every human being has a
fundamental right. But does funda-
mental mean free? The question of
cost takes on a highly sensitive di-
mension when one looks at the
monopoly granted through obtain-
ing patents. It is a widely held be-
lief that the drugs industry not on-
ly has a monopoly on research and
development tools but also legally
protects its discoveries and exer-
cises price control. If, indeed, the
industry does have a monopoly on
research and development, it also
invests an enormous amount of
capital in projects with a high fi-
nancial risk. According to the cur-
rent logic of economic models, it
hopes for the appropriate return on
investment. So during the initial
protection period, which in prac-
tice is about ten years, the industry
is only partially subject to the laws
of supply and demand and, as a re-
sult, prices are generally very high.
However, it is important to note
that in many countries these prices
are not worked out but fixed by
government authorities and that if
the market is worth the stakes,
competition will soon appear with
rival products causing price ero-
sion. In addition, as soon as the
drug, becomes generic, prices will
drop suddenly and very signifi-
cantly.

If the industry has reached its
profitability targets, civil society
also takes a substantial and lasting
profit from the innovative effort
because the generic drug is now
available at a very modest price. If
during the period of exclusivity
only the most privileged strata of

society and the richest countries
can treat themselves to these ex-
pensive treatments, they can also
be regarded as the financiers of in-
novation. In other words, we are
dealing here with a mechanism for
redistributing wealth.

The United States of America,
where prices are still unfixed, fi-
nances a substantial part of the re-
search and development effort.
Whilst the American market repre-
sented about 30% of the world
market in 1980, it reached 40% in
the year 2000 and will probably
reach 50% by 2010. The main rea-
son for this is the erosion of prices
in other parts of the world, particu-
larly Europe and Japan.

So, for example, some products
cost five to ten times more when
you cross the frontier between
Canada and the United States. One
wonders what will become of in-
novation in treatment when the
United States refuses to bear the fi-
nancial costs of it.

The question of price is particu-
larly heated in countries where the
price of drugs is not fixed and the
vast majority of citizens do not
have medical insurance. This is
obviously the situation in many
countries which are economically
weak, but is also the case in the
United States, broadly speaking.

As we have seen, in choosing
the therapeutic indications on
which it focuses, the pharmaceuti-
cal industry is deciding who – rich
and poor countries or only rich
countries – will have access to
which type of health, basic treat-
ment or deluxe treatment.

Implicit in this choice is the
question of price, profitability and
consequently, perpetuity. This
choice draws a line between those
who will have and those who will
not have access to health.

Let us polarise the situation so
that we can examine the extent, but
also the limits of the pharmaceuti-
cal industry’s power and authority.

At an extreme level, we could
say that the drugs industry is faced
with the choice of either providing
remedies for the important infec-
tious diseases in the third world –
diseases which claim millions of
lives every year – or of solving
health problems in rich countries.
Answering this question means, in
other words, giving up the idea of
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making a profit, or ensuring one’s
financial raison d’être. The first
attitude would call for a complete
and total rethink in the sector to
guide it in a new direction, that of
saving the underprivileged.

This reductionist approach to
the problem probably does not get
us very far. It would be extremely
ambitious to imagine that the phar-
maceutical industry could save the
third world. The question of health
will never be resolved without the
active participation of goveni-
ments, international organisations
and NGOs, nor without setting up
the necessary infrastructure effec-
tively and permanently,

What emerges from all this is

that although the industry has a du-
ty to face up to facts and provide
answers to the ethical and social
questions which are asked, we
would be mistaken in implying or
suggesting that it has the power,
authority or responsibility to save
the world. This type of simplifica-
tion leads to a bogus debate in
which the victims are still today’s
underprivileged.

The problem of making health
care accessible to everyone comes
down to guaranteeing everyone’s
fundamental right to life. This
problem is not a problem for in-
dustry, as recent events concerning
AIDS in South Aftica have wanted
us to believe, but a problem for so-
ciety. We just have to look at tuber-
culosis which affects more than 25
million human beings throughout
the world and causes more than
three million deaths every year. An
effective drug to fight it, no longer
covered by patent and accessible at
cost price, is available. However,
for many reasons, but mainly the

incompetence of the parties con-
cerned, this problem, which is
medically and technically solv-
able, continues to wreak havoc.

All the same, the industry can in
principle phrase its response to the
ethical and social problems by
putting a limit on its profits. It can
draw this limit by developing
drugs needed mainly or exclusive-
ly by the most underprivileged
and/or putting forward treatments
which concern both the rich and
poor, but adjusting the price.

Up till now, the industry has
adopted the two approaches more
or less voluntarily. Firstly, it has on
several occasions and quite recent-
ly agreed to make treatments avail-

able to the most disadvantaged un-
der the best possible financial con-
ditions. The example of laborato-
ries which have decided to supply
certain sections of the populations
with their AIDS treatments at cost
price, shows how difficult it is, in
the light of the reactions it has
caused on the other side of the At-
lantic, for the industry to adopt an
attitude which reconciles its re-
sponsibilities to society and its
economic imperatives. Giving up
some of its profit for the benefit of
the sick in South Africa caused a
very virulent reaction from AIDS
sufferers in the United States who
demanded to have the drugs on the
same terms. I would like to say
that the lead ought to be taken here
by States, particularly rich coun-
tries.

Furthermore, the pharmaceuti-
cal industry is involved in, and is
even initiating, health programmes
which it knows from the outset
will bring no financial benefits.
For example our laboratory is run-

ning a nutrition programme for ba-
bies in South America for several
years and actively supports the
movement for palliative medicine
in Europe.

The question is not of knowing
whether the pharmaceutical indus-
try does or does not have the fight
to act like any other industry, but
the drugs industry itself must de-
fine how generous it is.

Against this background of the
relative, not absolute, it is interest-
ing to study the underlying para-
digms which govern our economies.

As stated by Professor F.J. Ra-
dermacher of Ulm University, Eu-
ropean logic is generally based on
the paradigm of equality (the right
to health insurance, social security,
right to education ... ) whilst North
American logic is based on the
principle of who is the strongest
(anything goes, each man for him-
self...). The world of economics
and consequently the drugs indus-
try are increasingly subject to the
paradigm predominating in North
America. This leads to exaggerat-
ed expectations of profitability on
the part of shareholders and com-
pany chairmen, The notion of
“shareholder” value has blinded
chairmen and shareholders alike
who, obsessed by money, forget
that – when all is said and done –
you cannot take it with you and
hope stifles expectations. It is im-
portant that the European para-
digm is used as a counterbalance –
as Hendersson from the Organiza-
tion for Economic Development
so rightly said – not to suppress
capitalism but to channel it to-
wards social, economic and envi-
ronmentalist goals.

In order to manage a company, it
is imperative to be responsible and
respectable, whatever the sphere
of economic activity, but in health
particularly. Neither respectability
nor responsibility can exist with-
out generosity and detachment.

What is kept rots, what is given
away flourishes.

(Auvergne proverb)

Dr. ERIC-PAUL PÂQUES
Managing Director
Grünenthal GmbH
Aachen, Germany
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PIERLUIGI ZUCCHI

7. Religious Power and Health

Introduction

‘Health and Power’, the general
title of this sixteenth international
conference, and the more specific
subject of ‘Religious Power and
Health’ which has been entrusted to
me, fit perfectly into present-day so-
cial needs and indicate the aspira-
tions and the goals embraced by the
Church in the sensitive field of
health care as well.

The relationship between reli-
gious power and health, which is in-
deed a closely connected tandem
and has for that matter been present
in all the epochs of the Christian era
and is linked to the close mutual ties
of each element, is rightly re-pro-
posed today with an attention and
interest that is even more marked
than was the case in times past. This
relationship is to be located within a
wider context of the dialogue pro-
duced by the interaction between the
Church and the temporal order, be-
tween the Church and the state, and
between the Church and political,
economic and cultural life. From a
historical point of view, there have
always existed, and there still exist,
currents of thought which have de-
nied and deny that the Church
should have any power in the tem-
poral sphere, just as for that matter
there exist systems and men of cul-
ture who expect the Church to pro-
vide concrete solutions. 

Saint-Simon, for example, in his
work ‘Nouveau Christianisme’, in
addressing the Pope of that time, ex-
pressed himself in the following
terms: ‘Your predecessors suffi-
ciently developed the theory of
Christianity and sufficiently propa-
gated that theory. You should con-
cern yourself with the application of
doctrine. True Christianity should
make men happy not only in heaven
but also on earth. Your task is to or-
ganise the human species according
to the fundamental principle of di-
vine morality. It is not enough for

you to preach to the faithful that the
poor are the loved children of God;
you must employ with frankness
and energy all the means of the ac-
tive Church to rapidly improve the
moral and physical state of the most
numerous class’. 

From this approach one grasps the
marked importance of the immanent
character of the mission of the
Church, which necessarily must al-
ways be in constant dialogue with
the inescapable parameters of the
transcendent order. 

The Definition of Power
and Health

I will commence, therefore, with a
definition of power and health and
then dwell upon the various more
specific aspects of the subject of
‘power and health’. The term ‘pow-
er’, according to the most widely ac-
cepted meaning of this word, means
the possession by an individual or
collective subject of the ability to
achieve his, her, or its own goals in a
specific sphere of social life despite
the contrary wishes of other people
or forces. Many scholars have dis-
agreed with this very restrictive and
widely criticised definition, and they
have adjusted it or even replaced it. 

Popitz argued in favour of the idea
that other parameters should be in-
serted into the definition of power,
parameters such as ‘authority’, un-
derstood as a kind of power based
upon prestige; ‘dominion’, under-
stood as institutionalised power; ‘vi-
olence’, understood as the extreme
expression of power; and ‘technical
action’, which, by increasing effec-
tiveness, is said to increase the po-
tential of (social) power. Luhmann,
for his part, maintained that ‘power
is nothing else but a code of gener-
alised symbols that makes possible
and disciplines the transmission of
selective services from one subject
to another’. The definitions of pow-

er and also the currents of thought of
the scholars just referred to provide
a reductive vision of the concept of
power, and this is not acceptable to
the Christian vision because it is to
be identified, and exclusively, with a
utilitarian and not an ontological ap-
proach. 

I will attempt, therefore, to pro-
vide an ethical definition of power
by identifying it as a parameter ex-
clusively referred to man as a per-
son, as a property within the per-
spective of being, and thus Having
in relation to Being, by which entity
it is necessarily and not accidentally
directed. This ethical contextualisa-
tion ennobles the concept of power
not only from an axiological point of
view, that is to say with respect to
values, but also from an ontological
point of view, because it becomes an
entity in relation to being. Power,
therefore, defined in these terms,
can aspire to enter the axiological hi-
erarchy of values because it leads to
the realisation of ethical parameters
of life. This is because it becomes an
objective instrument in the transcen-
dent design of God for man. 

One understands, therefore, how
only the dimension of authority
open to transcendence can find con-
crete expression at the level of pow-
er, whereas authority closed to tran-
scendence can descend to incompre-
hensible levels which can give rise
to authoritarianism or even violence
or abuse. In this way, the move from
wanting to wanting to do takes place
through the lived experience of be-
ing able to do. Hence one grasps the
fundamental role of the incarnation
of transcendence in political power
– a phenomenon which is the full ex-
pression of the sacred on behalf of
man. 

Power, therefore, must be exer-
cised as a service, to the benefit of
man as a person, as indeed Leo XIII
emphasised in his encyclical Rerum
Novarum: ‘power comes from God
and is a certain participation in di-
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vine sovereignty and must be ad-
ministered taking this as an exam-
ple, which with paternal care pro-
vides for individual creatures as
much as it provides for the whole
universe’. The most important peda-
gogic teaching in relation to power
comes from Jesus, and even though
it concerns above all else those who
occupy a position of responsibility
within the hierarchy of the Church it
cannot fail to apply also to those
who occupy positions of responsi-
bility in other sectors – for example,
the leaders of nations. ‘You know’,
affirmed Leo XIII, ‘that those peo-
ple who are held to be the leaders of
nations have dominion over them
and exercise power over them.
Amongst you, however, this is not
the case; whoever wishes to be great

amongst you will be a servant, and
he wants to be the first amongst you
will be a servant to everyone’. This
was a new way of introducing and
conceiving the concept of power as
authority (auctoritas) which con-
cerned both the order of salvation
and the order of the creation. It will
not be, therefore, the members of so-
ciety who are at the service of those
who hold power but these latter who
will be at the service of the former.
All Christians, therefore, members
of the laity and those who belong to
the Church hierarchy, are called to
be witnesses in a new world in
which power works to free itself
from its immanent prerogatives and
moves towards transcendent posi-
tions to become a more effective in-
strument of divine providence. Mer-
leau Ponty wrote: ‘a Christian is an
element of disturbance as regards
established power since he or she is
always elsewhere and it is never

possible to be certain about him or
her. But for the same reason he or
she also disturbs revolutionaries
who feel that he or she is never total-
ly with them’. 

Power, therefore, must be at the
service of the person, that axiologi-
cal entity which represents one of
the great conquests of Christianity.
The concept of the person, in fact, is
lacking in classical culture and in all
other cultural contexts (Sgreccia).
Today more than ever before it is
precisely through religious power in
sensitive contexts such as health
care that it is necessary to emphasise
with force the value and the primary
importance of the human person,
who is increasingly threatened by
forms of totalitarianism which can
be traced back to different cultural
and political trajectories. It is com-
monly observed, how variegated
collectivist, but also individualistic,
positions tend to want to influence
Christian language with grammati-
cal rules that are not acceptable from
an ethical point of view because
they are based upon force and over-
bearance and not upon human val-
ues which are certainly more inci-
sive, such as those which are based
upon love and brotherhood amongst
men. 

Coming, instead, to the definition
of health, I believe that nothing
needs to be added in the least to the
definition proposed by Javier
Lozano Barragán (2000) who af-
firmed that ‘human health is a
movement towards spiritual, social,
psychological and physical harmony
and not only the absence of illness,
which makes the person able to car-
ry out the mission which he has re-
ceived from God, according to the
stage of life in which he finds him-
self’. 

Religious Power
and Health Care Culture

One of the fundamental functions
that religious power exercises
specifically in the sphere of health
care is that of promoting the message
and the values of the Gospel by in-
carnating them in the cultural phys-
ionomy of each individual, especial-
ly if that individual is sick. This form
of inculturation finds its perfect
model in the incarnation of the Son
of God. With the Incarnation, in fact,
‘the divine is incarnated in the hu-

man and the human is fulfilled in the
divine, but in such a way that the di-
vine is not lost in the human and the
human does not dissolve in the di-
vine’ (G. Pittau, 2000). One of the
principal tasks, therefore, that the
Church continually gives herself in
exercising her religious power,
above all in the world of health and
health care, is that of fertilising every
culture, which thereby becomes new
because it is enriched by Christiani-
ty. In this work of inculturalisation
we should not, however, reduce
Christianity to mere humanism and
we should avoid humanising and rel-
ativising the mystery of God re-
vealed to us by Christ or divinising
man or a certain cultural trajectory.
The whole of this great effort en-
gaged in by the Church finds a broad
terrain for implementation in the
sphere of health and health care,
where the teaching of charity is exer-
cised. The teaching of charity must,
first of all, educate man to safeguard
himself from those exaggerated
forms of functionalism by which
everything that is useful, that pro-
duces, that makes a profit, with the
euthanasia-inspired elimination of
any entity that is not productive, in-
cluding a human entity, is held to be
true. From all this one grasps the
marked importance of the presence
within a society which is so consum-
istic, pragamatistic and hedonist in
character of a strong religious power
which is able to advance with au-
thority the co-ordinates by which it
is possible to defend and promote the
interests of everyone, and above all
of the weakest members of society. 

The Relationship between 
Religious Power
and Faith-Science 

Another aspect to bear in mind
when we are addressing the context
of health care is the relationship be-
tween religious power and faith-sci-
ence. Catholic health care workers
must always aim for the truth and be
able to communicate it so as to enter
into contact with other cultures. The
search for Truth always springs from
Love. It is from love of truth that the
passion for research is born. The sci-
entific method which the researcher
adopts in the inquiry he or she has to
carry out constitutes the criterion of
discernment with regard to the truth
to be loved and the non-truth not to
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be loved. To stress the relationship
between science and faith means to
stress the relationship between sci-
ence and love for the truth. Reli-
gious power in the domain of health
care can find its incisive point
through the instrument of an evan-
gelising dialogue directed towards
the suffering person. This dialogue,
therefore, represents the first mo-
ment of the communication of the
truth whose acceptance arises from
the truth itself. And the transmission
of faith acquires great incisive
strength when an appropriate gram-
mar of communication is employed. 

Religious Power
and Communication

In our society, indeed, the trans-
mission of culture seems to be
marked by contradictions such as the
incapacity for dialogue, or, in con-
trary fashion, the spasmodic and
constant search for points of en-
counter. In a consumistic and hedo-
nistic society, communication is of-
ten distorted and is projected very far
away from the essence of truth and
the real reasons of life. Today the
bodies dealing with information and
the raising of awareness exercise
great power, which, when not based
upon ethical premises, runs the risk
of transforming this giving of other-
ness into objectives that involve the
search for profit or cultural manipu-
lation. Every form of dialogue at the
root of every power, and above all
religious power, is based upon the
acceptance of otherness as the diver-
sity and freedom of the other person,
and these are parameters by which
man must enter into relationships
and interact with the every day. Reli-
gious power, therefore, in every con-
text, but in that of health and health
care above all else, tends to welcome
and understand the needs and the
forms of diversity of the other
through dialogue and the communi-
cation of right words represented by
Love and Truth: ‘this last can be
greater than Love only if we believe
that Love is the Truth in which we
have believed’ (Schinella, 2001). 

The Incisive Character
of Religious Power in Health 
and Health Care

The increasingly present and

pressing relationship between the
expressiveness of the tangible para-
meters of religious power and health
and health care transpires in our so-
ciety with increasingly marked
force. However, economic sponsor-
ship seems to be obtained with in-
creasing difficulty and the provision
of concrete help to the confessions
constitutes, as other researchers also
emphasise (Ferrari and Iban 1997),
one of the most sensitive features of
the present state of affairs. Econom-
ic sponsorship directed towards the
needs of the Church has such an ef-
fect on the ecclesial institutional
structure that it is ‘the mirror in
which she can gain self-understand-
ing, understand her relationship with
the state, as well as her position in
relation to the faithful’ (Helmut
Pree, 1993). 

Religious Power
and Models of Finance: 
or Having in Relation to Being

Every religious structure, in order
to exercise power directed towards
the ethical needs of man, must nec-
essarily have forms of finance, and
thus economic resources supplied
by public and/or private bodies. In
Europe the models for the financing
of the various confessions differ
from State to State according to the
sensitivity of the legislature. Indeed,
there are States which prohibit the
provision of any kind of state fi-
nance to confessions, amongst
which may be listed Ireland, Hol-
land, Portugal and Great Britain. In
France, instead, the constitution,
since 1958, has emphasised its own
secular physiognomy, or rather sec-
ularist physiognomy, and thereby
not allowed many opportunities in
this area. On the other hand there are
countries which tend to provide oxy-
gen to and nourish their own reli-
gious confessions as long as these
exercise correct religious power
within society and in this sense have
inserted into their own constitutions
forms of state finance. This is some-
thing which takes place in Belgium,
Denmark, Germany, Italy, Spain,
Hungary, Sweden, Finland, and,
outside the European Union, Nor-
way and some cantons of Switzer-
land. The diversified forms of eco-
nomic support provided by States
which are prepared to help religious
confessions in this way bear witness

to an ethical identification of the ba-
sis of funding and the social rele-
vance of the religious factor, a factor
inherent in every community which
wishes to define itself as being
civilised. 

Religious Power and Health 
in the World

Never before has man been so
forced to accept such marked and
growing discrepancies in income
and health. The move towards
greater justice between the peoples
of the world and towards a globali-
sation of rights to help the poorest
and the weakest amongst us seems
to have experienced recurrent inhi-
bition despite the efforts of interna-
tional meetings, including those
which have taken place recently.
The Erice Conference of 26 March
2001, on ‘Fairness and the Right to
Health’, provides us with data which
are truly disturbing because: 1) the
populations of the richest and most
industrialised countries have an av-
erage life-span near to eighty years
of age whereas the populations of
many countries in Africa and
Sub-Sahara have life expectancies
which are at times even lower than
forty; 2) the people afflicted by
HIV/AIDS in rich countries have
free drugs and medicines available
to them which are effective against
this infection and illness, whereas
people afflicted by HIV/AIDS in
poor countries often do not have ac-
cess to this kind of treatment; and 3)
almost nine hundred million people
in the world do not have access to
essential health care services. These
data clearly emphasis the systematic
dismantling of the principles of the
safeguarding of the dignity of the
human person, respect for life, and
fairness, and indicate that health is
increasingly becoming a consumer
good. 

From this utilitarian view of
health, one can grasp how important
it is for the Church – the great bear-
er of universal ethical and spiritual
values which it proposes with au-
thoritativeness (auctoritas) – to
strive in an increasingly incisive
way to enter and be present in im-
manent situations of power (potes-
tas) so that this is directed towards
man as a person, made in the image
and likeness of God, who should be
defended from conception until
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death. This personalist position of
Christian ethics should stimulate a
strong moral responsibility on the
part of scientists. Man, therefore,
must be placed at the centre of the
world, and above all at the centre of
the world of health and health care,
as a person. 

The person in this way must be
seen as the fundamental entity be-

tween the natural world and the spir-
itual world, who is provided with
will as self-determination by means
of which every individual establish-
es a relationship of transcendence
with his or her own acts which he or
she can dominate and direct in rela-
tion to a goal represented by moral
value. Religious power specifically
bears upon this moral value by try-
ing to create ethical directions in de-
fence of the progress of man. ‘For
the Christian’, as Cardinal Tetta-
manzi observes, ‘progress is not on-
ly to be blessed (when it is placed at
the service of man), but constitutes
more specifically a blessing, an un-
interrupted echo of the blessing of
God, who has entrusted the world
that He created specifically to man,
to his intelligence and to his domin-
ion’. ‘The essential meaning of
this...’dominion’ of man over the
visible world’, emphasises John
Paul II, ‘which the Creator himself
gave man for his task, consists in the
priority of ethics over technology, in
the primacy of the person over
things, and in the superiority of the
spirit over matter’ (John Paul II, Re-
demptor Hominis, n.16). 

Religious power, therefore, in its
relationship to the world of health
and health care as well, provides a
teaching which is very incisive in
character with the result that the
Christian feels responsibility and
gratitude in relation to such a valu-
able gift. 

The medical doctor and the man
of science are required to engage in
prudent and ethically rigorous vigi-
lance so that progress comes to be
expressed in an increasing service to
man, to the whole man, and to all
men. Hence the absolute and unde-
layable urgent need for an alliance
between science and wisdom. Our
epoch, more than was the case in
past centuries, needs this wisdom so
that all its new discoveries become
more human and to ensure that men
of science bear in mind that what is
technically possible is not necessari-
ly morally licit. The Magisterium of
the Church, with its own moral au-
thority, constantly seeks to exercise
in the sphere of health care a reli-
gious power which emphasises that
only ‘awareness of the primacy of
values allows a use of the immense
possibilities placed in the hands of
man by science that is truly directed
towards the promotion of human
person in his or her entire truth, in
his or her freedom and dignity’
(John Paul II, Apostolic Exhortation,
Familiaris Consortio, n. 8). 

The medical doctor and the scien-
tist can also exercise power in the
domain of the world of health and
health care. Science, indeed, gives
man power, even though ethical pa-
rameters should be placed on the use
of this power.

Scientists, in fact, are able to al-
low the employment of the results of
research but they must not become
the arbiters of the destinies of the
world (E. Agazzi, 1980). Religious
power which is well exercised,
therefore, must not only seek the de-
fence and promotion of the health of
each and every man but must also
sensitise the doctor-scientist, who as
a human person has the duty to re-
spond to certain particular values
such as the good, the right, and the
honest, adopting an approach of lov-
ing responsibility towards the suf-
fering person. 

Still, absolutely one of the most
important values in relation to which
the medical doctor both as a human
person and as a scientist must be
made sensitive is the value of the life

of man and of nature. From these
observations one understands that
the highest result of physical health
in a patient must begin with the ac-
quisition of the concept of ethical
health on the part of the person look-
ing after this state of physiological
necessity, that is to say the medical
doctor. One grasps, therefore, how
the sensitisation of religious power
as regards the cultural formation of
the medical doctor is of fundamental
importance and how the medical
doctor must be educated first as a
person and then as a medical doctor
with regard to his or her moral re-
sponsibility towards the values of
love for nature, for the human per-
son, for life, and above all else for
God, the source of eternal life. 

Religious Power
and the Defence of Life

The value parameters of axiologi-
cal ethics applied to theological
ethics lead us at the present time to
an examination of one the most
burning questions to involve man as
a person, namely the defence of life
from conception until death. Reli-
gious power, exercised by the Mag-
isterium of the Church, rightly goes
on emphasising, and above all in the
world of health and health care, the
untouchable principles of life seen as
a transcendent gift (Honings, 2001). 

In present-day society, in which
principles based on hedonism, on
pragmatism, and on consumerism
prevail, the ethical concept of the
sacredness of life seems to have few
chances of being listened to because
it is in a utilitarian way counter-
posed by that of the quality of life,
which is seen as an absolutely in-
alienable parameter for the uphold-
ing of the rights of the individual,
and this as if respect for the value of
life was not also something which
involved its quality as well. Hence
one can well understand that where-
as contemporary man encounters
difficulties in understanding the on-
tological reasons for respect for life,
it is  easier for him to reflect upon its
anthropological reasons when he
observes that contemporary culture
is fragile at the level of ontological
reason but very receptive as regards
inter-subjective relations. Religious
power, strong in its transcendent
ethical position, constantly stresses
the distancing from freedom – con-
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ceived in nihilistic and anarchistic
terms – which is involved in the of-
ten exaggerated position of the om-
nipotence of technology, which
tends to favour solely narcissistic
personalities, or rather immature
personalities, which are in a peren-
nial state of conflict and subject to
the most serious psychopathologi-
cal forms of cyclothemia marked by
continual swings from depressive
syndromes to facile forms of schiz-
ophrenic violence. 

We need to emphasise deep re-
spect for life beginning ab ovo with
the principles of the Magisterium of
the Church and by proposing in an
incisive way a set of ethics of life
and thus of motherhood, not in the
sense of an ethical regulation of
motherhood but in the sense of a set
of ethics which sees motherhood as
its paradigm, of a set of ethics, that is
to say, ‘that begins with an aware-
ness that life is sharing and is devel-
oped in the form of a decision in
favour of the self-limitation of one’s
own dominion and as a welcoming
of, and care for, the other person
who is a value in himself or herself’
(Tettamanzi). We must, therefore,
stress that life must not be thought of
as an objective and anonymous
good which belongs solely to anoth-
er person but should be seen as an
axiological parameter representing
the good and health of everyone.
This is because every man tends to
progress and to evolve only with the
progress and the evolution of the life
of another man and a lack of recep-
tiveness to the possible or actual life
of another person leads to an in-
evitable reductionism in relation to
his or her own life as well. It is in-
dispensable, therefore, for us to cre-
ate points of reference for mental,
physical, and ethical health for our-
selves and for others, where the oth-
er person is, first and foremost, an
end, and not a means by which to
provide solutions to one’s own con-
cerns and goals. 

We need, therefore, to follow an
anthropology rooted in a metaphysi-
cal sense in ontology, bearing in
mind that to welcome life must in-
evitably place us in a position to
welcome suffering and pain as well. 

Religious Power and Pain

On this point, to bring out how
much religious power, as a transcen-

dent and immanent entity, can be in-
cisive in the sphere of health and
health care, I would like to draw at-
tention to the most important points
of the results of research published
two months ago, research which I
carried out with Prof. Honings, a
moral theologian, and with Prof. Vo-
gelin, a medical physicist, on the re-
lationship between faith, prayer, and
pain. In this paper, we demonstrate,
with scientific data and an accompa-
nying statistical analysis, how faith
and prayer, which are a priori enti-
ties of religious power, can raise the
pain threshold, or rather enable the
patient to feel less pain, when he or
she is afflicted by painful syn-
dromes. An initial study (Zucchi,
Honings, 1996) was carried out on a
sample of 120 patients with very en-
couraging results. Stimulated by this
outcome, the authors expanded the
case study to include 1,104 patients
and examined whether the transcen-
dent element of faith and prayer
could influence the results of treat-
ment and the pain threshold in dif-
ferent ways according to the various
pathologies taken into considera-
tion. 

On entering the ward or clinic the
pathology responsible for the situa-
tion of pain was ascertained. The
various pain-inducing pathologies
thus encountered were divided into
four groups: central pain, oncologi-
cal pain, articular pain, and myofa-
cial pain. The patients were then
sub-divided according to a random
criterion (the chance allocation of
patients) into two groups – the ‘S’
(study) group and the ‘C’ (control)
group. Each group was composed of
552 individuals. The incidence of
the pathologies of the two groups
was the following: 

central pain: 157 patients (69 C
and 88 S);

oncological pain: 236 patients
(109 C and 127 S);

articular pain: 358 patients (190 C
and 168 S);

myofacial pain: 352 patients (184
C and 169 S).

The distribution of the various
pathologies of the individuals sub-
jected to examination in this trial is
described in Table 1. 

Both groups received pharmaco-
logical treatment involving non-
steroid pain-killers and vitamin C
administered parenterally. Group S
also received a therapy known as the
‘spiritual transcendence test’ (STT)

which was made up of reflection on
a reading taken from a passage from
the New Testament. This passage,
taken from the First Epistle of the
Blessed Apostle John, was given to
the patient, who was then asked to
read it with care and attention. This
passage was the following: ‘God is
love; and he who dwells in love
dwells in God, and God in him... his
love has had its way with us to the
full, so that we can meet the day of
judgement with confidence. Love
has no room for fear; and indeed,
love drives out fear when it is per-
fect love, since fear only serves for
correction... we must love God; he
gave us his love first. If a man boasts
of loving God, while he hates his
own brother, he is a liar. He has seen
his brother, and has no love for him;
what love can he have for the God
he has never seen? No, this is the di-
vine command that has been given
us; the man who loves God must be
one who loves his brother as well.
Everyone who believes that Jesus is
the Christ is a child of God, and to
love the parent is to love his child. If
we love God, and keep his com-
mandments, we can be sure of lov-
ing God’s children. Loving God
means keeping his commandments,
and these commandments of his are
not a burden to us. Whatever takes
its origin from God must needs tri-
umph over the world; our faith, that
is the triumphant principle which tri-
umphs over the world’ (1 John
4:16-21; 5:1-4).     

The treatment lasted ten days. On
the first, fifth and tenth days a psy-
chophysical assessment of the pain
experienced by the patients was
made both immediately before and
two hours after the treatment. This
treatment involved giving medicines
to the control group (C) and medi-
cines together with a reflective read-
ing of the passage from the New
Testament to the study group (S). 

The psychophysical assessment
of the intensity of pain was carried
out using a visual analgic scale
(VAS). This VAS scale was a ten
centimetre-long simple straight
graph whose initial and final points
corresponded to a subjective estima-
tion by the patient of the highest and
lowest levels of pain that he or she
perceived. The patient registered the
level of pain perceived by placing a
sign on ‘L’ (Fig.1). At the end of the
treatment, that is to say at the end of
the tenth day, the patients were
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asked whether they were believers
or not, and thus two typologically
classes were obtained: ‘C’ (believ-
ers), made up of 650 individuals,
and ‘A’ (agnostics), made up of 454
individuals (Fig. 2). 

To sum up, the results of this
study were the following: 

a) the patients who were believers
had a higher initial threshold with
regard to the perception of pain than
the agnostics, and thus felt less pain.
We can describe this phenomenon as
the ‘faith effect’. The patients who
were believers also had a better anal-
gesic response when they received
only the medicines (the control
group) and this phenomenon was
even more marked when the medi-
cines were accompanied by prayer
(the study group). 

b) the patients of the study group
who also received treatment with
prayer had a better response to the

Fig. 1 - VAS Scale: L is a segment
on which the patient marks 
the level of pain perceived. 
The segment between the marked
point and the point of “no pain” is
measured in centimeters.

Fig. 2 - Average values of VAS 
in 6 determinations made on 1st,
5th and 10th day in patients 
with different pathology: 
central, oncological, articular and 
myofascial; of classes: 
C1 = believers with STT; 
C3 = believers without STT; 
A2 = agnostics with STT; 
A4 = agnostics without STT.

Table 1 - Different pathology 
distribution into 4 subgroups: 
C1 = believers treated with STT; 
C3 = believers not treated with STT;
A2 = agnostics treated with STT; 
A4 = agnostics not treated with STT.

Pathology N. of cases
C1 -298 C3 � 352 A2 � 254 A4 - 200

Migraine 13 19 6 5

Cluster headache 19 22 14 12

Tension headache 53 55 50 42

Trigeminal neuralgia 5 7 6 5

Deafferentation pain 6 9 6 5

Pancreatic heteroplasia 9 12 7 5

Pulmonary heteroplasia 12 16 8 6

Gastric heteroplasia 14 17 13 10

Renal heteroplasia 7 9 7 6

Vescical heteroplasia 7 9 7 6

Uterine heteroplasia 5 7 6 5

Testicular heteroplasia 3 5 5 5

Spinal arthrosis 68 72 60 50

Scapulohumeral periarthritis 2 3 7 6

Gonarthrosis 8 10 8 5

Coxarthrosis 13 15 8 5

Rheumatoid arthritis 5 7 7 5

Backache 31 35 13 10

E.D. sciatica 18 23 16 7
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pharmacological treatment than
those who were not treated in this
way, whether they believers or ag-
nostics. We can describe this phe-
nomenon as the ‘prayer effect’. 

The Effects of Faith and Prayer
in the Various Sets of Painful 
Symptoms also Vary According 
to the Different Pathologies 
Subjected to Examination 

In the case of central pathologies
(for example of the cephalus), the
faith effect has a lesser effect in
terms of basic perception of pain,
but if the condition of faith is linked
to prayer this produces a better result
in terms of the effects of treatment
(the prayer effect). It may be sug-
gested, therefore, that the stimulus
of prayer in these pathologies acti-
vates and regulates the neurophysio-
logical and neurochemical mecha-
nisms which were previously inhib-
ited by excessive and disordered
central activity. 

In the case of oncological
pathologies, the faith effect is more
important that the prayer effect. We
can attribute this phenomenon to the
special psychological condition of
‘alarm’ in which the patient finds
himself or herself. In this condition
the mechanisms by which pain is in-
hibited are forcefully activated and
they are less receptive to other exter-
nal stimuli, such as that produced by
a thoughtful reading of a passage
from the New Testament. 

In the case of articular and my-
ofacial pathologies, faith and
prayer produce similar effects, and
from this it can be deduced that the
mechanisms at work in these con-

ditions are equivalent. 
The physiopathological mecha-

nism by which the condition of faith
and prayer modulate the perception
of a painful stimulus can be ex-
plained in the following way (Zuc-
chi, Honings, Voegelin, 2001, Fig.
3):

a) neurphysiologically: through
the activation of the descendant in-
hibitory bands which modulate the
condition of the injurious stimulus
bringing about a lower perception of
pain (the ‘gate control theory’,
Melzack and Wall, 1965). 

b) neuropharmacologically:
through the freeing of endophines,
endrogenous substances of an opi-
um-like character with an analgesis
effect, which block the algonenic re-
ceptors at both a central and a pe-
ripheric level.

Conclusion

From this study it can be demon-
strated scientifically that religious
power, through the transcendent ele-
ment of faith and the instrument of
prayer, can operate within such a
sensitive context as the world of
health, in which, indeed, it can have
a therapeutic effect and as a conse-
quence a beneficial impact on clini-
cal results, opening people’s hearts
and minds in the very special cir-
cumstances of illness, suffering, and
pain. 

Prof. PIERLUIGI ZUCCHI, S.O.,
Director of the Institute for the Study

and Therapy of Pain, 
Florence,

Lecturer in the Physiopathology 
and Instrumental Semiology of Pain,

the University of Florence.
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Introduction

The word ‘power’ now has a
strongly negative connotation. Ref-
erence is made to the power of
money, to the power of the mass
media, or to the media powers or to
political power and so forth, and
this always involves clearly pejora-
tive tones or meanings. We remem-
ber the famous phrase of Lord Ac-
ton: ‘all power corrupts and ab-
solute power corrupts absolutely’.
However, the term ‘power’ cannot
be reduced to its merely negative
dimension. And this not only be-
cause it has a clearly positive di-
mension but above all else because
power is a fundamental ingredient
of human life. Human existence is
certainly not possible without the
presence of a complex system of
powers. Hence the need to analyse
this term with precision. 

The theses that I will seek to de-
fend in this paper are the following.
The first is that history consists of
the consignment of power to human
beings and this makes them able to
do things, to construct their own
lives; thus history is a process
which involves the transmission of
possibilities. The second thesis is
that history, as a process of the
transmission of possibilities, has al-
ways had an ambivalent character.
This means that in it there is never

the creation of positive possibilities
which do not have as their collater-
al consequence the appearance of
negative possibilities as well. In
other words, history both makes
possible and makes impossible at
the same time, or makes positively
possible at the same time as making
negatively possible. Health, in this
sense, is a positive possibility of life
and illness is a negative possibility.
The third is that the result of the his-
torical transmission of possibility is
what we call human culture, which
should thus be defined as a system
of human powers which are both
negative and positive. The fourth
thesis is that these powers always
have a moral dimension and thus
that there should be a clear differen-
tiation between the dimension of
power of actions and their dimen-
sion of what ought to be. There are
things that one can do and there are
things that one must not do, and
there are things that one must do
and things that one cannot do. The
fifth and last thesis is that there is
never perfect concordance between
the order of power and the order of
what ought to be, and thus nobody
completely does what he can and
must do, and this is the reason why
every human life and every moral
project to a certain extent ends in
failure. Hence the need for a superi-
or reality, a supreme power, which

all cultures have always defined as
divine power. 

I. History as a Process 
of the Transmission 
of Possibility and Culture 
as a System of Power

The term ‘potere’ (‘can’, ‘to be
able’) in Italian has two distinct
grammatical functions; it is both a
verb and a noun. As a transitive
verb, ‘potere’ is the ability to do
something and always of necessity
refers to a subject which can be
grammatically represented by a
noun (‘Pietro can fly’) or by a pro-
noun ‘I’, ‘you’, ‘he’ (‘he can fly’)
etc. When, in contrary fashion, it
functions as a noun it is preceded in
Italian by the masculine definite ar-
ticle ‘il’ (‘the’) (‘the power of multi-
nationals’). It is one thing to say ‘I
can’ and another to say ‘the power’.
The difference between the two
meanings of the Italian word
‘potere’ is important. The first in
time was the first of the two, which
has a concrete nature, whereas the
second is an abstract noun which is
thus seen as being posterior in time
and derived from the first. ‘Power’
as a noun always results from the
actuation of the capacity or poten-
tial of the human being to act and to
do things. As is well known, this is
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what led Aristotle to differentiate
between potential (dynamis) and
the act itself (enérgia). Potential or
possibility is one thing; power is
quite another. The Latins translated
these ancient Greek words with po-
tentia or facultas on the one hand,
and actus on the other. In other
words, when we substantiate power
we transform it into a reality that is
underway, the result of the actua-
tion of a potential or faculty. Pow-
ers exist, they are a reality, and in
their turn they become the source of
new possibilities. Hence there ex-
ists a dyanmic of power. Power be-
gins as a human creation, the result
of the exercise of a potential or in-
ternal possibility. But this human
creation, which is strictly subjec-
tive, ends up by objectifying itself
and becoming transformed into a
reality, which in turn is a source of
new possibilities. This is what with
Hegelian terminology one could
term the ‘dialectic of power’. Pow-
er as potential belongs to what
Hegel would call the ‘subjective
spirit’because power as an act or re-
ality, the system of powers, consti-
tutes the plot of the Hegelian ‘ob-
jective spirit’. 

This allusion to Hegel is relevant
because it demonstrates the impor-
tance of power in history. Indeed,
history is the process of the trans-
formation of natural resources into
possibilities and powers, or, to em-
ploy other terms, it is a process of
the transmission of possibilities;
and culture, the result of historical
actuation, is the system of powers
that human beings construct begin-
ning with natural resources. History
is the process of the transmission of
possibilities and culture is the result
of this process, the system of result-
ing powers. Just as possibilities al-
ways become objectified and end
up by gaining distance in relation to
the individual that created them, so
we should say that culture is the
system of powers that human be-
ings create on the basis of re-
sources. 

Taking this as our starting point,
various terms which are very im-
portant in life and history acquire
meaning. The first is the term
‘wealth’. Wealth is always a possi-
bility of life. The person who has
more possibilities of life is richer,
and the person who has less such
possibilities or none at all is poorer.

It is a mistake to think that wealth is
to be identified with resources.
Wealth is not resources, except in
those rather rare cases where natur-
al resources are in themselves pos-
sibilities of life. This happens
rarely. The normal thing is that re-
sources need a process of transfor-
mation in order to be transformed
into possibilities of life. Oil was a
natural resource but it acquired
meaning and value for human be-
ings when they invented the com-
bustion engine. This means that re-
sources are natural but that possibil-
ities of life are historical. Thus the
process of the transformation of re-
sources into possibilities, that is to
say the process of the generation of
‘wealth’, is what is known as
‘labour’. This is another term which
it would be wise to retrieve. There
cannot be wealth without labour.
Adam Smith began his great work
On the Nature and the Cause of the
Wealth of Nations in the following
way: ‘The annual labour of every
nation is the basis from which de-
rives all the provision of necessary
and convenient things for life, what
the nation consumes every year and
always is the immediate product of
this labour, or in what is bought by
that labour from other nations’.
Wealth, therefore, is the same as
labour because labour is necessary
so that natural resources can be
transformed into possibilities of
life. 

An example will clarify what has
been said hitherto. Beginning with
the resources of nature, and the ex-
ercise of his potentials or faculties,
that is to say through work, a hu-
man being is able to construct, for
example, aeroplanes that permit the
rapid transportation of people and
goods for long distances in an in-
credibly short time. Once invented
and built, aeroplanes become sub-
stantive realities because they have
a life that is independent of those
who invented and built them. They
are realities the possession of which
confers power. For example, to pos-
sess warplanes confers military
power; for this reason we say that
those who have a large number of
warplanes have great military pow-
er etc. In turn, these realities, these
powers, increase our possibilities of
life. Thus, for example, they allow
us to move from one place to anoth-
er, something that was impossible

for man two centuries ago, impossi-
ble even for Leonardo da Vinci,
who nonetheless dreamed of flying.
In short, powers give us the possi-
bility to do things that the men of
previous generations could not do. 

From all this we must conclude
something that is important, that is
to say that culture is a system of
powers that becomes transformed
into a source of historical possibili-
ties. History, therefore, is the
process of the transmission of pos-
sibilities. This is what has been pro-
posed by among others Heidegger
and Zubiri. History is the process of
the transformation of natural re-
sources into possibilities of life.
This is what human beings do on
the earth, always with the same ob-
jective, that of influencing in the
best way possible their ways of life
on the planet. We are always deal-
ing with the modifying of nature to
the advantage of human beings with
the objective of making their lives
better, healthier, more beautiful etc.
What happens is that human beings
know no means of transforming re-
sources into positive possibilities of
life that do not collaterally also gen-
erate negative possibilities. As Kant
observes in one of his famous pas-
sages, a medicine and a poison are
often different only at the level of
intention. A knife can be used to eat
or to inflict a wound, and atomic
energy can both heal and kill at the
same time. 

This explains how culture is a
complex system of positive and
negative powers, and probably an
increase of the former is inconceiv-
able without an increase in the latter
as well. Thus the increase in pros-
perity is a source of new illnesses
such as, for example, the so-called
illnesses of civilisation. There can
be no doubt that illnesses are nega-
tive possibilities of life, just as
health is a possibility of life. These
last powers are defined as being
good whereas the others are defined
as being bad. 

To recapitulate, therefore, it
should be said that history is the
transmission of possibilities and
that culture, which is the result of
the historical impact of man on na-
ture, is a system of powers. We have
seen, for that matter, that such pow-
ers can be positive and negative,
that the first are called good and the
second are called bad. From this it
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emerges that all of them are always
and necessarily the subjects of a
moral definition. This is the second
point, the request for ethics of pow-
er, the analysis of powers as powers
of good or of evil. 

2. Power and Duty: 
the Powers of Good 
and the Powers of Evil

Human beings because of their
own biological condition are not a
mere natural reality but a moral re-
ality. The Spanish philosopher

Xavier Zubiri explained this by
comparing the biological reality of
human beings to that of animals.
Animals, declares Zubiri, in order
to live must adapt to the environ-
ment or disappear. When during the
course of biological evolution a be-
ing is born which is incompatible
with the environment in which it
has to exist, its life becomes impos-
sible and as a result the animal dis-
appears. An animal of the African
desert would die at the North Pole
and in the same way the penguins of
the Antarctic would die out in the
equatorial zones. Physical disap-
pearance means that the transmis-
sion of the genetic information to
descendants does not take place, or
that it is very seriously compro-
mised, as a result of which its eco-
logical space comes to be occupied
by another being with more suitable
biological properties for that specif-

ic environment. This is the law of
the ‘survival of the fittest’, which
was established by Charles Darwin. 

An animal either adapts to its en-
vironment or it disappears. This led
Zubri to say that an animal lives in
natural ‘rightness’, that is to say in
an ‘adjusted’ way to the environ-
ment. The case of human beings is
completely different. First of all,
human beings do not adapt to the
environment in which they live ac-
cording to the mechanism de-
scribed above. The early pre-So-
cratic thinkers realised this. In more
recent times this fact has led refer-
ence to be made to the biological
‘impotence’ of human beings, or
even of their ‘eccentric’ or ‘defi-
cient’ character. If the adaptation of
man to the environment depended
only on the mechanisms that we
have explained above, without
doubt he would already have disap-
peared from the face of the earth.
His biological penury is very evi-
dent. Man does not have a good
sense of smell, nor good sight; he is
not very fast and does not have
great muscular force. The Darwin-
ian law of the survival of the fittest
would have made him disappear a
long time ago.

The only biological superiority of
human beings is to be found in their
intelligence. This was a new quality
in the evolutionary process that al-
lowed them to adapt to any environ-
ment by means of a mechanism that
was completely different from all
those that had gone before. Intelli-
gence, indeed, allowed human be-
ings to adapt the environment to
themselves rather than having to
adapt to the environment, as had
happened during the whole of bio-
logical evolution. In other words,
intelligence is not adaptation to the
environment but the adaptation of
the environment to human beings.
This adaptation of the environment
is what we call ‘culture’. For this
reason, human beings do not adapt
naturally to the environment like
animals do, but through intelligence
they must do, facere, their own ‘ad-
justment’, their own iustitia. They
must engage in their own adjust-
ment, facere iustum, and thereby
‘justify themselves’. All of this
leads Zubiri to say that man is not a
natural animal but a moral animal;
he does not live in natural rightness
but in moral justice. 

It follows from this that all the
activity of human beings on the
earth, everything that we call ‘histo-
ry’ and ‘culture’, is a process of jus-
tification, that is to say moral activ-
ity. Morality is not something added
to human reality or a quality en-
joyed by certain people, or some-
thing that we exercise through spe-
cific acts of our lives. Morality is
the intrinsic and essential condition
of human beings such that they can-
not be moral in all their acts. In oth-
er words, the process of the trans-
formation of nature into culture,
which is what human history is,
takes place through their own moral
character. 

Now, given that culture is as we
have seen a system of powers, and
history is the process of the trans-
mission of possibility, it follows
that these powers will be positive or
negative, good or bad, according to
whether they condition the life of
human beings to good or bad effect.
There are good powers and bad
powers according to whether they
condition the lives of men to one of
these effects. 

There is a first kind of power of
evil, what Zubiri calls ‘malevo-
lence’. This is the physical impossi-
bility to do something that corre-
sponds or belongs to human beings
in virtue of their own natures. This
is, therefore, a physical defect
which impedes something from be-
ing ‘done’ and as a result impedes a
possibility of life as well. The do-
ing, the facere, is altered, and in this
sense reference is made to evil.
What is malevolent corresponds to
what is classically understood as
‘physical ill’, a bad adaptation to
the environment. Illness is malevo-
lent because it does not allow us to
do certain things with our lives.
Health, in contrary fashion, is
benevolent because it is a source of
possibilities of life. 

There is, however, another kind
of deeper and more serious evil,
moral evil, bad intention. This is
what ‘malice’ is. Malice is a source
and root of possible evils, or to put
it differently the negative intention
to make possible or the intention to
make possible in a negative way.
Here we have a deeper level than
the level previously mentioned be-
cause it adds bad will, the wish for
evil and the wish to do something
evil. If we have defined history as a
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process of the transmission of pos-
sibility, we must now say that mal-
ice is the transmission of negative
or positive possibilities. History is
constituted through acts of bad in-
tention or malice, or in contrary
fashion through acts of good inten-
tion. 

And more may be said. In histo-
ry there is not only malevolence
and malice but also the malign,
which is inducement to evil, that is
to say drawing others towards evil.
The person who does this is not on-
ly bad but also malign. It is for this
reason that the Bible calls the devil
‘the Malign One’, ponerós. The
term appears with a certain fre-
quency in the Gospel according to
St. Matthew (5:37; 6:13; 13:19;
13:38), the Gospel according to St.
John (17:15), in the letters of St.
Paul (Eph 6:16; 2 Th 3:3), and in
the first letter of John (2:13; 2:14;
3:12; 5:18; 5:19). In the Lord’s
Prayer, in Italian, God is asked to
deliver us not from evil but from
‘the Malign’ (in the Latin transla-
tion, a Malo). 

Lastly, there is ‘wickedness’.
Wickedness is the objectification of
evil; the transformation of evil into
an objective spirit, that is to say into
culture. And, if one wants to put it
another way, evil transformed into
power, the power of evil, the culture
of evil. Malice is subjective; it is
bad intention. But the acts of bad in-
tention and the acts of inducement
into evil, and thus the acts of malice
and wickedness, become objecti-
fied, they are transformed into ob-
jective spirit, into culture. This is
the objectification of evil, the cul-
ture of evil. Evil acquires substance
and its own life. From simple bad
intention we have passed to the
power of evil; evil that is to say un-
derstood as cultural and historical
power. This is what the Bible means
when it speaks about the powers of
the Evil One (Lk 10:19; Ap 13:2),
and a sensu contrario of the ‘Pow-
ers’ or ‘Potencies’ as angelic cate-
gories (the Powers of good: Rom
8:38; 1 Cor 15:24; 1 Pet 3:22). 

Many years ago, in 1935, Zubiri
wrote: ‘together with original sin
and personal sin we should intro-
duce as a subject into theology sin
of the times, historical sin. This is
the ‘power of sin’ as a theological
factor in history, and I believe that it
is essential to say that this power

acquires concrete, historical forms
according to the times. The world,
in every age, is endowed with spe-
cial graces and sins’. 

Malevolence, malice, the malign
and wickedness, and their oppo-
sites, constitute the ethical geogra-

phy of power. The first three cover
the area of power as possibility: as
physical possibility (malevolence)
and as moral possibility (the moral-
ly negative intention of malice and
of inducement into what is malign).
Finally, there is objectified power,
the objectification of power:
wickedness. 

All of this can be applied to the
subject we have before us – that of
health and illness. It is obvious that
health is a positive value and that
illness is a negative value. As phys-
ical or biological characteristics,
health and illness belong to the first
of the above described levels, that
of malevolence and benevolence.
But every human act, as we have al-
ready said, has a strictly moral di-
mension, and thus what we do with
our bodies, with our lives and with
our health has such a dimension as
well. Health and illness are not
therefore mere physical phenomena
but also, and at the same time,
moral facts. Above all else it very
much depends on correct, wrong
and unhealthy objective structures;
and thus on incorrect, inhuman and
unhealthy historical and cultural
structures. Illness is not a mere indi-

vidual phenomenon, it is also so-
cial; and thus social and historical
structures condition the health and
illness of individuals and popula-
tions in a radical way. For this rea-
son, the problem of health and ill-
ness is not merely a question of

power but also of duty. The power
that does not adapt itself to duty is
in itself a negative value. These are
specifically the powers of evil. 

3. The Power of the Real: 
from Obligation to Binding

As we have already seen, power
has a number of dimensions. There
is the economics of power, the soci-
ology of power, the psychology of
power, the ethics of power, and so
forth. And there is also, and here I
want to refer to the conclusions of
this paper, a metaphysics of power.
We may remember, for example,
the ‘will to power’ of Nietzsche. 

This subject of the metaphysics
of power has been studied a great
deal, starting with Nietzsche, and
above all else by philosophy during
the twentieth century. The reason is
the following. Modern philosophy,
which began with Descartes and
culminated in German idealism,
and especially in the work of Hegel,
always began with subjectivity and
self-awareness as the principle and
foundation of the whole of philoso-
phy to the point where the self was
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what necessarily had to take the
philosophical initiative and go in-
tentionally towards the non-self,
that is to say towards things. The
natural result of this kind of proce-
dure was, obviously enough, ideal-
ism. Contemporary philosophy has
sought to engage in metaphysics
beyond idealism, to go beyond it on
the basis of a radicalisation of the
point of departure. The original ex-
perience of human beings is prior to
any initiative of the self or the sub-
ject. The radical wonderful thing is
that we find ourselves with things
that appear to us in a surprising way
in the field of the consciousness and
which are imposed upon us without
any active intervention on our part.
More than the ‘position’ of things
on the part of consciousness, as ide-
alism had it, we should speak about
‘imposition’. Things impose them-
selves on us, they exercise ‘power’
over us. Here we have this word
once again. But now it does not
have a historical, cultural or ethical
meaning, but a strictly philosophi-
cal and metaphysical one. Reality
imposes itself on us. It was for this
reason that Heidegger said that the
primary, original element is not so
much the ousia or substance of the
ancient Greek philosophers but
rather the parousia, an ancient
Greek term which as is well known
means ‘presence’, ‘manifestation’,
or ‘revelation’. It is not we our-
selves who reveal things but things
which reveal themselves to us.
Everything, human life, history, is a
constant process of revelation. Re-
ality reveals itself to us and in so
doing imposes itself on us as well. 

Zubiri made a number of precise
observations in relation to this pic-
ture. His thesis is that reality not on-
ly reveals itself but also imposes it-
self on us. This means that reality
has ‘power’ over us. This is what he
calls the ‘power of the real’, the be-
ginning and foundation of the phe-
nomenon he calls ‘binding’. Given
that reality does and can tie us, it
binds us (this is the meaning of the
Latin verb religare, to bind), and we
are, whether we like it or not, bound
or joined to the power of the real,
which imposes itself on us in its
triple condition of ‘ultimate’, ‘pos-
sibilising’, and ‘impelling’ power.
The power of the real is our basis, it
provides us with possibility, and it
impels us. This is, therefore, a pow-

er that provides possibilities. We are
once again here in the dialectic of
power and possibility which has
been our subject from the outset.
And it is in addition an impelling
power. This means that it pushes us
forward, it forces us to engage in
life, for and beginning with real
things, starting from reality. For this
reason Zubiri says that ‘binding’ is
the foundation of every ‘obliga-
tion’. We are obliged because we
are bound. In other words, the pow-
er of the real is the foundation of
our moral obligations, of the pro-
motion of positive powers and the
avoidance of negative powers. 

Zubiri goes further and says that
binding is the natural foundation
of positive religion. St. Thomas
Aquinas said that grace does not
destroy nature but improves it. We
must state something similar in re-
lation to binding which is not de-
stroyed or annulled by positive re-
ligion but improved by it. When
one moves from binding to reli-
gion, the foundation of the power
of the real is to be identified with a
personal being, God, and the three
characteristics of the power of the
real that we have pointed out, that
of ‘ultimateness’, ‘possibilityness’
and ‘impellingness’, acquire a new
character which is resolutely reli-
gious, which Zubiri calls ‘wor-
ship’, ‘supplication’ and ‘refuge’.
Those who would like further clar-
ifications on this point may read
Zubiri’s book El hombre y Dios. 

I would like to conclude by allud-
ing to a rather surprising fact which
is at the base of the relationships be-
tween binding and obligation. This
is the fact that there is no human life
which does exactly everything that
it should do, and thus there is no
moral life which is absolutely ful-
filled. This means that in history
there necessarily co-exist the pow-
ers of good and the powers of evil,
given that nobody does completely
what they should do. Hare calls this
‘the moral gap’. Every moral life
finishes in one way or another in
failure. Hence the need for super-
natural and trans-historical healing.
Obligation necessarily leads to
binding. 

Conclusion

In synthesis we should say that

history is the transmission of possi-
bility and that culture is the objec-
tive system of powers. Without
these, human life is impossible.
This means that power is not in it-
self good or bad but is inescapable
for human life, and thus is the con-
dition for the development of man
to take place. The problem is that
these powers can be negative or
positive. Health is a positive power
and illness is a negative power.
Health is a positive power because
it provides us with the possibility
to do things, to realise our lives,
whereas illness impedes this. This
is from a moral point of view. But
there is a second dimension to
power which is not physical but
moral. There are moral and im-
moral powers, and thus ones that
are positive or negative from a
moral point of view. This means
that power cannot always be con-
founded with duty. This then led us
to study the moral dimensions of
power, above all the negative di-
mensions: malevolence, malice,
the malign, and wickedness. All of
these, and especially the last three,
are morally negative powers. The
last, the power of wickedness, is
structural and thus supra-individ-
ual; it has a social and historical
character. It is the power of eco-
nomic, social and cultural (etc.)
structures, those which are morally
negative. To this power we refer
when we speak about economic
powers, or media powers, etc.
Lastly, we saw that it is not possi-
ble for positive powers to exist in
history without there also being
corresponding negative powers.
For this reason, moral life finishes
in one way or another in failure.
Nobody can do everything that
they should do, and should not do
everything that they do. Failure is
inherent in every moral life. This
explains why there is a need for a
reality which cannot be historical
and must be trans-historical and
supernatural. Every life needs re-
demption and salvation. This is the
goal of religion. This healing pow-
er is God. He is, therefore, the ulti-
mate power over health and illness,
good and evil, life and death. 
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Premise

‘All authority in heaven and on
earth has been given to me’ (Mt
28:28). It is significant that this
phrase, with its reference to power,
is to be found amongst the last
words of Jesus before he returned to
the Father. Perhaps for our pre-
sent-day sensibility one could ex-
pect everything except a reference
to such a subject. And yet it is pre-
cisely this text which allows us to
verify from closer to hand the mean-
ing of the power to which Christ
was referring and its influence in the
history of mankind and in our per-
sonal existences. In order to under-
stand to the full the biblical meaning
of power, and more directly the
meaning that is implicit in this text,
we should engage in a brief survey.
The term expressed by ancient
Greek does not appear often in Holy
Scripture; however the concept
seems to cut across the whole sacred
text in a transversal way. The king,
the prophet, and the messenger are
all invested with the power that is
given to them by God and He re-
mains the guarantor of every power
with which man is invested. In addi-
tion, He alone is the righteous judge
of every use that is made of that
power. If somebody abuses the
power that has been entrusted to
him or her then this power is taken
from him or her and given to anoth-
er person. The case of Saul is cer-
tainly emblematic on this point.1

If we fix our attention on Jesus of
Nazareth, one of the most evident
elements which comes to the fore is
his own awareness that he has re-
ceived his power from God, with
whom, indeed, he constitutes a sin-
gle unity: ‘I and my Father are one’
(Jn 10:30). He, in fact, is invited to
make people know the will of God,
he does what he has seen the Father
do, and he proclaims the same
words. The first power that strikes

his contemporaries is the authority
with which he teaches (Mt 7:29);
and with the same power he for-
gives sins (Mk 2:10), heals the sick,
casts out evil spirits, and carries out
all kinds of miracles (Mt 9:8; 10:1).
His resurrection, furthermore, al-
lows us to see in him the fullness of
divine power. As the text with
which we began puts it, ‘all author-
ity’ was conferred on him, and this,
therefore, was global power, which
extended to ‘heaven and earth’, that
is to say to the whole creation. For
every person he became the bearer
of salvation which was marked by a
cosmic dimension. This salvation
opens up to, and reaches out to,
every man, in every land and in
every age. 

The Icon of Icarus

This premise was needed so as to
engage in a further theological re-
flection, which, in the contempo-
rary context, seems to bear upon
power in relation to health. In a pe-
riod such as ours, which is subject
to one of the most complex cultural
changes that has ever taken place in
the history of humanity, the rela-
tionship between power and health
is not at all obvious. That there ex-
ists a power of health is increasing-
ly one of the advances that charac-
terises the progress of contempo-
rary science and technology. That
there exists equally a power over
health has emerged as a subject of
reflection and debate bearing upon
the various domains of social, polit-
ical and ecclesial life. From
whichever angle one seeks to ap-
proach our set of questions and is-
sues, it appears clear that the rela-
tionship with power involves man
in the first person to such an extent
that one can affirm, without fear of
contradiction, that the management
of this power is of determining im-

portance for the very subsistence of
man. The power over life and death
which man in some fashion seems
to have gained must be managed
with profound discernment so that
the power of this advance does not
turn against him, overwhelm him,
or make him succumb.2

One could easily read the trajec-
tory of modernity and seek to de-
scribe the precursors of post-moder-
nity with reference to power. That
man in his advance has achieved a
set of forms of knowledge which al-
low him to enter the most concealed
avenues of the mystery of nature
and the creation is a fact which
should make us happy. The ability
achieved by man to transform na-
ture and to modify the conditions
and the relations between different
elements has allowed him to
achieve within himself such an en-
ergy that he has imposed it on na-
ture itself with the passing of time.
Holy Scripture is aware of the force
of power and of the kind of exer-
cise of power that man is called to
engage in. From the first pages of
Genesis, the sacred author tries to
make us understand that it is essen-
tial for man to live by the power
that has been given to him by na-
ture. In him there is a propensity to
this exercise because he has been
created in ‘the image and likeness
of God’. However, he is responsi-
ble for this power. The sharing in
divine power imposes on him a re-
sponsibility in relation to the cre-
ation which has no parallel. His
‘dominion’ (cf. Gen 1:28) over na-
ture is not, and cannot be, realised
in total autonomy; it is in close re-
lations with other things so that
everything can be maintained in its
original order and led to the final
end to which it has been destined.
To summarise: in living by the
power which has been entrusted to
him, man increasingly understands
himself. 

RINO FISICHELLA
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Strongly marked by this relation-
ship, the ancient era was more great-
ly characterised by fear about nature
and by a sense of its inviolability.
Modern man, in contrary fashion, is
fascinated by advance and by the
power to impose his authority on
nature. Is it not obvious, therefore,
that in this moment of epoch-mak-
ing change the question should be
raised: how will post-modern man

relate to nature? Will this be a reali-
ty which can still be transformed or
will it react in such a way as to go
against man and his boldness? A
reference to the myth of Icarus in
this context may lead to a teaching
that is not without significance. At-
tracted by the desire to fly, the
young Icarus went higher and high-
er without realising that his wings
were made out of wax. If on the one
hand his flight towards the sun pro-
vided him with a fascination which
led him to risk what was unthink-
able, on the other hand, it brought
with it his destruction. The calls and
the shouts of his elderly father,
Daedalus, were of no use: after ex-
periencing the joy of freeing his son
from the slavery of the labyrinth he
had soon to experience the sadness
caused by the tragedy of his death. 

Nature is not without a soul. It
too carries within it an order that the
Creator of everything placed there
so that it could be developed, cer-
tainly, but not altered. The power
achieved by man today over nature
seems to elevate him to the level of
a creator. The fascination exercised

by this advance, however, is not
without its consequences. It brings
with it results that modify the rela-
tionship which hitherto he has had
with the creation. It is for this rea-
son that the myth of Icarus emerges
as an icon which should be thought
about. The power of man is a shared
power. If, on the one hand, it allows
him to see his supremacy over na-
ture, on the other hand it forces him
to see himself within a wider
process of nature which he cannot
subvert because he does not belong
to it to the full. He is called to be a
guarantor because what comes
from his hands can reflect his pow-
er but also his limitations. 

Without balance and without dis-
cernment in relation to power, it is
illusory to think that it can really
serve the progress and civilisation
of mankind. The impetus behind
the natural need to provide a sup-
port to his own life obliges man to
discover new means and instru-
ments by which to achieve the cer-
tainty of his own safety. The avail-
ability of such means and instru-
ments, however, must lead to a con-
sideration of the character and the
nature of the need and of its satis-
faction. In the discovery of increas-
ingly new stages, indeed, a separa-
tion from a necessary ethical judge-
ment which assesses not only their
effectiveness but also whether they
are necessary and good, is some-
thing which cannot be justified.
Every kind of advance can fasci-
nate; but it can also deceive. Power
which is achieved can certainly ex-
press an exercise of authority, but if
it is not accompanied by a cultural
defence it leads to disaster. As is
well known, power and its exercise
belong to the development of the
creative activity of man, but be-
cause of the complexity of relation-
ships which are brought about,
questions and issues arise and ethi-
cal reservation is required as a nor-
mative moment for real discern-
ment. 

This dimension allows us to un-
derstand that in power there is a
dual connection: on the one hand,
there is the discovery of the energy
specific to the activity of man by
which he shapes and subordinates
the creation; on the other hand,
there is an awareness of his own
power and of the further principle
that he has to establish the objec-

tives of power itself and its limits.3

This consideration leads to power
being always and only seen as a gift
made over to mankind. If mankind
does not experience it as such – the
fruit of free-giving and not of a
search – it will be difficult for
mankind to live with it with the due
responsibility and within the hori-
zon of a service. It must be steward-
ed with care because it is kept in
‘earthen vessels’ (2 Cor 4:7). As is
well known, we are face to face
with a process of self-awareness
which requires the assuming of re-
sponsibility.  

Power as Responsibility

The principle of responsibility in
this context imposes itself as a fun-
damental element in the approach to
power. It is paradoxical that moder-
nity, which arose under the banner
of the search for the autonomy of
the individual who had become ma-
ture and responsible in his actions,
has handed on to post-modernity an
individual who is in a state of great
crisis regarding the principle of re-
sponsibility. As regards our subject
of analysis, it is of undoubted im-
portance to try to understand the as-
suming of responsibility which is
specific to science. The power that
science has over health, and which
expresses itself broadly in the pow-
er of experimentation, seems to be
absolute. The objective of health
and well-being is seen as a principle
whose unstoppable character be-
comes imposed as a result of the
specific peculiarities which it pos-
sesses because of the fact that it is
an expression of progress. To re-
quire that science, in addition to the
power that at a practical level it pos-
sesses in an undeniable way, also
acquires a responsible approach to
its processes and the conclusions
that it reaches, is, however, an in-
escapable act which the whole com-
munity cannot withdraw from. A
wild kind of experimentation which
often and increasingly involves the
use of fertilised human cells cer-
tainly demonstrates the Janus-faced
countenance to which science is
subjected. To give science a serene
and benevolent face is a task which
cannot be delayed. One might say
that it is a service of power which
approaches science as awareness of
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a readiness to engage in the provi-
sion of service to man, something
which can never be against nature. 

In every cultural context genuine
sapiential reflection allows the dis-
covery of the dangers of power.
The presence of evil in our actions
is not an invention designed to
paralyse progress but an experience
which is undergone every day.
Power can lead to disaster through
pride, arrogance, and contempt for
law. To move ahead we need mod-
eration, justice and above all else
humility. This is a word which has
fallen out of fashion and yet it is the
only term which allows us to grasp
the real meaning of things. This is
because it is able to place them in
their right context. If modernity has
wanted to eliminate such a virtue
by identifying it with weakness,
post-modernity must be able to
grasp its deepest meaning and re-
turn it to the position of which it
has been deprived. Humility, in-
deed, expresses the force of free-
dom. To welcome it means to know
how to choose the direction to be
given to life, what meaning to give
to death, and what weight to give to
what surrounds us. It is characteris-
tic of the humble person to perceive
the essential and to live according
to it, relativising the various forms
of the ephemeral which tend to de-
ceive and to conceal the real mean-
ing of life. This approach is not
something to which post-modern
thought can be insensitive given
that it has been able to grasp an im-
portant feature of epoch-making
change by recognising the weak-
ness of reason. If reason has be-
come weak, however, this is not
due to its incapacity to grasp truth
but to the pride with which it has
wanted to organise and arrange
everything. A retrieved sense of
deep trust in reason and its abilities
can favour a renewed sense of pow-
er and greater readiness to direct
powers towards a good which
knows how to be universal.4

And it is in this context that the
words of the Apostle become nor-
mative for us: ‘for when I am weak,
then I am strong’ (2 Cor 12:10).
The weakness of man, argued St.
Paul, becomes almost the pulpit
from which God make His power
felt and allows its signs to be veri-
fied. What makes man powerful is
not his self-enclosure or his mere

trust in the instruments of his sci-
ence, but his opening himself up to
the other through an act of the
greatest trusting self-abandonment.
The experiencing in his own exis-
tence of the weakness of illness can
allow him to grasp the essence of
life and to perceive the strength by
which to resist. Each person, be-
cause of his or her personal dignity,
is called to give meaning to pain so
as not to leave space in his or her
own existence to non-meaning and
to the absurd. The power of health
is also the power with which its ab-
sence is received and meaning is
given to its non-presence. The
power that is developed through
being confined to a bed allows us to
reach what often escapes us: the
power of our inner being, even
though it is dressed in the clothes of
fragility. The power of health, how-
ever, is what favours an under-

standing of what is essential in life.
John Paul II rightly writes in Salvif-
ic doloris that: ‘those who share in
the suffering of Christ have before
their eyes the paschal mystery of
the cross and the resurrection... this
means that weakness of all human
suffering can be permeated by the
same power of God, which was
manifested in the cross of Christ. In
this approach, suffering means be-
coming particularly susceptible and
particularly open to the salvific
powers of God, offered to mankind
in Christ. In him God confirmed

that He wanted to act especially
through suffering, which is the
weakness and the nakedness of
man, and wanted specifically in
this weakness and this nakedness to
manifest his power. With this one
can also explain the recommenda-
tion of the first letter of Peter: ‘if
one suffers as a Christian, let him
not be ashamed, but under that
name let him glorify God’’ (n. 23).
In this sense the words of the Apos-
tle acquire greater meaning: ‘I can
do all things in him who strength-
ens me’ ( Phil 4:13). 

Health as a Concrete Sign 
of Redemption 

We bear within us the signs of
our membership of nature. More
than any other reality, our body al-
lows us to experience ourselves as

being written into the limits of na-
ture marked by sin. In this sense,
the Apostle Paul was rightly able to
say: ‘the creation itself will be set
free from its bondage to decay’
(Rom 8:22). In the light of the res-
urrection, indeed, ‘this perishable
nature must put on the imperish-
able’ in order to bring out the glory
of those who have believed in the
risen Lord. Healing from illness and
the acquiring of security in relation
to health which can be felt in one’s
own body can lead to an under-
standing of how privileged the con-
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dition of man was before the ruin of
sin took place: the goodness and the
beauty of man and the creation
(Gen 1:3), where illness, mourning
and weeping did not exist. Chris-
tians, however, read the value of
corporeity not only in the light of
the creation but above all within the
horizon of the resurrection, the real
centre and origin of faith.5 It is in
this space that the health of the
body takes on all its full value,
which the creation cannot supply.
With the reference to the creation,
in fact, faith is inevitably brought
back to the mark of sin imprinted
into the flesh; with the resurrection
of Christ, instead, the body is raised
in the glory of the intra-triune life
where there is neither sin not death
but only fullness of meaning and
glory. The resurrection says life and
fullness of life without end. Christ
transformed all of this in his risen
body as a foreshadowing of, and a
pledge for, the same destiny for us.
In this, faith perceives the ultimate
provocation that is given to intelli-
gence so that we can think of going
beyond the limit imposed on it by
sin because of the freedom of the
creation. 

In the light of the resurrection,
Christian faith affirms that the body
is much more than a mere anatomi-
cal extension. It represents, instead,
a reality without boundaries which
is certainly placed in history, space
and time, not, however, to be subor-
dinated by them, but, rather, to live
out in them its own vocation to
move towards the infinite, express-
ing within itself the same infinite
and eternity. In the resurrection the
body remains the principal agent,
an entity which is in no way de-
prived of its nature. It is filled, in-
stead, with its fullness. What vari-
ous historic epochs may have ob-
scured with their arguments about
the body does not hinder us from af-
firming that only Christian thought
has known how to lead corporeity
to the highest levels of comprehen-
sion by placing it in the most inti-
mate spaces of nearness to God. No
religion could allow itself to come
to insert the transformed corporeity
of man into the life itself of the
Trinity. Only faith in the incarnation
could allow a reaching of the most
extreme consequences of God mak-
ing Himself man. Health as a condi-
tion which is imposed on every

creature out of respect for the digni-
ty of the person, and of every per-
son, allows us to understand the
central contents of the Christian
faith. It indicates the pathway that
we are called upon to follow: to live
– beginning with the present mo-
ment a – personal existence that is
full of meaning and of sense so that
the promise of fulfilment can be
perceived and experienced, and this
is a fulfilment where there will be
no illness, lament, or death. 

Conclusion

We live with our gaze fixed on
the future but we are full of a sense
of tradition and of our past. In his
famous De la Démocracie en
Amérique (‘Democracy in Ameri-
ca’), A. de Tocqueville wrote: ‘there
will thus come an epoch when we
will be able to see in North America
a hundred and fifty million men
who are equal, who all belong to the
same family, who will have the
same starting point, the same civili-
sation, the same language, the same
religion, the same habits, the same
customs, and through whom
thought will circulate in the same
form and will be marked by the
same colours. Everything else is a
matter for doubt – this, however, is
certain. Here, then, we have a fact
which is entirely new in the world
and which even the imagination
cannot grasp to the full’.6 The chal-
lenges that have come together in
recent years within the ambiguous
term ‘globalisation’ have, as is
known, distant roots. We increas-
ingly live in cities which are the
same. The world is becoming in-
creasingly small and perhaps mo-
notonous as well because of an in-
ability to link shared originality
with special tradition. But every-
where on earth there is man with his
strengths and his weaknesses. A
smile, like a tear, does not have a
particular cultural connotation: it
has only the force of feelings and
the spirit, something which is spe-
cific to man. 

It is in this context that the value
of health and the fragility of illness
must be placed and located. In the
world in which we live it is intoler-
able that the power of health has
boundaries which act to relegate the
advance of science to a few advan-

taged hands. By its very nature, this
power opens up to a universal vi-
sion which is capable of including
within it above all those who most
need well-being. This power allows
us to offer them a ray of hope which
will enable them to look at the fu-
ture in a different way. The dangers
of power over health which acts to
privilege only a fortunate few are
real, but it impoverishes those who
possess it. Indeed, a limiting use of
such power would turn against
those who possess it because it
would only act to place them at its
mercy. The more medicine moves
forward, the more it seems to be-
stow value upon the spirit. It is not
unusual for medicine to recognise
that the health or the illness of the
body begins with the health or the
illness of the spirit. Are not the ill-
nesses which are most commonly
encountered in the West those
which are connected with the con-
dition in which modern man lives? 

The specific responsibility of be-
lievers brings with it the proclaim-
ing of hope in the resurrection. We
know that the body lives in the con-
dition of having been redeemed and
saved, but in us this certainty comes
from the force of conversion. Pow-
er should be transformed and
should receive that metanoia which
is needed for it to return within its
proper confines. This is the condi-
tion by which we can draw near to
new and positive advances that will
allow us to live out power as an act
which participates in a call which
points out the mission to be fol-
lowed and not only a role to be per-
formed. 

H.E. Msgr. RINO FISICHELLA,
Auxiliary Bishop of Rome,

Italy.
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As was said by Cardinal An-
gellini in his opening address,
those who deal with health care
issues from within the Catholic
tradition must communicate with
those who are also concerned
with promoting health but do not
belong to that tradition.  In this
presentation I will propose a way
in which we might do this.  In oth-
er words, I will seek to show how
we might present the Catholic po-
sition to others, in the realm of
“public reason.”  By public rea-
son I mean those ways of thinking
and judging without which it
would not be possible for people
to live together in a pluralistic but
unified democratic state such as
Italy, or the United States.  Public
reason requires that when posi-
tions are taken on important mat-
ters, touching the protection and
fostering of human life, these
must be justified.  They must be
justified, not only by arguments
which are coherent with a particu-
lar group’s convictions, but which
are communicable within the so-
ciety as a whole. Only if such rea-
sons are communicable to others,
will they be able to collaborate or
to criticize; without such collabo-
ration and criticism a democratic
society cannot exist.

The case I wish to argue is this:
In the terms of such public rea-
son, it is possible to develop a no-
tion of minimal justice, which
could be acceptable to all.  Fur-
ther, with that notion of justice in
mind, if we are confronted with
two patterns of society, one of
which excludes some from partic-
ipation in society, without rea-
soned justification, while the oth-
er does not exclude any from so-
ciety, then the second ought to be
preferred on grounds of justice. In
particular, I will seek to show that
the pattern of society based on the
liberal view excludes some, while

that corresponding to the Catholic
position does not.

First it is necessary to define
the terms of the argument.  In a
general sense, the term ‘power’,
means the capacity of a subject or
a group to control other subjects
or groups or entities belonging to
the natural or social environment,
by acting upon them.  In the so-
cial context, power refers to the
authority to require the obedience
of others and the capacity to influ-
ence their behaviour.  Every soci-
ety  is a system of relations of
power, ordered in some form of
hierarchy, and structured for the
purpose of fostering cooperation
or competition.

Power is essential to human so-
ciety.  The task of ethics is to dis-
cern the principles which ought to
guide the use of power in human
society.  These principles will be
based on justice.  In the context of
this conference, I propose that a
social-political system ought to
be considered just, in a positive
sense, when it sustains the partic-
ipation of all its members in the
system, and, in a negative sense,
when it prevents the exclusion of
some of its members by others.
Thus, the first point in my argu-
ment is: the use of power in mat-
ters of health care, ought be gov-
erned by justice, understood as
justice as participation.  

A key place in the social doc-
trine of the Church, as expounded
by Pope John Paul II, is the right
of all persons to participate in
economic and political life.1 Par-
ticipation is grounded in the shar-
ing of a common humanity.  Jus-
tice as participation requires that
society be structured in such a
way  as to make possible and sus-
tain the engagement of all in its
activities as free, intelligent
agents.  Society therefore ought
to have appropriate structures to

protect this participation, which is
the foundation of democratic or-
der.2 In other words, justice as
participation requires that each
member of society be given the
power necessary to contribute in
this way, and prohibits the pre-
vention of any member from at-
taining and exercising such pow-
er, without reasoned justification.  

In this paper I propose to dis-
cuss one case of the use of power
in the sphere of health care.  It is
noteworthy that when the issue of
power is raised in the bioethical
literature in general, it is dis-
cussed, for the most part,  in terms
of the informed consent of the pa-
tient.   This raises the question of
the moral status, in relation to
power relationships, of those who
are not capable of consent, either
by reason of developmental  dis-
turbance, or because of the loss of
mental capacity,  or because they
have not yet reached  the stage of
development at which consent is
possible.  Consider in particular,
the situation of the human em-
bryo.  Today we are faced with
questions as to whether it is
morally permissible to clone a hu-
man embryo, for experimental or
therapeutic purposes, where this
entails the destruction of the em-
bryo.  Such actions are instances
of the use of power.  This is the
particular “frontier of power” that
I propose to discuss here.  How
then does justice as participation
relate to the use of power in re-
spect to the human embryo? 

In the next step in the argu-
ment, I will make a connection
between the use of power, justice
as participation, and a relevant
text of the Magisterium on the
state of the human embryo.  John
Paul II says in Evangelium Vitae:
“From the standpoint of moral
obligation, the mere probability
that a human person is involved

BRIAN JOHNSTONE

3. The Moral Frontiers of Power and Health



61DOLENTIUM HOMINUM N. 49/1-2002

would suffice to justify an ab-
solutely clear prohibition of any
intervention aimed at killing a hu-
man being.”3 I will take up this
position and  relate it to argu-
ments which are made in the pub-
lic debate on this issue. 

In the arena of public reason,
there are two major positions.
The first argues that to be a per-
son means to have certain “onto-

logical” attributes now, at the rel-
evant  moment at which the act of
destruction of the embryo is to
take place.  It is argued that be-
cause it lacks these ontological
qualities, the embryo cannot par-
ticipate in society, and therefore
cannot have a right to participate.
By ontological qualities I mean,
for example,  the status of being
an ontological individual, or hav-
ing the capacity for conscious-
ness.  It will be argued in this pa-
per that, on the contrary,  it is not
required that this entity have
these ontological attributes now,
at that moment when its destruc-
tion is contemplated, for example
at day 2 or day 14.  It is sufficient
that the embryo will, in the nor-
mal course of events, in the fu-
ture, attain that level of develop-
ment which reasonable people
would accept as constituting him
or her a person, with the rights to

participation in society which we
enjoy.  It is not necessary to estab-
lish precisely when that level of
development is reached.  It is suf-
ficient to maintain that the em-
bryo, from the moment of con-
ception will, unless something
untoward happens, attain that lev-
el. 

Thus, it is not necessary to
prove that the embryo is an onto-
logical person, or even that it is an
ontological individual.  It is suffi-
cient that we can designate it as
“this entity,” to provide the basis
for an argument that it ought not
be killed.  We could of course,
providing we make the meaning
clear, call such an entity a “per-
son,” but then it must be taken,
not in an ontological sense, but in
a moral sense, that is as meaning
“an entity which may not justly
be removed from participation in
society,” or, in other words,
killed.

As I suggested, if we examine
the various arguments that have
been produced, for the embryo’s
right to life and against it, we find
that they are governed by two in-
terests.  These interests manifest
themselves in two different ways
of placing the burden of proof,
that is of deciding what it is that
must be proved if an argument is
to be successful.  The structure of
the two types of arguments can be
presented as follows:

1. The human embryo is not to
be considered as a person, unless
the contrary can be proved.

But the contrary cannot be
proved.

Therefore, the human embryo
is not to be considered a person.

The onus of proof is on those
who deny the first premise. What
must be proved, in this case, is
that the embryo is a person.

2. The human embryo is to be
considered as a person, unless the
contrary can be proved. 

But the contrary cannot be
proved.

Therefore, the human embryo
is to be considered a person. 

The onus of proof is on those
who deny the first premise.  What
must be proved is that the embryo
is not a person.  The key issue in

the arguments is where the bur-
den of proof is set.  The argu-
ments, either for the embryo’s be-
ing a person, or against this, are
not conclusive when considered
in themselves, apart from the as-
sumptions about where the bur-
den of proof lies.  The reason why
neither side in the debate can ever
convince the other, is that their re-
spective arguments never meet
each other.   Each side is arguing
on a different presupposition
about  what is to be proved.  

With the help of this frame-
work, illustrating how the two op-
posed arguments function, I will
now analyse first the liberal and
then the Roman Catholic posi-
tion.  The meaning of the word
“liberal” in the present context
means a certain way of arguing,
based on certain presuppositions
which I will now explain.

The liberal view, adopts the
first type of argument, that is, it
presumes that the embryo is not a
person.  This is not always stated
explicitly in the relevant  texts,
but it is implicit, for example in
the argument of Justice Black-
mun, of the U.S.A. Supreme
Court,  in the Roe v. Wade case of
1973  which, in effect,  allowed
abortion in the U.S.A.  The ques-
tion the court dealt with was
whether or not the state has a
compelling reason to prohibit
abortion.  It was decided that such
a prohibition would violate the
woman’s right to privacy.4 Note
that by interpreting the issue as
one affecting only the woman’s
privacy, any consideration of the
embryo’s  being a person, with
rights,  is excluded from the out-
set.  This is a private matter for
the individual woman; the em-
bryo does not enter into consider-
ation.  The structure of the Italian
Law 194/1978 seems to be essen-
tially the same: it is implicitly as-
sumed that the embryo is not a
person.5

At this point, I am concerned
with the form of the argument.  It
is evident that it is presumed that
the woman has rights, and the
embryo does not.  The burden of
proof is then placed on those who
defend the embryo.   But once this
form of argument is accepted,
since no apodictic,  conclusive ar-
guments are available which can
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prove that the embryo is a person,
the argument will inevitably be
won by the liberal view.  The ar-
gument is decided from the mo-
ment the burden of proof is laid
on those who would defend the
embryo’s right to life. 

I have claimed that this position
presumes the embryo is not a per-
son.  It might be objected that
those who hold this view, do not
simply presuppose it, but prove it
by argument.   I would contest this.
The arguments that are usually
presented in support of the liberal
view are not really arguments in
themselves, but summary state-
ments of unstated  presupposi-
tions.  I will now seek to support
this assertion.  The arguments are
usually based on two points, con-
sciousness and interests.  

According to the first, to be a
person means to have conscious-
ness, or at least the capacity for
consciousness.  Consciousness is
a word taken from the writings of
John Locke.  Commentators have
been unable to decide on what
precisely Locke meant by it, but it
is still nevertheless used in this ar-
gument.6 The human embryo, it
is said,  does not have conscious-
ness.  Therefore it is not a person.
We can note the assumption: to be
a person, an entity must have con-
sciousness.  Thus, in brief, where
there is no consciousness, there is
no person and so there are no
rights. 

The second argument is from
“interests”.  Ronald Dworkin  ar-
gues that what gives a being
moral status, is its capacity to
have “interests”.7 An interest is
indicated by the presence of a
psychological condition, for ex-
ample the feeling of disappoint-
ment and frustration.  Such condi-
tions are unlikely to be present
prior to the point of cortical for-
mation.8 Therefore, before this
point, the embryo has no interest
in surviving.  Therefore killing
that embryo is not against its in-
terests.  There may be other rea-
sons why an embryo should not
be killed, for example, it may be
the object of very strong positive
feelings on the part of its parents,
who would suffer greatly if were
killed.  But, according to this
view,  there are no reasons, inher-
ent in the being of the embryo it-

self, why it should not be elimi-
nated. 

Note that both arguments are de-
signed to defeat the counter argu-
ment. They do not prove anything
positive.  Thus, what we need to
examine is the foundation for the
basic assumption, namely,  that the
embryo is not a person and so  has
no rights, unless the contrary can
be proved.   

Both arguments, in fact, presup-
pose a form of the contractual the-
ory of human society.  According
to this theory, human society
comes into being by reason of a
contract, as in the theory of John
Locke.  Further to be able to make
a contract, one must obviously be
conscious.  Therefore,  to be a per-
son, one must actually possess
consciousness, or at least the ca-
pacity  to return to it, when it is
temporarily absent.  Since a em-
bryo does not have consciousness,
it does not count as such a person,
and so has no rights.  Similarly, the
second argument appears to pre-
sume that society and its structures
exist to protect the individual in-
terests of its members.  Therefore,
an entity which does not have in-
terests does not enter into that
sphere protected by society.

We can now examine these ar-
guments.  The conclusion, namely
that the embryo is not a person and
has no rights, does not follow even
from the contractual theory itself.
Locke himself accepted that there
must exist some kind of morality
prior to the contract, and that there
were natural rights inherent in the
state of nature, prior to the con-
tract.9 We can add that if there
were no morality prior to the con-
tract, then the contract itself could
have no moral binding force.
Even if we accept that human so-
ciety is based on a contract, and
that this contract requires con-
sciousness on the part of those
making the contract, it does not
follow that only those who have
consciousness are protected by the
morality which is prior to the con-
tract, nor does it prove that only
those who actually have con-
sciousness could be recognized by
the contract itself as members of
the society, having a right to life.
Nor, again, does it follow that on-
ly those who actually have inter-
ests merit protection by society. 

To prove the liberal case, it
would be necessary to prove two
things: first, that the pre-contrac-
tual morality does  not protect the
pre-conscious embryo, and sec-
ond, that the kind of contract
which was made by conscious be-
ings, could not also protect that
embryo.  No such proofs are of-
fered.  Why would it be necessar-
ily unreasonable for those who
make the contract, to recognize
the pre-conscious embryo as a
member of the community, and so
to accord it rights?   No proof is
provided for this assumption. 

John Rawls, in his well known
work A Theory of Justice, sought
to show what the ideal contract
makers would include in the con-
tract.10 Specifically he argued that
a just social and political system
should be so structured so as to
protect those who might end up at
the lower levels of the hierarchy
of society.  This is a feature of
Rawls’s theory which makes it at-
tractive to those who are commit-
ted to equality in society.  But
even here it is simply presumed
that the pre-conscious embryo is
not to be included among those
who ought be so protected.  I
would argue that this does not fol-
low from Rawl’s theory itself.  All
that follows is that a pre-con-
scious being cannot make the
contract which forms the commu-
nity.  It in no way proves that this
pre-conscious being cannot be
protected by the terms of the con-
tract.  To assume that such a being
cannot be so protected is an as-
sumption and nothing more.  

What this means is that the lib-
eral position, which assumes that
the embryo is not among those
who must be protected by a just
society, and requires that it is
those who claim basic equality of
rights also for the human embryo,
who must prove their case, is
based simply on an unproven as-
sumption. 

I will now examine the notion
of “reason” that is adopted by the
liberal position.   We can do this
by examining the arguments of the
liberal view as presented by John
Rawls. The central question is:
what is the ideal society?   The
classic answers have been (1) that
which would meet the approval of
an ideal, neutral observer, (2)
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and\or that which is based on a
freely entered contract.11 The
problem which both seek to deal
with is the ineradicable tendency
of human beings to seek their own
egotistical advantages. Thus, there
is need for the ideal neutral ob-
server, who, free from egoism,
could judge objectively.  Let us,
however, take a closer look at the
ideal observer.  Surely there would
be a danger, or even a likelihood,
that we would create the ideal ob-
server in our own image, reflect-
ing our own desires and preju-
dices.  How can those who con-
struct the ideal neutral observer be
sure that they have, in fact, con-
ceived such an ideal observer,
when the only criteria of evalua-
tion is the very ideal they them-
selves have constructed?    

They would claim, of course,

that the exclusion is not an arbi-
trary decision of will, but is “rea-
sonable.”  However, as I have ar-
gued, they have not shown that
this is so.  Furthermore, the “rea-
son” to which they appeal, turns
out to be not reason as such, or
timeless, universal reason, but a
version of reason which emerged
at a particular period in history.
To assume, as the liberal view
does, that this way of reasoning
must be that of all reasonable
people,  is merely an assumption.
We could recall here the critique
of the liberal position by philoso-
phers such as Alasdair MacIn-
tyre.12

In the section of his later work,
Political Liberalism, where he
deals with the abortion question,
Rawls argues that any reasonable
balance of the three values, name-
ly, “...due respect for human life,
the ordered reproduction of polit-
ical society over time,  including
the family in some form, and fi-
nally the equality of women as
equal citizens, ...will give a
woman a duly qualified right to
decide whether or not to end her
pregnancy during the first
trimester.”13 But, I would argue,
the balance will move this way
only if it is already presumed that
the rights of the embryo do not
have equal weight with the rights
of the woman concerned.  That is
to say, Rawl’s argument entails
that particular way of placing the
burden of proof, which was criti-

cized in the first part of this paper.
That is, it simply presumes that
the embryo is not to be consid-
ered a person, and thus shifts the
burden of proof onto those who
would defend the embryo.  I have
sought to show the weaknesses of
this position.

Furthermore, I argue that the
way in which the onus of proof is
apportioned, is itself a moral
judgment about the allocation of
power.  In the first instance, those
who adopt a theory, which ex-
cludes the embryo from the hu-
man moral community, have as-
sumed to themselves power to de-
cide who is to be admitted to that

community, and the criteria by
which they are admitted.   

In the second theory, that sup-
ported by the Catholic Church,
there is no such imposition of
power on the embryo and no such
exclusion of the embryo from
participation in the human com-
munity.  Rather the embryo is ac-
cepted for what it is, and can be-
come, simply because it is a hu-
man embryo, and therefore,  has
the potential to develop into the
kind of being, whom we unques-
tionably accept as a person.  To
express this somewhat different-
ly: it is not being claimed, of
course, that the embryo has the
capacity to consent to a contract,
and so enter society.   It is we who
do have the capacity to consent,
who ought to consent to the em-
bryo’s  belonging to that commu-
nity.  Why ought we? 

An element of the embryo’s  re-
ality is that it does have the capac-
ity to develop, through time,  into
the kind of being we would cer-
tainly call a  person.  We cannot
arbitrarily exclude the element of
time, without leaving aside an as-
pect of reality.  The reason why it
is  excluded, is because the notion
of reason which the liberal argu-
ments employ is one that ex-
cludes time.  It is a version of the
kind of supposedly timeless rea-
son, which is presumed by the lib-
eral view.14 My argument is that
we cannot think morally about a
human embryo without thinking
in terms of time. 

The argument is made that
eliminating the embryo now is
not the same as eliminating an-
other human being, since this em-
bryo is not yet a human being.
But that is to fall back into one
particular way of setting up the
case.  To exclude time and history
from the notion of reason, is sim-
ply to accept uncritically a partic-
ular, time conditioned, notion of
reason in our argument.  An ethi-
cal argument which simply leaves
this out is an incomplete ethical
argument. If the embryo is de-
stroyed now, there will never be
the person who would have been
otherwise.  That is, this embryo
will never be able to exercise the
capacity to participate in society,
a capacity which it already has in
potential. 
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At this point those who refuse
to acknowledge a right to life on
the part of the embryo will argue:
but the embryo has only the po-
tential to participate in the com-
munity, and to be a person, it is
not an actual participant or an ac-
tual person.   I have already pro-
vided the basis for a reply to this.
This objection is not really an ar-
gument, it is simply a re-state-
ment of the assumption that the
embryo is to presumed to be not a
participant in society, and not a
person,  unless the contrary can
be proved.  That is to say, it sim-
ply repeats that way of allocating
the burden of proof which I have
previously shown is without
foundation.  We may, for the sake
of argument,  grant that the hu-
man embryo, is only a potential,
ontological person.  But even if
this could be established, it does
not necessarily follow that the
embryo is not a person in the
moral sense, such as I have ex-
plained earlier.

Consider now the position
adopted by official Catholic teach-
ing.  Note that the positions ex-
pressed in the documents are stat-
ed very carefully.  It is said that the
human embryo probably is a per-
son, and the contrary cannot be
proved.15 It is clear that this posi-
tion also entails placing the bur-
den of proof in a particular way,
namely on those who claim the
embryo is not a person, in the
sense described above.  They are
required to prove the contrary,
and, according to the document I
have cited, cannot prove their
case.  I would ague that this is cor-
rect.  As has been claimed above
there are no apodictic arguments
available which can prove that the
embryo is not a person, or that it is
a person, independently of the as-
sumptions made concerning the
burden of proof. 

The official documents of
Church teaching do not claim to
have provided apodictic proofs
for the personhood of the embryo.
The arguments for the thesis that
the embryo is probably a person
work only on the basic, prior as-
sumption that the embryo is to be
considered a person, unless the
contrary can be proved.   Thus the
position taken by these Catholic
documents rests on an assump-

tion just as does the liberal posi-
tion.   

In the first part of the paper, I
sought to show that the liberal ar-
gument depends on the way it
places the burden of proof, and
argued that this was based on an
unproven presupposition.  Could
the supporters of the liberal posi-
tion not argue that the Catholic
case is also based on an assump-
tion which is not proved?  

It is generally assumed, in pub-
lic debate on the matter, that the
Church’s position on the status of
the embryo rests not on consider-
ations of reason, but on religious
faith.  Let us grant, again for the
sake of argument, that in the last
analysis the position of the
Church on the status of the em-
bryo ultimately rests on convic-
tions of faith, and cannot be cate-
gorically proved in terms of  pub-
lic reason.

Now let us take the same criteria
of public reason and apply them to
the liberal position.  According to
these criteria, it would have to be
admitted that the liberal position,
because it is based on an unproven
assumption, would have no more
secure rational grounding than
would the Catholic view, which is
presumed to be based on faith.
Thus, in terms of public reason,
there is no basis for preferring the
liberal position over the Catholic. 

We come back, then, to the
moral thesis which was proposed
at the beginning of this article.
The Catholic position, does not
exclude any from participation.
The liberal position on the other
hand, does exclude some from
participation and, therefore, needs
justification for so doing.  But, as
has been shown, it fails to provide

this.  It therefore entails the exclu-
sion of some from society, with-
out rational justification, which
public reason would require.  On
the moral grounds of justice,
therefore, the Catholic position is
to be preferred. 
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1. The Contemporary Relevance 
and Complexity of an Analysis 
of this Subject 

With respect to ‘power and
health’, the Church, when it comes
to her action, is called upon to ask
questions about herself with a
healthy realism which is specific to
an authentically gospel-based ap-
proach and directed towards educat-
ing and to fructifying the possibili-
ties of good: without, therefore, de-
monising prejudices but also without
easy accommodations or forms of
compromise. 

From this point of view, such an
analysis appears to be of especial
contemporary relevance today. In-
deed, although on the one hand, eco-
nomic and scientific-technological
advance and progress (specific to one
part of the world) have offered new
opportunities for human growth and
development, on the other hand – and
this is something that is demonstrat-
ed by daily experience – they have
also provoked the proliferation of
new forms of manipulation, of arro-
gant powers, of struggles for power,
and of forms of alienation, which, al-
though they can have detrimental
outcomes in all sectors of human
co-existence, have them in an even
more dramatic form in the field of
care for life and the health of people.1

What is being discussed here is
not power with the positive possibil-
ities for manipulation that it offers to
human action and its existence as so-
cially and organically organised real-
ity, but rather the use and the exer-
cise of power, entrusted to human
persons in their limited condition, in
concrete situations, and in various
roles. 

The serious question that we must
reflect about, and act in relation to, is
that of the ‘forming of the con-
sciences’ of people, something ob-
served with extreme clarity fifty
years ago by R. Guardini when he
stated that whereas down the ages

power over what exists, over men
and things, had grown on a vast
scale, the seriousness of feeling one-
self responsible, clarity of con-
science, and force of character had
not been up to the level of that
growth. It was evident, he main-
tained, that modern man had not
been educated in the correct use of
force and power. And with especial
vigour he perceived that in propor-
tion to the extent to which the con-
science of man does not recognise
the responsibility of power, devilish
forces come to take possession of it.2

Two elements or aspects, howev-
er, seem to me should be considered
together in order to supply a con-
creteness to the analysis. 

a) The complex and ambiguous
intertwining of individual forms of
power, which are often anonymous,
with consequences in the sphere of
caring for the health of people.

b) The scenario of the needs of the
world, with the challenges of pover-
ty, which were referred to by John
Paul II in his apostolic letter Novo
Millennio Ineunte.3

‘Our world’, writes the Pope, ‘is
entering the new millennium bur-
dened by the contradictions of an
economic, cultural and technological
progress which offers immense pos-
sibilities to a fortunate few, while
leaving millions of others not only
on the margins of progress but in liv-
ing conditions far below the mini-
mum demanded by human dignity.
How can it be that even today there
are still people dying of hunger?
Condemned to illiteracy? Lacking
the most basic medical care? With-
out a roof over their heads?’

In the face of these realities the
Church and Christians are called up-
on to ask themselves, and raise,
questions which favour wise dis-
cernment; to condemn the large
number of attacks that there are on
respect for life and the dignity of
every person and the great deal that
does not correspond to the criteria of

justice; to provide an input of ethics
and of solidarity; to promote con-
crete approaches and practical work-
ing choices which favour a use of
every form of power which is more
respectful of the good of all men. 

How can we not ask ourselves, for
example, about the consequences for
health of an exploitative use of the
powers of the mass media with their
frequent intertwining with the
ever-present tempting idolatry of
money, of power, of self-seeking,
and of power? But the same question
is applicable to the use of political,
economic, professional...power.      

The subject of this analysis, there-
fore, cannot be ‘power and health’ as
viewed in a relationship of abstract
realities, but the approaches that
people have or should have in the
practical service of power (whatever
it may be and at any level) in relation
to taking care of the health and the
life of every person in his or her spe-
cific individual conditions, at every
moment of his or her existence, and
in every country that he or she is to
be found. Approaches in the exercise
of a form of ‘power’, therefore, that
to a certain extent and in various
ways concern not only those who act
within great powers – upon whom
there certainly falls a great responsi-
bility – but in reality concern every-
body: every person called to exercise
the ‘possibility-power’of looking af-
ter his or her own health and the
health of other people; every institu-
tion or structure which is more di-
rectly involved in the world of health
and health care, but also every insti-
tution and structure of a political,
economic, scientific, educational,
mass media... character, and this be-
cause of the consequences that they
can have for health care. 

2. A Basic Ecclesial Approach

The basic approach that the
Church is called upon to adopt in re-
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lation to the relationship of ‘power
and health’ is inscribed, and takes
form, within that approach so au-
thoritatively outlined by the Second
Vatican Council, especially in the
constitution Gaudium et Spes, and
within the magisterium of social
doctrine: an approach in dialogue
with temporal reality, whose legiti-
mate authority it respects, but into
which one must bring the strength
and the explosive light of the Gospel. 

An approach, therefore, exclu-
sively based upon the truth and
gospel-inspired charity, at the ser-
vice of the good of the human per-
son, with an overcoming of the risks
of an ideological, spiritualistic or
temporalistic approach. 

Indeed, ‘the specific mission that
Christ entrusted to his Church is not
of a political, economic or social or-
der; the end, in fact, that he estab-
lished was of a religious order. And
yet from this religious mission there
spring tasks, light and strength
which can help to build and strength-
en the community of men according
to divine law’.4

‘The Church is inseparably a
‘mystery’ of communion and faith,
and, at the same time, the sacra-
ment-sign-instrument of an overall
salvation which is full and universal
for man. She is the bearer of the pos-
sibility of a ‘new life’ in the Spirit,
and thus the witness to a Christian
faith that is translated into ethics, the
fruit and manifestation of the love of
God. For this reason, the Church
cannot but feel herself involved in
concepts and norms of individual
and social human behaviour, that is
to say in a specific realisation of the
human person, not only as regards
his or her inner being but also as re-
gards his or her social dimension, in
which the human person must fulfil
himself or herself as ‘a human being
for others’. 

This is why the Church feels pro-
pelled to take on – as an expression
of her faith and her charity – the
mission of ‘permeating and devel-
oping the whole of the temporal or-
der with the gospel spirit’,5 and this
includes the relationship of ‘power
and health’. 

3. Certain Fundamental Criteria 
for the Purposes of Illumination
and Discernment

Illumination and discernment as
regards the approaches of the Church

towards ‘power and health’ can be
achieved more effectively in the
light of certain fundamental theolog-
ical-pastoral criteria. We are dealing
here with strongly unitary ‘criteria’
which are directed towards thinking
about, illuminating, interpreting, as-
sessing, and renewing the practical
ways of acting in the exercise of
power and in the field of health and
health care. 

3.1. The Christological-Trinitarian 
criterion (or the criterion 
of free-giving-gift-service) 

The first and fundamental criteri-
on by which to define the approach
of the Church in discerning the
goodness or otherwise of any form
of exercise of power with reference
to health is that of placing oneself in
a relationship with God and His ac-
tion, as He has manifested Himself
in history and was fully revealed in
His mystery through His Son Jesus
Christ and in the gift of His Spirit. 

To believe in God, the omnipotent
and only Lord, to look at His action
in the exercise of His ‘lordship’, pro-
jects a decisive light and suggests
extremely concrete consequences
for the approaches which should be
adopted in relation to ‘power and
health’. 

First of all, this criterion involves
a recognition that every form of hu-
man power is limited and must
recognise that its ‘roots’ are in God,
from whom it comes and by whom it
is constantly judged.

The exercise of power by God in
Revelation shows itself as power for
the good of the human person and
never as power of man over man: a
power that is shared in by men – not
only by some men but by each man
in a different way.6

In Jesus Christ, in particular, the
power of God was expressed in do-
ing good to people, in liberating
them from physical and moral mal-
adies, from sin, in even triumphing
over the extreme limitation of hu-
mans – death – so as to reveal God,
the Lord of Life, more fully.

One should not forget that the
power of God in Christ was essen-
tially ‘salvific’, it was completely di-
rected towards defeating the ‘forces
of evil’, which are destined to disap-
pear with the final arrival of the
kingdom of God (one thinks here of
the parables of the gospels and the
description of the miracles also to be
found in the gospels). 

His is a ‘power’ which transforms
and liberates: a transformation
which comes from God and not from
the power of man. In the action of Je-
sus such power took above all else
the form of service to the person and
service for the human person. A ‘ser-
vice-power’ which in the person of
Christ was identified with the whole
of his existence, which became a life
offered and donated for the salvation
of other people. 

This identification of service with
existence leads to a perception of an-
other characteristic of the action of
God which has a paradoxical aspect:
the exercise of a power which mani-
fests the whole of its nature and its
strength in powerlessness, that is to
say in a choice of ‘non-power’.

It is significant that the manifesta-
tion of the saving power of God in
his Son Jesus Christ was actuated in
the ‘non-power’ of the passion and
death on the cross: the supreme man-
ifestation of ‘power’ as love and do-
nated life which became ‘non-pow-
er’ in order to achieve the health-sal-
vation of all men. But, at the same
time, revealing itself to be a greater
power, able to triumph over evil, sin,
death, and to restore people to a fully
realised life. 

To look at the action of God and
allow oneself to be illuminated by it
becomes the fundamental criterion
in assessing and constantly convert-
ing every form of exercise of human
power which bears upon taking care
of the life and the health of the hu-
man person. 

Nobody can think that they exer-
cise a power which comes from
themselves alone and not from God.
Therefore a person must strive to ex-
ercise power with an awareness that
a received ‘power-task’ is being ad-
ministered; to exercise it not on its
own but in co-operation with all the
other ‘power-tasks’ that God has en-
trusted to every person.7

If God alone is the Lord of life, no
person can arrogate to himself or
herself power over life: he or she
should attain  power to take care of
life with responsibility, with respect,
and in a way which co-operates with
the plan of God. 

Nobody in the sphere of health
care can think of legitimately using
any kind of power as power over a
person (perhaps exploiting that per-
son for other ends and not respecting
him or her in his or her overall digni-
ty). That form of power should be
used as a ‘power’ for the person, for
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his or her authentic and overall good;
as an exercise of power which ex-
presses itself in the exercise of a ser-
vice which is strongly linked to the
meaning of his or her own life and
profession. 

This is a criterion which, albeit in
a realistic awareness of the connatur-
al ambiguity and limitedness inher-
ent in every exercise of human pow-
er in relation to health care, can in
fact open up a perspective that is ex-
alting and illuminating: that of an ex-
ercise of power which is translated
into an exercise of overall service to
the person and for the person, for his
or her personal good, and for the
common good. 

3.2. The ecclesiological criterion 
(the criterion of 
communion-brotherhood) 

The Church exists to be ‘in Christ
as a sacrament or sign and instru-
ment of intimate union with God and
of the unity of the whole of
mankind’,8 and she was established
by Christ ‘as an instrument for the
redemption of all men’.9

And to this Church, taken as a
whole, through the Apostles, was en-
trusted the power of Christ directed
towards the salvation of men: ‘All
authority in heaven and on earth, he
said, has been given to me; you,
therefore, must go out, making disci-
ples of all nations, and baptizing
them in the name of the Father, and
of the Son, and of the Holy Ghost,
teaching them to observe all the
commandments which I have given
you. And behold I am with you all
through the days that are coming,
until the consumation of the world’.10

She is called to exercise this pow-
er according to the charge received
from Christ himself and according to
the model he represents: ‘You know
that, among the Gentiles, those who
bear rule lord it over them, and great
men vaunt their power over them;
with you it must be otherwise; who-
ever would be a great man among
you, must be your servant, and who-
ever has a mind to be first among
you, must be your slave. So it is that
the Son of Man did not come to have
service done to him: he came to
serve others, and to give his life as a
ransom for the lives of many’.11

The exercise of power within the
Church is to be located within an or-
ganic and fraternal hierarchical rela-
tionship, where nobody can exercise
power by lording it over others but

where each person, with different
and complementary ministries, tasks
and gifts, has the possibility-power
of serving other people, for other
people with other people. Where, if
special attention must exist, then it
must be directed towards the weak-
est, smallest, most fragile, poorest,
and most suffering members of the
Church.12

This is certainly a matter, as a
precedent and in the light of prece-
dence, of a criterion which directly
judges and illuminates each Christ-
ian in the practical exercise of his or
her power in relation to health care
(both those who exercise a hierarchi-
cal power, people devoted to the
consecrated life, and members of the

lay faithful...), and which is offered
at the same time as a criterion and
wise model for every exercise of
power that wants to be fully human
in the world of health and health
care. 

In concrete terms, as a conse-
quence, the Church and all Chris-
tians within the Church are called to:

– be the first to be  illuminated
and converted by the gospel-based
exercise of each and every form of
power;

– bring the light of the gospel
message and the orientation of a
Christian ethic, of a high human con-
tent, so that the exercise of power in
the world of health and health care is
implemented under the banner of
service to the person, for his or her
good and for the common good; 

– commit themselves to the pro-
motion of a culture of service by ed-
ucating consciences;

– offer witness and credible
models for the exercise of power as
an authentic and effective service to
the person in taking care of life and
health (both at the level of individ-
ual Christians, whether religious or
members of the laity, at the level of
Christian communities, and at the
level of institutions and struc-
tures...). 

3.3. The anthropological criterion 
(or the criterion of 
‘functionality’ for man) 

In reality, every form of power,
and even more every exercise of that
power, is based, at least at an implic-
it level, on a certain vision of man
and his destiny, from which spring
criteria employed in judgement, a hi-
erarchy of values, and forms of be-
haviour.13 Power exercised without a
horizon of transcendence and refer-
ence to God, without an objective
criterion of good and bad (that is to
say without an ethical criterion) is
immediately exposed to strong and
often dramatic risks of dehumanisa-
tion.14 The Church interprets the rela-
tionship between power and health
from the point of view of Christian
anthropology, seen in all its original-
ity, depth, and unity, where the hu-
man person is revealed in the mys-
tery of Christ in all his or her incom-
parable dignity.15

For this reason, the approach and
action of the Church must always be
based upon a dual and inseparable
loyalty: loyalty to the action of God
and loyalty to the real needs and the
overall good of the person, to the
point, indeed, of being fused into a
single approach of love and service. 

The action of the Church, like the
actualisation of the salvific practice
of the service and care of Christ, the
‘physician of the body and of the
spirit’, must always be turned to-
wards and concerned with the hu-
man person in his or her overall di-
mension and totality and in his or her
concrete existential, cultural and re-
lational condition. And this to the
point of discovering and recognising
in the face of every person, to whom
is directed the exercise of any form
of power in the world of health and
health care, ‘another myself’, ‘the
human face of God’, or to put it an-
other way, ‘the divine face’of the hu-
man person. 

Beginning with this vision and
centrality of the human person,
many aspects could be subjected to
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serious discussion and could deci-
sively change for the better the rela-
tionship between power and health. 

3.4. The historical 
historical-eschatological 
criterion (or the criterion 
of concreteness-hope)

As a result of a complex intertwin-
ing of question and issues, factors,
and interests which today bear upon
‘power and health’, as the Church
we are also called to deal with this
historical moment, and to draw from
it, with wise and courageous discern-
ment, its positive elements and new
possibilities for service in health
care. However, we also called to
identify, counter, and convert its neg-
ative elements and every cluster of
evil and sin that wound the dignity
and the real good of the person. 

This is an approach of constant
historical mediation which is not
easy, and which, while it interprets
contemporary reality in the light of
faith and in a spirit of ecclesial com-
munion, at the same time places it
within the horizon of the merciful
action of God and the future fulfil-
ment promised by Him, when the
power of the health-inducing and
saving love of God will be revealed
to the full for the sake of all men and
the power exercised by men will be
judged only by the love by which it
was inspired and carried out. 

This eschatological criterion illu-
minates and relativises every form of
exercise of human power to the point
of recognising its limits and power-
lessness, and at the same time illumi-
nates the profound and health-induc-
ing meaning of the spiritual and
sacramental service-power exercised
by the Church in the world of health
care as well.

But this future horizon, which the
pastoral action of the Church in the
world of health and health care must
bear constantly in mind, does not re-
move the concrete commitment to
change everything in the exercise of
power today which does not corre-
spond to the plan of God and to re-
spect for the human person. Indeed,
it acts further to require it and to
strengthen it.

In fact, as the Second Vatican
Council well brought to mind: ‘the
expectation of a new earth must not
weaken but rather stimulate solici-
tude in work concerned with the
present earth, where there grows
that body of new mankind that al-

ready manages to offer a certain
prefiguration of what the new world
will be...’16

4. The Forms of Mediation 
by which the Church Expresses
and Concretely Translates 
her Approaches Connected 
with Power and Health 

The approaches that the Church is
called upon to live out in relation to
‘health and power’ must be an ex-
pression, a sign and an instrument of
the same salvific-health-inducing ac-
tion of God and of the ‘power’ of
Christ which was transmitted to her
through the Apostles.17 This is a pow-
er which in fundamental terms con-
sists of the gift of, and of participa-
tion in, the salvific and health-induc-
ing ‘energies’of God in order to con-
tinue – through their actualisation –
the evangelising mission of Christ,
with his freeing action from every
force of eveil, and thus of the possi-
bility given to the Church to exercise
them in the field of health care as
well, and to do this for the overall
salvation of people. 

This is a mission and a spiritual
power which should not be confused
with the powers of this world, yet
which is not as a result ‘disincarnat-
ed’ because in reality she judges
them, she relativises them, and she
opens them up to their real meaning;
she opposes them when they serve
evil and she directs them to serving
good. 

One might say in a schematic and
functional way that the Church is

called to express her approaches to
‘power and health’ through her
prophetic action (through the service
of the Word); through her liturgi-
cal-sacramental action (through the
celebration of the Easter of the
Lord); through her action under the
banner of communion-brotherhood;
and through her action under the
banner of witness and service to
charity and the promotion of what is
human. 

4.1. Through her prophetic action 
(an approach based 
upon prophecy)

The Church is called upon to
bring, and herself live out, the mes-
sage and the light of Revelation and
of the Gospel in the complex inter-
twining of those (large and small, in-
stitutional, group or personal) pow-
ers which interact with one another
in the field of health and health care.
And as a result, in the light of the
Christian message, to condemn, and
help to overcome, everything that
does not correspond to the real good
of the human person, whether it is
personal in nature or collective and
shared in character. 

The prophetic approach of the
Church in the field of ‘power and
health’ must be characterised in gen-
eral by a constant reference to the
Word of God, incarnated in concrete
situations in order to illuminate
them, by a spirit of freedom and of
courage, and by a great force of
hope. 

In particular, it would appear that
the Church is called to engage in: 
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– the exercise of a wise critical
discernment; 

– the formation of consciences as
regards the meaning and the ethical
purposes that must always inspire
any form of exercise of power in the
field of health care;      

– education in the meaning of re-
sponsibility and diversified and
complementary co-responsibility in
the exercise of power in health care;

– a teaching and pedagogic ap-
proach which illuminates, with the
values of her social teaching, the re-
lationship between power and health
(the dignity of the person, his or her
inviolable rights, interdependence,
justice, charity, etc.);

– the formation of all baptised
people, and especially members of
the Christian laity and those dedicat-
ed to the consecrated life who are ac-
tive in the world of health and health
care, so that they can grow in a faith
which is more mature, with all the
implications of gospel-based and
ethical action that spring from this in
the sphere of the exercise of power in
the field of health care as well; 

– the promotion of a culture
based upon gospel-based values in
the field of power and health.

4.2. Through her 
liturgical-sacramental action 
(approaches based upon, 
and rooted in, 
liturgical-sacramental 
celebrations)

Approaches rooted in the liturgi-
cal-sacramental action of the Church
are certainly not ‘marginal’ in calling
upon and changing in a positive
sense the way in which the relation-
ship between power and health is
lived out. If this action is recognised
as the source and culmination of the
very life and action of the Church,
we should seriously ask ourselves
how it could contribute towards a
more correct interpretation of the re-
lationship between power and
health. The perspective adopted
must be that of a liturgy which is au-
thentically paschal – with all its mys-
tical, existential and historical con-
tent – as a transforming and saving
communion of God with us, and as
an opening up to hope and the future. 

What consequences should the
fact of being baptised and con-
firmed, and taking part in a commu-
nity which celebrates the Eucharist,
with a sharing in the life-mission of
Christ, have in that world where

Christians enter into a relationship
with other people and exercise any
form of power in the field of health
and health care? 

We might ask: does not the very
celebration of the ‘healing sacra-
ments’ (reconciliation and the
anointing of the sick), prayer, and the
spiritual care of sick people and the
suffering provided by the Church
have something to say about the way
in which the relationship between
power and health should be lived
out, about the need for conversion
and reconciliation, about the limita-
tions of every form of human power,
about our responsibilities to care for
one other, about the ‘powerlessness’
that emerges in the hope in the ‘pow-
er’ to love, a power which is God? 

4.3. Through her action under 
the banner of 
communion-brotherhood 
(approaches under the banner 
of communion and brotherhood) 

Because of the gift of communion
between God and ourselves, the
Church and we ourselves are called:
to be a sign and instrument of a new
way of living together; to enter into
relationships with other people in an
organic and fraternal communion; to
welcome each other reciprocally in a
diversity of tasks and in an effective
recognition of equal dignity; to rec-
oncile ourselves with one another
and to communicate with each other
in a way that respects the freedom of
each person and the truth. However,
this requires a constant commitment
to unmask and overcome those dy-
namics which are often dominant in
human behaviour. For example: the
logic of exploitation, of power for its
own sake, of exploitation, of deper-
sonalisation, of the primacy of hav-
ing over being, of indifference to-
wards other people and their own
dignity and rights, of forms of com-
munication in the mass media which
serve certain power interests, of indi-
vidualism, etc... 

In the light of this banner of
Christian communion-brotherhood,
certain ecclesial approaches follow
as regards the specific field of the
relationship between ‘power and
health’, and they are:

– the ability to think about and to
discern problems and their most suit-
able solutions, with all the people in-
volved, in order to achieve a more
correct relationship between power
and health; 

– the approach of wanting to
share and of knowing how to share
what one possesses and what one is
with a view to promoting the com-
mon good in the field of health care; 

– the approach of one’s own and
other people’s aware responsibility
to engage in sharing; 

– the approach of openness to re-
spectful and fraternal inter-relations;

– the promotion of a spirituality
of communion.18

4.4. Through her action as witness 
to charity, to service, 
and to the advance of man

The Church is called to express all
her being and her action in terms of
charity and service. 

For this reason, Christians must
live out and promote every form of
power in health care as an authentic
service and gift of life for other peo-
ple, constantly testing and purifying
their own actions in this light.

All people within the Church, at
different levels and in their various
tasks, are called in the field of health
care to offer the witness of Christian
charity, both within religious health
care institutions and structures and
within the civil community.

In the context of different and re-
current forms of the search for pow-
er for its own sake (and thus the
struggle for positions of power as
well); in the context of an exclusive
concern with one’s own interests
even to the disadvantage of justice
and the dignity of other people; and
in the context of an exercise of pow-
er which is indifferent to ethical val-
ues, the witness of service and chari-
ty on the part of the Church and
Christians is required to make pre-
sent and operative the signs and val-
ues of the kingdom of God. 

In particular, it seems that today
approaches involving witness need
to be urgently promoted, and these
may be listed as follows:

– an effective spirit of service in
charity in all those who, in the name
of the Church, work, and exercise
any kind of power, in the world of
health and health care; 

– an authentically gospel-based
approach which is characterised by
prophetic freedom and ethical coher-
ence in the management of any form
of power in the world of health and
health care, and in the establishment
and maintenance of relationships
with the various centres of such
forms of power; 
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– an approach of solidarity to-
wards the weakest, most fragile, and
poorest amongst us;

– the bearing of witness by trained
Christians of those gospel-based and
human values which can contribute
to the creation of a new ‘culture’ in
the world of health and health care,
and to the creation of a power which
is seen and exercised as a service
which respects the dignity of every
person and the common good. 

5. The Approaches and 
Concrete Perspectives 
that Must be Programmed    

In the light of the elements de-
scribed so far in this paper, and al-
most in the form of a concluding
and operative summary, reference
may be made to certain approaches
and concrete perspectives that must
be promoted by the Church within
the relationship of power and
health. These are complementary
approaches which interact and
which should be borne in mind and
promoted in a constant endeavour
of training at all levels, and which,
in addition, should always be as-
sessed and renewed at the concrete
level of action. 

5.1. The approach of humility

The first approach that is required
in the context of the complexity of
the interacting mechanisms of the re-
lationship of power and health – and
in the context of so many different
and often anonymous powers –
seems to be that of profound and se-
rious ‘humility’. Humility in the
sense of ‘awareness of limitations’,
of the gravity of the problem, and of
a readiness to engage in research to
understand the ‘truth’ in the exercise
of power. The relationship of ‘power
and health’ is, in fact, located in front
of a crowded crossroads made up, at
one and the same time, on the one
hand, of an encounter with a plurali-
ty of borderline human situations
(the precariousness of people and sit-
uations, moral and physical mal-
adies, ethical anti-values, fears and
worries, illness, disability, suffering,
death), and on the other hand, by a
plurality of possibility-powers to do
good but which are also charged
with ambiguity. In other words, we
are face to face – in a rather acute
way in the case of the existential sit-
uations (of limitations and possibili-

ties) that are involved – of the mys-
tery of the human person with his or
her meaning of being, with his or her
relationships, with his or her action,
and with his or her own life. 

This is an approach of humility
which must place every form of ex-
ercise of power before God, within
the framework of the relativity and
relationality of every form of human
power and its powerlessness. 

And without ever forgetting that
the human person, even though he or
she can have power over many
things, often does not have power
over his or her own power.

5.2. An approach of wise 
discernment

Strictly connected with the previ-
ous approach is the approach of crit-
ical discernment which should allow
an identification, in the practical ex-
ercise of various powers in the field
of health and health care, of those as-
pects which work against the search
for the common good and the good
of the individual person. This should
be done in order to point out the nec-
essary corrections and changes. This
is a form of discernment which must
be constantly carried out in the light
of the plan of God in order to con-
demn, with regard to the exercise of
powers connected with health care,
on the one hand the limits, the risks,
and the anti-values that are involved
(not in a general and rhetorical way
but with specific reference from
within), and on the other, in order to
promote meaning, the responsible
conscience, and the possibility of do-
ing good.  

5.3. An approach of responsibility 
and co-responsibility

The promotion of approaches of
responsibility in the exercise of
every form of power in the field of
health and health care is of especial
importance. This is a responsibility
which applies to everybody and
which should be recognised and de-
veloped in everybody. And not least
because every person has opportuni-
ties, whether large or small, to act in
relation to his or her own health and
the health of other people. These are
possibility-powers which everyone
must be helped to be aware of and to
use well, beginning with those who
actually exercise most power in the
world of health and health care and
thus have greater and more evident

responsibility. All people are re-
quired to have approaches of co-re-
sponsibility at every level. 

The task of recognising, appreci-
ating and co-ordinating all the differ-
ent energies that are at play in order
to promote and achieve the common
good in health care is the task above
all else of those who exercise func-
tions of public authority and public
service, but this is also something
that applies to every individual. 

5.4. Approaches of service

The promotion and formation of
an authentic approach of service in
the exercise of any form of power in
health care is probably the most per-
ceived and urgent ethical require-
ment to be found at all levels. In this
context, the Christian community is
called to be the first to bear witness
to the ‘charge’ received from Jesus
Christ, who ‘came not to be served
but to serve’ (cf. Mt 20:28). The
charge, that is to say, to exercise
every form of power not as dominion
over others and for its own sake but
as ‘service’ based upon the com-
mandment of love towards every
person in his or her totality and in
any condition. ‘A charge’ to live as
Christians wherever they work in the
world of health and health care, but
which at the same time applies to
every society and civil community
so that it can become more authenti-
cally ‘human’, and above all where
people live out existential situations
of worry, illness and suffering, and
thus where they are most in need of
help and love. 
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5.5. An approach of dialogue, 
interaction, and co-operation

The Church is and must feel that
she is a full co-participant in, and in
communion with, all men in their ex-
perience of the questions and issues
connected with the relationship of
power and health. She sees in each
person, with his or her different re-
sponsibilities and capacities, and be-
ginning with the weakest, the ill and
the suffering, practical opportunities
to be shared and put together in order
to improve the quality of health care.
Positive co-operation between peo-
ple with a more organic composition
of powers – based upon specific eth-
ical values in a shared orientation to-
wards the search for the common
good – can become a ‘corrective’
factor in relation to certain ‘pre-pow-
ers’ and an instrument to appreciate
to a better extent the resources that
are necessary in the world of health
and health care, beginning with the
primary resource – people. 

An orientation towards the shared
goal of the common good which
places the real and overall good of
the person at the centre of things can
favour a constructive co-operation
between different powers and capac-
ities in the field of health care, there-
by helping to overcome the risk of
the accumulation and the domination
of powers, of sterile parallelisms and
harmful oppositions.

5.6. Approaches of a solidarity 
which is open to all people, 
beginning with the weakest,
the most disadvantaged, 
and the poorest 

In the exercise of different forms
of power in the field of health and
health care we should promote a dy-
namism of solidarity as an ethical
and social approach, a form of soli-
darity understood as a ‘firm and per-
severing determination to involve
oneself for the common good: or
rather for the good of everyone and
each person, so that everyone is re-
ally responsible for everyone’.19

This requires, on the one hand, a de-
cisive effort to overcome what is in
contrast with effective solidarity,
that is to say the absolute desire for
profit and the thirst for power;20 and
on the other, the making of choices
and the exercise of every form of
power in the field of health and
health care where  care for the last
and in particular the weakest and the

poorest constitutes the point of de-
parture.21

And it is only by taking these peo-
ple as a point of departure, and not
those people and classes which for
various reasons are privileged and
more defended, that one will have a
guarantee that attention will actually
be paid to the dignity of everyone
and that there will be a real orienta-
tion towards the common good. 

From this point of view, in health
care there should also be recognition
of, support for, and appreciation of,
the apparently weak powers of the
weakest and smallest, the sick and
the suffering, and we should remem-
ber how God Himself, in His Son Je-
sus, took on the exercise of power in
the very powerlessness of the Cross,
and through this became for all men
a source of ‘health’ and of ‘salva-
tion’. 

5.7. Approaches involving 
readiness to help and a concrete 
commitment to create a 
formative process, of both a 
preparatory and on-going 
character, which involves 
all those who exercise any 
function or power in the field 
of health care 

A formation which does not end
merely in technical capacities, how-
ever fundamental and important they
may be, but which concerns the to-
tality of the person in his or her unity
as well as the promotion of his or her
overall human growth and develop-
ment, and this in the light of a set of
ethical values which can be assessed
in relation to behaviour with ade-
quate parameters, in the same way as
technical capacities are also assess-
able. For that matter, experience
shows that technical capacities, al-
though they are indispensable, on
their own and without an ethical in-
put do not guarantee a growth in hu-
manity, and thus do not guarantee in
the field of health and health care a
better and more human quality of
care. 

Conclusion

In conclusion, one can observe
that in the face of the questions and
issues and the challenges which are
at the present time raised by the rela-
tionship of power and health, the
Church, in all her realities and with
the approaches of all her members,

is called upon to be the living
gospel-based parable of that God
who never ceases to amaze us be-
cause being rich and powerful in His
divinity He became poor and hum-
ble for us by taking on the condition
of a servant,22 and this in order to
take care of us as a ‘good Samari-
tan’23 and thereby to heal us. A
gospel-based parable of man as an
awake and responsible ‘substitute
administrator’24 who is called con-
stantly – and one day definitively –
to render account of the exercise of
the gifts and the powers that he or
she has received before God, who is
able, once again, to amaze us by
showing that He is a servant ‘God’
in all His power: ‘Blessed are those
servants, whom their master will
find watching when he comes; I
promise you he will gird himself,
and make them sit down next to
meat, and minister to them’.25
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In Islam the idea of health is
bound up with the condition of spir-
ituality. Health is the harmonious
relationship which exists between
the human organism and its spirit or
soul (nafs), which means that the
person is the totalisation of the ob-
jectives of the creation, the ultimate
realisation of human nature wanted
by God.

The Koran 95-4:
‘In truth we created man in the

best form’
In the Koran there is a grace and

a healing.
The Koran 82-6,7,8 (Al infitar)
‘O man, who deceived you about

your noble Lord, who created you,
moulded you, and gave you harmo-
ny and shaped you in the way He
wanted?’

The condition of health is thus
the realisation of everything that
confers power on man in order to
maintain, restore or achieve that in-
telligent and clear force - health. 

Everything should normally work
towards the health of man, of the na-
tion and even of the world so that the
interaction between man and nature
finds a balance between the needs
and the exchanges which are re-
quired for the conservation of all the
infinite potentialities of the creation. 

If the ethics of the sciences of life
and health seek to maintain the hu-
man person in his dignity but also in
the transcendent sense of his exis-
tence, it is even more indispensable
that the need for a relationship – for
encounter – with the other is kept
alive and constant. A relationship of
nearness, of inner-self, of intimacy
which expresses itself in terms of
shared responsibility.

To move out of oneself means to
be concerned with others, their suf-
fering, and their death, before wor-
rying about one’s own death.

For Islam, illness comes from
God and illness does not take place
without God having first envisaged
the remedy. Hence the power to act
on health is nothing else than a
prayer uttered to God for us to un-
derstand the means by which to re-
store physical but also mental and
social health.

In his ‘Kitab ach-chifa’, the great
Arab physician Avicenna wrote that
‘the art of medicine is made up in
part of experience and science, and
in part of the decision inspired by
God at the moment of the interven-
ing act’.

Muslim, Jewish and Christian
medical doctors, such as Averroez,
Razes, Abalcassin Azzahrawi,
Maimonides, and Honyan (Johan-
nitius) honoured and esteemed Is-
lamic-Arab medicine for many
centuries. 

‘Lord distance me from the mad
idea that I can do everything!’ said
Maimonides in his famous prayer
for medical doctors.

From this medicine and these
medical doctors there sprang a hu-
manism which transformed the
mythological power of priest-doc-
tors and the miracle-workers of an-
tiquity – the holders of a mysterious
power which conferred a mystical
function on the practice of medicine
– into a modern and scientific vi-
sion of medical power. 

Thanks to the transformation in
knowledge and to the enlighten-
ment of religious faith through the
application of knowledge and sci-
ence, the most overall vision of man
was what came to impose itself on
the power of the medical doctor and
the art of healing. 

To respect man means to recog-
nise him and to see him in all his
transcendent humanity.

Are the forms of medicine which

takes care of human life and the
pharmaceutical industry which con-
tinues to provide new molecules or
systems by which to restore health
based upon an ethical foundation
which is acceptable for ever, or, in
opposite fashion, in forgetting about
the humanity of man do they not do
anything else but create therapeutic
palliatives for virtual health? 

From the prevention to the heal-
ing of illnesses, medicine has estab-
lished its own power, which was
empirical in the night of times but
which has now become scientific in
order to alleviate human suffering.
This respect due to man is opposed
to abdication, abandonment, and
death: prevent, alleviate, do no
harm! These are the three funda-
mental rules of classical medical
ethics (primum non nocere!).

If power is defined as an opera-
tive capacity at the service of intel-
ligence, this must guarantee its spe-
cific effectiveness as regards uni-
versal utility through ethics of good
and evil which refer to:

1. Kantian morality which sees
good only in that which can be uni-
versalised as an imperative of rea-
son;

2. a more up-to-date vision of the
ethics of responsibility which in-
volves respect for humanity as it is
and all of whose present and future
(genetic and environmental) poten-
tialities must be protected; and

3. lastly, spiritual ethics which al-
low every religion to propose its
own vision of respect, humility and
proportion in an absolute affirma-
tion of the ultimate meaning of ex-
istence. 

For Islam, religious ethics estab-
lish human norms and values with-
in the constituent and indissoluble
tie which links man to the God of
the creation.

5. Inter-religious Dialogue

DALIL BOUBAKEUR

5.1. Islam
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Man, in relation to God, is bound,
by creative love and faith, to engage
in a moderate use of his powers in
order to respect natural balance so
as to work for the salvation of the
whole of mankind. 

Islam says that only in Almighty
God is there real force and real
power.

How, then, can we have faith in
the power of men when this power
deprives entire African populations
of drugs and medicines which are
essential to combating AIDS be-
cause of mere commercial reasons,

and this at a time when this disease
is ravaging the continent? 

Where is justice? Where is the
collective interest? To uphold the
right to health of each and every
man means to recognise the dignity
of the human person and to affirm
his or her rights, pre-eminent
amongst which are the right to life
and the right to health. 

Power and health must, there-
fore, obey other impulses than the
law of the market or the (economic
and political dominion) of the
strongest. 

Religious ethics must unceasing-
ly remember the primacy of man
and the imperative duty of solidari-
ty, and should not allow anyone in
the world to be without the right to
health, to nutrition, and to preven-
tion.

If we are not careful, the medi-
cine operating at two speed levels
which differentiates the rich and the
poor will really create a clash with-
in humanity between the minority
which gains from three-quarters of
the resources of mankind on the one
hand, and the immense cohorts of
peoples who live in acute poverty,
malnutrition and under-develop-
ment on the other. This will lead to

a crisis of the whole world because
the planet will not have known how
to respond to the desperation and
the slow death of thousands of mil-
lions of individuals and above else
of children who die every day in si-
lence. 

Does power mean indifference?
In the face of natural disasters

which are a source of major misfor-
tune for thousands of people, such
as for example in Bangladesh, Al-
geria or Colombia, the exercise of
power in matters relating to health
does not involve only sending food
and the personnel of aid organisa-
tions, which are swiftly left behind
by the scale of the disasters. 

In Afghanistan is the fact that
bombing is accompanied by drop-
ping food parcels not in some way
absurd?

For this reason, in order to
achieve new ethics in relation to the
exercise of power in the world of
health, there is an urgent need for:

1. ethics of general interest on a
world scale;

2. ethics of responsibility to-
wards humanity of today and the
future;

3. ethics based on a humanism of
respect for, and protection of, every
human being in relation to his or her
opportunities to life and to survival,
to which he or she, indeed, has a
right; 

4. ethics of economics in relation
to health, certainly, but also based
upon a more equal distribution of
wealth and the protection of the en-
vironment of the earth and the at-
mosphere; 

5. ethics that make solidarity with
poor countries a primary urgent
need so that populations can remain
in their countries and on their land,
which has been made more produc-
tive, in order to avoid unstoppable
movements and forms of immigra-
tion from the South to the North of
the world, whose effects we have
only just begun to see; 

6. an intention to eradicate great
pandemics such as AIDS, malaria,
kwashiokor, and all the viral fevers
connected with a disproportionate
use of antibiotics.

Where is our world and our plan-
et going?

In the ‘crisis’ that we are experi-
encing at a worldwide level we can
observe that at the origins of injus-
tice there are the denial of the right
to live and a lack of solidarity

which increasingly deepen the gap
between the rich countries of the
world and the other countries. 

Authorities are still powerless
when it comes to re-establishing or-
der and justice for populations that
fall victims to famine, a lack of wa-
ter, and slow death by AIDS, which
in Africa is spreading. 

The irruption of intercontinental
terrorism after 11 September 2001
shows that a fracture has occurred
between the countries of prosperity
and those countries which are in a
state of need. 

Nobody is any longer immune to
the most sophisticated and mad
forms of violent terrorism.

Ignorance, malnutrition and ob-
scurantism are the sources of a fa-
naticism and violence in the poorest
countries, and seem to draw to-
wards Bin Laden cohorts of sup-
porters, who in their logic of the
pariahs of the earth, observe with
satisfaction that they, too, can make
people afraid and make other peo-
ple experience the worry of their
daily hopelessness. 

In Conclusion 

There is neither innocent knowl-
edge nor innocent power. All forms
of progress bring the seed of poten-
tial calamities, the risks of growing
aggression, and men more closed up
within their resources. Genetic ma-
nipulation, alienation caused by psy-
chotropic drugs, information-tech-
nology police – all these deviations
of modernity provoke prudent re-
flection. 

Some perceive a world of vio-
lence and oppression to which bad-
ly used science has contributed.

Others, on the contrary, referring
to the evolution of regulated sys-
tems, see the universe not as a static
entity but as an evolutionary sys-
tem, and remember the faculty pos-
sessed by man to adapt his behav-
iour to the new technical instru-
ments brought by progress and
which each new power can use for
the good of mankind, as long as
knowledge, power and morality are
associated with health, because
‘science without a conscience is the
ruin of the soul’. 

Dr. DALIL BOUBAKEUR,
Rector of the Muslim Institute of

the Mosque of Paris,
France.
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God Almighty created the uni-
verse, and all that we see in the
world including human beings,
the sun, the moon, the stars and the
constellations are all part of His
grand design and everything
works to exact schedule as per the
will of God.  He is Supreme.  He
desires that human beings live in
peace and harmony, work for the
betterment of others and ultimate-
ly reach godhead after a series of
incarnations.

Humans are different from ani-
mals, they are bestowed with a
mind and intellect to fulfil the ba-
sic obligations.  Most of the ad-
vancements that we see are the
contributions made by the humans
under this grand design.  Howev-
er, we have a definite cycle of life
and duration on this planet.  The
mysteries of creation and growth
are not known to us and still re-
main in the secret realm of the
Grand Master.

According to Hinduism, we are
on the face of this planet out of our
own volition, propelled by our
cravings and desires.  Our soul is
permanent and indestructible, but
we assume new bodies and new
lives, when we are born as incarna-
tions.  We carry with us the ‘Kar-
ma’, the net result of our good and
evil actions of previous lives. We
are born with the vasanas (inclina-
tions/ tendencies) as a result of
such karma of the past.  Our ten-
dencies, thought forces and action
drives are by and large directed by
karma.  

However, fate can be altered by
well directed and timely action ac-
cording to Sage Vasishta (a great
Saint).  Sage Vasishta in his long
discourse with Lord Sri Ram had
espoused some of the secrets of
life and given the prince a blue
print for action.

God incarnate Shree Krishna in
his advice to Arjuna stressed the

need for performance of duty on
time and this is the core of Bhag-
wad Gita.

Karma

The Supreme Lord wants peo-
ple to live in peace and harmony,
do selfless work for others and
keep on spiritual advancement till
they reach the state of moksha,
merging with the Infinite.  We are
given free will to think and act to
comply with the Divine plan.
Soul by itself cannot execute
things and that is why we have a
human form and body.  We are not
bodies but souls which are en-
cased in human bodies and this
distinction has been made clear in
various texts.  We need to ensure
that our body and mind are in a
state of perfect health to achieve
the tasks assigned.

It is the will of the Lord that all
His creation and living beings live
in peace and harmony.  That is
why He has ordained a dharma,
universal law for each one of them.
Dharma is this law governing the
conduct of man.  Ishwara (God)
has endowed man with intelli-
gence for strict compliance.  We
must look upon the world as be-
longing to the Lord and it is our
duty to conduct ourselves to con-
form to this belief.  We are nothing
before the Supreme Power and the
creator of the universe.  Our intel-
ligence must guide us on the path
of dharma and a life of righteous-
ness in the midst of worldly life.
For this purpose, we can look upon
God for support.

Love everyone, live a life of
sacrifice, serve mankind and
make substantial advancement in
spirituality are some of the impor-
tant tenets of Hindu faith.  Dhar-
ma serves us in life and the after-
life.  We must be careful to follow

these tenets assiduously during
our life so that these will take us to
a desirable state after we depart
from it.  Dharma is the insurance
for afterlife. In the famous epic
Ramayana, it is said that Queen
Kausalya gave her son Lord Ra-
ma a sound piece of advice.  She
said that dharma alone would pro-
tect him during his fourteen years
of exile in the forests and adds
further that He should protect
dharma with courage and stead-
fastness. It was a call to observe
dharma with unwavering faith to
gain everlasting bliss. Lord Rama
is known as the greatest Pu-
rushothama, the most righteous
king who ever lived.

The Hindu faith stresses the
Karma theory and points out that
man gets rebirth with the vasanas
(tendencies) of earlier incarna-
tions.  The effect of earlier deeds
will have relevance to present life
and that is why men fall under
three gunas (qualities).  These are
described as Sattva guna which
denotes a high state of goodness,
clarity and serenity; Rajas guna
means speed, action and passion;
and Tamas guna denotes sleep, in-
ertia and sloth.  It is believed that
all undesirable developments are
due to an imbalance in the gunas
and the Lord decrees that man
should go beyond the three gunas
and dwell in the Atman (Supreme
Reality).  We must outlive this in-
heritance from previous lives and
achieve salvation.

Health of body and mind are im-
perative for the successful conduct
of dharma and life as a whole.
Hinduism has answers for all
gnawing problems.  Life is not a
bed of roses, it has its ups and
downs even for the mightiest.  The
Hindu religion enjoins men to lead
virtuous lives with peace and har-
mony, to be ever helpful to others
and devote energies to seek God.

A.R.K. PILLAI

5.2. Hindu Philosophy Offers Solutions
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Proper health and equanimity are
essentials to reach this goal. Sage
Patanjali in his Yogasutra (a trea-
tise on Yoga) outlined elaborate
steps of yoga practices to maintain
perfect physical and mental health.

Yoga

Yoga is a science and those prac-
tising it have to follow the rules
governing it. The general feeling
among people is that yoga is pos-
tures and meditative techniques
without understanding the impor-
tance of pranayama exercises
(prana means breath and yama
means pause or regulating).

The word yoga means to join, in
simple language.  What are the two
things which ought to be joined by
the practice of yoga?  According to
the highest conceptions of Hindu
philosophy, of which yoga is an in-
tegral part, the human soul or the
jivatma is a facet or partial expres-
sion of the over-soul or paramat-
ma, the Divine Reality which is the
source of substratum of the magni-
fied universe. Although in essence
the two are the same and are indi-
visible, still the jivatma has be-
come subjectively separated by
paramatma and is destined, after
going through an evolutionary cy-
cle in the manifested universe to
become united with Him again in
consciousness.  This state of unifi-
cation of the two in consciousness
as well as the mental process and
discipline, through which this
union is attained, are both called
yoga.

According to the Hindu concep-
tion, there are four principal yoga
divisions.  Each carries with it the
practice of correct and severe dis-
cipline.  Jnanayoga is the explo-
ration of the intellect beyond the
normal boundaries of the human
mind.  Bhaktiyoga relates to devo-
tional aspects to the supreme Lord.
Rajayoga covers inner concentra-
tion while Karmayoga means dis-
interested action undertaken more
or less directly on behalf of the Di-
vine.

Apart from these four great yo-
gas and their diverse variants and
combinations, other classic yogas
exist and these are mantra yoga,
japayoga, layayoga and tantric yo-
gas, agniyoga and hathayoga.

Hatha Yoga is the yoga of the phys-
ical body and although it is within
the framework of Hinduism, it has
been practised by other religious
groups like Sikhs, Jains, Parsees
and Mohammedanns, sometimes
under other names.

Hatha Yoga

Hatha Yoga offers several ad-
vantages for mankind. It can be
practised by believers and nonbe-
lievers in any part of the world.
Hatha Yoga can be successfully
practised by all, because it is not a
religion and it does not demand or
presuppose adherence to any spe-
cific philosophy, church or faith.  It
is a unique discipline with unparal-
leled beneficial effects.

Swami Sivananda has thrown
much light on Hatha Yoga princi-
ples for the benefit of lay people

and seekers alike.  Life and all its
activities should be regarded as be-
ing part of the sublime action of
nature.  The sadhak (the adept) can
perceive that through his heartbeat
is expressed the song of universal
life.  If we ignore the needs of the
body or if we look upon them as
ungodly, then we neglect and deny
the Greatest Life of all of which
they are a part and we falsify the
doctrine of the unity and the ulti-
mate identity of matter and the

spirit.  The humblest of physical
needs, when viewed in this light,
take on a cosmic significance.  The
body is nature, its needs are those
of nature, when man rejoices it in
shakti (goddess) rejoicing through
him.

If we are to fully appreciate this,
it is necessary to perfect the mani-
festation of the body.  Man who
seeks to become master of himself
must accomplish it on every plane
– physical, mental and spiritual –
since all are interrelated, being as-
pects of the same universal con-
sciousness which exist in him.  By
the techniques of Hatha yoga, the
adept seeks to acquire a perfect
body which becomes an instru-
ment sufficient to the harmonious
function of mental activity.

The Hatha yogi wishes to ac-
quire a body as strong as steel,
healthy, free of sufferings and
ready for long life.  He is a master
of his body and would vanquish
death.  He rejoices in the perfec-
tion of his body with the vitality of
youth.  An important aim of yoga
is to accumulate and conserve
every ounce of vitality possible.

We do not by any means have to
accept this doctrine to practice
Hatha yoga.  The postures may
look painful to the uninitiated, but
for the trained adept they never in-
duce discomfort or pain.  We have
everything to gain by Hatha yoga
but nothing to lose.

The ancient sages suggested
eight stages of yoga to secure puri-
ty of body, mind and soul and final
communication with the Infinite.
These eight stages are known as
Ashtangayoga.

These are:
1. Yama (social discipline) in-

cluding restraint and abstention.
The moral principles under Yama
are Ahimsa (non-violence) Satya
(truthfulness) Asteya (not to covet
and acquire others’ possessions)
Brahmacharya (celibacy – moder-
ation in sex between married cou-
ples) Aparigraha (non acquisitive-
ness – abandoning wealth and
means of sensual pleasures).

2. Niyama (individual disci-
pline) covering rules of conduct
towards oneself which are physi-
cal and mental. Cleanliness
(Shaucha), contentment (San-
tosha), austerity (Tapas), self-
study (Swadhyaya) and surrender
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to God (Ishwara Pranidhara)
form the elements of Niyama.

3.  Aasanas (postures) – there
are many asanas.

4. Pranayama (Breath control) –
The aim is to stimulate, regulate
and harmonize the vital energy of
the body.

5.  Pratyahara (discipline of the
senses) keeping the sense organs
under restraint.

6. Dharana (concentration)
helps the mind to concentrate on a
particular object.

7. Dhyana (meditation) deep
meditation destroys the baser ele-
ments and helps to develop higher
qualities (satvik guna).

8. Samadhi (self realization) The
meditator, the act of meditation
and the object meditated upon, all
merge into a single vision of the
entire cosmos.  Supreme happi-
ness, free from pain or misery, is
experienced under samadhi.

Illusion

The modern world has brought
remarkable advancements in our
lives.  Look at the array of modern
achievements: quick and safe air
transportation, phenomenal break-
through in science, technology,
nuclear science, electronics, com-
puter science and its applications,
modern medicines, biotechnology
and in fact in almost all depart-
ments of human vision and cre-
ativity.  The western world is high-
ly advanced in these areas while
the developing countries are in the
process of development.  National
and per capita incomes have regis-
tered high growth, food availabili-
ty is much better, average life ex-
pectations have gone up and the
quality of life in general is much
better than before, thanks to the
all-round development.

While progress has been spec-
tacular, there is the other side of
the coin. The population has
grown considerably, exerting pres-
sure on land, water and other nat-
ural resources. Nuclear and other
weapons of mass destruction have
proliferated.  Fundamentalism and
terrorism have shown their ugly
heads everywhere.  New diseases
and drug resistant diseases have
sprung up and we have few an-
swers to these maladies.  People

have become more money-orient-
ed, pleasure-seeking and intolerant
to others’ needs and aspirations.
Diseases of affluence and those
arising out of abject poverty exist
side by side.  Pollution levels have
gone up, so also ozone depletion
causing anxiety. Except for a
handful of affluent nations, the na-
tional budgets for heath in many
countries are woefully inadequate
and the galloping population
growth may throw out of gear all
the planned efforts to usher in
“health for all”.

In conformity with the main
theme of the sixteenth internation-
al conference, we recognize that
health is a harmonic tendency to-
wards fullness of life and this God-
given power is authentic.

In the light of the changes
brought about in modern society it
is imperative to press for higher
budget allocations for health and
environment on the one side and
promote steps to improve health
awareness of people from ancient
texts of different faiths on the oth-
er.  Some of  these precious store-
houses of knowledge would have
been lost to the community as link-
ages were lost, but we can still dig
up relevant information, ascertain
its validity and usefulness to mod-
ern society.

Solutions

While it is necessary to extend
our search for excellence in sci-
ence, technology, medicine and al-
lied areas, it may be worthwhile to
bring into focus available systems
from far corners of the world for
the benefit of mankind.  A tilt in
public perception needs to be engi-
neered, though such an effort may
encounter resistance from a plea-
sure-loving society as well as vest-
ed interests.

Here are some thoughts for the
improvement of public health in a
simpler but effective way:

Since ancient times, man has re-
alized the need to maintain a
healthy, strong and clean body; to
follow dharma; and to experience
the divinity within himself.  Yoga
deals with health, strength and
conquest of the body.  It also lifts
the veil of difference between the
body and the mind and leads the

adept to perfect health, harmony
and peace.  The yoga practitioner
unravels himself from the external
body to the self within.  Thus, the
adept moves from ignorance to
knowledge and from darkness to
light.

Aims in life

Man has mainly four aims in
life: dharma, artha, kama and
moksha.  Dharma is the universal
law for man. Our intelligence must
guide us on the path of dharma
and a righteous life. Without dhar-
ma and ethical discipline, a good
life and spiritual attainment are
impossible.  Artha is the acquisi-
tion of wealth for self-reliance, in-
dependence and higher pursuits in
life.  It cannot give lasting joy if
health is in peril.

A weak and poorly nourished
body is a fertile ground for dis-
eases and worries.  An unhealthy
person cannot achieve his aims in
life because of his handicap.

Kama means the pleasures of
life, which are entirely dependent
on a healthy body.  The weak and
the sick are not able to achieve the
pleasures of human life.  It is diffi-
cult for such persons to adhere to
spiritual disciplines as well.

Moksha is liberation. The
healthy and enlightened man
achieves power, pleasures, wealth
and knowledge.  Such an elevated
person rises above his satvik, ra-
jasik and tamasik qualities and thus
escapes from the grasp of gunas.
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The body is the abode of Brah-
man (the Supreme being).  The
light within us is like a ripple in the
vast ocean of bliss – that which we
call Brahman, the Absolute, the In-
finity, the Highest.  We are that rip-
ple, we are a wave.  We should
have the confidence that the light
of life is within us.  We must also
know that we are the master of our
destiny, no one else created that
destiny for us.  No one else can ask
anything, we have to light our own
lamp.

Initially, the disturbances of the
external world and its charms and
temptations will disturb man and
create problems for him.  That is
because the desire is weak, it is on-
ly a tiny flame. But when that
flame is protected and allowed to
grow, no one can stop it.  Once this
stage is achieved, he need not pro-
tect the flame, because it burns up
all that disturbs him.  The fire and
light is really with us.  That is why
the great Upanishads say ‘Thou
are that, thou art the Absolute’

Thus, we can achieve an ab-
solute healthy body and mind by
following the practice of yoga.  It
is inexpensive and can be done in
one’s own privacy.  It can be done
by the self without resorting to any
external help. Yoga is a boon to
mankind and by creating proper
awareness, a gradual shift towards
acceptance is bound to spread
worldwide.

Pranayama – breath control

It may be difficult for the aver-
age citizen to follow all the intrica-
cies of different yoga practices.
But Hatha yoga principles with
suitable structuring can be learnt
by citizens even in today’s busy
schedules.  Experts in the field of
yoga have to share their thoughts
and design a suitable structure and
level which can be followed by the
people.  However, health should
become a ‘felt need’ among the
people.  Improvements are possi-
ble for ‘seekers’, that is why it is
said in the Holy Bible ‘knock and
the door will be opened’.

Pranayama is conscious pro-
longation, retention and exhala-
tion.  Inhalation is the act of re-
ceiving the primeval energy in the
form of breath and retention is

when the breath is held in order to
savour that energy. In exhalation,
thoughts and emotions are emp-
tied with the breath.  Then while
the lungs are empty, one surren-
ders the individual energy.  ‘I’ is
the primeval energy, the Atman.
The practice of pranayama devel-
ops excellent physical health,
steady mind, strong will-power
and sound judgement.  These are
not however, exhaustive. There
are much more than what is listed
here. According to the Upan-
ishads, Pranayama is the princi-
ple of light and consciousness. It is
equated with the real self.  Prana
is the breath of life of all energies
in the universe.  Prana is the hub
of the  wheel of life.  Everything is
established in it.  All beings in the
universe are born through it and
live by it and when they die their
individual life goes into the cos-
mic breath.  If breathing stops, so
does life.

Indian sages knew all these se-
crets over the generations.  As said
earlier, Prana means breath, respi-
ration, life vitality, energy of
strength.  ‘Ayama’ (Yama) means
stretch, extension, expansion,
length, breath, regulation, prolon-
gation, restraint or control.
Pranayama thus means the pro-
longation of breath and its re-
straint.  Patanjali in Yogasutra de-
scribes pranayama as the con-
trolled intake and outflow of
breath in a firmly established pos-
ture.

Pranayama is an art and has
techniques to make the respiratory
organs to move and expand inten-
tionally, rhythmically and inten-
sively.

It consists of long, sustained
subtle flow of inhalation ‘puraka’,
exhalation ‘rechaka’ and retention
of breath ‘kumbhaka’. Puraka
stimulates the system, rechaka
throws out vitiated air and toxins
while kumbhaka distributes the en-
ergy throughout the body.  The
movements include horizontal ex-
pansion, vertical ascension and
circumfrential extension of the
lungs and the rib cage.  This disci-
plined breathing helps the mind to
concentrate and enables the sadha-
ka (practitioner) to attain robust
health and longevity.

Pranayama is not just automatic
habitual breathing to keep the

body and soul together.  Through
the abundant intake of oxygen by
its disciplined techniques, subtle
chemical changes take place in the
sadhaka’s body.  The practice of
asanas (postures) removes the ob-
stacles which impede the flow of
prana and the practice of Pranaya-
ma regulate that flow of prana
throughout the body.  It also regu-
lates all the sadhaka’s thoughts,
desires and actions, gives poise
and tremendous will power needed
to become a master of oneself.

Erosion in faith

People in the earlier generations
had a stronger faith in God and this
belief in God Almighty was un-
shakeable.  During the last half
century or so, there has been a dra-
matic erosion of faith.  This may
be partly due to the fact that sci-
ence and technology offer proof
for findings. In that process, things
beyond our senses and beyond
normal comprehension were rele-
gated to the background.  God
Almighty is supreme and His pow-
ers engulf the whole universe.  But
most of nature’s mysteries are  be-
yond the realm of ordinary mortals
unless experienced through strenu-
ous discipline and sadhana (prac-
tice).  Thus contemporary society
has become cynical of faiths, all
faiths – this tragedy has befallen
all sections of people.  Ego and
pride have taken over instead,
leaving very little for the supernat-
ural.

God has been and continues to be
the anchor in the lives of men and
one could always take shelter under
His loving umbrella. Through delu-
sion, this anchor went out of focus
for a large part of the population.
The ups and downs in life gave
rocky jolts and modern man is in
the grip of anxiety, depression and
neurosis, whereus staunch believ-
ers have equanimity after surren-
dering completely to the Supreme
Lord. Anxiety, depression and neu-
rosis take away opportunities for
quality life during the prime years.
A concerted effort should, there-
fore, be made by all faiths to revive
acceptance of God as the central
theme in life.

Negative thoughts as well as
passive thoughts swell in the
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minds of a large number of people.
These thoughts have a debilitating
and crippling effect in the lives of
people.  Ancient sages of India laid
down procedures in Yoga to en-
courage positive thoughts and nip
in the bud negative and passive
thoughts. The Upanishads say
‘wake up’ you are in the state of
deep sleep of ignorance.  You can
become free of this ignorance and
misery, you can understand the re-
al goal of life.  People with nega-
tive thoughts are usually dull,
withdrawn and sick.  Medicines
seldom act on them because their
minds rejects good things and also
the curative power of drugs.
Training of the senses and prepar-
ing the mind for the ups and downs
of life are possible through yoga
and meditation. Imagine how
wonderful our planet would be if
all people were positive-minded.
Yoga has answers for this.

Chakras – power centres

There are seven power centres
in our body known as Chakras.
They are like power houses in the
body.  The manifestation of cos-
mic force is expressed through
these centres which energize and
govern the corresponding regions
of the body.  The vital force of
shakti (power) in the body is or-
ganised in these specific centres.
These are not physical centres, but
they do have physical correspon-
dence to the various plexuses of
the body. The centres called
chakras help to organise the phys-
ical body, although they cannot be
perceived  by means of the bodily
senses and organs.

The chakras are located along
the central axis of the body in con-
junction with the spinal chord.  En-
ergy is usually focused in one or
more of these centres to the rela-
tive exclusion of others.

The muladhara chakra (the root
chakra) is at the perineum.  Fear
and insecurity are the major emo-
tions and attitudes associated with
this chakra.  Those who are inte-
grated at this centre have feelings
of stability and security.  At mulad-
hara chakra, kundalini (shakti) is
resting dormant at the base of the
spine.  Those who awaken this
force from its latent to its active

form become the dynamic genius-
es of every age and culture.

The second svadhishthana
chakra (hara plexus) is situated
within the section of the vertebral
column corresponding to the geni-
tal area.  It is about halfway be-
tween the navel and the sex organ.
Those who achieve mastery over
this chakra get controlled expres-
sion of sexuality and the person
gets free from enemies and shines
like the sun.  His words flow like
nectar in expressing the wealth of
his wisdom.

The third is the manipura
chakra (solar plexus) located in
the abdomen above the navel.  In-
tegration at this chakra helps as-
similation of food and leads to co-
operation and dynamic energy.

The fourth is anahata chakra
(heart chakra) located in the region
of the heart.  Anahata is the centre
where compassion, selfless love
and empathy find place.  This
chakra motivates one to be active
and rajasik, but at the same time it
gives emotional maturity.

The fifth is vishudha chakra
(throat chakra) located in the ver-
tebral column in the hollow the
throat. Vishudha means sacred.
The sense of hearing is controlled
by this chakra and it is the seat of
creativity and receptivity.  Devo-
tion, surrender to God, trust and
willingness are the qualities asso-
ciated with it. Musicians and
artistes are said to have their ener-
gy concentrated here.

The sixth chakra is ajna chakra
(third eye) located inside the space
between the eyebrows. Ajna means
command. One who has mastered
this level has inner vision, sees all
things clearly and acquires higher
intuitive knowledge. Logical judge-
ment and intuition to the full are its
attributes.

The seventh is sahasrara
chakra (crown or lotus chakra) lo-
cated at the soft spot at the crown
of head.  One who has attained this
level can be in a state of samadhi –
spiritual absorption of a high level.

Empowering the seven chakras
through the yogic practices can
give the sadhaka practically
everything that one can wish for.
This is by no means a myth but a
certainty.  The Japanese method of
healing – Reiki – also gives univer-
sal energy at these chakras after

proper initiation by a master and
through effective sadhana (prac-
tice).

Sound

Mantras are given out by the
people of wisdom and the evolved
souls.  Every mantra has a presid-
ing deity.  The deity is invoked by
chanting.  Of all the mantras, the
most powerful and significant is
the one with the single syllable
called the Pranava Mantram –
OM. It pervades life and runs
through one’s prana or breath.
Every mantra includes the Prana-
va, Om.  Without Om, no sacred
chant has power.  Om represents
both the manifest and unmanifest.

The Gayatri Mantra is a power-
ful Mantra and is an invocation
dedicated to the Lord Sun.   It is
recorded in the Rig Veda (sacred
text).  By chanting this mantra, the
devotee is seeking for spiritual un-
foldment.

There are several other mantras
for appropriate needs and uses and
if we can understand that mantras
have tremendous powers, the pur-
pose is well served.

There is a special practice called
‘suryanamaskaram’ (devotional
exercise to propitiate the Sun God)
which is a powerful way to get
sparkling health, good worldly
happiness and spiritual advance-
ment.

Diet is an important input in
keeping good health.  Hindu litera-
ture and ancient sages laid down
minute details regarding diet.  Veg-
etarian diet is the one best suited to
man for physical health and spiri-
tual development. If the correct
type of food is taken in appropriate
quantity and intervals, the person
will have no problems with health.
It is said that ‘let food be thy med-
icine’ meaning that proper food
prevents any illness.  It is preven-
tive and curative.  It is enjoined in
the Nature Cure that alkaline foods
should form 75% of daily diet and
the rest may be acidic foods.
There are lists showing division of
these vegetables into alkaline and
acidic varieties.

The Hindu code also lays down
vratas (observing fasts) appropri-
ate to age and situations.  These
fastings not only allow the system
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due rest but also allow proper di-
gestive power.  Use of clean water,
juices and fluids is also given in
detail. These prescriptions are
time-tested and if followed proper-
ly can promote good health.  Milk
and milk products, though not
strictly vegetarian, are recom-
mended because the cow is not
hurt by giving its milk.

There are clear and definite in-
structions for preserving the sound
health of infants, children and
women. Special emphasis has been
given to the pregnancy period and
for lactating mothers.

Ayurveda

Ayurveda is a system of health
care provided in ancient Hindu
texts.  It is based on Ashtangahri-
daya principles (emphasis on eight
systems) and formulas are made
from herbs and fruits. These are
preventive, curative and restora-
tive in nature and have no side ef-
fects.

Ayurveda texts were written in
sanskrit and were open mostly to
traditional vaidyas (healer fami-
lies).  Probably there was some se-
crecy attached to the administra-
tion of medicines and also there
could have been a small number of
entrants into this field.  The texts
written in palmira leaves could not
withstand the ravages of time.
Very little research work was initi-
ated towards improvements in di-

agnostic procedures or materia
medica, with the result that
ayurveda had given way to mod-
ern allopathic system.  However, a
small section popularises this sys-
tem and ayurveda is showing
some revival symptoms.  But the
fact remains that ayurveda has def-
inite answers for preventive and
curative aspects of human health.

The Ancient Hindu System out-
lined four Ashramas (life stations)
depending on the age factor.
These are brahmacharyam (child-
hood and youth) Garhasthyam
(family life) vanaprastham (be-
yond the middle age) and
sanyasam (leaving worldly life to
become an ascetic).  The Hindu
texts have prescribed activities,
dharma, food patterns, exercise,
rest and spiritual activities appro-
priate to the age and life station of
the person.  These are eminently
suited for people at all stages for
maintaining glowing health and
cheerfulness.

Ahimsa

Hindu philosophy has all along
focused on dharma, the law of
righteous life and adherence to
Ahimsa (non violence) to all living
beings through thought, word and
action. Because of the Ahimsa
doctrine, the Hindus have fol-
lowed a path of live and let live
policy.  That accounts for several
invasions and the week-kneed ef-
forts of the people to defend their
homeland.

Hinduism emphasises an ab-
solute tolerance to all other faiths.
India has followers of almost all
faiths in the world and they have
been living together in peace and
harmony over the centuries.  Peace
and harmony coupled with Ahimsa
doctrine promote good physical
and mental health and the daily
prayers include a passage ‘Loka
Samastha Sukhino Bhavanto’ (Let
peace and happiness be with every
living being).

Fundamentalism, terrorism and
disputes among various sections
and nations in the world are threat-
ening life on this planet. Man has
perfected nuclear bombs and
weapons of mass destruction.  Ter-
rorist attacks have increased on a
global scale.  Religious intolerance

has created gulfs among various
faiths.  No religion has ever pro-
moted strife and conflict.  Howev-
er, the texts are twisted, misinter-
preted and flouted for sectarian
gains.  Conflicts of this nature
have killed millions of people,
maimed a large number and ren-
dered a few millions refugees.  It is
necessary to bring sanity and so-
briety in such a troubled situation
and ensure enjoyment of life and
property to all people with promise
of good health.

Change for progress

A craze for material wealth, self-
ish pursuits and enjoyment of sen-
sual pleasures have been the popu-
lar pattern everywhere. The long-
ing for worldly pleasures is on the
rise. These are temporary and
fleeting in nature but modern man
is not aware of this truth.  We have
a heritage and wisdom from an-
cient days.  But these are available
to a microscopic minority of ar-
dent seekers.  They seek seclusion
to progress on their own paths.  In
this process there is an inherent
risk of these pearls of wisdom be-
ing lost to humanity forever. It will
be a thousand pities if such a fias-
co is allowed to ruin us.

Wisdom must prevail to harness
the principles and procedures laid
down in sacred texts and the say-
ings of the ancient sages of Hin-
duism philosophy.  Similar efforts
to bring out truths from other
faiths must also be made.  Having
done so, eminent world leaders
must come together and bring out
principles and procedures appro-
priate to the understanding of the
modern man. Governments of var-
ious nations may be advised to en-
courage the popularisation of these
beneficial steps.

The media may have to change
its present day ‘news value’ con-
cept to give wider coverage of pro-
gressive concepts.  The existing
trend of sensationalism to increase
readership scales may be given a
second look.  The visual media in-
cluding cinema and the television
need to bring healthy practices to
the fore by adopting a kind of self-
censorship. The media is very
powerful and can reverse the
trends, bringing about a healthier
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and more wholesome attitude
among people. A determined and
well-planned beginning has to be
embarked on and that too without
loss of precious time.  By doing
this, the media can engineer a shift
for the common good.

Struggle against leprosy

The struggle against leprosy and
social stigma went on and on
through the centuries.  In 1982, In-
dia had the largest number of pa-
tients; 4 million out of a global
count of 12 million.  India’s fight
against leprosy has produced spec-
tacular results and the patients are
about half a million.  WHO and the
government deserve compliments.
Equally significant is the heroic
struggle and sacrifices made by
rev. sisters, doctors, paramedics
and several thousands of volun-
teers.  

I have been associated with lep-
rosy eradication work in India for
nearly three decades now.  The In-
dian Leprosy Foundation (ILEF)

of which I am the Founder Presi-
dent, is a national voluntary or-
ganisation committed to a leprosy-
free India.  The media has made a
significant contribution in India’s
fight against leprosy.  ILEF thanks
God Almighty for giving us
strength to serve the poor, neglect-
ed, ostracized leprosy patients all
over India with dedication and a
spirit of brotherhood. (www.indi-
anleprosy.org)

Changes do not occur by mere
wishing.  An unwholesome trend
can only be stopped by wise lead-
ership and a planned effort.  The
international conference convened
by the Vatican is, certainly a monu-
mental step in this direction and
deserves world recognition and ac-
ceptance.

May God Almighty bless this
wonderful global initiative so that
people can eventually sublimate
and edify their lives.

I thank you all!

Dr. A. R. K. PILLAI
President of the Indian 

Leprosy Foundation 
India
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5.3. Buddhism

Background

It all started 2.546 years ago
(545 BC) when Buddha was born
“a prince” at the foothills of Hi-
malayas.

Buddha found the path to En-
lightement (Nirvana) at age 35.
Preaching for 45 years, recorded
by Buddha’s disciples, the basic
teachings of Buddha were:

1. The Truth of Suffering: The
world is fall of suffering. Birth,
aging, sickness, and death are the
natural courses of life and are all
suffering.

2. The Truth of the Cause of
Suffering: The cause of human
suffering is undoubtedly found in
the thirsts of the physical body
and in the illusions of worldly
passion which we root in the in-
tense desires of physical instincts.

3. The Truth of the Cessation of
the Cause of Suffering: If desire,
which lies at the root of all human
passion, can be removed, then
passion will die out and full hu-
man suffering will be ended.

4. The Truth of the Noble Path
to the Cessation of the Cause of
Suffering: In order to enter into a

state where there is no desire and
no suffering, one must follow the
Noble Eightfold Path: Right View,
Right Thought, Right Speech,
Right Behavior, Right Livelihood,
Right Effort, Right Mindfulness
And Right Concentration.

The primary sources of all hu-
man unhappines are desire and ig-
norance, and from these primary
sources, greed, jealousy and fool-
ishness arise and become the three
fires of the world. These raging
fires not only burn the self, but al-
so cause others to suffer and lead
them into wrong acts of body,
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speech and mind. To quench these
three fires, one must observe the
precepts, practice concentration
of mind and have wisdom.

Human beings tend to move in
the direction of their thoughts.
Mind is the origin of everything.
People must closely guard their
minds against impropriety and
misfortune. They must eliminate
thoughts that stimulate greed,
jealousy and foolishness, but en-
courage thoughts that stimulate
charity and kindness.

People cling obstinately to
wealth, honor, comfort, pleasure,
excitement and most importantly
“egoism”. This is the very source
of human suffering. One should
get rid of a selfish mind and re-
place it with a mind that is carnest
to help others.

There are Four Unlimited States
of Mind that the seeker of Enlight-
enment should cherish: Compas-
sion, Tenderness, Gladness and
Equanimity. One can remove
greed by cherishing compassion;
one can remove anger by tender-
ness; one can remove suffering by
gladness; and one can remove the
habit of discrimination by cherish-
ing an equitable mind.

Tzu-Chi (Compassion Relief) 
Foundation

Buddhism was trasmitted to Chi-
na, and subsequently to Taiwan.
Our Dharma Master Cheng-Yen
was born in 1937 and exposed to
the teaching of Buddha at a young
age due to her parents’ illness; she
left home in 1961 at the age of 24
years; formerly became a Buddhist
in 1963; studied under Dharma
Master In-Shun and was instructed
to devote her life “For Buddhism,
for all living beings”. Master
Cheng-Yen founded the Compas-
sion-Relief (Tzu-Chi) Foundation
in April 1966.

The Mission of Charity: She
started charity work on a small
scale in the eastern part of Tai-
wan, and provided clothing, food
and even housing for the old peo-
ple and kids who were left behind
when young people moved to the
western part of the island to seek
work.

The Mission of Medical Care:
The Master soon realized that be-

hind poverty there was often ill-
ness and there was no modern
medical facility in the eastern part
of Taiwan at that time. In addi-
tion, most private hospitals re-
quired a deposit before admission
which many people could not af-
ford. So she opened a 700-bed
modern hospital that required no
deposit before admission in Au-
gust 1986.

The Mission of Education: Af-
ter the hospital opened its doors,
the Master found that recruiting
of capable nurses, physicians and
other medical personnel was a
very difficult task for this remote
eastem town; therefore she
founded the nursing college in
1989 and then the medical school
in 1996. These schools have had
several classes of graduates and
provided the much-needed man-

power. Other colleges, such as
Humanities and Life Sciences,
were established and together
they formed the Tzu-Chi Univer-
sity. In addition, an elementary
school, junior high and high
schools were built and in the year
2000 and we celebrated the com-
pletion of our “Complete educa-
tion” programs: from nursery,
kindergarten, elementary school,
junior high school, high school all
the way to colleges and postgrad-
uate doctoral programs.

The Mission of Culture: Educa-
tion should not be limited to the
classroom or schools. It should be
able to reach a larger audience.
The Master was invited by the
Ministry of the Interior to speak to
a large audience on June 18, 1990
on the topic of “Purifying the
Mind with the Tu-Chi Spirit”; the
lecture was also broadcast on tele-

vision and received much praise
from the public. The Master was
invited to lecture around the island
the next year. The speeches were
very influential in guiding people
toward doing good and promoting
social harmony. Through periodi-
cals, books, radio broadcasts or
TV programs, the stories of good
people and good deeds were re-
ported and human goodness re-
ceived praise and great (selfless)
love in the world was advocated.
It culminated in the inauguration
of the Tzu-Chi’s own TV station in
1998.

For the past 35 year, our organi-
zation has been devoting itself to
these four major missions. And
because of practical needs, our
organization expanded into Inter-
national Disaster Relief, Bone
Marrow Donor’s Registry, Envi-
ronmental Protection and Com-
munity Volunteerism. Together,
they formed what we call “One
Step, Eight Footprints”.

As an extension to The Mission
of Medical Care, and in response
to rising needs, we established the
Tzu-Chi International Medical
Association (TIMA) and carried
out regular free medical missions
to remote areas around the globe
and provided much needed med-
ical care to thousands who cannot
afford modern medical care. In
addition, we try to establish a net-
work of medical facilities within
the island of Taiwan in order to
provide top-quality, tender loving
medical care to the people on the
island of Taiwan.

The Building 
of a New Modern Hospital

Inception and Construction

More than ten years ago, a
group of caring people, including
the former major of Dalin, were
troubled by the lack of a modern
medical facility in Chia-Yi coun-
ty. A horrible story had been told
about relatives dying from car ac-
cidents on the freeway when they
rushed, and wanted so eagerly, to
visit their loved ones who had
been admitted to hospitals either
in Taipei or in Kaoshiung. They
formed a committee to promote
the idea of building a modern hos-
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pital in Dalin and they searched
all over Taiwan, inviting all possi-
bile parties to come to Dalin and
they finally went to Hualien.
When Master Cheng-Yen heard
their stories. she promised them
that if they could come up with
suitable land, Tzu-Chi would
build a hospital at Dalin.

It took them five years and over
200 meetings with the local,
county, provincial, and central
governmental officials to finally
secure this piece of land, formerly

a sugar cane field, from the Na-
tional Taiwan Sugar Company.

The design and construction
took another five years. Thou-
sands upon thousands of people
all across the globe contributed to
the construction fund and many
more helped in the design and
construction process. The hospi-
tal is the crystallization of count-
less people’s love and caring.

Thousands of people all across
the world donated and helped to
build this hospital in Dalin which
is a small town in Chia-Yi, a
county to the south of Taichung.

Patient-centered design

We designed the entire hospital
with the patient in mind; we have
a spacious entry hall and a large
lobby with a high ceiling. Greet-
ing the patients is a large mural
depicting the Buddha and his dis-
ciples attending another of his
disciples who thought that the
way to enlightenment is through
self-realization and never cared
about anybody else, but when he
was sick, nobody came to help.
So the Buddha came in person to

take care of him and when the
Buddha and his disciples wiped
down his sweat, the disciple sud-
denly realized that the way to en-
lightenment is through helping
others. This is basically the mis-
sion statement of our hospital:
“To care compassion, to give with
joy”.

We use low counters so patients
can sit instead of standing in line
waiting to register. We used cal-
ligraphy scrolls, paintings, and
floral arrangements to decorate
the hospital in such a way that pa-
tients feel at home.

In the basement, where we
house our radiation therapy de-
partment when the patients lies on
the treatment table, he/she can en-
joy not only beautiful scenery
around him/her but also the white
clouds, blue skies and flying birds
we project on the ceiling.

In the palliative care suite, we
provide a furnished living room,
an entertainment area, and a din-
ing area together with a kitch-
enette so that a family can prepare
food for our patients. In addition,
we created a rooftop garden,
complete with shrubs, vines, col-
orful flowers and a gazebo. It is
set in such a way that the hospital
bed can be rolled out onto the gar-
den, so that our terminally ill pa-
tients can fulfill their last wishes
which often are just to enjoy the
moonlight, the sky and the little
breezes at night.

In the intensive care units, we
tried to provide natural lighting as
much as possible in an effort to
reduce ICU psychosis. We put in
a nurse’s alcove between two
beds and installed a Clinical In-
formation System (CIS) so that
all monitored data, including pa-
rameters from ventilators, are
recorded automatically into the
computer and the nurses can be
with patients at their bedsides al-
most all the time.

Advanced Technology

We put in the most up-to date
version of medical equipment and
design the hospital with an e-hos-
pital concept, working toward a
totally film-less, paper-less envi-
ronment.

We created a high-speed elec-
tronic highway (1 GB/sec) inside

the hospital, which serves as the
backbone for the transmission of
all clinically relevant data be-
tween different departments. We
have also successfufly integrated
our system so that through one
single line, a single monitor, we
can view patients’ medical
records, lab data, EKG images
that includ X-rays, CTs, ultra-
sounds and even arthroscopy, en-
doscopy pictures and pathology
slides.

Our Direct Radiology (DR),
which captures X-ray images di-
rectly into the computer, is the
first one in Asia. Our triple-ener-
gy linear accelerator is among the
first ones in Taiwan. Our ultra-
fast multi-slice spiral CT can ob-
tain and regenerate images at a
high speed so that almost real
time 3-dimensional images can
provide the surgeons with excel-
lent anatomic details otherwise
unavailable.

Our fully automated chemistry
analyzer automates not only the
blood analytic process but also
the reporting process so that the
technologist does not have to
copy the result and enter into the
computer manually.

We imported a tunnel-type-
cleansing machine from Japan so
that our surgical instruments can
be automatically cleansed, ultra-
sonically agitated, dried and ster-
ilized.

Tender, loving, 
comprehensive care

We try to use the most ad-
vanced technology to provide
tender, loving medical care in the
following manner:

Convenient: We provide trans-
portation to and from the hospital
for those elderly people living in
remote areas with no means to get
to the hospital.

Comfortable: We make even il-
literate old people feel at home.

Complete: We provide com-
plete arrays of services so that pa-
tients can obtain a one-stop com-
plete medical care.

Continual: We provide not on-
ly inpatient services but preven-
tion, after-discharge home care as
well.

Comprehensive: We feel that
treating the disease is not enough,
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we need to take care of the patient
as a whole, including his body,
his mind and his spirit.

We agree one hundred percent
with the motto of the City of
Hope “There is no profit in curing
the disease, if in the process, we
destroy the soul”.

Conservational: We also real-
ize that our resources are limited
so we practice conservation, we
limit our use of disposable mate-
rials and throughout the hospital
our physicians, nurses, technolo-
gists alike use reusable bowels,
chopsticks, cups and wash their
utensils after each meal.

We recycle our garbage, re-use
our water, and provide a green en-
vironment to reduce energy con-
sumption.

Computer-based: We created
an ultra-fast electronic highway
inside the hospital and successful-
ly integrated our hospital infor-
mation System (HIS), Picture
Archiving, Communication Sys-
tem (PACS), Laboratory Informa-
tion System (LTS) and Clinical
Information System into one sys-
tem so that most if not all a pa-
tient’s clinical information can be
accessed through one single line,
one single monitor.

Cost-effective: We care and we
are community-oriented.

Community-oriented: We be-
lieve that medical care should not
be limited inside the four walls of
the hospital.

Compassionate:

Follow the spirit 
of devoted physicians

As part of our inaugural cele-
bration, we organized an exhibi-
tion of devoted physicians who
had helped Taiwanese people in
the past 100 years and the stories
were quite touching. This began
with Dr. Jacob Maxwell who
founded the first western hospital
in Taiwan, the Sin-Lau hospital in
Tainan, 135 years ago. For over
90 years, he and his son devoted
their lives to taking care of Tai-
wanese people. Dr. George Leslie
Mackay, the famous dentist who
founded the Mackay Memorial
Hospital in Taipei with a branch
in Taitong, pulled over twenty
thousand teeth. Rev. William
Campbell risked his life and

helped the blind people in Tai-
wan.

The famous Dr. David Lands-
borough, who founded Chang-
Hua Christian Hospital, cut the
skin from his wife’s thigh and
transplanted it onto a small boy
who suffered from severe burns
requiring skin graft but had no
donors available. According to
that small boy who later on turned
to be a great pastor, “Although the
skin graft didn’t take, it deeply
implanted into my heart forever”.
Dr. George Guishue Taylor who
devoted himself to help the pa-
tients with leprosy died while
aboard the ship on the way back
to Canada. His last words “Bury
me in Formosa, the island I loved
the most”.

We follow the spirit of all these
great physicians and provide top
quality medical care to our coun-
tryman and to be the life-keeping
cornerstone of Yin-Lin, the Chia-
Yi region of Taiwan.

Conclusions

We follow the principles of
Buddha’s teaching and our Mas-
ter’s commitment to do every-
thing “for the sake of Buddhism,
for the sake of all living beinges”.
Besides work in the areas of char-
ity, education and culture, we
have worked hard in the area of

medical care: we established the
Tzu-Chi International Medical
Association to provide free med-
ical care to those in need around
the globe. And we are establish-
ing a network of medical facilities
within the island of Taiwan in or-
der to provide tender loving med-
ical care to the people on the is-
land of Taiwan. The first general
hospital opened in 1986 and the
second one opened its doors in
August 2000.

Patient-centered design, high
technology, spacious building, to-
gether with warm and courteous
staff, provide a unique kind of
medical service. It is patient-cen-
tered, convenient, comfortable,
comprehensive, continual, com-
plete, compassionate, conserva-
tional, community-oriented, com-
puter-based, and cost-effective. It
is all based on the Buddhist prin-
ciple of “To care with compas-
sion, to give with joy”.

Dr. CHIN-LON LIN
Vice-superintendent

Buddhist Tzu-Chi General Hospital
Hualien, Taiwan,

Republic of China
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Premise

The subject that I am about to ad-
dress in this paper seems to me to
involve two characteristic factors:
the first is an expression of the com-
plexity of a question that links, as
we will see, aspects which can be
reduced to a single unity only with
difficulty, and the second is an ex-
pression of a concreteness which
places emphasis upon doing. And
doing means that initiatives should
be taken, that situations underway
should be modified, that elements
of change should be introduced,
and that what has to be done and
with what objectives should be es-
tablished. It means beginning with
a situation held to be imperfect,
which is in need of measures of in-
tervention, in order to reach a goal
which ensures new guarantees, with
correct visions, and with pathways
directed towards going beyond the
contingent towards a dynamic of
positive evolution. 

If there was enough time to en-
gage in a detailed analysis of the
causes which have brought about a
divergence between the economy
and the management of health, at a
world level or even at merely a na-
tional level, I would have to deal
here with this subject employing an
approach that would of necessity be
faulty and incomplete.      

It is, therefore, preferable to pro-
ceed by rapid references in order to

bring out points of reflection and in
order to throw light on areas of
darkness which often in a strongly
contradictory way tend to be trans-
formed into basic postulates. Thus
it happens that the basic question is
cancelled out a priori in order to
make way for messages that can ob-
tain easy forms of agreement and
spontaneous support. I am referring
here to the concept which is strong-
ly advocated within hospital strate-
gies of the centrality of the patient,
a centrality that can acquire a mean-
ing only if beforehand one proceeds
to a change in the management
structures and of the forms of be-
haviour of the health care workers
by investing in the formation of a
new culture. This, however, is
something which requires years if
not decades before it becomes
mens, that is to say an accepted
mentality able to inspire tasks and
actions in people’s daily relation-
ships with reality. 

The Order of Priorities

The establishment of an order of
priorities between health and the
economy might appear to be totally
superfluous because it is clear that
tools are at the service of man and
not the other way round. To say that
health takes pride of place and that
economic profits have to be defined
with reference to the defence and

promotion of people’s health seems
to be almost taken for granted and
to be something that is not deserv-
ing of particular attention.      

However, if the horizon of refer-
ence is expanded it emerges that at
the centre of economic activity in
its widest sense the defence of the
dignity of the person does not find a
place. Indeed, this dignity is subor-
dinated and conditioned by the de-
sire to defend and promote legiti-
mate and non-legitimate interests.
The person is taken into considera-
tion as a productive factor or as a
factor in decision-making in a
process of the acquisition of goods
and services and is not seen as a
subject who is worthy of the highest
level of defence and promotion pos-
sible. 

Proof of this in the health field is
to be found in the fact that only re-
cently has the concept of the de-
fence of health made a timid ap-
pearance. This concept finds ex-
pression in systems of information,
training, and prevention. Previously
it was the case that all interest ap-
peared to be directed towards the
principle of providing care and
treatment to patients. 

The dignity of man cannot be
conditioned by economic factors.
There can be different lifestyles,
and different requirements dictated
by historical factors and/or factors
of custom, but the person must be
defended in relation to his or her
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freedom, which is also made up of
the certainty of seeing his or her pri-
mary needs met. 

This does not remove the fact
that one has to take into account the
resources that are available, to-
wards which greater attention must
be paid the more apparent the sepa-
ration between needs and the ability
to meet them becomes. There is no
space for idealistic temptations or
illusory formulas at the level of
principle. However, it is vital to set
out an approach which is as loyal as
possible to the principle of change
and is as consistent as possible with
the appeals made by the Holy Fa-
ther in relation to the need to restore
to all men the prospect of living in
justice, where justice means having
the forms of care and treatment
which are necessary in situations of
illness or involves being able to pre-
vent the spread of destructive
pathologies. 

Inequality and Subsidiarity

When the encyclical Centesimus
Annus was published, men and
women of good will were moved by
feelings of keenly-felt gratitude to-
wards the Holy Father, not only be-
cause of his courageous condemna-
tion of continuing social imbal-
ances, but also, and above all else,
because he had brought out how er-
roneous it was not to address the
question of a fairer distribution of
resources. 

Unfortunately, after the usual oral
exercises of commentators, many of
whom did not even read the texts re-
ferred to, there emerged only si-
lence, something which is a com-

forting way of ignoring the risks and
dangers and of not feeling the im-
pact of the call to become involved.
Everything has remained as it was
twenty years ago, and other appeals,
such as the insistent call to reduce
the debt of developing countries, are
not listened to or are only marginal-
ly listened to. However, looking at
things closely, the situation has be-
come worse, generating negative
consequences within a globalised
economic system and increasingly
creating a reality characterised by
worlds that are in opposition. 

The rapid spread of the HIV
virus, which has taken place in a
context characterised by the ab-
sence of protective barriers, now
raises the prospect of the extermi-
nation of whole populations. And
while the West boasts that it has re-
duced infant mortality levels to
negligible proportions, it is the case
that in some African countries
about 20% of children die during
the first years of their lives. In the
West, in Italy, the expenditure of
hundreds of millions of lire takes
place to save the life of a child who
is afflicted by congenital heart de-
formations, at a time when the same
sum in the Congo or in Rwanda
would heal or lead to the survival of
hundreds of children. 

On the one hand we have the ‘ex-
cessive’ culture of the defence of
life, and on the other, the culture of
resignation and of the acceptance of
death in a context where suitable
means of support do not exist,
where regularity in the provision of
aid and suitable structures are ab-
sent. Yet, beyond the tragedy of 11
September and the inevitable con-
sequences that are being generated
and will continue to be generated
by that event, our world has discov-
ered the idea of globalisation, gen-
erally understood as a modality in-
volving the passive receiving of in-
fluences generated by those who
have greater power and resources,
something which demonstrates a
worrying inability to draw upon the
positive in order to contain the neg-
ative effects generated by situations
of excessive misery and the drama
of having to die of hunger. One
could argue that in reality the indus-
trialised countries have committed
themselves to acting and have
drawn up new strategies and allo-
cating funds for co-operation. But,
to look at things closely, we are
very distant from a serious ap-

proach to the problem if it is the
case, and indeed it is the case, that
two years ago at the Conference of
Kyoto it was even argued that mea-
sures taken to spread Internet and
the services offered by the Web
would have brought about a radical
move forward for the economies of
poor countries and given rise to a
virtuous spiral of social advance.
Unfortunately, the wise men of Ky-
oto did not take into account the
fact that countries like the Democ-
ratic Republic of the Congo have no
basic infrastructures, beginning
with the supply of electricity, and
are thus excluded from the Internet.
In the same way there was a wish to
blind oneself to the fact that in the
Congo the opposing interests of su-
per-powers bring about the non-em-
ployment of resources and the death
by hunger of hundreds of thousands
of people. 

What, therefore, should be placed
in opposition to modern globalisa-
tion if not the dimension of that
kind of globalisation which arose
on the shores of Lake Galilee with
Jesus’ invitation to the Apostles to
evangelise the world? If not that ac-
tion defined as ‘subsidiarity’ which
down the centuries has been in real-
ity the primary expression of the
presence of the defence of the cul-
ture of care for pilgrims and the
sick?

Recently, John Paul II observed
that when the Lord said to Moses ‘I
will walk with thee’, He wanted to
declare that He wanted to be pre-
sent in the world, to intervene
through His presence, because He
is interested in what man experi-
ences, dialogues with man, and
looks after him.

Subsidiarity is born from this
awareness that mankind is not an
abstraction or a term derived from a
definition made by sociologists, but
rather a reality which is rooted in
the self and knows how to under-
stand the needs and the aspirations
that define man. 

Subsidiarity is not the ultimate
and definitive answer to the failings
of an economic system which is
fragile and exposed to the unpre-
dictable nature of events. It is,
rather, an important sign of the de-
sire to feed hope by appreciating
even the smallest contribution
which is translated into a support
for brothers and sisters who need to
live with dignity in the plan which
God has for them. 
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The Connection between 
Income and Health

The role played by environmental
variables and variables connected
with forms of behaviour can be ex-
amined with reference to one of the
most widespread indicators of the
conditions of life of a population. I
am referring here to the factor of the
growth in economic prosperity
which finds its most essential ex-
pression in the parameter of pro
capita income. Recent studies have
demonstrated that there is a strong
correlation between death rates and
economic growth and development:
the reduction of death rates is in fact
associated with an increase in aver-
age income. 

However, the connection be-
tween income and health is not a
matter of easy interpretation be-
cause an increase in income influ-
ences a set of variables such as the
level of education and health care
expenditure, which in turn, and in
an autonomous way, bear upon the
level of health. These are a series of
rather complicated interactions
which have not been sufficiently in-
vestigated. 

It is a matter of fact that given
equal incomes, higher levels of edu-
cation are associated with better
conditions of health. This is because
a higher level of education leads in-
dividuals to be more careful about
risk factors, more effective in recog-
nising the symptoms of an illness,
and more rapid in deciding what ac-
tions to take. And it is at the same
time possible that better conditions
of health will favour the growth of
individual income. On the other
hand, those people who are less ed-
ucated suffer more frequently from
bad conditions of health because of
a spiralling process in which the dif-
ferent variables are at one and the
same time both a cause and effect of
successive changes. 

It is however possible that an in-
crease in income has an effect on life
expectancy which is in part positive
and in part negative. The positive ef-
fect is connected with an improve-
ment in conditions of hygiene and
diet; the negative effect is associated
with forms of behaviour which dam-
age health, and this is something
which we observe every day.      

All other conditions being equal,
it is possible to posit that the rela-
tionship between income and health
first involves an increase and then

involves a decrease. Indeed, where
there are very low incomes the rela-
tionship is positive and is linked to
factors such as basic diet, whereas
beyond a certain income the rela-
tionship is negative because of the
greater presence of harmful forms
of behaviour and situations such as
stress, unbalanced diets, a sedentary
life, smoking, alcohol, and rapid
forms of transport. 

It is equally interesting to study
the connection between income and
death rates, putting together on the
one hand poor countries and on the
other rich countries. The results of
the research which has been carried
out in this field indicate that in de-
veloping countries life expectancy
increases regularly in relation to an
increase in the average pro capita
income, whereas in developed coun-
tries life expectancy increases with a
reduction in inequalities within soci-
ety as a whole, and this means that in
the Western economies health is
linked to the configurations of in-
come distribution rather than to the
average levels of income. It follows
from this that in rich countries a fur-
ther reduction in mortality levels can
only be achieved through the adop-
tion of active policies and measures
directed towards the redistribution
of income. 

The Role of Health Care 
Systems

An analysis of the role of health
care systems in the promotion and
defence of health shows that given
that the growth in pro capita income

is usually associated with an in-
crease in the size of resources allo-
cated to health, health care expendi-
ture as well is statistically correlated
to a reduction in mortality rates.
This is a principle that encounters a
specific and special confirmation in
the field of child mortality rates,
which are closely correlated to the
various levels of expenditure on
health care. 

There is also a close positive cor-
relation between the level of pro
capita income and the relationship
between health care expenditure
and gross national product: as in-
come gradually increases, the scale
of resources allocated to health
tends to grow and this phenomenon
expresses itself in time and space.
The ageing of the population, the
spread of medical technology, the
modification in conditions of life
and work, and the development of
social legislation all constitute equal
leading factors behind an increase in
health care expenditure higher than
that registered in relation to gross
national product. This is a constant
in time: in Italy we have gone from
3.6% in 1960 to about 12% in 2000. 

It is also interesting to observe
that the level of the defence of
health grows with the quantity of
services supplied, but as the use of
health care services gradually in-
creases, the increase in health regis-
ters levels which are increasingly
modest in scale (in economic terms
this would be expressed as an exam-
ple of decreasing marginal returns).
However, the constant increase in
the quality of health care services
supplied to the population produces
effects on health which are in part
positive, in part dubious (the reduc-
tion of the autonomous defence sys-
tems of the human organism, the in-
creasing medicalisation of states of
ill-being), and in part negative (ia-
tronegic illnesses, in particular in
hospitals). Furthermore, mortality
rates and illness rates are today re-
lated to risk factors which can be re-
moved in the main by non-health
care measures and initiatives (one
thinks here of the phenomena of
drugs, of over-eating, and of traffic
accidents). Lastly, the marked dis-
crepancy between the real effective-
ness of health care services – mea-
sured in terms of the working condi-
tions of health care structures – and
theoretical effectiveness measured
in terms of ideal or optimal condi-
tions, helps us to understand the
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weakness of the relationship be-
tween the quantity of services pro-
vided and increases in levels of
health. In essential terms, one reach-
es a conclusion which is banal and
taken for granted: we need to ad-
dress questions of organisation and
test the efficiency of the services
that are provided. 

In the light of these observations,
we have to engage in a critical re-
thinking about medicine and its pre-
sent-day way of operating in the de-
fence and promotion of the health of
society as a whole. In truth, the
health care policies of advanced and
developed countries seem today to
be profoundly obsolete when the
changed needs and requirements of
the population are taken into ac-
count, and this at a time when, in
fact, major improvements can be
obtained right now by avoiding an
increase in health care systems of a
traditional kind through the employ-
ment of policies involving a conver-
sion of expenditure in favour of
those measures and initiatives
whose positive effects are higher,
and through the setting in motion of
a process of co-operation between
sectors, which also involves the sec-
tors outside health care in a strict
sense, and which is able to promote
the defence of the conditions of
health of the weakest categories of
society above all. 

We need to act beginning with
strong ideas capable of directing the
reform of health care systems and
then move towards objectives
which correctly take into account
priorities and expectations, and in
so doing avoid their subordination
to the defence of special interests
and promote real emphasis on atten-
tion being paid to the roles of the
prevention and the promotion of
health. 

A Health Care Service 
as a Company

Reference has already been made
to the economic impact of the cost
of health on gross domestic product,
and it has already been emphasised
that this impact tends to increase de-
spite the commitment, which is
more declared than real, to a con-
tainment of expenditure. It is worth-
while, in relation to this point, to
consider the fact that the health care
system absorbs more than double
the value of the agricultural produc-

tion of our country and that it con-
stitutes the largest service ‘indus-
try’, exceeding by a large degree the
values of the electrical or telephone
sections.      

And yet beyond the many procla-
mations and declarations of princi-
ple, and in contrast to what should in
fact be a primary point of reference
for policy at the level of organisa-
tion, we are face to face with the sin-
gular phenomenon of health care
planning subject to a constantly
changing set of laws, rules and di-
rectives, and this to the point that
such planning is contradictory and
unable not so much to implement re-
forms but even to set them in mo-
tion. A cause of this is certainly to be
found in the excessive complexity
and lack of precision which charac-
terises our legislation, but above and
beyond any other factor we en-
counter the inability to project an or-
ganisational system which is struc-
tured in such a way as to provide ef-
fective answers to needs and re-
quirements. Numerous examples
could be given of this but I will con-
fine myself to citing one which is es-
pecially significant. The Italian
health care system is structured into
three levels, which in turn have their
own sub-levels: the local provision
of care based upon the general prac-
titioner and non-hospital specialists,
the health care district, and the hos-
pital sector dedicated to serious cas-
es. The health care district, which
should be the bridge at a ground lev-
el between the general practitioners
and hospital treatment, has been for
some time planned and defined in
terms of its functions but it has nev-
er actually been established. Looked
at from the point of view of a com-
pany this is equivalent to depriving a
company which distributes products
of a warehouse for storing its final
products or of production materials
or a network of distribution.      

We are therefore in the presence
of an absurd situation, which is to
say the least paradoxical, but the
fact is that attention is exclusively
centred around the question of the
role of medical doctors or around
the projecting of the hospitals of the
future or around the indiscriminate
reduction of the number of hospital
beds. 

It is certainly not an easy task to
govern this complexity. Indeed, it
involves: freedom from certain in-
fluences, such as, for example, the
defence of corporate interests; the

provision of instruments suitable for
the promotion of necessary changes;
great balance in the evaluation and
assessment of factors; continuity of
action over time and a commitment
to follow a leading path avoiding the
risks of lateral dispersion; a wide-
spread consensus on the part of all
the subjects involved; and suitable
instruments for the supervision and
monitoring of the processes of im-
plementation. 

Moreover, if one thinks that in a
period which has been so much
marked by a different distribution of
powers and responsibilities, powers
and responsibilities which have
been transferred from central gov-
ernment to the regional executives,
the answer at the level of planning
which has been identified is one
based upon a commitment of the re-
gional authorities not to exceed the
limits of expenditure linked to the
provision of funds, one can under-
stand why not only has it not been
possible to govern this complexity
but that the opposing result has been
achieved of an increase in the gradi-
ent, and with the inevitable negative
consequences.  

The Actors of the Health Care 
System

A system is not necessarily a set
which is consistent in terms of its
component parts. This is because
often – as happens in the case of
health care – the different actors
normally follow diverging interests
and trajectories. The problem is that
of conferring coherence on a set of
parts by reducing the areas of con-
flict and identifying common de-
nominators. 

In the health care system there are
the consumers, the producers, and
the state, which deals with the pro-
vision of public funds. 

Consumers who are free to direct
their choices do not know what they
really need and aspire in a general
way to being guaranteed that they
will be in good health; they depend
upon the decisions of those people
who are responsible for managing
the services of care, the costs of
which are borne by a third party;
they engage in an emotional assess-
ment and evaluation of the quality
of the services provided according
to the circumstances involved and
the kind of relationships which have
been established; and finally, be-
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cause of the spread of the Internet
they gain access to information di-
rectly without knowing how to filter
or assess that information, thinking,
indeed, that they can know more
than medical doctors, on whom they
bestow a marginal role. 

Producers have an obvious inter-
est in providing and selling the
largest number of services possible,
often without ascertaining whether
these are suitable and effective nec-
essary measures. They can manipu-
late information to their own advan-
tage and generate an additional de-
mand. And they tend to reduce their
commitment where a strong ethical
sense is absent, adopting the alibi of
the need to contain costs. 

Furthermore, neither the con-
sumers nor the producers have to
face the consequences of their
choices because medical services
are provided free of charge and a
third party is responsible for footing
the bill. And the patients do not en-
counter the application of a brake to

the price of the services and the
same may be said of the medical
doctors in relation to the purchasing
power of their customers. Hence
there arises a structural excess of
demand and the efficiency of the
system receives no incentive at all. 

The system of public funding is
maintained by a system of taxation
on incomes and it distributes funds
according to presumed health care
needs (it is no accident that still to-
day in the allocation of funds no ref-
erence is made to such differential
factors as average life span, inci-
dence of illness, and the concentra-
tion of certain pathologies in specif-
ic geographical areas).

The illusion that forms of care
and treatment are anyway always
due, and that needs even if not real
should be meet, means that people
ignore the fact that we are faced
with the reality of a system which

has been rendered precarious by a
scarcity of resources and by the cre-
ation of elements which act to in-
crease health care expenditure (this
is because research and technologi-
cal development allow the treatment
of illnesses which at one time could
not even be diagnosed). 

What Should be Done?

It is not easy to give practical an-
swers to this question, not least be-
cause in recent times, for a reason
which has many roots, we have
been witnessing the self-affirmation
of a model of comparative health
care based on activity belonging to
the private sector, on the principle of
knowledge, on the risks run by a
company, on reducing the ineffi-
ciency of public services, on the of-
fer of ‘hotel’ services to support
health care services, on the employ-
ment of marginal professional re-
sources utilised in the public sector,

and on many other factors as well. 
It would be inappropriate to talk

about subsidiarity, or of real com-
petitiveness, when one considers
that private health care absorbs a
figure equal to about 30% of the re-
sources of public health care, just as
in the same way it would be wrong
to suggest that health care will dis-
appear from the welfare panorama –
this is because in no Western coun-
try could a citizen be deprived of his
or her right to health or subordinat-
ed to a guarantee which is directly
proportional to the level of his or her
individual income. 

We thus need to examine the rea-
sonable paths that should be fol-
lowed, paths that revolve around the
following principle areas: 

a) The wisdom of increasing the
funds allocated to prevention. This
is one of the most neglected head-
ings even though it is often the sub-

ject of programmes which seek to
capture public attention (one need
only think here of the campaigns for
the prevention of breast cancer, for
the reduction of the phenomenon of
obesity, for vaccinations, etc., which
are then followed by sporadic initia-
tives and measures promoted by vol-
untary workers but not inserted into
a plan of action for all the individu-
als at risk). Recently, the Italian
Ministry of Health published a pam-
phlet for families which is admirable
in terms of the style it uses to com-
municate what it has to say but less
worthy as regards its contents. This
pamphlet should have been sent to
twenty million families, co-habiting
couples, both residents and non-res-
idents, but its publication and distri-
bution stopped at about a tenth of the
necessary figure. The phenomenon
of migration has affected our coun-
try, and not only our country, and
has shown how the new presence of
immigrants brings with it patholo-
gies that have not been treated for
some time (tuberculosis, for exam-
ple, to cite one among many), and
how indispensable it is to promote
initiatives intended to contain these
phenomena and to prevent their
spread amongst the healthy popula-
tion, with a cost/benefit ration which
is very interesting in terms of the
limitation of factors which increase
health care expenditure. 

And prevention means an ability
to educate, to provide schoolchild-
ren from the outset of their school-
ing with a mentality capable of in-
terpreting signs and acting in conse-
quence, and to promote in a con-
stant way the formation of a social
conscience which is based upon the
principle of ‘neminem ledere’. 

b) The best and most effective
possible use of resources. Even a su-
perficial and rough analysis of the
resources employed enables us to
assert that the bureaucratic appara-
tus of the health care system is re-
sponsible for a half of the overall ex-
penditure, and thereby constitutes a
structural cost which is unacceptable
for a system which must produce the
defence and promotion of health and
measures of care and treatment. Fur-
thermore, no study has been carried
out, and no hypothesis has been
drawn up, on the possibility of ac-
tion to be taken to assess and evalu-
ate the productivity of the personnel
employed, the distribution of work
responsibilities, or the efficiency of
the system of management. 
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The computerisation of proce-
dures, the automation of processes,
and self-certification should have
produced a notable reduction in the
structural costs but the results have
in fact been totally irrelevant. The
primary reason for this is to be
found in the interaction with the
trade unions which, in return for a
non-violation of the spaces of ineffi-
ciency, have guaranteed political
support. 

Another clear example of the real
possibilities of reducing the struc-
tural costs is to be found in the by
now well-known desire not to elim-
inate peripheral hospitals which
generate not a health care service
but political facilities which confer
prestige on the local authority of
that area. The results of this are well
known because in these hospitals
are to be found health care workers
who have not managed to find a
post within the more qualified hos-
pital network, the consequence be-
ing that such peripheral hospitals
have become either staging posts on
the way to more qualified hospitals
or emergency clinics or clinics for
elderly people in chronic situations.
It would be useless to observe that
side by side with the negative eco-
nomic profile (a small structure has
imbalanced costs compared to the
services which are provided) there
is also the negative dimension of the
actual quality of the services that are
provided as well as the risk that the
patient will not be looked after and
treated in an efficient way. 

No attempt has been made to
remedy this serious negative situa-
tion through the systematic employ-
ment of new forms of technology
and in particular telemedicine. This
is because the placing of health care
within the Net could turn out to be a
boomerang which reveals the forms
of inefficiency which are present. 

There are many unproductive
headings of expenditure which go
from uncontrolled procedures for
purchases to the investment in
equipment for the purposes of im-
age-building which is then not
utilised because of lack of skills,
and on to waste in prescriptions for
drugs and medicines and the nega-
tive influences produced by the uni-
versity-hospital tandem. 

c) The creation of a national and
regional health care information sys-
tem able to allow the exercise of ef-
fective control over all the items of
expenditure. It is truly a dramatic

and striking fact that for electoral
reasons the only existing check on
the dynamic of the consumption of
pharmaceuticals was abolished
without there being produced any
suitable instruments for a control of
the original source of costs repre-
sented by prescriptions made out by
medical doctors directly responsible
for patients. In the same way it is
dramatic and worrying that there is
the intention, on the part of central
government, to create a national
health care information system
which is so complicated as to be im-
possible to use: this is the classic and
injurious tendency to do something
so that it can be said that something
has been done; with the further com-
plication that the service must know
how to interact with twenty-one dif-
ferent regional systems and with
hundreds of local hospital struc-
tures, each of which has its own re-
sources, its own procedures, and its
own specific software. 

The only deduction that can be
drawn from this reality, which only
apparently is based upon valid crite-
ria, is that we should have little trust
in a future which will be dominated
by traditional factors and low levels
of encouragement to actually bring
about change. 

Ethical-economic Aspects

In the world there has been under-
way for some time a debate. This
debate, beginning with an aware-
ness of the scarcity of available re-
sources, seeks to establish the fields
of action a priori, and in doing this
substitutes the notion of the defence
of the individual with that of the no-
tion of safeguarding collective in-
terests. 

In other terms, there is an attempt
to define the rule of utility in a way
that it has precedence over that of
the individual right to the defence of
health and there is a wish to favour
the provision of care and treatment
to people who are able to work in
the productive circuit rather than to
those individuals who are a factor of
unproductive cost for society. In this
way is established the principle that
the young newly-born child does
not have a right to live because were
he or she to be treated this would
necessarily bring with it the conse-
quences of intensive care for new-
ly-born children, in the same way
that foetus ecography is used to

block any life marked by malforma-
tions or chronic pathologies before
it is born through engaging in the
practice of abortion. 

Certain dramatic examples have
drawn the attention of the mass me-
dia, but the really demonstrative
fact is that to be found in the reality
that the birth of individuals suffer-
ing from the Down syndrome has
been progressively reduced to the
point of being eliminated, thereby
depriving mankind of an alive
spring made up of affections, ten-
derness, purity, joy in living, and in-
telligence. 

On the other side of the life cycle,
reflection has arisen on the conse-
quences of the extension in the aver-
age lifespan for the economic sys-
tem, which is called upon to face up
to the undertaking of providing for
the support of unproductive elderly
people who are only capable of ab-
sorbing the resources of the pension
systems and asking for very expen-
sive forms of care and treatment be-
cause of the chronic nature of those
illnesses which afflict people in this
age band. 

The danger that the dignity and
inviolability of the person will be
subordinated to economic consider-
ations is very much present. There is
a subtle advance in increasingly
large levels of support for such a de-
velopment. There is also an encour-
agement of the tendency towards a
selfish assessment and evaluation of
one’s own interests and an elimina-
tion of readiness to help in relation
to one’s neighbour, even though that
neighbour is one of one’s own par-
ents. 

This is the painful fruit of the abo-
lition of ethics in relation to con-
duct, and as regards state institu-
tions this is the fruit of the elimina-
tion of a concept of economic gov-
ernment based upon the defence of
the common good, which necessari-
ly involves, as a primary factor, the
defence of the weakest members of
society. 

In moving towards my conclu-
sion, I believe that I have run the
risk of not being concrete in my pro-
posals by favouring an analysis of
the situations and the causes that are
behind so many forms of ill-being
and uncertainty, of so many solu-
tions which are precarious in their
assumptions and their implementa-
tion. For this reason, I think it is in-
cumbent upon me to make a final
observation, which is well-known
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After the tragedies of the mid-
twentieth century in which people
were condemned for war crimes for
their experimentation on human
subjects, and the mass media right-
ly reflected the outrage in public
opinion regarding such atrocities, it
would seem that there should exist
a wellspring of sympathy for those
who seek to preserve and protect
the dignity of human life.

Such, however, is not always the
case.

While remarkable technical ad-
vances have been made in all man-
ner of biological and genetic re-
search, such advances have not al-
ways been paralleled by an uncon-
ditional respect for the sanctity of
human life at all stages of develop-
ment from conception through to
natural death.

In fact, it would seem that the
media have sometimes been condi-
tioned to view criticism of certain

types of research and experimenta-
tion not as a laudable defense of hu-
man rights but as obscurantist op-
position to scientific progress.

Let us consider some examples.
Stem cell research, the use of em-

bryonic, umbilical, or adult spinal
cells for the possible treatment of
Parkinson’s and Alzheimer’s dis-
eases, has elicited great interest.

Many scientists consider that the
optimal way to obtain such cells is
to destroy embryos conceived
through “in vitro” fertilization.

You would think that the media
might, in their coverage, consider:

1) first, whence do such embryos
come;

2) second, what are such em-
bryos;

3) third, can they legitimately be
destroyed, even for the apparent
good of another?

The answer to the first question
is that such embryos come from the

union of a female egg and a male
sperm outside of the normal
method of such union through sex-
ual, especially marital, intercourse.

Does it ever occur to the media to
ask: is this right? Are we morally
entitled to do everything that we
physically can do? What are the
consequences of such actions for
society, for marriage, for human
love?

The answer to the second ques-
tion is that, if the embryo is the re-
sult of the union of a human female
egg and a human male sperm, then
the result is an embryonic human
person. If this is true, is not the di-
rect destruction of such an entity
for the use of its component parts
tantamount to an act of murder, of
infanticide and of consequent body
snatching or plundering of body
parts?

The answer to the third question
is included in the answer to the sec-
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but at the same time ignored by
nearly all citizens. 

I am referring here to the ethical
aspect of forms of individual behav-
iour: we all know the scale of the
waste that is involved in asking for
drugs and medicines and how much
impropriety exists in turning to
health care structures for care and
treatment. The waste in this way of
limited resources means taking re-
sources away from those who are in
need, it means ignoring one’s weak
neighbour, it means engaging in a
form of behaviour which by analo-
gy – and this is not a paradox – is
theft, a wrongful removal marked
by serious consequences. We have
before us darkened consciences, it
will be said, but indifference is no
alibi, as indeed the pursuit of one’s
own interest is no defence. By now

we have to return to a very different
social approach and develop an
awareness of the fact that the most
effective form of defence there is is
the defence of the common good. 

Conclusion

A health care system is a social
organisational machine which has
to meet a plurality of calls and re-
quirements, which are variable over
time.

The economic factor is a natural
reference point for this system but it
cannot condition it to the point of
rendering it inefficient. 

The economic system and health
care policies must find a basis in
common which cannot but be ethics
and in particular the defence and

promotion of the dignity of human
life. The quality of life is not there-
fore the starting point of the system,
and it cannot take the place of the
value of the person.      

It is possible to reconcile the var-
ious factors in play, but on the con-
dition that one knows how to govern
complexity, defining reasonable ob-
jectives and working in a continual
way over time. 

The appeal does not finish with
the authorities of government but
concerns all health care workers and
all citizens who want to be men and
women of good will and workers of
peace.

Dr. FRANCESCO SILVANO,
General Secretary of the 

Child Jesus Hospital,
Rome.
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ond. The direct taking of innocent
human life is always and every-
where wrong from the first moment
of conception until the moment of
natural death. If the foregoing
principle is not true, then what are
the consequences for society?
Who is safe? At what age? Under
what circumstances?

Instead of asking these very
questions, the media often portray
those who raise such questions as
fanatics eager to condemn those

who suffer from terrible diseases to
lives without relief.

The media seldom ask the ques-
tion of why frozen embryos exist in
the first place — and, because they
seldom ask it, they see no difficulty
in deliberately producing new em-
bryos so that further scientific re-
search might proceed.

Thus, from a policy of using
cast-off living human beings for
scientific research, they are willing
to tolerate and even support a poli-
cy of deliberately producing living
human beings to supply laboratory
needs.

George Orwell wrote a book en-
titled “1984”; that was nothing in
contrast to 2001, and, in this case,
the result is not a space odyssey to
explore new boundaries for human
development but the deliberate pro-
duction of human lives in order to
destroy them and, in so doing, to
destroy all moral boundaries of re-
spect for the sacredness of human
life.

Closely related, I think, to the
question of harvesting and of pro-
ducing embryos for stem cell re-
search is the question of euthana-
sia. When is grandmother no

longer considered useful? When
does the ending of her pain become
not her gain but that of those who
inherit her wealth or plunder her
body for parts to be used in others?

Do the media, which seek to em-
phasize the end of pain for those
who are suffering, ever offer a re-
flection on the meaning of human
life and on its sacredness?

I fear that, from mid-20th centu-
ry media, which saw and con-
demned a mechanistic and instru-

mental view of the human person
for what it is, a violation of intrin-
sic human dignity, we have come to
a media situation in which there is
no recognition of the inviolable and
inalienable rights of the weak in the
womb or near the tomb.

We are witnessing the canoniza-
tion of a Darwinian survival of the
fittest through the destruction of the
defenseless, and the media —
which should be the “whistle blow-
ers” in society, to warn us about the
dangers ahead — have instead be-
come accomplices in the silent
slaughter of the youngest, of the
weakest and of the oldest in our so-
ciety.

I was in the United States last
summer when President George W.
Bush gave his speech about his pol-
icy regarding stem cell research. I
frankly thought it was a master-
piece. He reviewed the moral and
scientific situation and said that he
would favor government support
for stem cell research on cells taken
from the umbilical cord and from
the appropriate organs of consent-
ing adults. He also said he would
allow funding of research from
what he called stem cell lines

which had already been developed
from embryos which had already
died. In other words, he would not
support government funding of that
research which would result in the
direct taking of innocent human
life.

In fairness to the media, they
praised him and admitted that they
were surprised by the moral sophis-
tication of his reasoning; it was ob-
vious that they were expecting a
much less intellectually adept treat-
ment of the question.

Government leaders and judges
in the United States have not al-
ways provided such sound moral
leadership, and indeed some popu-
lation control policies in the foreign
aid programs of the United States
continue to give offense and instill
resentment in the recipient nations.

For example, former President
Corazon Aquino of the Philippines
told me on one occasion that her
government had been pressured by
the then government of the United
States to accept the distribution of
contraceptives as a condition for re-
ceiving economic assistance. She
indicated that she declined on
moral grounds – but stories such as
these are seldom reported in the
media because they go counter to
the current line of “political cor-
rectness”.

I mention this example because
contraceptives pills and devices are
often represented by donor nations
as health care assistance, and the
combined economic power of
donor nations and the media power
of “political correctness” put
tremendous pressure on the gov-
ernments of recipient nations to
make moral concessions for eco-
nomic gains.

Now, of course, the media have
other interests, and the subtleties of
stem cell research and the contro-
versies over population control
policies have given way to the
much more graphic coverage of
terrorism and war.

In media coverage of medical
treatment, however, it is most im-
portant to remember the power of
advertising.

How can we expect critical cov-
erage of new medicines or new
treatments or even of government
distribution at home and abroad of
contraceptive pills and devices
when pharmaceutical companies
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spend so much on advertising in
media which are now struggling to
survive in the face of a worldwide
economic recession?

I know that pressure — whether
direct or more subtle and indirect
— can be and is sometimes brought
to bear not to give unfavorable cov-
erage to certain items because such
coverage would hurt the interests of
advertisers and perhaps of the pub-
lication or network itself. In a very
small way, as an editor, I was occa-
sionally subject to such pressures
— which, thank God, I think I re-
sisted successfully. In fairness, I
should note that, in my case, such
pressure was not brought by phar-
maceutical companies.

When moral objections are
brought against certain medicines
or treatments, however, it is inter-
esting to note that moral objections
do not bring income to publications
or networks; the new medicines
and treatments often do bring such
income. Moral objections can be
considered by both pharmaceutical
and publishing executives as petty
annoyances not worthy of consid-
eration, especially not in light of
the vast profits to be made with
new drugs and the advertising and
promotional expenditures connect-
ed with them.

I acknowledge and praise the
great advances made in medical
technology and in the development
of new drugs. I know how costly
such research must be and how
necessary it is to protect patents for
new medicines so that pharmaceu-
tical companies are not discour-
aged from investment in further re-
search for the benefit of the human
race.

It is interesting to note, however,
that you do not see many media
campaigns supporting generic
rather than specific drugs or medi-
cines – even though such generic

drugs could save consumers and
governments millions, even bil-
lions of dollars. One reason that
generic drugs can save millions for
consumers is that there are no ex-
pensive advertising campaigns for
them – and this is why they are of-
ten overlooked by media which
live from advertising.

Regarding media coverage of
health care and indeed biotechno-
logical matters, I would recom-
mend several basic principles:

– first, have journalists who are
prepared not only in medical tech-
nology, but also in moral philoso-
phy;

– second, never, never, never let
considerations of actual or poten-
tial advertising income influence
editorial decisions (at Time maga-
zine, this used to be called the “sep-
aration of church and state” – of ed-
itorial content from advertising – a
separation which I have seen erod-
ing even in that publication);

– third, do not equate technolog-
ical capability with moral accept-
ability; not every technological
breakthrough is necessarily a moral
triumph; thus, do readers the favor
of subjecting technological ad-
vances to valid moral criticism;

– fourth, do not become prison-
ers of political correctness in pub-
lishing only what people want to
hear.

At the beginning of these reflec-
tions, I mentioned that the media in
the mid-20th century were not
afraid to identify certain forms of
medical experimention as atrocities
– and perhaps such reporting was
made easier because the experi-
ments were often sponsored by
hostile powers on helpless prison-
ers of war or on innocent civilians
kept in concentration camps.

Such experiments are still going
on, however, on embryos which are
destroyed so that research can take
place and, as some media have oc-
casionally reported, on human
“guinea pigs” who may sometimes
not realize that their rights are be-
ing violated or who have not been
able to give informed consent. I
am thinking particularly of mental-
ly retarded persons who, in some
societies, have been sterilized and
of the terminally ill and elderly
who run the risk of being assisted to
a premature death.

When our Pontifical Council for

Social Communications published
its study in “Ethics in Communica-
tions”, it emphasized three princi-
ples: truth, the rights of the human
person and the common good. In
the coverage of health care and of
biotechnology, these three princi-
ples have a special importance:

– first, it is necessary to know
the truth – scientific, economic and
moral – about medical discoveries
and health care policies;

– second, the rights of those
who are suffering and especially
the inviolable right to life must be
treated as paramount;

– third, the implications for the
common good and not merely the
economic profit for a few must be
considered.

Jesus said that the words, “I was
sick and you visited me”, would be
among the special titles to enter in-
to eternal glory.

The most important power in
health care is not governmental
power or media power or even
medical power; it is the power of
God and the moral power which
comes from seeking to do His will
in caring for the sick, the troubled
and the elderly. We truly need doc-
tors, nurses, technicians and indeed
scientists who see in the face of the
suffering the image of Christ.

The media coverage of those
motivated by this moral power can
do much to stimulate others to give
that human, compassionate care so
needed by those who ought to be
not objects of scientific and med-
ical experimentation but subjects
worthy of our love and concern as
they pass through a personal crisis
on their pilgrimage to eternal life
with Jesus, our suffering Savior,
who triumphed not only over sin,
but also over death.

Thus, the media coverage of the
sick and of those who care for them
should not only inform our minds,
but also touch our hearts to unleash
in the service of the poor and sick
what the late Mother Teresa rightly
identified as the power of love.

H.E. Msgr. JOHN P. FOLEY
Titular Archbishop of Neapolis 

in Proconsulari
President of the Pontifical Council 

for Social Communications,
the Holy See
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1. Introduction

The term ‘power’ may appear
out of place when it is applied to
the health-care profession. Power
as the pure and simple capacity to
impose de facto one’s will on
things and on people seems to be
located at the extreme opposite of
the spirit of selfless devotion to
one’s neighbour which, in ideal
terms, should animate those who
work in the field of health and
health care. In the Hippocratic tra-
dition, the practice of medicine is
seen as a service, in the sense that
the learning and the experience of
the medical doctor is wholly and
unconditionally subjected to the
achievement of the interests of pa-
tients as regards their health and
their psycho-physical integrity.
The Charter for Health Care
Workers, published in 1995 by the
then Pontifical Council for Pas-
toral Assistance to Health Care
Workers, not only defines the
medical profession as ‘service to
life’ but even makes this concept
the central axis of the whole docu-
ment.1 The Geneva Declaration of
1948 – the point of reference for
medical doctors throughout the
world – declares, indeed, that the
medical doctor consecrates his or
her life to ‘service to mankind’.2

It does not seem to me that there
has ever been any dispute about
the fact that the medical profes-
sion is one of the human activities
which require great altruism and
self-denial. However, it does not
seem to me to be improper that at
least on one occasion – in the con-
text of an international conference
of health and power – our atten-
tion should be captured (not to say
challenged) precisely by the pow-
er of the professionals of medi-
cine, although to some people it

may appear that in this way at
least a shadow of suspicion is
thrown over the medical classes.
Power, all forms of power, for
right or wrong, do not enjoy un-
limited trust and confidence on
the part of the ordinary citizen. 

Whatever the case, nobody can
ignore the fact that a medical doc-
tor has effective power, both in an
individual form and in a corpora-
tive form, at least as regards the
values and the customs to do with
life and health and health care.
Often a medical doctor is able to
impose his or her own will (pref-
erences, interests, goals) not only
on certain things but also on peo-
ple, at least to the extent to which
things and people fall into the cat-
egory of the healthy and the sick.
Because of a biotechnological de-
velopment which until recently
was unimaginable, medicine has
provided a spectacular demon-
stration of its power. Not only has
it broken down ancient barriers
which were at one time consid-
ered to be insurmountable, but by
now it seems that no goal can be
ruled out a priori. And if these ad-
vances have been received by
public opinion in general with ad-
miration and hopeful trust, there

have not however failed to be
voices which have been worried
about this development and even
hostile to such an upsurgence of
power. In this sense, for example,
our newspapers every so often
alert us to researchers who are
deemed to be ‘sorcerer’s appren-
tices’, while in the Anglo-Saxon
world there is a condemnation of
the arrogant tendency of certain
scientists to play at being God. In
a parallel line, in a speech given in
1995, John Paul II warned scien-
tists and medical doctors against
the temptation of ‘seeing them-
selves as the masters of life’ rather
than ‘its experts and generous ser-
vants’.3

However, I would like to ob-
serve that reflections of this char-
acter concern not so much power
in itself as its deformed use. What
arouses concern is not so much
the ability to extend our dominion
over nature – something which is
in fact a necessary pre-condition
for progress – but the possible use
of force in all its forms, from its
open forms to its hidden forms
and on to its clearly pernicious
forms: arbitrariness, fraud and de-
ceit, arrogance, abuse, tyranny,
etc. As far as I am concerned, I
would like for the moment to ex-
clude from our reflection the phe-
nomenon of deviations, to which I
will return later, in order to con-
centrate my attention almost en-
tirely on the specific and precise
power of the professionals of
medicine, that is to say on the in-
fluence – wished for or otherwise
– that they exercise, as qualified
servants of life and health, upon
individuals and upon society as a
whole. 

This is obviously a complex
and partly elusive subject, and for
this reason – taking into account

IGNACIO CARRASCO DE PAULA

3.What Should be Done with the Power
of the Professionals of Medicine?
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the time which is available to me
for my paper – I will confine my-
self to dealing with certain aspects
and will emphasise those that I
consider most useful in providing
an answer to the question which
has been posed by the organisers
of this international conference,
namely: ‘what should be done
with the power of the profession-
als of medicine?’

2. Power and Authority

To begin with, it is a good idea
to remember a first relevant dis-
tinction – the distinction between
power and authority. Power and

authority share the capacity to im-
pose on other people one’s own
will, but they do this in very dif-
ferent ways. Whereas a person in
a position of power has effective
means by which to force others to
submit themselves to his or her
will, the person who has authority
does not necessarily need to em-
ploy physical coercion. Authority,
indeed, pre-supposes above all
else moral force, which, as such,
is recognised and accepted by oth-
er people when they perceive in
authority a suitable instrument at
the service of the common good
and not something which benefits

those people who are in charge.
Authority rests upon trust. Power,
on the other hand, can do without
trust: it does not need the ac-
knowledgement of others. Indeed,
in fact, it tends to promote and to
privilege specific interests. It is
for this reason, as I have already
observed, that in relation to power
the most common attitudes are
those of distrust, fear, and where
possible, resistance.

In all advanced cultures the
medical doctor has always en-
joyed and still enjoys notable au-
thority as regards the life and
health of all people. This authority
springs from the proven ability of
the medical doctor to point out

and even to prescribe what is
good, right or suitable for health,
and to prohibit what is contrary or
damaging to health. Furthermore,
the authority of the medical doc-
tor also derives from the status of
service to life that the medical
profession as such has been able
to acquire for itself in modern so-
ciety. It is for this reason that the
authoritativeness of each individ-
ual medical doctor is relatively
separate from his or her personal
and professional intrinsic quali-
ties. Every medical doctor knows
that to begin with he or she can
count on a substantial cheque that

is credited to him or her by the
trust that patients place in his or
her professional qualification.
Equally, the medical doctor well
knows that his or her authority
would not survive the disappear-
ance of trust on the part of the pa-
tient. 

Leaving to one side the excep-
tions that naturally are not absent
in every free profession and
which in themselves are not rele-
vant, I believe that the authority of
a medical doctor is fully justified.
Furthermore, I think I can state,
and I will try to demonstrate this
later on in this paper, that this is a
necessary good for the success of
his or her activity, and as a result
for the well-being of the patient as
well. Hence one cannot conclude
that the authority of medical doc-
tors should be maintained at any
cost: trust should never be taken
for granted because – and I repeat
the point once again – once the
credit given by the patient no
longer exists authority ceases to
be present. For this reason we
should be careful about the temp-
tation to want to substitute author-
ity with effective power. An error
of this kind, for example, can be at
the root of a certain kind of read-
ing of the principle of ‘silent con-
sent’ in the field of transplants, at
least to the extent to which the
principle is interpreted as an at-
tempt to seize (by law) those or-
gans to be transplanted that other-
wise (by authority) we would not
be able to obtain. I am not saying
that authority can make legitimate
use of coercion, precisely because
in the world of transplants the use
of force would be clearly damag-
ing to the dignity of the presumed
donor. 

3. The Crisis of Medical Power

Having reached this point, and
taking up the question posed by
the organisers of this international
conference, we can also answer
with a counter-question which is
deliberately provocative: is med-
ical power today really so great
that we should worry about it?
Should the medical doctor be list-
ed amongst the lords of the con-
temporary world or amongst its
victims? Is her or she the real
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master of biotechnological
progress or does he or she merely
represent a mere cog in a machine
which is above him or her? Does
our society bestow upon profes-
sionals of medicine the same au-
thority that it bestowed in the
past? Can the medical doctor real-
ly condition in a decisive way the
choices made by individuals and
the options adopted by the com-
munity? And so the list goes on. 

I am not sure that I can provide
reliable answers. Indeed, perhaps
these questions are artificial ques-
tions which disappear at the very
moment that they are formulated.
However, they help to call our at-
tention to another phenomenon of
a contrary nature which is very
worrying: the dual and growing
tendency, which has been going
on for years, to reduce the power
and authority of medical doctors. 

The first tendency begins with a
critical position, which from
many points of view is a correct
position, against the old-style
medical paternalism, and ends up
with an approach which is widely
spread in the field of medical
ethics – that of rejecting every
form of authority on the part of
the medical doctor, or at least
which subordinates that authority
and even substitutes it with the au-
thority – or better still the autono-
my – of the patient. The only
power bestowed on the
health-care worker is that of pro-
viding information, and according
to some people this should only
be done on the request of patients. 

The second tendency, on the
other hand, takes the form of a
governing law of a socio-econom-
ic kind which imposes a duty to
establish the inviolable limits of
the level of the financing of
health-care resources,4 limits
which are decided by other cen-
tres of power – in primis political
centres and commercial holdings
– which are outside the medical
classes and which obviously limit
their ability to choose. 

Paternalism as a limitation
of the decision-making role of the
patient by the medical doctor,
who feels that he or she is justified
because he or she acts in the name
of the good of the patient himself
or herself, has deserved all the
criticisms it has encountered and

which have consigned it to the
basement. The patient has the in-
alienable right to decide about
everything regarding his or her
health. However, this right is not
maintained through a cancellation
of the authority of the medical
doctor. Indeed, it requires the au-
thority of the medical doctor oth-
erwise the information, the sug-
gestions and the predictions of the
clinic would not have any value;
they would be unreliable facts and
the final decision of the patient
would not have any rational basis.

As to the tendency to margin-
alise the medical doctor from the
planning and the management of
health-care policy, it is clear that
this grows when the medical
classes are seen by the strong
powers as constituting an obstacle
to the achievement of certain
goals of socio-economic policy.
Here as well there is a strong risk
that the loss of authority by the
medical profession will give rise
to harm being done to the health
of citizens, and especially the
least well-off.

4. The Deviations of Power

In the context of the medical
profession another phenomenon
has appeared today which is ap-
parently connected with alterna-
tive medicine but in reality is
something to be placed at the oth-
er extreme. I am referring here to
the ‘new medicines’, which are in
reality new attempts to broaden
the sphere of the power of med-
ical doctors into fields which only
in a general sense can be seen as
belonging to service to life and
health. These are practices which
wear white overalls, but whose
heart beats with rhythms and for
goals which are far from the Hip-
pocratic tradition. 

First of all, we encounter the
so-called medicine of desires:
medicine which offers itself as an
instrument to fulfil a certain wish
as long as it does not overly hurt
the sensibilities of post-modern
culture and can be reached by
technological means. This is med-
icine which revolves around the
law of supply and demand and
which is thus ready to generate
new desires and to try to satisfy

them with attractive promises of
incredible performances, for ex-
ample in the field of assisted pro-
creation: a made to measure child,
cosmetic surgery, the charm of sil-
icone, of sport – the exploit with
nandrolone. However, this is a
power that is not able to preserve
or to improve health; indeed there
is the risk that they will threaten it.
These medicines of desire offer
only the surrogate for certain
goods (fatherhood/motherhood,
beauty, physical strength, etc.)
which are denied by mother na-
ture. 

There is also the medicine of
disproportionate aspirations be-
cause it seems to build a new man,
and if necessary to steal the fire of
the gods to provide him with the
breath of life. This is a
Promethean medicine, and per-
haps the one which most repre-
sents a culturally pluralistic soci-
ety which is economically glob-
alised and strongly technological.
The temptation of power is so
strong that in order to increase it
that there is a decision to set con-
science to one side and to sacrifice
what has to be sacrificed: people,
whether embryos or the elderly in
the first instance, and then feel-
ings, rights... 

Finally, there is a medicine
that exchanges greater access to
power with a readiness to serve
the interests of the powerful.
Medicine which co-operates in
the state control of births, in the
suppression of handicapped ba-
bies or babies with genetic illness-
es, before or after their births, in
programmes to liberate sexual
habits and customs, and in the fu-
ture perhaps to reduce the burden
of an increasing number of unpro-
ductive elderly people. 

Paradoxically, these deviant
forms of medical power invoke
service to health and mankind.
However, in their language these
are expressions which have lost
their authentic meaning. Firstly,
because the health of the patient is
subordinated to another interest
and secondly because the diag-
nostic/therapeutic clinical action
is substituted by an action which
is clinical only at the level of ex-
ploitation, of the operating instru-
ments of the trade, and which in
fact does not have any of the in-
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tentions or the meaning of real
service to health. 

One could object that health –
according to the definition of the
World Health Organisation – in-
cludes the complete well-being of
man. But it is precisely this defin-
ition that confirms what I have
just said, because the formulation
of the World Health Organisation
conforms to political goals, that is
to say it represents an attempt to
broaden to the greatest possible
extent the field of competence, in-
deed the power, of the World
Health Organisation itself. Fur-
thermore, the World Health Or-
ganisation has reduced the level
of its own position by making
clear that the ‘new universalism’
of the instruments of health means
coverage for all (human beings)
and not coverage of everything
that technology can offer. 

5. What Should be Done 
with Power?

At this point I think that it is op-
portune to move on to the criti-
cal-reflective stage in relation to
the question: what should be done
with the power of the profession-
als of health? In my opinion, to
start with, it is necessary to refor-
mulate the question in order to
make it more concrete and man-
ageable, for example in the fol-
lowing way: what should be done
to restore greater transparency to
the authority of medical doctors

and prevent such authority from
becoming a power at the service
of the interests of third parties?
Amongst the many good things
that could be listed, I will confine
myself in this last stage of this pa-
per to only four. 

Firstly, scientific progress in the
biomedical field, something that
is rightly welcomed by everybody
for the good of mankind, at the
same time increases the power of
the professionals of medicine.
However, it does not necessarily
increase their authority. For this
reason, the promotion of progress
for the sake of progress is some-
thing which has no sense for med-
ical doctors – the promotion of
progress should only take place
when such progress is at the ser-
vice of life and the health of man. 

Secondly, weakness, infirmity,
and in the final analysis, death, are
connatural to the existence of
man. A medical doctor can limit
their consequences but he or she
must not throw out false promises
about gaining dominion over
death or illness. With the authori-
ty of somebody who lives with
such things every day, the medical
doctor must, instead, help the pa-
tient to understand the meaning of
these realities and engage in a cor-
rect reading of the experience that
he or she is undergoing. 

Thirdly, both the medical doc-
tor and the patient are defined by
the relationship that the illness es-
tablishes between them. They are
allies and almost companions on a

journey. The tie which binds them
is not specifically a contract in the
technical-legal sense of the term
but a pact of trust based upon the
humanity that they share. This
means that the medical doctor
must always act not so much be-
cause he or she is legitimised by
his or her own learning and con-
science but because he or she is
authorised by the trust of the pa-
tient.

Fourthly, whatever the case, the
authority of the professional of
medicine is dependent on the re-
covery of the primary importance
of service to the sick person –
every sick person – as uomo pa-
tiens, as he or she feels that he or
she is and as he or she sees him-
self or herself, that is to say in
need of respect, care, and help.
The patient is the person that med-
icine has sworn with pride and ho-
nour not to dominate but to serve
with total loyalty. 

Prof. IGNACIO CARRASCO 
DE PAULA,

Professor of Moral Theology,
the University of the Holy Cross,

Rome, Italy.

Notes
1 The Charter for Health Care Workers, in-

deed, employs the concept of service to life,
people, and man twenty times. The definition
is taken up by the encyclical Evangelium Vi-
tae, which calls medical doctors ‘guardians
and servants of human life’ (n. 89).

2 The World Medical Association, the
Geneva Declaration of 1948, reviewed in
Sydney in 1968.

3 Speech to two workshops promoted by
the Pontifical Academy of Sciences, 21 Dec.
1985, n. 2. Evangelium Vitae, as well, warns
that medical doctors ‘can be strongly tempted
at times to become manipulators of life, or
even agents of death’, something that is
against the ‘intrinsic and undeniable ethical
dimension of the health-care profession’ (EV
n. 89).

4 The reference to the work Setting Limits
by D. Callahan is more than evident.
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As we all know, the situation for
many of our partners in the coun-
tries in the Southern Hemisphere
is characterized, among other
things, by:

– a lack of medicines, i.e. they
do not have adequate access to es-
sential drugs

The WHO1 and many of its part-
ners, as well as Action Medeor, re-
gard four factors and five groups
of actors as having a decisive in-
fluence on this situation.

The factors are:
– rational selection and use,2 –

this requires defining which drugs
are most needed and ensuring that
they are used as intended;

– affordable pricing – this de-
pends, amongst other things, on
transparent price information for
healthcare providers and con-
sumers, competition amongst
manufactures of quality generic
drugs, the use of TRIPS safe-
guards where necessary,3 reduced
duties and taxes and improved
distribution;

– sustainable financing – this
requires, amongst other things, re-
liance on a viable financing mech-
anism, social health insurance,
better use of “out-of-pocket
spending” and donations;

– reliable health and supply
systems to ensure continuous
availability and assured quality of
essential medicines. Many coun-
tries have made progress through
a mix of public, private and NGO
involvement in pharmaceutical
supply systems.

The actors are:
– the governments of develop-

ing countries – the overall stew-

ards of each country’s health sys-
tem, who are responsible for its
performance and regulation.  The
effective regulation of drug pur-
chasing and distribution, as well
as the tax policy towards essential
drugs, are also governmental re-
sponsibilities.

– the governments in industri-
alized nations4 who can use finan-
cial assistance to directly support
the domestic policy of many de-
veloping countries. They may also
give incentives to manufactures to
produce appropriate products and
make them available at affordable
prices.

– the pharmaceutical compa-
nies,5 whose principal role is to re-
search, to produce and to sell ef-
fective drugs for major health
problems. The most powerful in-
centives are in the large markets
of the high income countries, as is
shown in the history of product
development. Thus, only 13 of
1233 new drugs that reached the
market between 1975 and 1997
were specifically approved for
tropical diseases!

– the consumer groups and
NGO’s such as Action Medeor,
who are long-term major support-
ers of the essential drugs concept,
with its focus on equity and ac-
cess, both through their advocacy
and their use of the model of es-
sential drugs in emergency relief
and health development work.

– the international agencies
and foundations, who also play a
role in supporting better access to
essential drugs. This is part of
WHO’s mandate as the global
health agency – the work of

UNICEF and UNFPA as global
purchasing bodies for vaccines
and, for example, UNAIDS,
which represents the rights and
needs of people living with
HIV/AIDS everywhere.

Let us have a look at one of
these actors, the pharmaceutical
companies. Their task is to re-
search, manufacture and sell med-
icines for the good of human
health whilst maximizing their
profits. These companies are now
generally international concerns,
which must operate according to
the rules of the international capi-
tal market and show a profit for
the sake of their shareholders.  Un-
der these constraints, the essential
requirements of hundreds of mil-
lions of people who live in abject
poverty are not taken into account.

BERND PASTORS

4. Practical Actions to be promoted in Relation
to the Power of Pharmaceutical Industries

saturday 
17
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– They have no access to sim-
ple and cheap essential drugs;

– They have no access to af-
fordable, newly developed  medi-
cines, such as the new drugs
against AIDS;

– They have no access to ur-
gently needed new drugs for
malaria and tuberculosis, because
the development of such pharma-
ceuticals is not considered likely
to produce sufficient profit – in
sharp contrast to the so-called
“lifestyle drugs” for overcoming
obesity, baldness or impotence,
for which there is a huge market.

What practical actions can we 
take in conjunction with the 
pharmaceutical industry 
in this situation?

Here are a few examples:
Improve the access to essential

drugs through the creation and
maintenance of a worldwide sup-
ply network for affordable, high
quality essential drugs in coopera-
tion with pharmaceutical compa-
nies, along the lines of the work of
the German Medical Aid Organi-
zation, action medeor. 

For more than 37 years, Action
Medeor6 has supplied around
11,000 partners in around 130
countries with essential drugs;
every year about 4,000 parcels of

drugs valued at approximately 18
million DM are sent to our part-
ners abroad; 50% of all consign-
ments have a value of only 1000
DM, 85% of them are worth under
5000 DM. Thus Action Medeor is
primarily involved in many small
health projects throughout the
world.

This aid work is financed either
through private donations, public
contributions or by reimburse-
ment of the cost price by Euro-
pean third parties. By permanent-
ly stocking a warehouse of medi-
cines with a value of 700,000 DM,
Action Medeor can also provide
rapid assistance in emergencies,
such as during the current Afghan
refugee crisis.

Action Medeor buys its essen-
tial drugs, freshly manufactured
by European pharmaceutical com-
panies in bulk and can then for-
ward them on, quickly and cheap-
ly, to its partners.

An improvement in access can
also be achieved through the es-
tablishment and maintenance of
local, central procurement agen-
cies in the recipient countries.
Such regionalization can lead to a
faster and more effective access to
essential drugs, it strengthens lo-
cal structures and leads to long
term assistance; for example, ac-
tion medeor is supporting the set-
ting up of central procurement of-
fices in Uganda, the Cameroon
and in Kosovo. (Picture of Koso-
vo pharmacy)

Access is improved through the
use of drugs according to the ac-
tual essential requirements of the
people; the compilation and de-
velopment of national essential
drug lists, the publication of treat-
ment guidelines, training and sup-
porting healthcare professionals
in the rational use of drugs and the
establishment and maintenance of
quality assurance facilities are
helpful here.

Examples from the work of Ac-
tion Medeor 

– Medeor Manual, (treatment
guidelines)

– Medeor forum, (training and
supporting health-care profession-
als)

– drug donations; (dto.)
– disposal of unwanted/outdat-

ed drugs (dto)
Access can be improved by:

The creation and maintenance
of drug production facilities in the
developing countries,7 wherever
this is technically sensible and
feasible.  Know-how can be trans-
ferred from the industrialized na-
tions to the developing countries,
bearing in mind the markedly dif-
ferent situation in Africa, Asia and
South America.

Access to essential drugs is also
improved by the development of
sustainable models for the financ-
ing of healthcare systems, such as
the creation of local health insur-
ance systems that can also finance
the requirements for drugs. For
example, funds from Misereor
and Action Medeor were used in
Damongo in northern Ghana to
help set up a health insurance sys-
tem.  In-patient costs as well as the
necessary drugs are being fi-
nanced through annual health in-
surance contributions.  Currently,
around 30,000 people are mem-
bers of this insurance scheme,
which was developed by a church
hospital in Damongo.  It has been
working very successfully for the
past four years.

It is important that there is an
international exchange of experi-
ences gained by the worldwide
NGOs working in these fields
with their partners in the develop-
ing countries. 

Action Medeor is a member of
Medicus Mundi International, an
international umbrella organiza-
tion of some nine national Medicus
Mundi Organizations and other
NGOs, such as CUAMM in Italy,
all of who have collected many
years of valuable experience in the
area of cooperative medical devel-
opment work.

Cooperation instead 
of Confrontation

Also important is a national
program of dialogue with the
pharmaceutical industry in the in-
dustrialized countries.

An example from Germany:
Since the beginning of the

1990s, there has been an intensive
dialogue between the two Christ-
ian churches which work together
in the ecumenical “Joint Confer-
ence on Church and Develop-
ment” (GKKE) and leading mem-
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bers of pharmaceutical compa-
nies, who currently participate as
representatives of the Association
of Research-Based Pharmaceuti-
cal Manufacturers (VFA). action
medeor, together with the Medical
Mission Institute, Würzburg, The
German Institute for Medical Mis-
sions, Tübingen, and other organi-
zations, are also involved.  The

aim of this national dialogue is to
reach a common view and pro-
duce joint positions on basic
health care supply and services in
the poorest countries of the world
and to carry out joint projects.8

Under the slogan “cooperation
instead of confrontation”, the rep-
resentatives of the GKKE and the
VFA recognize that individual
groups working alone can only
offer solutions for parts of the
health care system.  Many prob-
lems of health care supply, such
as the access to essential drugs,
can only be solved by the con-
structive collaboration of all those
concerned.

The dialogue between these dif-
ferent organizations is tackling
current topics and discussing them
in an objective and factual way,
while the international lobbying
campaigns initiated by MSF9,
Oxfam or the German NGO
BUKO denounce the serious
shortcomings in the TRIPS regu-

lations within the WTO agree-
ments in a bold manner using the
mass media.

The national dialogue seeks to
reach the greatest possible mea-
sure of agreement on the responsi-
bility, duties and roles of churches
and the pharmaceutical industry in
the health care systems of the de-
veloping countries and to avoid

failure prone developments as ear-
ly as possible. In this process, con-
troversies should be dealt with
openly and seriously and resolved
wherever possible. At the same
time, the discussions are intended
to fill gaps in knowledge and clear
up misunderstandings.

For example, as early as 1992
and in a revised version of 1999, a
joint position paper on drug sup-
ply in developing countries was
published which includes pro-
posed solutions for the marketing,
packaging and range of products,
both for the so-called private mar-
ket and also the public generic
market.

Collaborative projects are being
proposed and undertaken; but it
must be clearly admitted that
some questions still remain unre-
solved, such as:

– the role of the promotional
visit/pharmaceutical representa-
tive, 

– a sensible range of products

and the rational use of medicines,
and

– research priorities including
the research of new drugs to com-
bat tropical diseases

The most productive experi-
ences have been achieved as joint
projects.  These include:

– the development of a mini-
lab®,10 for checking the quality of
drugs under simple conditions in
the field.

Whilst the pharmaceutical in-
dustry is primarily interested in
the minilab because of its poten-
tial to detect counterfeits of their
branded products, the principle of
thin layer chromatographic exam-
ination can also be used to check
the ingredients of essential drugs,
thereby assisting the discovery of
a number of counterfeit drugs in
the projects of our partners;

– the development of a manual
or handbook11 showing how effi-
cient help can be provided by the
industry in the case of  disaster re-
lief, i.e. by following the Guide-
lines for Drug Donations.

The compilation of check lists
in which the pharmaceutical com-
panies provide information about,
for example, the quality of the do-
nated drugs and their shelf life and
possible registrations.  In turn, the
recipients of the drug aid provide
information to the donor about the
planned project for which assis-
tance is sought and its rationale in
order to justify the need for help.

Comparison and adaptation of
differing product information for
the same drugs sold in Europe,
Africa, Asia or South America. 

Often the product information
covers more indications when
sold in the developing countries
than when sold in Europe. Fol-
lowing lengthy discussions, many
of these discrepancies have been
removed.

The most difficult discussions
were related to the assessment of
the actual need for individual
products – the extent to which
they can be classed as irrational.
Although there was a commercial
interest in continuing to sell these
products, a large number have
been taken off the market by some
pharmaceutical companies and
through long, tough negotiations,
at least partial success has been
achieved.12
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Further projects such as the sup-
port of research in tropical medi-
cine or the drawing up of special
agreements through differential
pricing of HIV/AIDS drugs are to
follow.

Our dialogue in recent years
with the VFA has been made more
difficult by the frequent mergers
between companies within the
pharmaceutical industry and the
constant changes in our contacts
for discussions.  In addition, as a
result of mergers, some German
pharmaceutical companies now
have their headquarters in other
European cities and have thus left
the national program of dialogue.
We would welcome if similar dia-
logues could take place in other
industrialized countries between
church groups, supplemented by
specialist NGOs, and the pharma-
ceutical industry.

An international network of

such dialogues and the resulting
exchange of these experiences
would certainly be very valuable.

Dr. BERND PASTORS
Managing Director of  Action Medeor, 

the German Medical Aid Organiza-
tion,§

Germany
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5. Power and Health in National 
and International Structures

As the title of this paper indi-
cates, this paper seeks to discuss
the mechanisms of action that act
to sensitise and to direct the vari-
ous powers that converge in the
world of health and health care in
order with a view to improving the
situation of health in the world,
and in particular that of the poorest
populations. 

Following this approach, the in-
ter-relationship between, and the
influence of, the various powers
will be briefly discussed (as indeed
has already been done at these in-
ternational conferences over the
years) in relation to their nature,
objectives and general and particu-
lar interests, but also as regards

their responsibilities towards soci-
ety which, in various ways, brings
about the existence of these pow-
ers. Power cannot exist at a vague
level and for this reason social
awareness is very important for the
very existence of power if one
wants power to be lasting and vi-
tal. 

When one speaks about powers,
an identification must also be
made of the principles that they are
based upon when it comes to the
field of health and health care. In
this sense, we believe that the prin-
ciples proclaimed in the constitu-
tion of the World Health Organisa-
tion (WHO), and which are the
same as many Christian principles,

should be the universal basis by
which to establish equity, social
justice, co-operation, solidarity,
morality and ethics in the world of
health and health care services. 

‘Health and power’ is a fitting
subject for debate given that we
have before us a very complex,
important and indispensable rela-
tionship (and thus one that is also
characterised by conflict) present
in today’s globalised and ‘eco-
nomicistic’ world. Taking this into
consideration, I hope that we all
agree on the fact that just as upon
health depend both the powers in-
volved with it and their inter-rela-
tionship so also health and the
health care services can be, and in



101DOLENTIUM HOMINUM N. 49/1-2002

a large number of contexts are,
sources of power. If it is evident
that health is the most valued ma-
terial gift of the human being,
health care services are as a logical
consequence the hope of obtaining
services involving prevention,
treatment and rehabilitation when
health is compromised. At the
same time, for the conservation
and maintenance of health, educa-
tion, promotion and information
with regard to a healthy lifestyle
are themselves also equally funda-
mental. 

All of this cannot depend solely
upon pure science. There are a no-
table amount of social, spiritual
and social elements which mean
that the important medical-scien-
tific and cultural contributions are
more effective and efficient. We
know notable examples of the
power of Christian faith in the
processes of the maintenance and
above all the recovery of health. 

It is here that the above-men-
tioned universal principles of
health should guide a co-ordinated
and systematic action both at the
level of national structures and
even more at the level of interna-
tional structures. I would like to
emphasise at this point that the
universal dimension of the Church
in her totality means that she is a
vary major instrument for the pro-
motion and application of these
principles. 

The National Level 

Three dimensions are useful in
visualising the sheer scale of the
subject and the possible actions
which should be followed in order
to improve its effectiveness and
range: 

The human dimension of social
justice, equity, ethics and morals,
human rights;

The economic dimension, in par-
ticular as regards funding and the
way it works, costs, forms of ac-
cess, mechanisms of social insur-
ance, etc.; 

The technological dimension,
which refers to a rational or fair
use of the health care technologies
based upon need and not upon
wishes or privileges, as well as
their ethical and deontological use.

We should add a fourth dimen-

sion in order to complete the sur-
vey, that is to say the relationship
between the public sector and the
private sector, including the fruit-
ful work of non-profit making
non-governmental organisations
in the field of health and health
care.      

The three above-mentioned di-
mensions depend upon the inter-re-
lationship of the various forces and
influences of the various powers
(interests) which come together in
the health care sector. It cannot be
doubted, however, that the health
care policies of countries or re-
gions determine the general frame-
work of this interaction of the
above-mentioned powers. This fact
recognises the transcendence of the
normative function of the state
which is the sole power that can
and must carry out these functions,
thereby reflecting the national
health care policy, its priorities and
the parameters to be followed,
when the interplay of the interests
of other protagonists forms a part
of the picture. Otherwise, who will
stand guard over the security and
the defence of patients? Who, oth-
erwise, could perform the role of
being the custodian of equity and
morality? Taking into account this
basic factor (the normative role of
the state), the interests of the other
powers become more evident,

whether these are academic-scien-
tific, economic, technological, or
of other kinds. 

Within this survey we should
pay especial attention to the role of
those who provide health care ser-
vices, both institutions and people.
The role and functions of these in-

stitutions and people have expres-
sions of power and in many cases
their power has a great weight. In
various occasions the privatisation
of health care services has certain-
ly led as a consequence to greater
efficiency, but it has also led to
greater unfairness. This is because
the new situation is directly bound
up with the ability of sick people
or their families to pay. As we all
know, the sick person is very vul-
nerable, wants to have a logical
quantity of hope, and is absolutely
ready to make any sacrifice for
himself or herself or his or her
family relatives as regards what he
or she sees as a health problem. In
a word he or she is vulnerable and
for this reason it is the duty of the
state and the community to protect
and guide the sick or the popula-
tions at risk. 

In the national context, the pow-
er of the state and its responsibility
must be established. In this sense
what should we do to ensure that
these functions in the exercise of
power reflect the real needs of the



102 HEALTH AND POWER

population? This is the reason why
I believe that the direct/indirect
participation of the community is
of indispensable importance. To
this end it is important to identify
the mechanisms, the levels and the
forms through, at, and in which the
decisions of central state power
take place. The spread of factors
that influence health and illness,
above all in relation to lifestyles,
can be a primary element in the so-
cial organisation of a determined
human context. The pluri-sectorial
nature of health has been demon-
strated, as well as the fact that
many factors are involved. In
recognising these facts, we can
better understand how the various
powers which influence health ac-
tually act. Education in general
and in particular health care educa-
tion are important conditions in the

improvement of the health care
level of a population, with the im-
plementation of ways of living and
behaving designed to conserve
good health and prevent illness. 

With regard to the other powers
that influence health and health
care services at a national level, we
have already had an opportunity to
listen to important and useful con-
tributions during the sessions of
this conference. I believe that this
is connected with the need to
achieve co-ordinated action and an
indispensable harmonisation of the
efforts made by the various protag-
onists. It would be useful to ask

oneself in this reflection whether
these protagonists have rather con-
trasting interests and activities and
thus whether they are led by these
interests and not necessarily by the
common good and the fundamen-
tal principles we are discussing,
which are also expressed in the
most recent document on the mis-
sion and principles of the interna-
tional Federation of Catholic
Health Care Institutions. 

It is in this situation that the nor-
mative and regulatory functions of
the state-power are unique and in-
alienable in providing the guaran-
tee that the community deserves
and requires. For this reason, the
influence that the community can
and must exercise in the drawing
up and the application of these
norms and regulations is the basis
for the fair and efficient develop-

ment of any health care system. It
is the right of the citizens to elect
those who administer the re-
sources that are available within a
framework of fairness, solidarity,
ethics and morality, which in addi-
tion should be compatible with the
teaching of Christ and the Church.
What, therefore, should be our
work within the Christian commu-
nity? First of all, we must put in-
difference to one side. To think
that others must be responsible for
animating actions is a passive ap-
proach, if not actually negative in
character. For this reason, it is im-
portant to act with all the means

that we have available. First by
example and then through the
spread and promotion of princi-
ples, actions and strategies. There
are many groups of people who
are keen to take part in the kinds of
action mentioned above and who
are only waiting for a road which
allows them to go forward, with-
out distinctions based on class,
guided solely by those principles
and directed towards the ends pur-
sued by the community and its pri-
orities. 

If we agree that health does not
know barriers of race, colour, reli-
gion, politics, the economy etc, we
will be of one mind also on the uni-
versal principle of access for
everyone to better health and better
health services. I would like to em-
phasise at this point the important
role that NGOs play at a national
level, referring later to the interna-
tional level of these organisations,
which are indeed acquiring greater
influence in the health care sector
in particular and in the social sector
in general every day. It is wise to
remember once again the distinc-
tion between a non-profit making
NGO and a profit-making NGO. In
the sphere of health and health care
this distinction is certainly very im-
portant. 

The International Level

Health and the control of illness-
es, and in particular those that can
be transmitted, has always been an
important question and of constant
concern. It is easily demonstrable
that illnesses do not have frontiers,
and this is even less the case in the
globalised world in which we live.
Illnesses known as non-transmit-
table illnesses are still today ill-
nesses shared by the whole of the
world’s population because chron-
ic illnesses linked to lifestyle have
also become globalised, like, in-
deed, the mass media, television,
and rapid transport. To levels that
were unthinkable only a few years
ago, digitalisation, electronic com-
munication, e-mail, etc., have
brought about different cultures,
which are above all different from
dominant cultures, and which are
not always the healthiest or the
most compatible with public
health or with a suitable control of
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illnesses. For example, previously
the problems of nutrition were al-
most always connected with
hunger and malnutrition, and this
was something that had disastrous
consequences in poor countries.
Today, we are especially worried
about obesity, over-eating because
of an excess of fats, quantitative
and qualitative food security, and
the presence of fertilisers and pes-
ticides in food products that were
previously grown in a totally nat-
ural way and in harmony with the
ecology and the specific character-
istics of the environment. 

If to all this we add certain cus-
toms and so-called ‘modern’
habits of living that promote prac-
tices that are incompatible with
good health, such as smoking, the
exaggerated consumption of alco-
hol, the lack of physical exercise,
the concentration of people in
commercial centres of vast range,
refuse and garbage, the treatment
of water etc., the image of the
world we live in seems to be that
of an individual who has all the
factors designed to soon make him
or her a chronically and at times
incurable ill person. 

In this scenario, which seems to
be catastrophic, there emerges the
international nature of health and
illness, with the consequent need
for a joint, co-ordinated and coher-
ent international action of all the
international protagonists of
health, always respecting the prin-
ciples of equity, solidarity, ethics
and multiculturalism. 

It seems difficult in today’s
world to distinguish the national
protagonists from the international
protagonists in matters relating to
health. The governments are the
same and the NGOs are the same,
especially those that are more in-
fluential and those possessing
greater resources; academic and
scientific institutions penetrate
each other and some open up a
way which the others have to fol-
low, those that is to say those
which have fewer resources avail-
able. What, therefore, is the differ-
ence between activity at a national
level and at an international level
when it comes to health? The dif-
ferences vary both as regards
quantity and as regards quality. I
will refer to some in order to illus-
trate this statement. There are at

least three categories which may
be distinguished: 

– There are rich countries, those
countries which are the most de-
veloped and in the front line of
progress, whose power can be ap-
preciated on all the fronts that we
have mentioned regarding health
and health care, for example sys-
tematic and accessible vaccina-
tions;      

– there are poor countries, which
constitute the majority in popula-
tion terms as well, who are always
the losers and often opt for alliances
which are not always the ones that
are the most convenient and practi-
cable for them;

– there are some countries which
find themselves between these two
categories, they are not many in
number and although this is not
recognised by many people they are
the countries which have the disad-
vantages of both and only some of
the advantages of the rich, at times
aspiring to what they cannot have
and leaving aside that which they
could have. They have a series of
contrasts which it is very difficult to
overcome and potentially they have
very major social problems when it
comes to the health of their citizens. 

With this world scenario, what
path, then, should be followed? 

There can be no doubt that there
exists a very large political compo-
nent in relation to international ac-
tion in the sphere of health and
health care. This fact is denied in
many forums but reality itself
demonstrates that policy in health
is not necessarily health care poli-
cy or policy for health. 

We all know that we have to
share ideals, principles and objec-
tives if we want a co-ordinated and
efficient action based, as has al-
ready been rapidly said, on fair-
ness, solidarity, and social justice.
For these reasons, we need to ask
ourselves if in reality these three
(arbitrary) categories of countries
are able to harmonise their inter-
ests to achieve these principles and
ideals. Could health serve as a glue
to reduce the existing difference in
the world so that there are better
health care conditions for a better
human production, a better stan-
dard of life for the less favoured,
and a strengthening of peace?

Clearly, the theoretical and aca-
demic answer is positive but prac-

tice and experience shows us that
this is very difficult if not impossi-
ble. Must great tragedies take
place to convince us that we are all
in the same ship? Frankly, I hope
that this is not the case. What,
therefore, should we do?

In order to achieve a level of in-
ternational agreement the urgency
of, and need for, participation and
action at the level of communities
are increasingly evident. This par-
ticipation can take many forms
and occur at different levels and in
different contexts. However, there
are certain shared aspects which it
is worthwhile taking into account
if we really want to influence na-
tional and international health
care structures and the path they
take. Here are a number of sug-
gestions: 

– know about the government
and inter-governmental structures
in question, how they are formed,
how they are structured, and above
all else how they function at both
national and international levels
(international organisations); 

– know about the funding of
non-governmental organisations,
not only their structures and how
they work but also the sources of
their funds and their operational
mechanisms in countries and/or
communities (today it is known
that a good part of the funds of the
principal non-profit making inter-
national NGOs come from govern-
ments, which makes their situation
sui generis in terms of internation-
al co-operation);

– an evidently tangible demon-
stration of existing concerns in
matters relating to health, at times
as a reflection of greater forms of
unfairness and conflicts of interest; 

– an open and transparent dis-
cussion of the factors that deter-
mine health and illness, which to a
great extent are outside the control
and the influence of the health care
sector, for example environmental
contamination;

– the raising of the awareness
of the whole of the community
about the responsibility of every
individual towards his or her own
health, and towards the environ-
ment which surrounds the individ-
ual and the community in general
(providers and recipients);

– detailed information and
knowledge about national and in-
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ternational strategies, including
priorities for action (lobbying?);

– respect for the socio-cultural
spaces of communities, including
the concepts and the practice of
native or traditional medicine; 

– a greater demedicalisation of
health, with a suitable inclusion of
the notion of the spiritual dimen-
sion that exists to health. 

These reflections may be useful
in launching a debate leading to
actions which are really influential
in making health and health ser-
vices a good for the whole of the
population, that is to say a univer-
sal good. For this reason our con-
ference is very important.

The relationship between power
(in its various forms and expres-
sions) and health and health care
services has been presented and

we have discussed and analysed
this subject. I believe that this con-
ference and the invitation that we
have received from the President
of the Pontifical Council for
Health Pastoral Care, Msgr. Javier
Lozano Barragán, were not intend-
ed to express once again our wish-
es or our beliefs, but rather to reach
practical conclusions and recom-
mendations about what should ac-
tually be done in this field. I equal-
ly believe that the initiative of the
Pontifical Council and its Presi-
dent of reactivating and strength-
ening the Catholic Federation of
Health Care Institutions (AISAC)
is a demonstration of how to
strengthen co-ordinated, systemat-
ic and efficient action in the field
of health for the greatest system of
health care services existent in the

world, that is to say the institutions
linked to the Catholic Church, and
going beyond for ecumenical ac-
tion in the field of health as well. 

In this uncertain future that we
are living at the dawn of the twen-
ty-first century, I believe that deci-
sive, co-ordinated, involved and
participatory action in the field of
health and the prevention of illness
is a necessity and is a further ele-
ment in the construction of a
greater understanding between hu-
man beings and intercultural dia-
logue, the practice of social injus-
tice and solidarity for long-lasting
peace inspired by Christian teach-
ings. 

Dr. FERNANDO S. 
ANTEZANA ARANÍBAR,
Former Vice-Director General 

of the World Health Organisation.

EDUARDO R. MONDINO

6. What Should be Done in Relation 
to the Policy of States in Latin America

I would like first of all to express
my gratitude at the fact that this
opportunity has been offered to me
to present at this prestigious inter-
national conference the opinion of
the Ombudsman of Argentina on
the subject of this meeting, in or-
der to contribute to an analysis of
the right to health, and the relation-
ships of power connected with its
implementation, in the light of the
Magisterium of the Church. 

At the same time I would like to
present the view of Latin America
on the validity of this primary hu-
man right, which has been conse-
crated by all the international con-
ventions and the national Consti-
tutions of our countries, but which
remains highly vulnerable at the
level of realities and wounded in
terms of its validity. 

In this sense, for the Ombuds-
man of the Republic of Argentina,
by constitutional mandate, be-
cause of how this mandate is exer-
cised, and by personal conviction,
the right to health is an essential
and primary human right. 

By human right we mean ‘a
moral, integral and universal right
that all men, of any place and any
epoch, must have, and which no-
body may be deprived of... In de-
finitive terms, it is a right that be-
longs to every human being be-
cause of the mere fact of being a
man...’

It in this context of interpreta-
tion and with a meaning of this
importance and depth that we un-
derstand the concept of ‘right to
health’. 

In more specific terms, the pre-

amble to the Constitution of the
World Health Organisation de-
clares as follows:

First, that the enjoyment of the
highest possible level of health is
one of the fundamental rights of
each and every human being, and
second, that governments are re-
sponsible for the health of their
peoples and that this responsibili-
ty can be implemented only
through the adoption of suitable
health care and social measures.

It is here, first of all, that we es-
tablish the inseparable link be-
tween ‘human rights’ and the
‘right to health’, and we under-
stand that this link is of such pro-
fundity that one cannot think of
one being implemented without
the other being implemented as
well. 
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For this reason, we do not ac-
cept citizens being seen as the
‘consumers or users’ of health
care services. This is because they
have the right to the protection of
their health as a social good and as
a primary human right. 

Secondly, so-called ‘access to
health’, which is intimately corre-
lated to the previous right and
which is to be located within the
responsibility of the state, is a so-
cial right and a ‘social good’
whose implementation must be
guaranteed by the state. 

This guarantee on the part of
the state, in the exercise of its in-
escapable functions, transcends
the jurisdictional aspects of things
because a ‘human right has no
frontiers’ as well as the sectoral
aspects because this very guaran-
tee goes beyond the sector (what-
ever it may be: public, private or
social security) that provides the
various health care services. 

Our Reality

An analysis of Latin-American
realities in this sphere, which is
certainly the same as other
so-called ‘emerging’, ‘marginal’
or ‘developing’ countries, allows
us to assess the role of the state in
the exercise of this guarantee and
to identify where and in what
ways it has failed. 

In general, we can state that
over recent decades Latin-Ameri-
can countries have experienced
deep structural changes in the
economic and social fields as a re-
sult of the so-called processes of
the ‘reform of the state’, of the
privatisation of services which
were traditionally seen as being
‘public’ in nature, and of the con-
centration of wealth, with the log-
ic of, and a predictable inequality
in, the distribution of the incomes
that are generated. 

These processes have not been
accompanied by suitable policies
of social defence. 

This failure and this lack of pre-
cision, which are certainly variable
because such variability is implicit
in the very idea of these processes,
have generated negative effects in
a population which has not been
adequately helped in facing up to
and managing these consequences. 

The consequence of these over-
all processes have been special
and contextual policies that have
been implemented in every coun-
try. For this reason, one should not
forget the role of the so-called
‘adaptation plans’ which were ad-
vised by multilateral credit organ-
isations as a condition for access
to new sources of finance. 

These contingency plans,
which were of an eminently ‘fis-
calist’ character, have struck at a
general level the implementation
of social and health care pro-
grammes – in particular to meet
‘economicistic’ criteria – whose
objectives have not always coin-

cided with the needs of the popu-
lations involved and as is always
the case have afflicted those who
have fewer resources. 

The various reform pro-
grammes of the state and their
consequent ‘plans of fiscal adap-
tation’ have given rise to a mas-
sive paradox because the objec-
tive proclaimed by these public
policies has always been the de-
velopment of a model in which
social and health care services are
the principal activities of the state. 

It was assumed that beginning
with schemes of privatisation and
the adaptation of government
structures it was possible to
achieve the ‘ideal of a neo-liberal
state’ which was dedicated almost

exclusively to being concerned
with security, health, education
and justice services.     

However, without discussing
the role that has been attributed to
the state, the objectives pro-
claimed have been very far from
being reached. 

A crude idea of achieving eco-
nomic returns have inspired and
accompanied the implementation
of such reforms, whose negative
consequences have soon been felt,
and in matters relating to health
care it is today easy to observe a
real ‘state of poverty as regards
public health’. 

This doctrine, converted into a

‘state policy’ in matters relating to
health, has had a further deleteri-
ous effect because it has also
meant the transformation of a so-
cial good into a commodity sub-
ject to the rules of supply and de-
mand and extraneous to every
question bound up with the pur-
poses of the state. 

In such circumstances, states
are excluded from the role of be-
ing protectors in matters relating
to health, and leave the population
to the mercy of the workings of
the market. 

The failure to provide remedies
to such injustices further accentu-
ates the present-day social differ-
ences which result from abandon-
ment or from an unsuitable way of
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approaching the traditional pillars
of every health care system such
as ‘prevention’ or ‘primary care’.
And this situation is getting worse
because of the lack of sufficient
and dignified sources of work for
people. 

To summarise, the evident re-
sults are: social exclusion aggra-
vated by structural unemploy-
ment.

For this reason, those efforts
must be made which are required
to overturn these social imbal-
ances, without, however, ignoring
the appeals of its victims, and
which are needed to create the
conditions which can invert the
marginalisation which has already
been established within the social
fabric of our peoples. 

To complete this brief diagno-
sis, I would like to discuss certain
data relating to the health care
sector of the Republic of Argenti-
na. 

According to the report for the
year 2000 of the Pan-American
Health Organisation, Argentina
has undergone a strong inversion
in trends relating to health – from
600 to 800 dollars per inhabitant
each year. This represents be-
tween 8% and 9% of GDP and
places the country at the summit
of the scale of Latin American
countries which spend the most
on health and health care. 

Reading this report one can ob-
serve the abundance and the high
qualifications of the human re-
sources, the suitable supply of ed-
ucation, the existent capacity in
terms of buildings and the number
of hospital beds. But the report al-
so states that ‘with these valuable
resources the results of the health
service are not satisfactory nor at
the level they should be...’

Reference is made to the pres-
ence of major regional differences
and indicators of inequality with
regard to access or the use of re-
sources since these vary a great
deal according to the social sector
or the region of the country in-
volved.

Furthermore, the report makes
clear that 45% of total expendi-
ture in the health care field is met
by families, with a growing gap
between high and low income
groups as regards access to this
service.

Lastly, it is estimated that about
38% of the population has only
partial coverage under the public
health service, a percentage that
will certainly grow if the high lev-
els of unemployment increase.
This is because this development
involves the automatic migration
of the part of the afflicted popula-
tion from the solidly-based sys-
tem of social work to that of the
public sector. 

This reality is not natural to Ar-
gentina but a reflection and a con-
sequence of the conditions that
have just been described, but it
should be pointed out that the sit-
uation is certainly similar in other
countries. 

It reflects a great attempt to
achieve an annual inversion of the
system and, very often, suitable
overall indicators of the human
resources and materials applied to
the health care sector. But as a fi-
nal result what is obtained is: in-
equality in the treatment of social
groups and also within a single
group, unequal geographical cov-
erage, and the absence of the pub-
lic service in meeting the needs of
those excluded by the privatisa-
tion of services and by the struc-
tural corruption of the systems of
social security. 

In definitive terms, the ineffi-
cient application of scarce public
resources and the primacy of cri-
teria of economic returns in ap-
proaching the service imply a lack
of protection of, and the social ex-
clusion of, growing sections of the
population.  

The New Role of the State

In this context it is clear that so-
ciety wants a state that is present
and which intervenes because of
its responsibility to maintain the
social entity that defines it. 

No inhabitant of any nation ex-
pects or believes the state to be
absent. On the contrary, people
expect and want the state to con-
centrate its efforts on the imple-
mentation of the principles on
which are based the needs for its
existence.

For this reason, in the contem-
porary historical context and with
the new challenges of defending
the dignity of man, today we must

speak once again about the role of
the state as regards its essential
tasks and purpose and the resul-
tant objectives at the level of po-
litical action. 

Over the last decade we have
witnessed a shift from a the ‘wel-
fare state’, with functions that at
times suffocate the freedom and
development of the individual, to
a ‘neo-liberal state’ with the dele-
gation of functions to the market
which harms social security and
equity.

An analysis of this process of
change enables us to reassess the
social doctrine of the Church as
regards the validity of the princi-
ple of subsidiarity as a criterion
for the definition of the role of the
state. This is a principle which
must be understood without bad
totalitarian habits with regard to
the allocation to the state of func-
tions which can be carried out by
individuals, and without liberal or
neo-liberal approaches which
leave the social order in the hands
of the market, forget about man,
and weaken every regulating and
control mechanism. 

We can draw from papal en-
cyclicals the principle of the sub-
sidiarity of the state as a force
which harmoniously links free-
dom, security and social justice in
the exercise of its functions. 

In an overall interpretation of
this principle, the state must not
carry out those functions which
can be carried out by single indi-
viduals or by social entities which
are lower down the social scale.
But when these lesser entities are
not able to carry them out or are
not interested in doing so (for ex-
ample because they are not remu-
nerative), the state must take on
the task of defending its essential
purpose.

In acting in this way the state
must not forget that the social or-
ganism wants the individual to be
treated as a citizen and not as a
‘customer or user’ of a system
which provides services. And this
is especially the case when one is
dealing with the health of the pop-
ulation. 

In expressing this last essential
requirement I am aware that I am
entering the subject of the ‘crisis
of the concepts of citizen and citi-
zenship’.
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The concept of ‘citizen does not
stop at its legal-political definition
but acquires meaning in its daily
exercise, in its reality, and in its
ideals’, as I said at the last con-
gress of the International Institute
of Ombudsmen held in Durban in
South Africa in November 2000.
And I went on: ‘the lack of a con-
nection between the theoretical
bases of citizenship and the prac-
tical ways of its expression is
brought out in the realities of the
democracies of Latin America
when one compares the differ-
ences in terms of access of citi-
zens to the enjoyment of goods
and objective and subjective
rights’. ‘Citizens who are unable
to obtain work, who remain cul-
turally and socially below the
threshold of economic, health
care, and educational survival,
and even lack their own represen-
tation, clearly call into question
not only their condition as citizens
but also the meaning of their hu-
man rights’. 

With these words I want to
point out the challenges we are
faced with when we speak about
the new role of the state and it be-
ing an agent of inequity, with a
view to ensuring access to
so-called ‘social goods’ and the
full validity of human rights. 

The Role of the Ombudsman

In this context, by mandate of
the national Constitution (which
was reformed in 1994), the Om-
budsman has to engage in the ‘de-
fence and protection of human
rights and other rights, the guaran-
tees and the interests defended by
the Constitution and law, regard-
ing facts, acts or omissions of the
government, and the control of
the exercise of the public adminis-
trative functions’. 

This mission of the Ombuds-
man, within the context of human
rights and the sphere of their im-
plementation, involves the on-go-
ing task of avoiding every form of
discrimination and not allowing
new forms of human and social
exclusion. If he does not do this,
his prestige and his credibility
will be compromised at a legal,
political and moral level. 

In this task the appeal of the cit-

izen to our institution plays a fun-
damental role. This is because his
or her voice stimulates the collec-
tive conscience and stops needs
from remaining in the wilderness.

In this sense, we mean that the
Ombudsman, as the recipient of
this appeal, is able to demonstrate
the consequences of those models
of development whose first point
of reference is not man, and at the
same time to provide data on situ-
ations to the administrative pow-
er, which is responsible in the fi-
nal reckoning for the elaboration
of public policies. 

On the one hand, this is because
the Ombudsman is an open door
for daily and on-going contact
with the individual, who is indeed
the final destination point of every
policy of the state. As a result of
this task the Ombudsman engages
in an on-going and up-dated diag-
nosis of the final results of the ac-
tion of the state. On the other
hand, this is because the Ombuds-
man engages in a control of the
public administrative functions,
and does this because of his final
purpose – the defence and the pro-
tection of human rights, all human
rights and the human rights of all
people. 

The Ombudsman, therefore, as
a defender and promoter of hu-
man rights, is an effective asses-
sor of the effectiveness of the
achievement or otherwise of the
tasks of the state.

The outcome of these tasks is
translated into recommendations
and reports that the Ombudsman
presents each year to the legisla-
ture of the nation.

On a reading and an analysis of
these recommendations by the
legislature of the state depends the
impact of the contribution of the
Ombudsman to the process of the
drawing up of public policies. 

But nothing, not even their total
rejection, invalidates these tasks
because their validity is based up-
on the appeal of the real citizen
who turns to the Ombudsman be-
cause he or she feels that his or her
rights have been damaged.

A Contribution

Within the framework of the
role of the Ombudsman as the

person who contributes to the
drawing up of public policies for
the health care sector, I would like
to submit to this conference for its
consideration a number of con-
cepts contained in the ‘Charter of
Ljublijana’ of 1996 of the World
Health Organisation, which, to-
gether with the contribution of our
modest experience in this field,
could be principles that could be
employed to direct a necessary
process of change in this area. 

To simplify, I will summarise
these concepts in the form of rec-
ommendations to be presented to
the administrative power of the
state: 

First: invest in the capacity of
the health care service by ensur-
ing respect for the principle of
universality of access and the geo-
graphic coverage of every nation-
al area.      

Second: supervise matters so
that the reform of the health ser-
vice takes place beginning with a
deep reflection on the factors that
condition its evolution and a rig-
orous analysis of the scenarios of
its future development. 

Third: go beyond the mechani-
cal, one-dimensional and volun-
taryistic modes of drawing up
policies and understand the
change in social systems by
adopting a dynamic and interac-
tive approach.

Four: support the idea that
change in the system must be
based upon the citizen and guaran-
tee a real taking on of responsibil-
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ity by the various actors involved
in the working of that system. 

Five: adopt forms of balanced
development of the system by tak-
ing advantage of the greatest
number of efforts of co-ordination
and by creating the conditions for
a gradual evolution in the medium
and long terms, without neglect-
ing rigour and the wisdom of ac-
tion in the short term.

In this way we can work to es-
tablish principles of equity in the
drawing up of public policies: ge-
ographical fairness – in order to
reduce the inequalities in terms of
health care between countries and
regions; socio-economic fairness
– in order to avoid inequalities be-
tween equals; and health care fair-
ness in the treatment of the vari-
ous groups at risk.

Conclusion

In order to be clear about my
participation as an institution
which is concerned with the de-
fence of the citizenry summed up
in the phrase ‘Ombudsman’, I
would like to finish my paper by
expounding in the form of an
epistemological proposal a short
theory of the system of the rela-
tionships between the state, power
and health, the central subject of
this international conference: 

– The state as an organisation

subject to the common good and
the generator of the common
good.

– Power as an instrument of
ability to do things which is given
legitimately but which becomes
legitimate only if it acts to guaran-
tee a balance of equality within
society, without forms of coercion
or omission, and this for the sake
of the common good. 

– Health is a right natural to
human nature which does not
have any need to be classified or
described, specifically because it
is nature. St. Augustine said in
philosophical vein: God forgives
because He is the merciful Father;
men sometimes forgive; nature
does not forgive because it is na-
ture. 

There is, therefore, the bench-
mark of the human right to health,
and as a result the system of the
relationships between the state,
power and health, and at the same
time the conditioning relationship
of the defender of this right, the
Ombudsman, who first of all and
prior to any dialectic or imprecise
or forced legislation is essentially
the Ombudsman of human be-
ings, in their human nature.

In our institution we have want-
ed the theme of our objective to
be: ‘making all human rights
credible’. The first, that of human
nature, of all men and the whole
man.

So that the above-mentioned
theory functions the system of re-
lationships I have referred to is
face to face with a crossroads, the
most conflict-ridden that there is
in people’s relationship with each
other: the meaning of power. Be-
cause power, which is often veiled
as Max Weber makes clear in his
book ‘On the Theory of the Social
Sciences’, ‘is the ability to compel
or coerce someone so that this
person, although he would prefer
not to do so, does your will be-
cause of your position of
strength’.

We all know what power is. The
world is full of powerful people
who have distorted it by violating
human rights. This also happens
in the policies, the approaches and
the omissions of the sphere of
health and health care. 

As a result, power, to be valid,
must base its exercise on the
achievement of the common good
in meaningful social and collec-
tive policies in favour of life from
conception until death.

For this reason, the universality
of the authority that comes from
God, the author of the total life of
everything and which is total for
everything, is the beginning and
the end of physical, spiritual,
moral and intellectual health.

Health is thus a totality, beyond
the definition offered by the
World Health Organisation and of
any shallow expressions to be
found in human or fallible Consti-
tutions. 

This assumes, as a conse-
quence, within the context of the
theory that I have wanted to offer
to this meeting, a definition for
Ombudsmen of a framework-con-
text towards equity in the equality
of equals: their role as defenders
of human rights and within the
system of relationships between
the state, power and health in
favour of human nature. 

Dr. EDUARDO R. MONDINO,
Ombudsman of the Republic of Argentina,

Director of the International Institute 
of Ombudsmen (IIO).
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1. Ongoing Training 

One of the reasons for the pre-
sent-day malaise (and consequent
burnout) which affects in a special
way those who work in the health
care world is the perceived and
experienced gap between the re-
quests to which they are subjected
every day and the (technical and
relational) resources that they
have available. The ‘expectations’
about the professional capacities
of those who work in a health care
context are often greater than their
real abilities.1

In analysing the requests to
which he or she is called upon to
respond, assessing their meaning
and importance, seeing if they
should really be met, and estab-
lishing priorities, the health care
professional can realise that his or
her training is inadequate both at
the level of contents and at the
level of ability, but also, and
above all else, as regards the ap-
proach he or she should adopt in
entering work and managing it in
a ‘healthy’ way for himself or her-
self and for the patients that have
to be treated. If learning about all
this takes place first of all during
the training curriculum, that is to
say when people go to school and
prepare the ground for a specific
profession, this must, however,
continue through training that ac-
companies the therapeutic activity
and is suited to the requirements
that precisely in the health care
world can change (and even
change rapidly). 

To object that ‘practice is more
important than grammar’ can lead
one off one’s path: the relation-
ship with the sick person and
those who suffer is too sensitive a
matter to be left to chance and
learnt through ‘trial and error’,

and the quality of life and the
health of people certainly gain
more if action is illuminated and
constantly directed by up-dated
knowledge both in the technical
and the relational sphere. Train-
ing, in order to be suited to new
needs, must be on-going because
it is the place where experience is
addressed, problems examined,
crisis thought about, new kinds of
measures planned, and conse-
quent strategies drawn up. If
knowledge illuminates and re-
news our action, it is implementa-
tion that asks questions about,
provokes, vitalises, and makes
‘historical’ our knowledge, espe-
cially in those professions such as
the health care profession which
involve a relationship of help and
care which is never completely
predictable and able to be placed
in a ‘category’. 

But the kind of training that is
chosen, that is to say the knowl-
edge that must guide our knowing
how to do things in a suitable way
in the health care world, cannot

depart from a number of funda-
mental anthropological questions:
who is the partner of our relation-
ship? What is he or she asking for
when he or she asks to be treated
and healed? What kind of rela-
tionship must we form with him
or her in order to respond in an ef-
fective way to his or her request
for health? And lastly: what an-
thropological model underlies and
directs our relationship of care? 

To what models, for example,
do we refer in shaping our rela-
tionship of care? To military mod-
els (we fight an illness and the
sick person is the field of battle),
sporting models (one can only
win or lose a match and the sick
person is the trophy of the victory
or the sign of defeat), technologi-
cal models (linked to the efficien-
cy of the instruments available,
not always valuable forms of help
but too often our substitutes and
our masters), economic models
(there are those who provide a ser-
vice, those who receive it, and the
accounts do not always balance)

LUCIANO SANDRIN

7. Educating in Relationships among 
all the Subjects of Care
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or political models (it is a place
where we express a service to the
community or where we establish
ourselves to manage power)? Or
is it the case, without demonising
all this, that our relationship of
care has a richer anthropological
model which underlies it and in
the not only theoretical but also
practical recognition of a relation-
al reciprocity invites us to be re-
spectful of the richness of the per-
son who asks for care and to be
‘critical’ of our (at times reductive
and poor) way of engaging in  a
relationship?

Training that is mere cosmetic
lifting designed to sell the product
of health cannot escape these
questions and fail to pay attention
to the changes which are under-
way in the health care world. It is
not my intention to make a com-
plete analysis of all of this but on-
ly to propose certain reflections
which are useful as regards our
subject. 

2. The Rediscovery 
of the Subject

There is no contradiction be-
tween a criticism of an ‘ideology
of technology’ (of hegemony in
the health care world as well and
its insensitivity towards the wor-
ries and suffering of the sick per-
son and those who are next to him
or her) and a recognition of its im-
portance in improving care and
treatment. ‘There is no contradic-
tion given that every technical
form of intervention is immersed
in a context of a radical inter-sub-
jectivity and a psychological and
human atmosphere which enable
the patient to feel around him or
her not cold applications of tech-
nological categories but human
presences able to listen and to en-
gage in assistance and treatment
at one and the same time’, capable
that is to say of ad-sistere (to be
near) and therapeuein (to serve
and to treat).2

Therapy and assistance cannot
be such if not within relationships
in which the human dignity of the
sick person is fully recognised at
all the moments and contexts of
the process of care. The health
care environment and the relation-
ship of care are often criticised for

having a lack of ‘humanity’. This
is a view which applies, however,
not only in cases of ‘bad health
care’ but also to a certain way of
engaging in a relationship with
people who suffer and which calls
into the picture the vision of the
person which is at the basis of a
training that ‘is revealed’ in the
process of care and treatment
where, for example, the use of
medicines and technology, both at
the level of exploration and inter-
vention, end up very often by
making the recognition of the sick
person as a subject, and relational
concern with him or her as a per-
son, ‘non-functional’ (if not actu-
ally disturbing). 

In the new socio-health care
context ‘in which on the one hand
the person lives out the fascina-
tion of modern technology ap-
plied to medicine, and on the oth-
er perceives malaise, both be-
cause of the impersonality of the
procedures, especially at a hospi-
tal level and the level of specialist
medicine, and in relation to the
experience of disorientation
linked to the sectorialisation of
measures which results from the
dominion of the concept of com-
petence which at the most is con-
cerned about physical pain but is
very rarely concerned about the
subjective conditions of well-be-
ing/ill-being and thus of suffering,
once again the need for subjectiv-
ity has emerged in a very evident
way’.3

The sick person often experi-
ences at first hand a fragmenta-
tion involving being looked at and
taken care of by various health
care workers, each from their own
point of view, without due respect
for the patient as a whole. From
the relationship of care he or she
receives, as in a mirror, a frag-
mented and partial image. For the
response of care to give again uni-
ty to the subject who asks for it
and narrative continuity to a biog-
raphy interrupted by the illness,
there is a need in the therapeutic
relationship as well for a redis-
covery of the model of an al-
liance, for a pact in which the two
partners take each other seriously
in the entirety of their personali-
ties as well as the implicit experi-
ence to which both the request for
care and the answer to it refer: not

only the entirety of the sick person
but also that of the individual who
looks after that sick person.

One can give the name ‘thera-
peutic alliance’ to the relationship
between a sick person and the per-
son who treats him or her when
such a relationship is understood
in its most radically existential di-
mension: within an experience of
illness a request for care arises,
and a competent subject promises
to provide help. Illness is not a
mere alteration of a part of the or-
ganism and the therapeutic en-
deavour does not end its role in an
organ which must be made to
work, in an enemy virus which
has to be combated, in something
that can be totally objectivised.
The request for treatment and
care, the call for help that the suf-
fering person makes to those who
are near him or her, is full of an
expectation which is wider than
the mere technical service: ‘it is a
search, that is to say, by the suffer-
ing person for his or her own true
identity, for what has really gone
in the drama of illness, for what he
or she in the final analysis is real-
ly looking for when asking for
health, and finally what name
God, who has allowed this mala-
dy, really deserves’. To answer the
expectations of the sick person
cannot, therefore, be reduced to
the mere offer of technical ser-
vices. The request for care and
treatment is a request by the per-
son who suffers for his or her
recognition as a person, for a form
of health that technical measures,
on their own, can never fully sat-
isfy’.4

But this care for the sick person
as a subject must go beyond ‘dec-
larations of intent’ and can find an
expressive place in the therapeutic
relationship only if it is learnt and
made its own along the whole of
the training curriculum.

In his motu proprio Dolentium
hominum, John Paul II reminds us
that in her service to the sick and
her approach to the mystery of
suffering ‘the Church is guided by
a precise conception of the human
person and his destiny in the plan
of God’, and when considering
illness and suffering he adds that
these ‘are not experiences that re-
gard only the physical substratum
of man but man in his entirety and
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in his somatic-spiritual unity’.
The human person must therefore
be understood as a global unity.
Man is an integral reality, a com-
plex and articulated expression of
several dimensions which may be
distinguished but not separated:
the somatic dimension, the psy-
chic dimension, the relational di-
mension, and the spiritual dimen-
sion. And all this has profound
implications for the relationship
with the sick person (at a medical,
nursing, psychological, technical
and pastoral level) and for the
kind of training that must make
people capable of re-cognising

the global unity of the sick person,
even through a specialist (and
thus duly partial) approach which
concentrates on one of these di-
mensions. 

In the experience of crisis of ill-
ness, the person who suffers is
called to rediscover his or her
global unity, albeit in the differen-
tiated emergence of his or her di-
mensions, to understand his or her
self-transcendence, or rather his
or her incessant search for mean-
ing which leads him or her to go
out of himself or herself in order
to go beyond the present condi-
tion, to conceive his or her exis-
tence as being dialogical and rela-
tional within a project of alliance
with God and with those who in
taking care not only of his or her
illness but of him or her as a sick
person welcome the voices of

hope in his or her invocation of
care and manage his or her
self-entrusting to them with com-
petence and discretion.5 It is the
case that on by no means few oc-
casions this entrusting gives rise
to a paternalistic (and thus ‘infan-
talising’) relationship if not actu-
ally to a relationship of power. If
in speaking about a therapeutic al-
liance, reference is being made to
the biblical model of a covenant
one has to be careful, not least so
as not to identify the health care
worker after a certain fashion with
God, and the sick person with the
people to whom God offered his

covenant: in the therapeutic al-
liance between the health care
worker and the sick person each
of the two partners is an image in
different ways of God and his
people, of Christ the Samaritan
and Christ the sick person. 

When a person falls sick and
enters an institution of care and
treatment, he or she entrusts him-
self or herself to other people and
places his or her own life and au-
tonomy in their hands. The risk
being run is that the various health
care workers make themselves the
‘lords of life’, eliminating his or
her autonomy and making him or
her increasingly dependent at the
psychological and functional lev-
els as well. To help, to heal, or
even only to treat and rehabilitate
means to accept the entrusting of
the person in difficulty, experienc-

ing it as temporary and limited
even when for various motives it
tends to endure over time. It also
means defending the life of the
patient, above all the dignity and
quality of his or her life, being
careful not to hide satisfaction
with something with roots else-
where behind ‘the good of the pa-
tient’, for example often uncon-
scious desires for control and
power. 

In illness and disability the situ-
ation of dependence and the abili-
ty to be autonomous experiences
constant fluctuations; in addition,
the need to be protected is not al-
ways absolute and defined once
and for all.6 If the therapeutic rela-
tionship has to be respectful of the
‘subjectivity’ of the patient and
concerned with the maintenance
of a good quality of life, then the
fundamental principle is the
recognition of the patient’s auton-
omy which always remains ‘pos-
sible’, even in the presence of a
dependence which continues.7

The sick person is extremely
‘vulnerable’, already wounded by
his or her illness and pain but
made even more fragile by inade-
quate relational modalities: the
‘wounds’ of the person who treats
the sick person, his or her un-
recognised in-consistencies, his or
her worries, his or her conflicts
that are not resolved, and his or
her relational in-competencies run
the risk of also expressing them-
selves in more or less concealed
forms of control, violence and
power.8 As Heidegger wrote, ‘tak-
ing care of can in a certain way
free others from ‘care’, by taking
their place in providing care, by
occupying their position. This tak-
ing care means for other people
that the taking care which is
specifically theirs is taken on.
Other people thus become ex-
pelled from their positions, de-
moted, to receive de facto or from
others, in a way that is already
ready and available, that which
was taken care of, and as a result
they become totally exempt. In
this form of taking care other peo-
ple can be transformed into de-
pendents and the dominated, even
though the dominion is tacit and
dissimulated. This taking care, as
a replacement of others in taking
‘care’, greatly conditions people’s
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co-existence and concerns for the
main part taking care of the us-
able. Opposed to this is that possi-
bility of taking care, which, rather
than putting oneself in the place of
others, pre-supposes them in their
being able to be existential being,
not in order to take ‘Care’ away
from them but to insert them au-
thentically in it. This form of tak-
ing care of people, which is essen-
tially concerned with authentic
care, that is to say the existence of
others and not something that they
take care of, helps other people to
become aware and to be free for
their own care.9

3. Subjects in a Relationship

Reflections on the image of the
‘wounded healer’are also of inter-
est here: a special archetype of the
healer and the patient does not ex-
ist because they are the aspects of
the same archetype which can be
expressed by both the partners in
the relationship. The relationship
of treatment and care is health-in-
ducing only when the health care
worker does not become identi-
fied rigidly with the ‘healer’ and
sees that he or she is wounded,
and because of this able to ‘shake
with the sufferings of others’,
with undue forms of identifica-
tion, reawakening in the patient
his or her strength of healing.10

In the therapeutic relationship,
however, it is important to be
careful about not ‘objectifying’ei-
ther of the two partners of the re-
lationship. In the search for the re-
construction of an identity that is
put into crisis by illness the person
asks for help from the person by
whom he or she is cared for and
treated. But if he or she ‘reduces’
(and impoverishes) his or her
identity within a role, or allows
himself or herself to be represent-
ed or replaced by technology, he
or she cannot grasp (or cannot but
deny) this need for identification
of the sick person, forcing him or
her to remain within a role – the
role of the sick person – through
which (alone) he or she knows
how to establish and maintain a
relationship. The relationship of
the health care worker with the
sick person thus becomes nothing
else but a relationship between

figures (between masks), between
roles that have a functional rela-
tionship, and not a relationship
between persons. Only by accept-
ing the request for identification
made by the sick person can the
health care worker discover, or re-
discover, the wealth of his or her
own identity, and only in this way
can his or her answer of care can
express the rich anthropological
model of the carer that the Gospel

entrusts to us in the person of the
Christ, the Good Samaritan.

A well-structured humanistic
training, however, must not be re-
duced to the acquisition of rela-
tional techniques to convince the
sick person to accept care and
treatment and engage in compli-
ance. It must, rather, help in en-
abling a person to be within a re-
lationship, to be careful about the
experiential and communicative
wholeness of the sick person
(which is also valuable for a more
accurate diagnosis because it is
more attentive to the symbolic
and communication aspects of the
symptoms) without flights but al-
so without illusions. The caring
person is the principal medicine
or drug and he or she is a medi-
cine or drug who develops his or
her therapeutic force through the
relationship. 

The healing of a person through
the stages of the illness ‘means
that one must listen not only to
what strives to be listened to (of-

ten one is dealing with an organi-
sation of symptoms which are a
shield for the real cause of the
malady, preventing the person
from engaging in changes at a
deep level) but also and above all
else to that which has been ‘ex-
communicated’, that is to say
withdrawn from communication.
One can, in other words, use one’s
own skill in healing to ‘distance’
what is really important’11 but

which can reawaken in the health
care worker the difficult to man-
age, and thus removed, interior
world. 

The use of technology can also
respond in those who are provid-
ing care and treatment to this need
for defence. From this comes a
therapeutic regime characterised
by the neglect of everything that
can lead the sick person to the
centre of things, his or her history,
his or her problems, his or her
emotions, that is to say all the ex-
periential aspects in the relation-
ship of care. This is rarely inten-
tional but automatically leads to
the result that (even more than the
stress induced by the illness) it is
the stress induced by the hospital
and by the relationship of care and
treatment which enter the picture
as a pathogenic factor in the expe-
rience of the illness.

We need, if we want to improve
the relationship of care and treat-
ment, to revise (at the level of the
training curriculum to begin with)
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the therapeutic model of refer-
ence, passing from a model cen-
tred around the illness which be-
comes easily centred around the
medical doctor, the nurse or the
institution to a model centred
around the sick person. In medi-
cine centred around the patient the
relationship becomes a moment
of the process of care and treat-
ment whose protagonist is the sick
person, ready to grasp the mean-
ings that he or she gives to the ill-
ness, the feelings generated by it,
the expectations and wishes with
which the medical doctor and the
health care institutions are turned
to, the family, social and cultural
context to which the sick person
belongs.12

And this takes place only with-
in an empathetic relationship
within which the health care
worker is able to shift the focus of
the attention from himself or her-
self (from his or her own mental
categories and emotions) to the
sick person and his or her experi-
ence, grasping also what is im-
plied in his or her communica-
tions, his or her request for care
and treatment, and his or her pain:
a message in code that is not al-
ways deciphered and to which one
responds all too often in a merely
technical way without first deci-
phering the meaning that it has for
that person, the place that it has in
his or her life and the life of his or
her family.13

An integral anthropological vi-
sion of the person (and a training
that takes this into account) helps
us to read his or her illness as a
break in an equilibrium which al-
though it has its matrix at a somat-
ic level affects the person in his or
her entirety and the various di-
mensions in which this is ex-
pressed. Ethical reflection and the
kind of training that it brings
about must, therefore, increasing-
ly be concerned with the defence
and the promotion of the life and
the health of the person through-
out the course of his or her exis-
tence, and when weak or sick dur-
ing the whole of the course of
treatment so that all that care re-
spects the sick person, his or her
dignity, his or her subjectivity, his
or her rights and duties, and first
and foremost that of being an ac-
tive partner in the process of care

and treatment. And thus, above all
else, the therapeutic relationship
does give rise to varying levels of
‘hidden’ forms of control and
power. 

If the use of technology and
drugs and medicines takes the
place of the relationship this im-
poverishes not only the sick per-
son but also those caring for that
sick person. The rediscovery of
the subject applies not only to the
sick person but also to those who
care for him or her and cannot but
influence the training models that
are proposed.

4. Shared Relationships

Despite new definitions and de-
clarations in relation to health, a
real cultural change both in health
care spheres and in the broader so-
cial world has yet come about.
Too often the various dimensions
that make it up are seen as being
separate, at the most bordering
each other, perhaps only to be
counted together, but they are not
seen as being inter-acting in a dy-
namic equilibrium where the sub-
ject is called (and helped if need
be) to gradually find his or her
point of balance. And this is the
case not only in the practice of
treatment and care but above all in
the training that must prepare the
way for that practice.14

And yet it must be clear that it is
not possible for an individual
health care worker to respond to
the deep and weighty requests for
healing on the part of the sick per-
son, to engage in a therapeutic al-
liance that does not disappoint
him or her, or that does not give
rise to a paternalistic relationship
or a relationship of power, if not
by (of necessity) engaging in an
alliance with all those who are re-
sponsible for the patient (whose
integral health is of importance to
them), sharing skills and sensitiv-
ity, accepting that we are all
pieces of the same therapeutic
mosaic, without wanting our own
vision and form of professional
intervention to manage or domi-
nate the process of care and treat-
ment. Illness, like health, affects
the person as a whole and thus
they are connected to a great al-
liance of factors. Therapy, too,

must be the fruit of a successful
mosaic of professional knowledge
and skills. Only together do the
various health care workers
achieve suitable and adequate
therapy. Only together do they be-
come a therapeutic and health-in-
ducing community in which the
sick person, at the centre of differ-
ent knowledge-based approaches
and various professional relation-
ships, is cared for and treated in
his or her entirety, in all the di-
mensions in which his or her
health has entered a state of cri-
sis.15

In a new anthropological model
of health and care, collaboration
between the various health care
workers cannot be the fruit of
‘benevolence’ or mere friendship
but a precise ethical duty (and
thus find suitable spaces of train-
ing) if we want to respond to the
entirety of the request of the sick
person and the depth of his or her
need for care and treatment, heal-
ing and health. In order to contin-
ue to be concerned with the vari-
ous aspects of the request for care
and treatment on the part of the
sick person (and of those who are
near the patient) and to be able in
order to respond to it, ‘to collabo-
rate’, we need a training which is
from many points of view new
and makes people able to grasp
the entirety of the sick person be-
hind his or her partial expressions
and to dialogue in a respectful
way with all the other health care
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professions, ‘sharing’ knowledge
and relationships with the various
protagonists of care and treat-
ment. 

Taking care of the sick person
assumes a capacity to grasp the
wealth of his or her request, often
to read his or her pain, his or her
emotional experiences, his or her
relationships, his or her thirst for
meanings, and his or her move-
ment towards transcendence, and
to implement (because trained to
do so) a kind of care and treatment
that integrally responds, albeit by
various specialised paths, to his or
her need for healing. We should,
therefore, ‘deprivatise’ the thera-

peutic alliance, without taking
anything away from the impor-
tance (which varies according to
the kind and contexts of care and
treatment) of certain professional
figures. 

The relationship between the
health care worker and the sick
person cannot but take place with-
in a wider relationship between
the therapeutic community and
the sick person in which the rela-
tionship with the patient is also a
relationship with his or her family
and with the socio-cultural con-
text in which he or she lives. As
Edmund Pelligrino writes: ‘the
era in which the ethics of various
health care workers could be con-
ceived solely in terms of individ-
ual transactions with individual

patients has passed. The dyadic
moral obligations are as important
as ever but now they are to be
found within institutional and col-
lective contexts’.16 The response
to the good of the patient cannot
be the ‘monopoly’ of an individ-
ual professional. And training
must also take responsibility for
this. The therapeutic alliance must
therefore become also an alliance
between all those who take care
of, and treat, the sick person. 

Hipppocrates himself under-
stood how the physical and cultur-
al environment affects health and
stated that a democratic society is
more health-inducing because it

guarantees the dignity of the per-
son.17 His approach is still of con-
temporary relevance. The premise
of an open society is above all
awareness that nobody can pos-
sess all the truth on the pathway of
human knowledge. This aware-
ness of the partiality of our knowl-
edge makes us open to listening
and to the discussion of our posi-
tions. Awareness of our human
fallibility is the engine of scientif-
ic and technical progress because
it imposes comparison on us in an
attempt to solve problems that are
always new and is the liberty and
the responsibility that guarantee
an open society. If democracy is
based upon fallibility, liberty and
responsibility, it shares its premis-
es with health which compels us

to take up the reins of our contin-
gency in the awareness that we
are finite but that we have the re-
sponsibility of our own limits. 

Health is not a ‘state’, a given
equilibrium, but something that is
constantly regained within an in-
ternal and external interaction.
Educating in health means, there-
fore, educating in intellectual hu-
mility, liberty, and responsibility,
not looking for salvation on this
earth, the drug or medicine that is
able to heal everything, because
this would be illusory: our vision,
precisely because it is human, is
necessarily in perspective and we
must address the various prob-
lems that exist by ‘engaging in di-
alogue’with those who have other
perspectives, specifically because
we are not God and we cannot
have the only vision there is. The
dignity of holistic medicine is to
be found in its noble requirements
to treat the whole man, but in the
awareness that this is a utopia, a
hope and not a certainty, that
health is already a salvation of a
not yet that can never be ex-
pressed completely on this earth.

To educate in health and its care
and treatment is also to educate in
the inevitability of illness, a sign
of weakness, but also a place of
responsibility, the terrain of a per-
sonal challenge but also of a chal-
lenge to the community, because
the struggle against illness should
be faced up to with an authentical-
ly competitive spirit (in the sense
of cum-petere, that is to say look-
ing together). For this reason
knowledge, which is the basis of a
health-inducing care and treat-
ment, cannot be centralised, and
at times can also be found even in
unsuspected places and voices
that are not very authoritative, in
the sick person and those who are
in loving fashion at the side of the
sick person. 

Intellectual humility, the ability
to interact and responsibility,
which are the bases both of the
dynamic of democracy and of the
dynamic of health and care and
treatment, are the premises of an
intellectual and moral character
that provide criteria for training,
collaboration, and the sharing of
the specific skills at the service of
those who people who suffer. 

Certainly, the utopian engineers
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of health care who always seek to
foresee every problem rather than
defeating the possibility of its
emergence think that they can
bend life to their noble but anx-
ious need for planning. And they
often run the risk of manufactur-
ing idols. More realistically, it is
important to train gradualist engi-
neers who commit their strength
and their responsibility in care
and concern for the sick person
and those who suffer, in the
awareness that they will have to
face up to new problems every
day: professionals who look for
healing but who know that it can
never be definitive. And they
know that they cannot act on their
own.     

Training good health care
workers thus means training mas-
ters of contingency, experts in
treating wounds ‘together’ but al-
so in making good use of them,
placing in communion values and
projects as members of moral
community which does not con-
fine itself simply to sharing habits
(a form of life acquired by
up-bringing and not re-evaluated
in a critical sense) but appeals to
the responsibility of each person:
a community that shares similar
modalities of action because it
sets itself shared ends and tries to
implement the same values. 

The community has a constant
need to be saved from the risk of
unhealthy relationships, from the
exploitation of other people, and
from dominion, and the universal
drug or medicine for this is dia-
logue, given that rational commu-
nication is specific to man. And in
‘reasoning together’one discusses
and establishes criteria and tasks,
rights and duties. 

Educating in community, in
co-responsibility, in living togeth-
er and in sharing, in dialogue and
the reciprocity of relationships, is
fundamental because it means ed-
ucating people to be free and re-
sponsible men, to be a mature self
in a relationship to a you who calls
on us and whom in some cases we
have to become responsible for in
order not to betray our humanity:
ready and willing to walk because
aware that the homeland has not
yet been reached and that the ap-
proximations are all contingent.
But this homeland, although it

cannot be objectified, is the en-
gine, the condicio sine qua non of
our thinking and our acting,
which is distant and, paradoxical-
ly, near to hand. It is the Augustin-
ian intimior intimo meo, the tran-
scendent spirit that lives in us and
makes us authentic because it
frees us from the empirical and
from the banal calling of us con-
stantly to ends beyond this world;
it is the love that makes us under-
stands differences, and makes us
appreciate them positively. 

On their training journey the
professionals of health are called
today to ‘rediscover together’ the
values and the meanings of their
own relationship of care and treat-
ment18 and above all to make their
own, through an initial and ongo-
ing training, a ‘culture of inter-
subjectivity’, which is only such,
in its human foundations as well,
if it is a ‘culture of humility’.19

Rev. LUCIANO SANDRIN, M.I.
Director of the International Institute 

of Health Care Pastoral Theology 
‘Camillianum’,

Rome, Italy.
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Speaking of Health, Power and
Actions to be promoted in Rela-
tion to Hospitals and other Health
Centres we will  consider the first
referral level, Institutions within
the so called District Health Sys-
tem.(DHS) The DHS is a func-
tional and coherent decentralised
health  care organisation aiming to
implement Primary Health Care
for a defined population, with par-
ticipation of the communities and
ensuring responsiveness to the lo-
cal needs. It consists at least of the
community, first line health and
first referral Hospital.  Primary
Health Care is defined as the basic
curative, preventive and promo-
tional health care services avail-
able, accessible, affordable and ac-
ceptable for all.1 The DHS is the
nucleus of a National Health Sys-
tem, as the family is the cell of so-
ciety. Actually the ongoing health
policy reforms foster decentralisa-
tion, concentrating the main re-
sponsibilities to the district health
authorities. At this level we find
most Church Health Institutions.
The challenge is to better integrate
them into the DHS by intensifying
partnership between Government
and Church-bound Services. Con-
sidering that about  40 percent of
the health services in Sub Saharan
Africa belong to the Churches, we
realise the enormous potential  in-
tegration of these NG-Institutions
into the DHS have for an optimal
overall efficiency of  health ser-
vices. The responsibility for inte-
gration lies in the hands of those in
power. Since more than 30 years
we of Medicus Mundi co-operate
with more than 250 Church Hospi-
tals.  Sharing with you this experi-
ence, we witness important
changes concerning “Health and
Power at District Level”. 

1. What do we mean 
by power ?

We read in the introductory text
for this conference that Power
means force joined to intelligence.
May I propose to add  to this defin-
ition that Power should be the ca-
pacity to generate consensus. Con-
sensus gives legitimacy to power.

2. Who has power ?

According to law, power is in
the hand of the owner of an institu-
tion. Power is bound to responsi-
bility  and vice versa. 

But, what is  the LEGAL ENTI-
TY of the institution? Who is the
owner? Is it the Bishop, the Dio-
cese, the Parish, a Congregation, a
Church-bound Foundation or an
Association?  Does it belong to the
legal entity of the Diocese or has it
a SEPARATE  LEGAL STATUS?

Most Church-bound hospitals
lack a separate legal status. This
may hamper transparency and  be
a cause for difficult  relationships
with Governments as well as with
Donor Institutions. A Church Hos-
pital should have its own govern-
ing body, accountable to the owner
but not subject to his arbitrary in-
terference. There is a need for
greater autonomy and self gover-
nance within the different struc-
tures and entities of a diocese. It is
necessary to clearly define  what
kind of  responsibilities and com-
petences  are delegated to them.

An intelligent owner  knows
that despite  having power and re-
sponsibility, he is not the only one
to determine affairs. He will have
to rely on all those  who perform
the services. Those in charge must
be competent in their field, be it
the doctors, the different health
workers  or the administrator. They

all have authority  and decision
making power,  always within the
limits of the overall interests of the
institution as defined in Mission-
and Policy Statements An owner
will  also know that those who pro-
cure the money, be it the Govern-
ment, the users or donors, that
they give money usually  under
specific conditions.

3. What norms and factors 
determine power ?

a. The  vision of the church for
its engagement for health:

At  global level the vision of the
healing ministry2 is given by
Christ himself as described in the
Gospel, by the Churches’ tradition
throughout the centuries and by its
Magisterium. We all know the
merit of this Pontificate for having
for the first time in history  created
a specific Dicasterium by the Motu
Proprio: “Dolentium Hominum”.
This Dicasterium  for Health Pas-
toral Care among others, co-ordi-
nates the work of International
Catholic  Health Associations  such
as the International Federation of
Catholic Health Care Institutions.
This Federation, last year, gave
new directives for the future work.
It strongly recommends to stand up
against the new  tendencies of mer-
cantilism in the world of health, to
defend the Not for Profit policy for
the benefit of all parts of society, to
reinforce the position of Church-
bound Institutions by optimal co-
ordination among themselves and
to support initiatives for a better
partnership with Governments.

The Vatican has given full sup-
port to an initiative launched by
Medicus Mundi International pro-
moting in the World Health As-
sembly a resolution in favour of:
“Contracting NGO’ s for Health”

EDGAR WIDMER

8. In Relation to Hospitals and Other
Health Centres
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or in other words: “Strengthening
Health Service Delivery by Im-
proving Partnership between Pub-
lic and Private Health Care
Providers”.3

At a local  level some Episcopal
Conferences together with Catholic
Lay Health Professionals have
elaborated MISSION  STATE-
MENTS  as well as  POLICY
STATEMENTS. Excellent exam-
ples are the statements recently ap-
proved in Uganda.4 All the bishops
of the country, the Catholic Med-
ical Bureau in Kampala, the Nun-
cio and many experts worked on it.
The different power structures are
described, such as the authority
and competence of the owner, the
role of the board of governors, the

administration and the medical
staff. These statements are aligned
to the specific country realities,
they consider the ongoing health-
sector-reforms and they are aware
of the consequences the paradigm-
shift  Alma Ata brought into the
world of health. In 1978 the Alma
Ata Declaration on PHC  and in
1987 the Harare Conference
defining the District Health Sys-
tem have changed the Churches’
traditional engagement for the
sick. This engagement is now
widened towards health promo-
tion, towards the defence of life
and the protection of  human dig-
nity. Strategies such as PHC and
Prevention have become essential.

The slogan: “Health for All and
Health for the Whole Man” has be-
come a new vision which corre-
sponds widely to the strategies of
the World Health Organisation, as
confirmed in the Rome meeting in
1997 when  discussions were held
on: “Church and Health in the
World, Expectations and Hopes on
the Threshold of the Year 2000”.5

According to the  mentioned
global and national vision  of the
Churches role for health a bishop
should be encouraged to formulate
a DIOCESAN  HEALTH  CON-
CEPT and procure a Diocesan
Health Committee out of which he
can delegate  representatives to the
Government Health Committees at
district level. Government repre-

sentatives on the other hand should
be invited into the boards  of the
Church Services, institutionalising
a well structured  partnership.

b. The policy of the national co-
ordinating agencies of church-re-
lated  health services.  

At  national level the Church
should have one voice. The power
of the different hospital owners
should be channelled through these
national bodies and the Church
Health Services should be co-ordi-
nated with clear mandates in those
already existing  CATHOLIC  OR
CHRISTIAN  MEDICAL BU-
REAUS

These Co-ordinating Agencies

should foster ecumenical and in-
ter-religious co-operation to in-
crease negotiating power in deal-
ing with Government. A strong po-
sition  may even help in giving a
contribution to formulating nation-
al health policy.

Health Institutions should only
be recognised as CHURCH
BOUND on the base of their faith-
fulness to the Mission- and Policy-
Statements and not on the mere
grounds of legal ownership by the
church.6

c. The Institution needs a  con-
cept for a pastoral care in health
which is  aware of the paradigm-
shift from former pastoral care for
the sick towards the broader one
for health, for health promotion, a
pastoral care also for the health
workers, pastoral care actively ed-
ucating the individual and  the
community,  promoting  their re-
sponsibility for health and fighting
mere consumerism.7

d. Church bound institutions
have to be inspired by a specific
Christian charism. Every man
should be called by his name in the
way Christ is calling us by our
name. Charism is not a matter of
stereotype friendliness, it is  above
all love, compassion and respect,
love combined with hope and faith
being the most important healing
factor. The dignity of every man
has to be at the centre of our inter-
est, humanism has to dominate
technology and science.8 Those in
power set standards  by their own
attitudes

e. The institution is bound to
ethical standards. It should have
its own Ethical Committee for
matters such as the option for the
poor, non-discrimination, equity,
accessibility, keeping up solidarity,
mercy  and empathy with the
needy.   

f. The institution is bound to hu-
man rights

The Declaration of Universal
Human Rights was formulated in
the year  1948. The declaration of
Alma Ata, 30 years later, indicates
the PHC concept as an important
strategy to reach the right for
health. Nevertheless in the decla-
ration of human rights some con-
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flicts  are inborn: demands and
needs can be controversial;  scien-
tifically sound principals may so-
cially not be acceptable; individual
interests and community necessi-
ties can be antagonists. The rights
of society may precede individual
rights. There is a hierarchy of val-
ues. Even knowing that every hu-
man being has the right to security,
to respect for his dignity and the
right to health, we have to ac-
knowledge that each one of these
elements depends on human soli-
darity and therefore the economic,
cultural and political interests of
society have to be protected.9

Every country is faced with the
problem of money allocation, with
the problem of how much to spend
on health and how much at what
level. 

An institution may be confront-
ed  with the troubling question:
“Who has to die when the means
do not allow the survival of all and
no one wants to die”?  “How can
one decide upon priorities within a
particular health care system”?
“Does the right to health and the
intention to heal allow  us to ne-
glect our obligation towards God’s
creation”? Progress in medical re-
search provokes many bio-ethical
questions. Human rights are
deeply bound to ethical values and
faith. is confronted with daily real-
ity. Even trying to take decisions
by interdisciplinary discussions,
setting ethical standards does not
mean to procure acceptance for
every feasible new trend. Very del-
icate discussions are going on and
limits, especially  in the field of re-
productive health, have to be pro-
nounced.10

g. Most Private Not For Profit
Health Institutions have a public
function and should be an integral
part of the NATIONAL HEALTH
POLICY. They have to adapt their
policy according to government
legislation, its standard-setting and
its basic criteria for employment of
personnel. Criteria for equipment,
teaching aims, service delivery,
transports, supervision, monitor-
ing and money allocation have to
be defined.

Transparency and accountabili-
ty are the main prerogatives for
mutual trust.  An institutionalised
dialogue between government and

the private sector is necessary. The
improvement of partnership be-
tween the two  requires a process
where step by step one comes to
common agreements and memo-
randa of understanding and finally
to  legal contracts. Once the World
Health Assembly  has agreed upon
the above mentioned Resolution
on: “ Strengthening Health Service
Delivery by Partnership with
NGO-health Care Providers” or:
“Contracting NGO’ s for Health”,
this process will be accelerated to
the benefit of a better integration
of NGO Health Services into the
District Health System.3

h. The institution has to observe
medical professional directives
such as decisions concerning pri-
ority-setting or defining the type of
health care. Discussions about op-
timising care, quality-assurance
and rationalisation of services are
professional matters. Clerical in-
terference should  be avoided. A
Jesuit  once  spoke about the dan-
ger of consecrated incompetence.

i. The institution is bound to so-
cial obligation towards all those
working in a  hospital. Besides
economic aspects, the health
workers expect career planing,
professional ethics and the satis-
faction gained by doing a good
job.This helps to avoid brain drain,
corruption and demotivation.11

j. Financial constraint
First of all,  the concept of “ Not

for Profit ” has to be defined. It
means that although a Non Gov-
ernmental Health Care Institution
aims at a balanced budget, no alien
gain is seeked.

Contributors  to a balanced bud-
get are on the one hand the govern-
ment, users and donors; on the oth-
er hand  strict control over spend-
ing is just as important, optimal
management and administration  is
required.12

The institution needs money for
investments, maintenance and run-
ning costs  including the costs for
ongoing training and for capacity
building for reforms. Government
contributions may vary from coun-
try to country. The fact is  that the
government has the responsibility
to guarantee the delivery of health
services.  Due to structural reforms

imposed by the World Bank and
by the International Monetary
Fund  many  subsidies have been
dramatically reduced. For the sake
of  fairness, criteria for money-al-
location  have to be re-discussed
for those private institutions
recognised and accredited as Not
for Profit and of Public Interest.

The users contribute by  their
fees. These are fixed either by the
political authorities or by agree-
ments between the Institutions and
the population. Sometimes the fees
are established by the institution
above.

Balancing budgets by increas-
ing fees often causes a reduction of
the utilisation of the services and
can lead to the critical point of col-
lapse.

Therefore  before  fees are in-
creased one has to define the aver-
age basic package of health care to
be given and then to analyse the re-
al cost-factors. Without evidence
based information it is impossible
to fix realistic fees. In many places
one knows at the end of a year the
overall cost of care. That , howev-
er, is of limited use. In a study
made in Zimbabwe, Medicus
Mundi Belgium together with the
Ministry of Health and Child Wel-
fare and the Institute of Tropical
Medicine, Antwerp,13 showed how
to provide further data: What are
the cost data per facility level?
What percent of  the total health
cost goes to the District Hospital
and how much to the Dispen-
saries?  How much is spent in the
different departments of a hospi-
tal?  How much is spent on the dif-
ferent compartments of a hospital?
How much is spent on the different
components of disease specific
groups? (malaria – or HIV-pa-
tients) Are the consumables used
at their best? Who is employed and
what is the average salary per hour
of work? One can also measure
and compare how much time staff
members need to deliver one unit
of service. Is the staff efficiently
deployed and sufficiently motivat-
ed? Is the institution, compared
with similar private health ser-
vices, or with public services,
competitive? For this purpose
MMI published together with
WHO, the Guidelines for Hospital
Reports,14 an instrument which al-
lows to compare efficiency be-
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tween different institutions and
which helps to analyse the hospi-
tal’s impact on the improvement of
the health status of a given popula-
tion. These are just some practical
examples on how in a differentiat-
ed way one can calculate the prop-

er costs and accordingly  fix  fees
or correct eventual mismanage-
ment.

Proper book-keeping, transpar-
ent financial reports, clear plans
for managerial operation are need-
ed as well as the advice by health
economists. 

More money not always gives
better results A few years ago stud-
ies demonstrated that poor institu-
tions may even have better perfor-
mances than richer ones.15 Kerala ,
with a very low income per capita,
shows an infant mortality  of only
31 per thousand life births. This is
forty percent lower than in Punjab
which has twice the income of
Kerala. 

Balancing budgets by creating
departments for private patients is
another possibility. There are  ex-
amples  where fees for special ho-
tel-like services allow some gain
and the mix of “Private for Profit”
with “Private Not for Profit” may
compensate deficits. 

Balancing budgets by collective
solidarity introducing insurance
systems, as has happened in more
advanced countries, may help to
reduce individual hardship. Insur-

ance systems can be started by
civil initiatives on a small local
scale, or on  large scale by govern-
ment.16

k. Institutions should ensure the
participation of communities’ rep-

resentatives in their governing
structures and programs. In the un-
derstanding that women are a key
actor in the promotion of health,
particular attention to a balanced
participation of women and men in
the governing structures of Church
health institutions should be of-
fered to secure the formulation of
gender sensitive policies. 

l. Up to now many donor gov-
ernments have invested their aid
directly through NGOs. Many
donor agencies and international
organisations, apart from their
own money-raising-campaigns,
depend  on money they administer
on behalf of their governments.
We are witnessing a change of pol-
icy. The so-called  Sector-Wide
Approach diverts  foreign govern-
ment aid directly  into an overall
basket administered by the central
government, unless the private in-
stitution and the local government
have come to clear contracts. Insti-
tutions must know that such con-
tracts may be the condition for fur-
ther direct payment by donor
countries through NGOs.

The help of  donor agencies and

international organisations will
greatly depend on whether   ad-
ministrative efficiency and relia-
bility exist. In many cases sustain-
ability may  better be reached  by
offering help in terms of adminis-
trative assistance, instead of offer-
ing money. The International Fed-
eration of Catholic Health Care In-
stitutions (AISAC), in its working-
program  2000, therefore has de-
cided to offer training facilities for
administrators and health econo-
mists in order to strengthen capac-
ities. Health economists should be
placed within  National Co-ordi-
nating Agencies and serve as ex-
perts to the single NGO-Hospital.
donor agencies and international
organisations not only offer part-
nership and advocacy. Due to their
development work and partnership
with other  private Institutions, be
it  within  the same country or in
different geographical regions,
they  can share  experiences and
offer advice so as to avoid mis-
takes or indicate successful strate-
gies.

4. Instruments of power

Command, force, fighting, pun-
ishment and sanctions have often
been connected with power. We
have to consider  that in imposing
the truth by authority, the stronger,
not the intelligent, are favoured.
Using power by command and
force is disruptive and destructive.
Another approach may be the dis-
pute, a dispute where convincing
each other is the prerogative. This
is what Jürgen Habermas de-
scribes as: “Herrschaftsfreier
Diskurs”, a dispute free of com-
mand. It is a dispute where Infor-
mation has to flow two ways. Free
Dialogue has to replace blind obe-
dience. Decisions have to be taken
bottom up and top down and need
consensus. Team dynamics ensure
creativity. Participatory methods
optimise motivation and improve
efficiency. Every  training should
include the teaching on how to
reach consensus.

Clear job-descriptions and attri-
bution of responsibilities stimulate
initiatives. Well defined targets fa-
cilitate the introduction of a  mon-
itoring system which allows cor-
rections and improvement of  the
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performance. Incentives for good
accomplishments will keep en-
gagement alive.

We have to avoid the institution
becoming an autonomous work-
shop for one or other stakeholder. I
may cite a medical mission sister
who 25 year ago in a COR UNUM
workshop said: “If we want the
health institutions to become de-
voted to the health of many, the
first and essential thing is a change
in mental attitude on the part of:

1. the doctors who see the hospi-
tal as “their” workshop;

2. the nurses who want to use
their training only for personal
gain;

3. the sick and their relatives
who demand the doctor’s personal
attention for all kind of minor ill-
nesses;

4. the hierarchy and religious,
who insist on the “most modern
and best” in services regardless of
the cost, instead of being content
with giving good simple service;

5. the administration of the hos-
pital which wants to keep up with
the neighbours in the scramble for
the latest in equipment and drugs.

Attitudinal change may still be
necessary nowadays.

Assuming responsibility and us-
ing power by respecting the above
mentioned norms  is quite an ef-
fort. Only in such a way will an
owner become a real servant for
the well being  of individuals and

society.  The proper understanding
of power, the sharing and intelli-
gent channelling of power,  are
part of  a modern process which al-
so includes democratic control (by
the church community, diocesan
health boards or district authority)
over the use of power.  There is
great hope that in such a way  opti-
mal  health care services and  effi-
cient  district health systems can
be reached 

The world community has nev-
er before been aware of  an apoc-
alyptic dimension of  health crisis
as it is today. Therefore since the
beginning of the new millennium,
the European Union, UN-agen-
cies and  the  G-8 have been dis-
cussing a dozen international ini-
tiatives, such as the UN fight
against poverty, the WHO fight
against AIDS, TBC and malaria
and  the right to cheaper drugs.
But the first and foremost obliga-
tion is to ensure access to ade-
quate health care as a basic human
right and as a crucial element in
the fight against poverty and un-
derdevelopment  Even with free
drugs, antiretroviral treatment
(ART) for AIDS is not possible
without solid medical structures.
The universal strategy for tuber-
culosis control, the so-called “Di-
rectly Observed Treatment Short-
Course” (DOTS) needs “ob-
servers”. WHO’s Roll Back
Malaria (RBM) programme calls

first of all for a strengthening of
health care services.17

Once more therefore we have to
confirm that the Church, using its
power properly, and serving the
improvement of district health sys-
tem Church health institutions, can
play a crucial role in the improve-
ment of health, and that is what I
wanted to share with you here.

Dr.  EDGAR WIDMER
Former Director 

of the Thalwil Hospital CH,
Board Member of Medicus 

Mundi International and Switzerland
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