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Telegram
TO CARDINAL JAVIER LOZANO BARRAGÁN,
PRESIDENT OF THE PONTIFICAL COUNCIL

FOR HEALTH CARE WORKERS,
VATICAN CITY

8 FEBRUARY 2008

The Supreme Pontiff sends cordial greetings to the faithful gathered together in the
Basilica of St. Peter’s in the Vatican on the occasion of the feast of the Blessed Mary Virgin
of Lourdes and the World Day of the Sick and while he formulates vows that this praying
meeting increases in those present fervid hope in the crucified Christ who always supports
those in tribulation he invokes on each one from the Holy Virgin copious celestial graces

and from his heart sends to all those present with a special thought for the sick his implored
apostolic blessing.

Cardinal TARCISIO BERTONE
Secretary of State of His Holiness
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great emotion. For all of those
present this was a very intense
and involving moment.
A large number of people

took part in the event in a calm
way and all those who had an
opportunity to take part in this
event were captured and fasci-
nated by this saint who in her
humble simplicity was able to
meet the wishes of the Virgin
Mary and make Lourdes a holy
place and the destination of
very many, truly very many,
pilgrims.
On 11 February, the day of

the sick, the feast day of Our
Lady of Lourdes, we carried
the relics to St. Peter’s Basilica
in a procession that began at
Castel Sant’Angelo, escorted
by the fanfares of the Carabi-
nieri who were mounted on
horseback but above all by the
prayers and the emotional par-
ticipation of the very large
number of sick people who we-
re present.
We were received in the ba-

silica by Cardinal Comastri
who presided over the saying
of theAngelus, a prelude to the
celebration of the Eucharist in
the afternoon which was presi-
ded over by Cardinal Javier Lo-
zano Barragán, the delegate of
the Holy Father and the Presi-
dent of the Pontifical Council
for Health Care Workers.
For everyone there this was

a very intense experience, cele-
bration rich in signs. Some
people received the sacrament
of the Anointing of the Sick
from the hands of Cardinal
Barragán. This was certainly
an appreciated gift and an
example of riches that
strengthened them in their faith
and their hope.
To live the Day of the Sick

having in front of one’s eyes
the relics of St. Bernadette, and
to have in one’s heart a little of
her simplicity, her humility, and
her charism, was an immense
joy, a gift that the Lord wanted
to give to UNITALSI and to all
those who took part in this
event. It was above all an occa-
sion to experience with even
greater intensity the large num-
ber of commitments of this
year of grace.

On 8 February His Excel-
lency Msgr. Brambilla presi-
ded over the Holy Mass for all
the sick people there who then
remained for a brief moment of
conviviality which is so-
mething that is always very
much appreciated, especially
by the very many sick people
who live permanently in insti-
tutions.
On 9 February we organised

a party day with all the children
of UNITALSI and of the neigh-
bourhood who had an opportu-
nity to explore the life of Saint
Bernadette through animated
games. After the floral homage
to the relics made by the chil-
dren we carried the relics th-
rough the streets of the neigh-
bourhood.

The children were certainly
fascinated by the story of the li-
fe of Bernadette who was little
more than a little girl when the
Virgin appeared to her. This
saint accompanied them during
the UNITALSI pilgrimage of
June, ‘Children of Peace’, to
Lourdes. This was an event that
certainly profoundly enriched
their human experience and
their faith and encouraged a
new hope in their hearts.
On 10 February the relics

were taken to the prison of Re-
gina Coeli where they were re-
ceived by the prisoners with

UNITALSI is an association
that was created in 1903 and
offers moral and material sup-
port to a very large number of
people who are in situations of
difficulty, above all sick peo-
ple, accompanying them and
helping them at all levels du-
ring the pilgrimages that UNI-
TALSI organises to Lourdes
and to the most important sanc-
tuaries in Europe.
With the passing of time the

requests made have diversified
and although pilgrimages are
kept as the privileged activity
of the association we have stri-
ven to meet in an adequate way
all the various social needs by
opening a large number of fa-
mily homes, courses for treat-
ment with a smile, and so forth.
Through the proposal of an

experience of faith pilgrimages
remain the reality that characte-
rises UNITALSI, and we try to
live the charism of service in
the same way as Christ is the
servant of Man.
On the occasion of the one

hundred and fiftieth anniver-
sary of the apparitions to St.
Bernadette of the Virgin Mary
at Lourdes, for the first time
ever the relics of this saint left
the sanctuary where they are
kept and were taken to Rome.
The Bishop of Lourdes, in en-
trusting these relics to UNI-
TALSI, strongly stressed the
need (and it was also his hope
that this would come about) for
our association to be an increa-
singly tangible sign of the pre-
sence of the Church at the side
of the sick, of the suffering, of
the least, who, in carrying their
personal and at times very bur-
densome cross, bear witness to
us that faithfulness to God is
always possible and is the
pathway to salvation.
On 7 February, therefore, we

solemnly received these relics
and took them to the Roman
parish that is named after this
saint. By now there were a lar-
ge number of the faithful of
UNITALSI as well as many
members of this parish, and in
particular a very large number
of sick people, who, indeed,
experienced this event with
evident transport and devotion.

6
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Dear Brothers and Sisters,

LastWednesday, we entered Lent with fast-
ing and the Rite ofAshes. But what does “en-
tering Lent” mean? It means we enter a sea-
son of special commitment in the spiritual
battle to oppose the evil present in the world,
in each one of us and around us. It means
looking evil in the face and being ready to
fight its effects and especially its causes, even
its primary cause which is Satan. It means not
off-loading the problem of evil on to others,
on to society or on to God but rather recog-
nizing one’s own responsibility and assuming
it with awareness. In this regard Jesus’ invita-
tion to each one of us Christians to take up
our “cross” and follow him with humility and
trust (cf. Mt 16: 24) is particularly pressing.
Although the “cross” may be heavy it is not
synonymous with misfortune, with disgrace,
to be avoided on all accounts; rather it is an
opportunity to follow Jesus and thereby to ac-
quire strength in the fight against sin and evil.
Thus, entering Lent means renewing the per-
sonal and community decision to face evil to-
gether with Christ. The way of the Cross is in
fact the only way that leads to the victory of
love over hatred, of sharing over selfishness,
of peace over violence. Seen in this light,
Lent is truly an opportunity for a strong as-
cetic and spiritual commitment based on
Christ’s grace.
This year the beginning of Lent providen-

tially coincides with the 150th anniversary of
the Apparitions in Lourdes. Four years after
the proclamation of the Dogma of the Immac-

ulate Conception by Blessed Pius IX, Mary
appeared to St Bernadette Soubirous for the
first time on 11 February 1858 in the Grotto
of Massabielle.Another threeApparitions ac-
companied by extraordinary events followed
in succession and finally the Blessed Virgin
took her leave of the young seer, in the local
dialect, by disclosing to her: “I am the Im-
maculate Conception”. The message that Our
Lady continues to spread in Lourdes recalls
the words that Jesus spoke at the very begin-
ning of his public mission, which we hear
several times during these days of Lent: “Re-
pent, and believe in the Gospel”, pray and do
penance. Let us accept Mary’s invitation
which echoes Christ’s and ask her to obtain
for us that we may “enter” Lent with faith, to
live this season of grace with inner joy and
generous commitment.
Let us also entrust to the Virgin the sick and

all who take loving care of them. Indeed, the
World Day of the Sick will be celebrated to-
morrow, the Memorial of Our Lady of Lour-
des. I wholeheartedly greet the pilgrims who
will be gathering in St Peter’s Basilica, led by
Cardinal Lozano Barragán, President of the
Pontifical Council for Health Care Workers.
Unfortunately I shall not be able to meet them
because this evening I will begin Spiritual
Exercises, but in silence and recollection I
will pray for them and for all the needs of the
Church and of the world. To all who desire to
remember me to the Lord, I offer my sincere
thanks from this moment.

BENEDICT XVI

DOLENTIUM HOMINUM N. 68-2008

Angelus
ST PETER'S SQUARE FIRST SUNDAY OF LENT,
10 FEBRUARY 2008
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On the occasion of the Six-
teenth World Day of the sick,
which is celebrated every year
on 11 February, the liturgical
memorial of Our Lady of
Lourdes, the Holy Father
Benedict XVI has sent a spe-
cial Message to the whole of
the Church. The contents of
this Message are very rich and
profound. His Holiness writes
that this Day is propitious for
reflecting on the meaning of
pain and the Christian obliga-
tion to care for the sick. This
Message points out to us that
this celebration takes place
within the framework of this
year 2008 when two great
events are being celebrated:
the hundred and fiftieth an-
niversary of the apparitions of
Our Lady at Lourdes, which
falls precisely today, 11 Febru-
ary, and the International Eu-
charistic Congress, which will
be celebrated in Quebec,
Canada, in June of this year.
Indeed, in the Message it is
stated that there is a profound
union between Mary and the
Eucharist: the body of Christ
which Mary gives us is the
body that is found in the Eu-
charist, and the attitude of
Mary that arises from her Im-
maculate Conception, an ab-
solute ‘yes’ that associates her
intimately to the redemptive
sacrifice of her son, is an atti-
tude that offers the sole way of
understanding the meaning of
pain and the meaning of the
care that we owe to sick peo-
ple. She is the compassionate
mother who spreads care and
tenderness to all her sick chil-
dren. The only comprehensible
response to pain is to experi-
ence it together with Mary, in
intimate union with the pain of
the passion and death of
Christ, which we celebrate in
the Eucharist. Thus suffering
becomes highly positive, re-
demptive and creative, to the
point of coming to generate
wellbeing and happiness.

‘Thus’, the Pope continues in
his Message, ‘chapels in
health-care centres should be-
come the beating heart in
which Jesus offers himself un-
ceasingly to the Father for the
life of mankind’.1
I would like to take the lib-

erty of emphasising, and en-
gaging in a modest commen-
tary, on certain points of spe-
cial significance in this very
rich reflection which the Holy
Father offers us today, in the
light of the apostolic letters
Salvifici Doloris and Novo
Millennio Ineunte of his vener-
able predecessor, the Servant
of God Pope John Paul II,
There is a fundamental

statement: suffering is cre-
ative. In Salvifici Doloris ref-
erence is made to the ‘creative
character of suffering’ because
through his suffering on the
cross Christ redeemed us and
installed a new creation.2
What, then, is the natural-

ness of this suffering? Its in-
tensity is very great because
through the hypostatic Union it
is the divine person of Christ
who suffers with his human
nature. Indeed, the intensity of
this suffering is revealed in pa-
ternal abandonment on the
cross. This intensity is interior
and also exterior in relation to
the suffering of Christ. It is ex-
terior because it is extended to
every kind of pain that can
arise for mankind – it is the
suffering that mankind has
borne, is bearing and will bear;
it is not only physical pain but
also mental, social, spiritual
and moral pain. Each one of us
can say: what I suffer today,
Christ suffers; my pain is also
suffered by Christ.3
The pain of Christ, however,

is not a desperate and sad pain,
a pain of defeat. On the con-
trary: it is victorious pain.4This
suffering is the greatest
achievement of Christ, it is his
‘hour’, his greatest glorifica-
tion.5 Christ on the cross was

happy and in pain. He was joy-
ful at all the happiness of the
Trinity and at the same time
experienced the total suffering
of the sin of the world. The
Cross and the Resurrection are
inseparable. The cross is glori-
ous. Suffering is converted in-
to joy. In his apostolic letter
Novo Millennio Ineunte Pope
John Paul II wrote: ‘In the Di-
alogue of Divine Providence,
God the Father shows Cather-
ine of Siena how joy and suf-
fering can be present together
in holy souls: “Thus the soul is
blissful and afflicted: afflicted
on account of the sins of its
neighbour, blissful on account
of the union and the affection
of charity which it has inward-
ly received. These souls imi-
tate the spotless Lamb, my On-
ly-begotten Son, who on the
cross was both blissful and af-
flicted’. 6
Taking a further step for-

ward, is it possible to experi-
ence the pain of Christ in our
pain in order to find happiness
and joy in them? Only the
Holy Spirit can give an an-
swer, by fusing our pain with
that of Christ through his infi-
nite Love.7 Thus the possibility
is opened up only in an ab-
solutely special experience of
suffering. The sole way by
which fully to find Christ who
attends to our pain is his pain
and his death, lived in our pain
and our death.8
The pathway may be out-

lined thus: to make oneself a
participant in the same pain as
Christ and be aware that our
pain is a part of the pain that
Christ experiences, that our
death is also ‘a part’ of the
death of Christ. This is possi-
ble only when Christ enters
our will and intention through
the Love of his Spirit. This is
the mysterious reality of the
Mystical Body in which the
union of the members with the
Head is carried out by the
same Spirit with the amalgam

DOLENTIUM HOMINUM N. 68-2008

Homily for the Celebration of the
XVI World Day of the Sick
ST. PETER’S BASILICA, 11 FEBRUARY 2008
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of his Love, to which one
should respond freely.9
Thus to enter the pain and the

triumph of Christ we must unite
ourselves to the highest human
and divine love (a special
grace) and respond to the Love
of the Holy Spirit with the total-
ity of the life from the abyss of
its maximum weakness in pain
and in death.10 Then is achieved
the paradox of triumphant and
happy pain, the happiness of
Christ who rose in death itself.
In this way pain becomes posi-
tive, indeed creative, redemp-
tive, certainly without adding
anything to the total and unique
efficacy of the redemptive pain
of Christ. This one sees because
Christ suffers our pain and he
makes it his own and redemp-
tive. Through this pathway we
understand the statement of St.
Paul of achieving in our bodies
what is lacking in the passion of
Christ.11 This means that we
make our own what he made
his own, taking it from our pain
and our suffering. Christ says to
us: ‘follow me! Come! Take
part with your suffering in this
work of the salvation of the
world that is carried out
through its suffering! Through
my Cross’. At the same time,
however, from this level of
Christ this salvific meaning of
suffering comes down to the
level of man and becomes after
a certain fashion his personal
response.12
The Eucharist is the memor-

ial. It is Christ who suffers and
rises again in a permanent con-
temporary reality. The reality
of the mystery of pain which
in Christ is made positive, cre-
ative, redemptive, happiness
and joyous, without ceasing to
be the greatest pain, is the Eu-
charist. Taking part in the Eu-
charist is the concrete pathway
by which to make our own af-
flictions enter the affliction of
Christ. This is the Eucharistic
Communion. Thus the Eu-
charist is our cross and our res-
urrection. It is the sole true
remedy for pain. It is the med-
icine of immortality.
As was said above, to

achieve our response to the full
love of the cross a total ‘yes’ is
required to the mysterious re-
demptive plan, a ‘yes’ that
means the fullness of Love.
This total ‘yes’ of Love is the

Immaculate Conception of our
Mother, Mary. Her ‘yes’ cov-
ered the whole of life, from the
Annunciation to Calvary, until
her glorious life.
By work of the Holy Spirit

Mary conceived her divine
Son and because of this love
Mary joined herself on Cal-
vary as Co-redeemer of the
Saviour. Thanks to the highest
maternal belonging to Christ,
she received at the foot of the
cross the maternity of the
Mystical Body. Christ suffered
on the cross all the pain that
his Most Holy Mother suf-
fered. And she suffered all our
pain in Christ, she took it upon
herself and knows how to pity

them with us. Our pain is also
her pain. Thus internally, from
the innermost part of his moth-
erly heart, she also pities with
us, she has compassion for the
whole of humanity, she is ma-
ternally united to us in our pain
and afflictions with all the ten-
derness that only she can have.
And Our Lady spreads this
tenderness over us according
to the extent and intensity of
our sufferings. 13
In the Eucharist we find the

very Body of Christ that Mary
gives us. We find that Body
which, as I have already ob-
served, fills her with pain and
bitterness, joy and happiness,
at one and the same time. For
this reason we acclaim her as
our suffering Mother, the
Mother of Holy Hope and
Mother of Holy Happiness.
‘Eucharistic’ love for Mary

means that our ‘yes’ is not
closed up in a mere individual-

ity but, rather, expands towards
all pain and suffering. The suf-
fering of Christ is directed to-
wards annihilating sufferings.
After that has been said about
suffering, one could fall into
the error of exalting suffering
for its own sake. Suffering has
value because the death of
Christ inseparably involved his
resurrection. In other words,
suffering is valuable because it
is directed towards destroying
suffering. Then suffering itself
understood from a Christian
perspective leads us to combat
suffering in this life as an antic-
ipation of the resurrection.14
Thus the Eucharist, as par-

ticipation in the suffering of

Christ, pushes us to care for
our sick brethren. It obliges us
to become, as the Message of
the Pope says, ‘broken bread’
for our brethren. This is the
Christian logic of the ‘Good
Samaritan’ and the final judge-
ment, when whether we have
found suffering Christ in every
sick person, whether we have
visited him, whether we have
cared for him, will be subject-
ed to judgement. Thus in Salv-
ifici Doloris Pope John Paul II
writes: ‘Together with Mary,
the Mother of Christ, who was
at the foot of the cross, we stop
beside all of the crosses of the
men of today’.15 This is a mat-
ter of sharing in the glory of
the resurrection, now defeating
death in its daily presentation
in illness. Here we find the en-
gine that urges us to fight
against every infirmity in order
to procure health for everyone.
Here is born the obligation al-

DOLENTIUM HOMINUM N. 68-2008
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ways to proceed in the field of
medical art and science and go
forward in its extraordinary
contemporary advances.
We will now impart the

sacrament of the anointing of
the sick as an effective prepara-
tion for experiencing the mys-
tery of the healing suffering of
Christ. This anointing, which
comes from the Eucharist and is
also a preparation for it at the
same time, is the strength to
find health in illness itself. As
anointing it is the ‘Christifica-
tion’ of the sick person, the
strength to find health in infir-
mity itself. Through participa-
tion in this sacrament we tend
towards the harmony of Christ,
which is health, and which we
receive fully in the Eucharistic
communion.

We invoke the maternal care
of the Most Holy Mary over
all the sick people of the world
and we hope that on this hun-
dred and fiftieth anniversary
of her apparitions at Lourdes
the Virgin will make us all
meek in relation to the action
of the Holy spirit so as to be
able to suffer our own suffer-
ings in Christ. Thus, in enter-
ing the open heart of Mary in
the total ‘yes’ of her Immacu-
late Conception, we place our-
selves under her protective
cloak and acclaim her as our
health, as ‘Mary, health of the
infirm’.

H. Em. Card. JAVIER
LOZANO BARRAGÁN

President of the Pontifical Council
for Health Care Workers,

the Holy See
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factors (pharmaceuticals, place-
bos, medical doctors) but also
transcendent parameters (faith,
prayer, priests), as indeed clear-
ly emerges from this research.
As regards malign pain, there

emerges the salient fact that
man, when he has reached the
final stages of his life, even
though he may be distant from
official religious positions
should nonetheless entrust him-
self through personal prayer to
a Transcendent Being. This
condition seems to improve not
only the spiritual relationship
between the Creator and His
creature but also the clinical
state of pain. The realities of
this condition are explained in a
very clear way in figure 10.
From the data of the study

one can also see that an im-
provement in the pain condition
is achieved not only in the be-
liever but also in the agnostic
because he, too, is a creature
made in the image and likeness
of God.
From this work one clearly

deduces that science must be
above all else Science of Life
and thus within the context of
the bios the medical doctor and
the health-care worker cannot
but also take into account an-
thropological and ethical
thought.
I would therefore like to con-

gratulate the authors of this
study for having addressed in
such a clear and incisive way a
subject that is both difficult and
important for medicine and the-
ology, pointing to the fact that
science is a single thing with
different features, and for hav-
ing created a clinical-theologi-
cal scientific bridge with a
methodological approach that is
truly original.
Prof. GIAN FRANCO GENSINI

Vice-Rector of the University
of Florence,

Director of the Cardiology
Department,

Faculty of Medicine and Surgery,
The University of Florence,

Hospital-University Company Careggi,
Director of the Scientific IRCCS,
Foundation Don Carlo Gnocchi,

Florence

that amongst the definitions of
pain that appear in the literature
in the field that formulated by
the Florentine Algological
School seems to be truly com-
pelling for the work under con-
sideration. The vision of pain in
this definition is not confined,
in fact, to describing the organ-
ic damage of illness but invites
us to also take into considera-
tion the philosophical and psy-
chological aspects as assump-
tions for an internalisation of a
theological kind. As, indeed,
Pope Benedict XVI stated in a
fragment of the allocution that
he was to have pronounced on
Thursday 17 January 2008 at
the La Sapienza University of
Rome: ‘theology and philoso-
phy form a special pair of twins
in which neither can be totally
detached from the other; how-
ever, each one must maintain its
own task and its own identity’.
As regards the placebo and

the placebo effect, the authors
have rightly wanted to refer to
the semantic character of this
oxymoron, that is to say the
drawing near of two words with
opposing meanings.
With respect to prayer, I

would like to quote the last part
of the definition taken from the
Dizionario Enciclopedico di
Spiritualità which states that
prayer ‘is found in all the athe-
istic religions as the fundamen-
tal act of religious life, even
where faith in a personal God
(or in personal gods) is defined
only vaguely or is muddied by
false portrayals. This is a sign
that non-degenerate man cannot
live without prayer’.
In this work, of interest are

the data on experimentation of
a truly Galileo style, that is to
say they can be reproduced,
even though carried out with
small numbers, on benign and
malign pain treated with a
placebo and prayer. Pain, for
that matter, is an inevitable real-
ity which involves the whole
man at a physical level (algos),
at a mental level (pathos) and at
a social level (ethos) and on
which bear not only immanent

Preface
It is with real pleasure that I

accepted the invitation to write
a preface to this original schol-
arly work ‘Pain, the Placebo
and Prayer’, which is unique of
its kind in the literature in the
field, of the prestigious review
Dolentium Hominum, the offi-
cial organ of the Pontifical
Council for Health Care Work-
ers of the Vatican, whose Presi-
dent is His Eminence Cardinal
Javier Lozano Barragán.
I would like to congratulate

the authors of this article on the
elegance and the rigour of the
aspects addressed, including the
historical ones; on the choice of
these sensitive subjects which
are examined with great care
and prudence; and on the cul-
tural weight that emerges –
these are elements that enrich
the reader and make this edition
of this review more valuable.
I am very happy to observe

that my co-worker Pierluigi
Zucchi and my dear colleague
Maria Rosa Voegelin, who are
valuable and impassioned re-
searchers at the Faculty of Med-
icine and Surgery at the Univer-
sity of Florence, have continued
their research, which began over
a decade ago with very impor-
tant studies for the medical and
theological fields, with the dis-
tinguished and very dear Profes-
sor Bonifacio Honings OCD, a
distinguished moral theologian,
a lecturer at the Pontifical Later-
an University and the Pontifical
Urbanian University and a close
consultant of the Congregation
for the Doctrine of the Faith of
the then Cardinal Joseph
Ratzinger, today His Holiness
Benedict XVI.
This work brings to the sci-

entific-theological cultural field
very relevant facts on the im-
portant function of the placebo
and prayer in patients afflicted
with painful pathologies and
this invites first and foremost
scholars in the clinical sphere to
rethink a number of their thera-
peutic approaches.
I would like to emphasise
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heart and its central gesture,
and to such a point that it dis-
tinguishes religious man from
non-religious man. Like reli-
gion it is a universal fact which
is to be found in the popular
piety of all peoples and all cul-
tures. It pre-supposes faith in a
personal and present God. God
is in the consciousness of a
praying man not as a philo-
sophical or theological idea
but as a reality, a present per-
son. The relationship with God
is experienced as distance and
also as contact. The believer
has no doubts about the possi-
bility of communicating with
God, even though he does not
see Him. He also knows that
he is obliged, in the strictest
sense, to engage in prayer. For
this reason, prayer is found in
all the atheistic religions as the
fundamental act of religious
life, even where faith in a per-
sonal God (or in personal
gods) is defined only vaguely
or is muddied by false portray-
als. This is a sign that non-de-
generate man cannot live with-
out prayer’.

Historical Aspects of the
Relationship between Pain
and Prayer
The condition of pain pre-

sent in illness leads the indi-
vidual who is faced with un-
certainty about the future to
look for answers solely in
prayer to the Lord, even
though ‘to invoke God as heal-
er, as He who can do things
that human invention cannot
perform, seems ill-advised and
superstitious to a man who by
now seems himself as the sole
arbiter of his own destiny’
(CEI, Evangelizzazione e
sacramenti della penitenza e
dell’unzione degli infermi, n.
123). However, above all in
the condition of illness, al-
though he trusts in the healing
power of medicine, recourse to
prayer seems to be a funda-
mental requirement of each in-
dividual.
We believe, together with

other researchers (Duquoc and
Floristan, 1990; Dossey, 1996;
Zucchi, Honings, 1996; Zuc-
chi, Honings, Voegelin, 2001,
2003, 2005), that prayer is the
fundamental core of the reli-

ation for the Study of Pain
(IASP) defines ‘pain as an un-
pleasant sensorial and emo-
tional experience associated
with a real or potential damage
to a tissue or described in
terms that refer to that dam-
age’ (IASP, 1979). The Flo-
rentine Algologia School de-
fines ‘pain as a psycho-physi-
cal entity with universal va-
lences in the perception of
which participate various indi-
vidual, cultural and religious
factors and in the contextuali-
sation of which take part not
only the branches of medicine
and biology but also those of
the human sciences (philoso-
phy and psychology) (P. L.
Zucchi, 1983).

The Definition of Prayer
Evagrius Ponticus (346-399)

defined prayer as a ‘dialogue
of the mind with God’ and St.
John Damascene (675-749)
defined it as the ‘raising of the
mind to God’. The term ‘mind’
in these definitions should not
be interpreted solely in a ratio-
nal way but rather in a spiritu-
al way because prayer totally
involves the feelings and the
freedom of the praying man.
The Enciclopedia Cattolica
(vol. IX, Vatican City, 1952)
defines prayer as the ‘language
of praise, or of invocation, or a
request directed by man to
God’. TheDizionario Enciclo-
pedico di Spiritualità (vol. 3,
Città Nuova, 1990) defines
prayer as ‘a primary phenome-
non of religious life, it is its

Introduction
In this study the placebo, a

substance defined as being in-
active or inert, and the placebo
effect, defined as effective in-
ertia or active inactivity, are
subjected to examination.
These two terms, the placebo
effect and the placebo, create a
semantic condition for an oxy-
moron where two words draw
near that have opposite mean-
ings, with the result that the
placebo moves from the uncer-
tainty of doxa to the concrete-
ness of epistemology.
The researcher tests the

placebo as an inert substance,
although verifying a effect,
above all in controlled clinical
studies with the pharmaceuti-
cal to be experimented with
and in this case the placebo has
a fundamental scientific neces-
sity because it points to a mea-
surable parameter of differ-
ence between the effects of the
pharmaceutical and the effects
of the placebo itself. In clinical
research carried out with a
placebo, of fundamental im-
portance also is the enrolling
of patients on a random criteri-
on (the casual placing of pa-
tients in the study group and
the control group) and in con-
ditions of blindness (see be-
low), obtaining an assessment
of the placebo effect and pre-
venting or reducing possible
bias.
From a theoretical approach

of this kind it is obvious that
not only clinical and therapeu-
tic assessments but also ethical
assessments are taken into
consideration. From an ethical
point of view it is also right to
point out to begin with that
studies in which the placebo is
used for its action must have
an assessment that is different
from that in the case of studies
that use the placebo for its in-
ertia.
In addition, the authors also

wanted to examine how the
two parameters – the imma-
nent (placebo) and the tran-
scendent (prayer) – may have
influenced pain.

The Definition of Pain
The Committee for Taxono-

my of the InternationalAssoci-
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gious maturity of the person
involved. A spiritually mature
Christian thus possesses a pain
threshold that is much higher
(that is to say he feels less
physical and mental pain)
compared to a Christian with a
lower level of spirituality or an
agnostic person (Zucchi, Hon-
ings, 1996; Zucchi, Honings,
Voegelin, 2001, 2003, 2005).

Prayer and the Level of
Spirituality of an Individual
Spirituality is defined by So-

ravito (1984) as ‘the set of as-
pirations and beliefs that or-
ganise the life of a man in a
unitary project, on the one
hand, and, on the other, the set
of personal reactions and ex-
pressions in which that project
of life is implemented’. The
level of spirituality of an indi-
vidual can be assessed, in our
view, on the basis of the
weight that he attributes to
gratification of a transcendent
kind, compared to gratification
linked to the purely sense
sphere. According to Brusco
(1996), spirituality can be de-
fined as being religious when
the aspirations and beliefs that
are the basis of a project of life
enter into a dialogic relation-
ship with God. The level of re-
ligious spirituality of each in-
dividual bears upon his modal-
ity of prayer, its length and fre-
quency, as has been demon-
strated by the studies by Polo-
ma and Gallupp in 1991 and
by Petrini and Carettain 1997.
Indeed, an increasing level of
spirituality increases the fre-
quency of prayer in connection
with God compared to prayer
involving requests. The inten-
sity of prayer, as is argued by
Torrey (1983) as well, depends
on the beliefs of the person
who prays, and a feeling of sin,
conflict situations, the fear of
not being forgiven, awareness
of the will of God and obedi-
ence to His word all bear upon
this intensity.

The Effectiveness of Prayer
In the Old and New Testa-

ments there are many exam-
ples of the effectiveness of
prayer. In the Old Testament

the description of the effects of
prayer on state of health, as ar-
gued by McCullough (1995),
and as demonstrated, on the
other hand, by the studies of
Zucchi, Honings, Voegelin
(1996, 2001, 2003, 2005).

Prayer and Psycho-physical
Modifications
Prayer can induce electro-

physiological, psycho-neuro-
endocrino-immunological,
cardiovascular, cerebral and
neuro-muscular modifications
(Finney and Malony, 1985;
Martin and Carlson, 1988;
Zucchi and Honings, 2003).
Prayer can also activate psy-
chological mechanisms that
can foster a mental and physi-
cal state of health (Maton and
Pargament, 1987; Patene et al.,
1991; Wilson, Nelson and
Bishop, 1992; Zucchi and
Honings, 2005).
Thoughtful reading of the

gospels and the Bible, together
with prayer, give rise to greater
wellbeing (Koenig, Kvale,
Ferrel, 1988; Ellison, 1991),
greater life satisfaction
(Markides,1983; Koenig,
Gorge, Meador, Blazer, Ford,
1944), a qualitatively better
and more motivated style of
life (Benson, 1984; Kiesling
and Harris, 1989), and an au-
thentic recovery (Ratzinger,
Bertone, 2000).
The physiological and psy-

chological effects of prayer are
proportional to the ethical-reli-

gious experience in the sense
that without prayer there is no
religion and without religion
prayer does not exist, above all
in Christian life.
The research that has ap-

peared in the literature in the
field on the relationship be-
tween illness and prayer bear
witness to the fact that medical
science previously had to take
into account the psychological
dimension and now has to take
into account the ethical and
spiritual dimension in dealing
with the various pathologies
that exist.
We would like, however, to

stress the fundamental concept
that although prayer does not
need to be approved by sci-
ence, it has demonstrated that
it has a significant effect when
it is applied scientifically. The
principal aim of prayer is not
to obtain solely the health of
the praying person but also to
create a dialogue between the
praying person and God in an
act of ‘self-devotion rather
searching for oneself’ (Finney
and Malony, 1985 b). Biblical
theology on suffering suggests
that the healing activity of God
should also be seen in prayer.
Christ himself, in fact, said,
‘come to me all of you who are
heavily laden and I will give
you rest’ (Mt 11:28).
For some authors the term

‘prayer’ derives from the Latin
precarius which means ob-
tained through alms (Dossey,
1996) and for others (Petrini
and Caretta, 1997) it derives
from precare, which means to
implore, to beseech.

The Correlation between
Prayer and State of Health
It should be stated that there

are at least three reasons in the
literature in the field which ex-
plain the low number of stud-
ies on the correlation between
prayer and pain. The first is the
fact that many researchers do
not believe in the healing pow-
er of prayer. The second is the
scepticism of certain theolo-
gians about the advisability of
engaging in such research giv-
en that God does not need
demonstrations. The third is
the low number of studies that
utilise a quantitative model in
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the real contents of the product
that is administered at the mo-
ment of the test’ (M. Garnier
and V. Delamare., 1982).
Placebos can be pure or im-

pure (pseudo-placebos). A
pure placebo is an inert sub-
stance adopted because of its
non-specific effects in order to
quantify in a more effective
fashion the level of the effica-
cy of the treatment that is be-
ing experimented with. An im-
pure placebo or pseudo-place-
bo is every measure without
intrinsic activity and which
does not have documented ef-
fects as regards the clinical
condition for which it is used.
A placebo can modify a se-

ries of objective parameters
(for example arterial pressure,
motility and gastrointestinal
secretions, glycaemia, body
temperature and anti-body re-
actions) and have favourable
effects on both mental pain
(anxiety, depression) and
physical pain (osteo-arthrosis
and rheumatic illnesses).

Historical Aspects
of the Definition
of a Placebo
Taber’s Cyclopedic Medical

Dictionary (Clayton, L. T.,
1985, p. 1307) defines a place-
bo as any inactive substance
that is given to the meet the re-
quest for medicines on the part
of the patient. La Nuova Enci-
clopedia Medica Garzanti
(Rothenberg, R. E., 1987, p.
1213) defines a placebo as any
preparation that is completely
without any active substances
used for purposes of sugges-
tion or in clinical experimenta-
tion so as to make a compari-
son with real medicines. Sted-
man’s Medical Dictionary
(Hensyl, W. R., 1990, p. 1205)
defines a placebo as an inert
substance given as a medicine
for its effects of suggestion
and in comparatives studies in
the same shape and form as
that of the active pharmaceuti-
cal. Churchill’s Medical Dic-
tionary (Koenigsberg, R.,
1994, p. 1464) defines a place-
bo as an inactive substance of
an identical aspect to that of
the pharmaceutical that is test-
ed and administered to sub-
jects or patients in similar con-

according to the approach of
which all prayers with a re-
quest obtain an answer not be-
cause of our will but because
of the will of God.
God answers human prayer,

as McCullough (1995) argues,
because of His sovereignty
and will and not on the basis of
the typology of the subject
who prays or the typology of
prayer. This statement is sup-
ported by many examples of-
fered by daily life to each one
of us. Indeed, there are simple
and humble people, at times
distant, but fundamentally true
to themselves and other peo-
ple, whose prayers seem to be
immediately heard, provoking
the amazement of their neigh-
bours, who are often giants
and defenders of the faith,
whose prayers, at times, how-
ever, seem to be unanswered.
It appears that God listens
more to a man whose faith is
experienced with the simplici-
ty of a trusting and not ratio-
nalised abandonment to His
will.

The Definition of a Placebo
The Dizionario dei termini

tecnici di Medicina (Garnier
and Delamare) defines ‘place-
bo (from the Latin ‘I will
please’) as the idiom that An-
glo-Saxon authors confer on
pharmaceutical preparations
(pills, cachets, potions) with-
out active principles and con-
taining only inert substances.
They are prescribed for psy-
chotherapeutic purposes or to
judge, by comparison and
eliminating the psychological
factor, the real action of
medicaments presented in the
same form, with which they
are alternated without the pa-
tient being aware of the fact
(blind tests)’. More specifical-
ly, ‘the blind test takes places
when it is only the patient who
does not know the substance
that he is receiving is without
pharmacological effects; the
double-blind test, on the other
hand, involves the administra-
tion of the medicament to the
individual, alternating it with
the placebo where the patient
and the medical doctor is un-
aware of this fact and where
only a third party is aware of

we observe that Abraham
prays with success for Abim-
elech and his family (Gn
20:18). We also observe that
sterility is eliminated through
the gift of children to Sarah
(Gn 18:10-14), to the wife of
Manoah, the mother of Sam-
son (Judges 13:5-24), to Anna,
the mother of Samuel (1 Sam
1:19-20) and to the Samaritan
woman (2 Kings 4: 6-17). Eli-
jah and Elisha address their
prayer to the Lord and obtain
the healing of a child (1 Kings
17: 17-23; 2 Kings 4: 18-37).
There are many psalms (Ps 41,
46, 62, 74, 116, 121, 147)
which invite us to have trust in
God as the only Healer of
minds and bodies. Together
with these Biblical citations,
which demonstrate the healing
action of prayer addressed to
God, we can read in the words
of Judith trust in the answer of
God to prayers: ‘Therefore,
while we wait for his deliver-
ance, let us call upon him to
help us, and he will hear our
voice, if it pleases him (Jud
8:17). The efficacy of prayer is
demonstrated with incisive
force by Jesus: ‘Ask, and it
will be given you’ (Mt 7:7-11;
Lk 18:1-8). It should be ob-
served that almost all of the
sentences on prayer to be
found in the synoptic gospels
relate to prayers that ask for
something so that ‘to pray’
(proseuchesthai) in the gospels
is synonymous with ‘to ask’
(aitein, deisthai, erotan,
parakalèin).
The effectiveness of prayer

that has a request is accentuat-
ed by insistent perseverance in
prayer (Lk 18:1-8), by trusting
awareness that one’s own re-
quest has already been heard
(Mk 11:24) and by the choral
participation of the community
(Mt 18:19). Jesus prayed in
public and in private (Mk
1:35; 6:46; 14:12:26; 35-42)
and taught his disciples to pray
(Mt 6:9-13; 7:7-11; Lk 11:1-
4). The teaching on prayer
with a request raises the ques-
tion of apparently unheard
prayers, of which the prayer at
Gethsemane is a dramatic ex-
ample. The teaching of Jesus
about prayer that has a request
should be interpreted, as
Soares-Prabhu (1990) argues,
in the light of the Our Father,
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Historical Aspects of the
Placebo Effect
The history of treatment is to

a large extent the history of the
placebo effect and here one
should emphasise that for mil-
lennia medical science used
and prescribed placebos almost
exclusively. In ancient Egypt
the Ebers papyrus, which goes
back to the sixteenth century
BC, and even before that in
Mesopotamia the Hammurabi
Codex (eighteenth century
BC), have unending lists of
hundreds of substances used in
the most varied of pathologies
which clearly have a placebo
effect in the view of contempo-
rary researchers.
The word ‘placebo’ derives

from the Latin version of
Psalm 116:9 ‘placebo Domino
in regione vivorum’, which is
usually translated as ‘I walk
before the Lord in the land of
the living’, even though the lit-
eral translation of ‘placebo’ is
‘I will please’. It appears that
tradition does not reflect the
original Hebrew because the
word that corresponds to
‘placebo’ in Hebrew is ‘eth-
hal-lech’, which means ‘I will
walk’. When this psalm was
translated into Greek in about
the second century BC, the
scribe erroneously wrote eu-
arestaso (‘I will please’) rather
than ‘I will walk’. Five cen-
turies later St. Gerolome trans-
lated the Bible from Greek into
Latin and thus translated the
verb ‘euarestaso’ in this psalm
with ‘placebo’.
In English the term ‘place-

bo’ appeared in the fourteenth
century to refer to the vespers
sung for the dead by profes-
sional mourners paid for this
purpose. Subsequently, the
word ‘placebo’ took on the fig-
urative meaning of ‘adulator’.
Today to weep and sing the
praises and virtues of the lives
of dead people is a practice
that survives in some neo-
Latin countries and in some of
the regions of the South of
Italy. Even Giovan Battista
Morgagni (Forlì 1682-Padua
1771), a medical doctor and
anatomist , who introduced the
experimental method into
medical science and estab-
lished for the first time the re-
lationship between clinical

cal, surgical or psychothera-
peutic procedures. Placebos
are also used to create a suit-
able control reference in clini-
cal research.
In all these definitions, as

Giorgio Dobrilla rightly points
out in his originally entitled
book, Placebo e dintorni (‘The
Placebo and its Context’, with
a preface by Silvio Garattini, a
placebo is ‘described as an in-
ert substance or inactive com-
posite, whereas in fact the ex-
istence of the placebo effect,
which is of not unusual signif-
icance, demonstrates specifi-
cally the opposite, that is that it
is very far from being inert or
inactive’.

The Definition of the
Placebo Effect
Pepper defines the placebo

effect as the therapeutic effect
produced by an inert biomed-
ical substance. Wolf defines
the placebo effect as a thera-
peutic effect or a side effect at-
tributable to treatment but not
to its pharmacological proper-
ties. Shapiro defines the place-
bo effect as the non-specific ef-
fect of a therapy than can have
or not have an additional spe-
cific effect. Modell defines the
placebo effect as what all
forms of treatment have in
common. Brody defines the
placebo effect as the variation
in the condition of the patient
attributable to the symbolic
meaning of the action of heal-
ing rather than the pharmaco-
logical effects of the action it-
self. Fisher defines the placebo
effect as the quota of the be-
havioural variation that can be
attributed to the symbolic
transaction of care that is re-
ceived in contrast with the be-
havioural variation due to the
mere passing of time, to re-
peated tests or to other sponta-
neous influences present dur-
ing the placebo therapy. The
placebo effect, which within
the sphere of pain is identified
with the state of analgesia, like
the nocebo effect, which in the
algological sphere is identified
with a state of hyper-algesia, is
present in children and even
animals, being installed with
mechanisms analogous to
those in man.

ditions. Il Dizionario Enciclo-
pedico di Scienze Biologiche e
Mediche (Zanichelli, 1995, p.
966) defines a placebo as a
pharmaceutical preparation
without therapeutic substances
made up only of inert princi-
ples and which is identical in
appearance to a pharmaceuti-
cal. Il Vocabolario della Lin-
gua Italiana (Treccani, 1998,
p. 1201) defines a placebo as a
pharmacologically inert sub-
stance which is administered
above all for the psychological
effects that it can have on a pa-
tient or to carry out compar-
isons with effective medica-
ments in a series of clinical
tests. Il Vocabolario della Lin-
gua Italiana (Zanichelli, 1999,
p. 1348) defines a placebo as
any preparation without active
substances that is administered
to a patient with non-physical
disturbances for the purposes
of suggestion, making the pa-
tient believe that it is a real
treatment, or which is used in
the place of a pharmaceutical
in order to measure its phar-
macological action. The Mer-
ck Manual (Merck, 1999, p.
2585) defines a placebo as a
presumably inert substance
that is used in control studies
to establish comparisons with
presumably active pharmaceu-
ticals or prescribed to treat
symptoms orto meet the de-
sire for medicines on the part
of a patient.
In his definitions of a place-

bo made between 1964 and
1971, Shapiro offers a synthe-
sis of all these definitions that
appeared previously in the lit-
erature in the field. Indeed, he
defines a placebo as any delib-
erately implemented proce-
dure designed to produce an
effect or which, without this
being known by the patient,
acts upon the patient or on a
symptom or on an illness, but
which is objectively without
any specific action as regards
the condition that is being
treated. This procedure can be
actuated with or without the
knowledge that a placebo is
involved. This procedure thus
includes all medical direc-
tives, independently of
whether they are oral or inject-
ed pharmaceuticals, locally
applied treatments, substances
that are inhaled, or mechani-
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syncrasy as regards the placebo
and cases of dependency that
are comparable to that obtained
with various pharmacological
substances, whereas Jospe de-
scribes an authentic syndrome
of abstinence in response to the
suspending of placebo therapy.
The data of our study group

emphasise, in line with those
that have appeared in the litera-
ture in the field (Beecher, Do-
brilla), that in the sample of pa-
tients subjected to examination
there is an improvement in
symptoms (in our sample the
improvement amounted to a
decrease in intensity of pain:
VAS from 10 to 6-5 and at
times as low as 4-3) of 20% to
40% after the taking of the
placebo, with benefits that were
not only subjective but also ob-
jective in character. One can
rightly deduce from this that
the efficacy of a pharmaceuti-
cal is also provided by its
placebo effect. A pharmacolog-
ically active substance can cre-
ate, according to our study
group, pain relief that goes
from 40% to 100% (fig. 1).
The duration of the placebo

effect varies in patients accord-
ing to the pathologies they are
afflicted but also in a homoge-
nous sample of patients with
the same pathology. In func-
tional (psychological) patholo-
gies the beginning of the place-
bo effect is much quicker than
is the case with physical
pathologies

Factors that Influence the
Placebo Effect
These are: a) injections are

more effective than pills where
there is parity of dosage and
large pills are more effective
than small ones; b) the trust of
the patient in the medical doc-
tor (an optimal doctor-patient
relationship) increases the ef-
fect of the placebo, as do the
certificates hung on the walls of
the surgery of the medical doc-
tor and the qualifications that
appear on the prescription (iat-
roplacebogenesis); c) the place-
bo effect increases if the patient
is told about the way in which
the pharmaceutical works; d)
the placebo effect is greater in
anxious patients than in patients
with a low critical capacity; e)
an inverse relationship exits be-
tween the effectiveness of the
placebo and the intensity of
pain (very intense pain re-
sponds less to the placebo).
As is also stressed by Man-

fredi, a medical doctor who in-
tends to exercise a placebo ef-
fect which goes beyond his per-
son, he has already invested
himself with a role of this kind,
must be convinced of the utility
and advisability of what he pre-
scribes as long as the concept of
deception remains separated
from that of a placebo.
If the results of the placebo

effect are negative one speaks
in this case of a nocebo effect.
Vinar emphasises cases of idio-

symptoms and the anatomical-
pathological condition of a pa-
tient, prescribed pieces of viper
in a broth for a girl affected by
diarrhoea. For that matter, until
the middle of the nineteenth
century in the pharmacy of the
Hospital of Santa Maria Nuova
in Florence live vipers were
kept, ready to be used to treat
tetanus and rabies.
1785 marked the beginning

of a new era in scientific thera-
pies with the use of extract of
digital leaves for the treatment
of cardiac insufficiency. Be-
fore that date the history of
medical science was made up
of ‘treatments’without any sci-
entific basis at the level of
specificity and may be seen as
belonging to the history of the
placebo effect. The literal
translation ‘I will please’ goes
back to 1811 and Hooper’s
Medical Dictionary which at
the time defined a placebo as a
‘medicament given more to
please the patient that to pro-
vide him with a benefit’. The
Oxford Dictionary of Medicine
defined the placebo ‘as a
medicament without efficacy
but one which can help to alle-
viate a disturbance because the
patient trusts in its properties.
In the course of pharmacologi-
cal tests a placebo and the new
pharmaceuticals are adminis-
tered: the effect of the medi-
cine is compared with the
placebo response that is ex-
pressed even in the absence of
an active pharmacological sub-
stance’. In 1890 in an anony-
mous editorial of the review
Medical Press reference was
made to the term ‘placebo’
when discussing a legal case
brought by a patient against his
doctor who, after administer-
ing a saline solution, was paid
as if he had administered mor-
phine. In 1955 Henry K.
Beecher, in his famous publi-
cation The Powerful Placebo,
was the first to examine the
placebo as the subject of a sci-
entific study, quantifying at
35% the positive effects of
placebos on the symptoms of
an illness. In 1956 in the New
Gould Medical Dictionary the
placebo was defined as ‘a
medicine without pharmaco-
logical effects but one that is
given to please and support the
patient’.
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Fig. 1. Diagram that indicates pain relief (from 40% to
100%) in patients treated with a pharmaceutical and pain re-
lief (from 20% to 40%) in patients treated with a placebo.

Placebo treatmentActive treatment
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TheAnatomical and
Physiological Aspects of the
Relationship between Pain
and the Placebo Effect
It is of fundamental impor-

tance in a correct interpretation
of the physiopathology and the
treatment of acute and chronic
painful pathologies to have a
knowledge about the algic sys-
tem, that is to say that part of
the central and peripheral ner-
vous system that is involved in
pain and its control.
The algic system can be di-

vided into four anatomical-
functional areas: 1) the area of
reception which is made up of
the pain receiver (a term creat-
ed by the neurophysiologist
Sherringtom, 1947); 2) the
area of transmission from the
pain receiver to the thalamus
and the cortex; 3) the area of
control or of the modulation of
the transmission (spine gates);
and 4) the area of perception
and integration (soma-sensori-
al cortex or sensorial, cogni-
tive and emotional brain),
figs.2 and 3.
From these premises one

can understand why of all the
theories that now exist in rela-
tion to pain that, which best
explains most of the acute and
chronic painful syndromes is
the gate theory of Melzack and
Wall (fig. 4).
The gate control theory of

Melzack and Wall explains
how Roland’s gelatinous sub-
stance (GS) has the task of
modulating the peripheral in-
put to the thalamus (T). The
entire system is under the con-
trol of the cerebral cortex with
the fundamental mediation of
the mesencephalic reticular
substance.
The A-delta myelinic and

18

Fig. 2. The algic system (or pain pathway) is made up of three
characteristic neurons. The first neuron (the primary sense
neuron or pain receiver=area of reception) goes from the periphery
of the posterior horn to the grey substance of the spinal cord; the
second neuron begins from the spinal cord (the area of
transmission and modulation of transmission) which reaches the
thalamus through the (anterior and lateral) spinal-thalamic band;
the third neuron rises from the thalamus to the soma-sensorial
cortex (the area of perception and integration).

Fig. 4. Schematic depiction of
the ‘gate control theory’
according to Melzack andWall
(1965).

III Neuron Soma-sensorial cortex
(area of perception
and integration)

Thalamus

Spinal-thalamic tract

Thorax spinal cord

Lumbar-sacral spinal cord

Spinal
gates (area of the

transmission and modulation
of the pain receiving input

II Neuron

I Neuron

Cervical spinal cord

Pain receiver (area of reception)

CENTRAL
CONTROL

ENTRANCE

SYSTEM OF CONTROL

OVER ENTRANCE

SYSTEM
OF

ACTION

Fig. 3. Schematic depiction of the sense centres (exteroceptive
in the head, proprioceptive in the neck, interoceptive at the base)
of the posterior horn and themotor centres (viscermotor
centres at the base, somatomotor centres at the top) of the
anterior horn of the grey substance of the spinal cord.
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the brain known as the nucleus
accumbens which is normally
involved in the processes in-
volving conditions of reward.
This area of the pre-frontal
cortex, which has a fundamen-
tal role in the perception of
pleasure and pain, is identified
thanks to the technique of
spectroscopy with the emis-
sion of positrons and the tech-
nique of functional magnetic
resonance. These important
scientific advances were pub-
lished by Zubieta et al. of the
University of Michigan in the
review Neuron in July 2007.
b) The mentalistic (or psy-

chological) theories which re-
fer to the subject states of con-
sciousness of a patient. In pain,
the placebo creates a decrease
in anxiety which in turn pro-
vokes a decrease in pain
(Evans, 1974; Sternbach,
1968). The mentalistic or cog-
nitive theory is a theory that
refers to the expectations of
the patient.As indeed is argued
by Schachter and Singer, the
expectation of a change in
symptoms is said to lead to a
behavioural change through a
cognitive re-adaptation. Here
Jon Kar Zubieta (Neuron,
2007) has shown that the ac-
tivity of dopomine in response
to a placebo is directly propor-
tional to the benefits that a pa-
tient expects to receive. This
famous researcher argues that
‘the more we believe that a pill
will have an effect, the more it
will have an effect’. He also
adds that ‘the acquisition today
of this scientific evidence
could be of great help in iden-
tifying new therapies for indi-
viduals who are especially sen-
sitive to the active principles
of the pharmaceutical that they
have to take’ (Cf. Gensini,
preface).
c) The theories of condition-

ing. Conditioning demon-
strates the causal nexus be-
tween stimulus and response
without referring to the mental
states of the individual:
Pavlov’s dogs begin salivat-

ing when a bell is rung.
d) The mixed theories,

which argue for an inter-rela-
tionship between the mediation
mechanisms of the endogenous
opiates, those of classical con-
ditioning and those of expecta-
tions as regards the analgesic

given an intra-muscular injec-
tion.
In addition to the gate con-

trol neurophysiological mech-
anisms, there is an analgesia of
endogenous opiates (endor-
phins), neurotransmitters,
whose cerebral effects are very
similar to those of morphine.
There are two principal

kinds of analgesics or pain
killers. Firstly there are those
that act at a central level,
which have an influence on the
pain of the whole organism.
Usually these are opiates –
morphine, codeine and similar
substances. These substances
mimic the action of the en-
dogenous opiates.
The other form of central

(or peripheral) analgesia is
non-steroid anti-inflammatory
pharmaceuticals (FANS), such
as aspirin, ibuprofen, naproxen
and other similar compounds.
Prostaglandins, lipid mole-
cules of fatty acids with a fun-
damental role in inflammation
and important in the produc-
tion of the protective layer of
mucous, above all in the stom-
ach, are involved in the mech-
anism of action of these phar-
maceuticals. The FANS, by re-
ducing the production of
prostaglandin, reduce inflam-
mation, pain, and fever but al-
so the protective layer of mu-
cous in the stomach, giving
rise to gastric pyrosis. Both in
the case of FANS and in that
of opiates the effect of the
pharmaceutical is generalised
to the whole of the organism.

Theories of the Placebo
Effect Physiopathological
Aspects of the Pain/Placebo
Effect Mechanism
The theories that seek to ex-

plain the physiopathological
mechanisms of the placebo ef-
fect are:
a) the chemical theories:

demonstration of an increase
in circulating endorphins after
the administration of a placebo
(Levine, Gordon, Fields, 1978;
1979; Ter Riet, De Craen, De
Boer, Kessels, 1998;Amanzio,
Benedetti, 1999; Benedetti,
Arduino, Amanzio, 1999);
production of dopamine, the
cerebral receiver of good
mood, produced in an area of

amyelinic C nerve fibres of a
small diameter (S) carry the
pain receiving input whereas
the fibres of a large diameter
(L) above all carry sense infor-
mation. The fibres of a large
and small diameter (L) have a
stimulating effect on the T cells
but have a different influence
on the cells of the gelatinous
substance. Indeed, the fibres of
a large diameter have a facili-
tating effect on them whereas
the fibres of a small diameter
are inhibitory in their effect.
It should be borne in mind

that the cells of the gelatinous
substance always have an in-
hibitory effect on the T cells.
Thus a stimulating effect on
the part of fibres of a large di-
ameter in the cells of the
gelatinous substance will de-
termine an accentuation of the
inhibition which will tend to
close the gate of the pain re-
ceiving information which
reaches the T cells.
The pain receiving input

which flows through the fibres
of a small diameter inhibit the
cells of the gelatinous sub-
stance, producing a process in-
volving the removal of inhibi-
tion, thus fostering the opening
of the gate, thereby giving rise
to the perception of pain.

The information transmit-
ted from the T cells to the cor-
tex depends on the relative ac-
tivity of these two kinds of fi-
bres.
This fascinating theory finds

confirmation in clinical prac-
tice. For example if involun-
tarily we hit a finger on our
hands with a contusing body
the fibres of a small diameter
are activated and open the neu-
ronal gates, thereby allowing
the pain receiving inputs to
reach the cortex and permitting
the perception pain. However,
if we put ice on this painful
finger there is an activation of
the fibres of a large diameter
which close the gate to pain re-
ceiving inputs, thereby block-
ing the pain.
Henry Beecher, one of the

most famous students of the
placebo effect, noted during
the SecondWorldWar that sol-
diers with serious wounds
rarely suffered a great deal be-
cause they were grateful that
they were still alive. However,
they protested when they were
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bances to which the patient
pays greater attention after the
administration of the placebo.
Our study group believes, in-
stead, that in the administra-
tion of a placebo side effects
can really take place, as occurs
with the administration of any
other pharmaceutical.
Another interesting research

study carried out by Wager et
al. (Science, 2004) with a
study of functional magnetic
resonance demonstrated that
when the subjects were sub-
jected to small electric shocks
they were convinced that a
cream which had analgesis
properties had been spread on
their arms and the centres in
their brains entrusted with pain
(the thalamus, the island of
Reil, the cortex of the anterior
cingulum) were less active
than was the case with the
sample of subjects to whom
the properties of the cream had
not been specified.At the level
of psychic pain, instead, a cor-
relation was observed between
the perception of pain and the
cerebral activity of the pre-
frontal dorsolateral cortex and
the orbitofrontal cortex, that is
to say a greater activity of
these areas was connected
with a lesser perception of
pain.
A placebo, in addition to

subjective symptoms, can also
modify objectively quantifi-
able parameters such as a low-
ering of gycemia in diabetics
(Singer, 1967).
Another example is demon-

strated by a significant im-
provement in strength tests
compared with the non-place-
bo group in patients with mod-
erate to severe cardiac defi-
ciency (Archer and Leier,
1992). In a study that demon-
strated the efficacy of chlofi-
brate, those with heart disease
who took less than 80% of the
pills with a placebo base had a
mortality rate that was 28.3%
higher after five years com-
pared to the 15.1% of patients
who regularly took the placebo
(The Coronary Drug Project
Research Group, 1989).
A placebo produces a remis-

sion of symptoms in 30% of
patients with ulcer colitis (Il-
nyckyj, 1997) and a reduction
of the frequency of a re-open-
ing up of the ulcer with less

pain-killing substances such as
morphine, and to such an ex-
tent that it is used to save the
lives of drug addicts who fall
victims of overdose). The sug-
gestion of, and the belief in,
the expectation of the disap-
pearance of pain induces the
placebo effect with the freeing
into our brains of endorphins
(endogenous morphine). With
the administration of naxolone
we block the endorphins and
thus the placebo effect as well.
In their study Benedetti and

Arduino (1999) divided their
voluntary patients into two
groups. The first group was
treated with morphine and the
second was treated with a
placebo (a saline solution).
The second group responded
with a net improvement in
their painful symptoms as
though they had taken mor-
phine. In addition, naxolone, a
substance capable of blocking
the receptors of the endoge-
nous pain killers, was adminis-
tered to the two groups. In this
way the algic symptoms reap-
peared in both groups, thereby
confirming a direct relation-
ship between endorphin and
the response to the placebo.
In pain treatment, the studies

(Benedetti et al.) that appear in
the literature demonstrate that
one can decrease (< 30; 40%)
the taking of morphine by al-
ternately administering the
pharmaceutical and a placebo
to patients.
As regards side effects dur-

ing therapy with a placebo,
Green believes that these man-
ifestations represent nothing
more than pre-existent distur-

response to the placebo
(Amanzio, Benedetti, 1999).
However our study group

wishes to emphasise that in the
relationship between pain and
the placebo effect, in addition
to the activation of the endoge-
nous pain killing system, as ar-
gued for by Petrovic (Science,
2002), the neuroendocrinal
system (ipothalamus, ipoph-
ysis, surrene) and the immuni-
ty system demonstrate that a
positive belief in a pharmaceu-
tical or in specific situation
even increases the immunity
defences in addition to com-
bating pain.

Clinical Conditions
and the Placebo
The effectiveness of the

placebo is demonstrated in all
those clinical conditions (hy-
pertension, depression, algic
syndromes) in which the psy-
chological component has a
preponderant role. In these
pathologies there are positive
responses to the placebo that
can reach 40% to 50%.
Levine, Gordon, Fields

(1978) and Benedetti and Ar-
duino (1999) are the most im-
portant researchers to have
demonstrated that in painful
pathologies the analgesic ac-
tion of the placebo is directly
proportionate to the response
to endorphin (the name ‘en-
dorphin’ is an abbreviation of
‘endogenous morphine’, that is
to say morphine produced by
the organism.
John Levine, Newton Gor-

don and Howard Fields, re-
searchers at the University of
San Francisco in California, in
1978 published in the presti-
gious review The Lancet re-
sults that are truly fascinating.
These researchers injected a
saline solution into patients
who had had a tooth removed,
telling them that they had been
given a powerful pain-killing
pharmaceutical. In many of
these patients the pain dimin-
ished or completely disap-
peared (the placebo effect).
However, if naloxone was
added to the saline solution the
placebo effect was blocked
and the pain reappeared
(naloxone is a molecule that
blocks the effect of (narcotic)

20

DH68 ing:DH n.63 ita 1-80 17-09-2008 16:47 Pagina 20



DOLENTIUM HOMINUM N. 68-2008

emerges that the placebo effect
has an influence on a (painful)
illness in all its (physical, psy-
chic and social) aspects, an
idea expressed very well in
English but not, unfortunately,
in Italian. More specifically in
English the word ‘disease’
refers to the physical compo-
nent of the painful illness, al-
gos, usually acute pain; ‘ill-
ness’ refers to the psychic and
moral component of painful
illness, pathos, usually chronic
pain, experienced by the pa-
tient and his family relatives;
and ‘sickness’ refers to a
painful illness as a social per-
ception, ethos.
As regards the relationship

between the placebo effect and
the effect of prayer, the inter-
pretation of a favourable result
varies, obviously enough, ac-
cording to whether the patient
is a believer or an agnostic.
In the believing patient, of

fundamental importance is the
role of religious faith as an in-
strument for the acquisition of
grace and thus of healing,
whereas the agnostic patient
reduces the favourably result
solely to a freeing of chemical
substances (for example en-
dorphin) in the organism with-
out any transcendent interces-
sion. Our research group (Zuc-
chi, Honings, 1996; Zucchi,
Honings, Voegelin, 2001,
2003, 2005) has explored in
very rigorous studies (the
choosing of patients according
to random criteria and along
double blind lines) that have
been published in internation-
al reviews the physiopatholog-
ical and theological interpreta-
tion of the relationship be-
tween (painful) illness, faith
and prayer.

The Components of the
Placebo Effect
Amanzio and Benedetti be-

lieve that in the placebo effect
in fundamental terms three
components can be identified:
deception, expectation and the
effect (M. Amanzio and F.
Benedetti, Meccanismi neu-
rofisiologici e neurochimici
della risposta placebo, 1995).
Deception is represented by
the administering of a placebo
to a patient with a set of

the parents than on that of the
baby. In children it is even
more demonstrable than in
adults and in this age band as
well the placebo effect varies
according to the character of
the parents or the nearest rela-
tives with whom the children
live. In a culturally more emo-
tional environment the placebo
effect has a decidedly greater
dimension compared with a
culturally more rational envi-
ronment, where, obviously
enough, the pathology is the
same.
In animals the placebo effect

has been studied above all in
certain kinds of animals –
dogs, cat and mice. The studies
on the conditioned reflexes of
Pavlov, in which the placebo
effect is explained with refer-
ence to a mechanism of condi-
tioning, are famous. The sense
of security that an animal feels
as regards who looks after it is
also important. Animals have
also been a valuable instru-
ment in studies on the analge-
sia of placebos, supported, as
in the case of man, by the free-
ing of endorphins and block-
ing by naloxone.
Complementary alterative

medicines (homeopathy, phy-
totherapy,Ayurvedic medicine,
traditional Chinese medicine,
plantar reflex therapy, digio-
pressure) or CAM, to use the
English acronym, often have
beneficial effects on the symp-
toms of pathologies referred to
by patients, even though in
large measure there are no
demonstrable evidence of their
efficacy and security. Given
that the placebo effect is thera-
peutic it would not be correct
to be hypercritical towards
therapies whose physiopatho-
logical mechanisms are not
known, even though distin-
guished clinicians, for example
Antiseri, Federspill and Scan-
dellari, believe in categorical
fashion that ‘alternative medi-
cines do not pursue the funda-
mental goal of science, they do
not, that is to say, aspire to con-
struct consensual knowledge
based upon public empirical
experience and rational discus-
sion. They constitute, there-
fore, a set of assertions and
pseudo-scientific practices’.
From what has been said

hitherto in this article it clearly

disability compared to the clin-
ical conditions of pre-enrol-
ment in multiple sclerosis (La
Mantia et al., 1996). It is effec-
tive in acute pain such as that
experienced in labour (Liber-
man, 1964) and in post-surgi-
cal situations (Gracely, 1983),
as well as in chronic cancer
pain (Boureau, 1988) and low
back pain (Deyo, 1990). In pa-
tients with Parkinson’s disease
the administration of a placebo
induces the release of
dopamine in the striatal body
(de la Fuente – Fernandez et
al., Science, 2001) and in pa-
tients suffering from depres-
sion it has been demonstrated
that serotonin is involved in
the placebo response (May-
berg et al., Am. J. Psychiat.,
2002).
The placebo effect also

takes place in surgery where it
constitutes a powerful symbol
of healing, as is also argued by
Johnson (The Lancet, 1994).
Indeed, we know about the
clinical improvement of symp-
toms in patients with opera-
tions on their colons or appen-
dixes who have been found to
be unharmed both from a sur-
gical point of view and an
anatomical point of view.
It is believed that the place-

bo effect in physical illnesses
is slower to become estab-
lished than is the case with
functional illnesses and that
the duration of the placebo ef-
fect can vary not only in indi-
viduals with various illnesses
but also in patients with the
same pathology. There can be
no doubt about the influence
of the medical doctor in the
placebo effect and of funda-
mental importance here is the
establishment of a good rela-
tionship between the medical
doctor and the patient. This as-
pect, obviously enough, must
also be extended to the para-
medical staff and to the sur-
roundings, which should be
pleasant.

In healthy individuals as
well the placebo effect varies
according to the character of
the individual, with the cre-
ation of an authentic ubiqui-
tous condition. In a newly-
born child the placebo effect is
present even though it depends
more on the character
(whether anxious or calm) of
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object (the psychon) actuated?
In the view of Eccles commu-
nication between dendrons and
psychons is actuated through
fields of quantistic probability
in which waves modulate the
release of neurotransmitters in
the inter-synaptic space be-
tween dendrons (the brain) and
psychons (the mind). Howev-
er, this fascinating theory has
never been experimentally ver-
ified and has had notable op-
ponents, amongst whom emi-
nent physiologists such as
Changeux and Edelman. To-
day, the theory of the diagram
of the three worlds of Karl
Popper has acquired a purely
historical value.

The Unicistic Conception
of the Brain and the Mind
of Edelman and Damasio
The dualistic conception of

Popper (a neurophilospher)
and Eccles (a neurophysiolo-
gist), which goes back to the
Cartesian conception of res
cogitans (consciousness) and
res extensa (th body), is op-
posed by the unicistic concep-
tion of the Nobel Prize winner
Gerald Edelman who argues
that ‘to study the problems of
the mind involves methods
that are not suited to them so
as to engage in a science of the
brain.’ The neuophilosophical
position of Edelman as regards
the mind can be extrapolated
from the following words: ‘the
attribution of the mind to the
body and the apparent myster-
ies of consciousness raise a
dilemma that can be resolved
by seeing the mind and con-
sciousness as direct properties
of matter’. He goes on to say:
‘Cartesian dualism will dis-
solve only when the relation-
ship between consciousness
and physics is understood’.
However the aim of Edelman
is ‘to demonstrate that it is sci-
entifically possible to under-
stand the mind’.
Antonio Damasio in his es-

say entitled ‘L’errore di Carte-
sio’ ‘(The Error of Descartes’)
also engages in a very critical
analysis of Cartesian dualism.
He writes: ‘The brain and the
body are undoubtedly integrat-
ed by nerve and biochemical
circuits which point to each

brain must be open to non-
physical influences’.
Popper was responsible for

the famous ‘theory of the dia-
gram of three worlds’ which
constitutes the dualistic con-
ception (the brain and the
mind are different systems)
that is opposed to the support-
ers of the unicistic conception
(the brain and the mind are the
same thing). ‘By world 1’,
wrote Popper’, ‘I want to refer
to the universe of physical
things, including the organ-
isms and the forces that act
with them. By world 2 I wish
to refer in a particular way to
conscious experiences such as
pleasure and pain, hopes, fear
and expectations, the percep-
tions of things and events, and
the memories of events in the
past, the experience of grasp-
ing an argument or under-
standing a theory; and in addi-
tion, if they exist, unconscious
experiences. By world 3 I wish
to refer to the products of the
human mind such as a tale, a
painting, a poem, a symphony,
a scientific theory, or an inven-
tion’. In such a way pain re-
ception, as Tiengo also argues,
is included in world 1 (or the
world of physical states)
whereas pain, a sensorial, cog-
nitive and affective complex
phenomenon, in agreement
with Melzack, is included in
world 2 (or the world of states
of consciousness: perception,
thought, emotions or dreams).
The mind belongs to this.
World 3 (the world of knowl-
edge) is the cultural patrimony
produced by man: philosophy,
psychology, theology and sci-
ence.
How the placebo effect (a

mental event) can block the
pain receiving input to the
brain was explained by the No-
bel Prize winner John Eccles,
who on the basis of the brain-
mind diagram of Karl Popper
(the model of the interaction
between world 1 and world 2)
proposed the theory of ‘psy-
chons’. Eccles posited the exis-
tence of psychons (world 2) as
immaterial entities that envel-
op dendrons (world 1), which
are themselves made up of
pyramid cells.
However, how is the lan-

guage of a physical object (the
Dendron) and a non-physical

painful symptoms telling him
that it is a powerful pain killer.
Expectation is that state of
mind that is created in the pa-
tient who trusts that
there will be a strong reduc-

tion in his pain. The effect is
given by the clinical condition
in which the individual refers
to a strong reduction in the
pain that he perceives.
Giancarlo Carli, a very rigor-

ous neurophysiologist, stresses
that in studies on the placebo it
is necessary to observe precise
rules of experimental protocol.
For example, if it is used as a
pharmaceutical in comparison
with morphine one should bear
in mind that this powerful anal-
gesic does not act on its own in
20% of cases.
Mario Tiengo, a distin-

guished mentor who created
the first teaching chair of ‘the
physiopathology and treatment
of pain’ in Italy, demonstrated
that in a high number of pa-
tients with painful pathologies
the placebo functions in differ-
ent ways in different patholo-
gies and that there is no differ-
ence between the two sexes. A
similar observation about the
pain threshold in the two sexes
was made by Zucchi and Hon-
ings (2006).
The results obtained from

the administration of the place-
bo are fascinating not only for
scientific research sensu stric-
tiore but also for the philo-
sophical domain. This is be-
cause it has stimulated and
continues to stimulate physio-
logical studies that examine
the close relationship between
the brain and the mind.

The Brain-Mind
Relationship
The Dualistic Conception of
the Brain and the Mind of
Popper and Eccles
The neurophilosopher Karl

Popper and the neurophysiolo-
gist Jon Eccles proposed theo-
ries on the interaction between
the brain and the mind which
are different in only small
ways from that of Descartes,
according to whom ‘it is the
soul that pulls the strings that
make the brain act’, agreeing,
therefore, with him that ‘if
there is mental activity, the
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that the new indications envis-
age the use of the placebo even
in the presence of an effective
treatment when innovative sci-
entific research must be en-
gaged in or when the suspend-
ing of a treatment does not
cause serious and irreversible
damage.
At this point we would like

to emphasise that in agreement
with other moralists (Ciccone,
Sgreccia, Tettamanzi), from an
ethical point of view the cor-
rect use of the placebo in clini-
cal conditions must take place
only when in is added to the
administration of the best cur-
rent therapies and in the case
of pathologies where effective
therapies do not yet exist.

Deontological and Ethical
Aspects The Medical Code
of Ethics, the Medical Act
and the Placebo
The Code of Medical Deon-

tology (1989) definitively
sanctioned in articles 39, 40
and 41 how the duty to inform
the patient and the relative ob-
taining of consent to the med-
ical act are fundamental cardi-
nal points in a new relationship
between the medical doctor
and the patient based upon the
principal of equal dignity and
self-determination.
More specifically, when a

health-care worker has to ad-
dress questions and issues con-
nected with clinical experi-
mentation, or so the National
Committee for Bioethics em-
phasises, ‘the question be-
comes even more difficult in
the case of comparison of the
placebo which for that matter
is seen as being of crucial im-
portance for an assessment of
the pharmacological effect. It
is believed that this difficulty
can be overcome by explain-
ing to the patient the modali-
ties of the inquiry and thus
making him aware that the
possibility exists that he will
be treated with a mere place-
bo’. However a list of indica-
tions was drawn up: a) the use
of a placebo is not acceptable
if the patient runs the risk of a
grave worsening of his condi-
tions; b) it is not acceptable to
interrupt a treatment that is sta-
bilising his condition in order

the brain of animals and in the
brain of humans when a spe-
cial expectation is established
an involuntary conditioned re-
flex is created which consti-
tutes an authentic placebo ef-
fect. In animals, the famous
Pavlovian experiment, abun-
dant salivation is created when
a bell sounds, while in humans
affected by physical pain there
is authentic pain relief follow-
ing the taking of an inert
preparation (placebo) as
though this was a real pharma-
ceutical.

The Contemporary
Situation as Regards
the Placebo
From the definition of the

placebo one deduces that this
pharmaceutical preparation is
a useful instrument in therapy
and indispensable in scientific
research, above all in phys-
iopathological studies on pain.
However in recent years lively
disputes have taken place
about the ethics of the use of
the placebo which have forced
scientific institutions to review
their previous positions. One
of the most important of these
institutions is the World Med-
ical Association (WMA)
which deals with the updating
which is periodically required
of the Helsinki Declaration. In
one of the latest versions of the
Helsinki Declaration theWHA
emphasised the non-use of the
placebo where a treatment ex-
ists that is of proven efficacy,
as reported in n. 5 and n. 29 of
the Declaration itself, where
one reads that the interests of
the patient must not be subor-
dinated to the interests of sci-
ence. More specifically one
reads in section 29 of this Dec-
laration: ‘The benefits, risks,
burdens and effectiveness of a
new method should be tested
against those of the best cur-
rent prophylactic, diagnostic,
and therapeutic methods. This
does not exclude the use of
placebo, or no treatment, in
studies where no proven pro-
phylactic, diagnostic or thera-
peutic method exists’. Howev-
er this correct and ethical posi-
tion has been criticised by
many researchers and institu-
tions, and to such an extent

other’. The most famous pro-
nouncement of the whole of
Cartesian philosophy appears
in this philosopher’s work
Discours de la Méthode
(1637), and it is ‘cogito, ergo
sum’, which precedes the net
separation of the brain (res ex-
tensa) and the mind (res cogi-
tans). Damasio is convinced
that the mind appeared during
the evolution of living crea-
tures because the cerebral
structures reached a sufficient
complexity. It is suggestive to
think, Damasio goes on, that
Descartes helped to modify the
development of medicine and
to ensure that it deviated from
the organic direction, or better
the organicistic direction (the
mind is in the body), which
had prevailed down the cen-
turies from the time of Hip-
pocrates to the Renaissance.
This would have irritatedAris-
totle if he had encountered it.
The neurophysiologist Stra-

ta when summarising the ques-
tion writes: ‘according to the
unicistic conception the com-
plex cerebral problems that
follow a sensorial stimulation
are to be identified with sub-
jective sensations: the two
phenomena are simply dimen-
sions or different ways of see-
ing the same phenomenon, the
working of the brain. Accord-
ing to the dualistic conception,
the brain is the complicated in-
strument of an independent
mind or soul. For dualists, the
processes of the brain act upon
the mind and vice versa’.
All the studies that have

been carried out in the neu-
rophilosophical, neurophysio-
logical and neuropharmaco-
logical spheres on the brain
and the mind are of fundamen-
tal importance in achieving a
better understanding of the
placebo effect.

Reflex Conditioning
and the Placebo
Pavlov (Ivan Petrovic,

1849-1936, a Russian physiol-
ogist and medical doctor and
Nobel Prize winner for medi-
cine, 1904) in his fundamental
studies on the conditioned re-
flex also established the bases
for an interpretation of the
placebo effect. Indeed, both in
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to make the patient take part in
research where the possibility
exists that a placebo will be
administered to him; c) re-
searchers should be able to jus-
tify the failure or the interrup-
tion of a treatment where they
subject a patient being treated
to a placebo; relief pharmaceu-
ticals, if they exist, must al-
ways be available on request,
even though this means that
the patient in wishing to take
them will no longer be able to
belong to the research sample;
e) if the possibility does not
exist of administering a phar-
maceutical in order to alleviate
the situation of the patient, he
must be considered as being
outside the research sample if
the pain and other symptoms
become unacceptable; f) pa-
tients should be able to make
telephone calls throughout the
twenty-four hours of the day
so as to obtain information on
their state of health; g) patients
receiving therapy with a place-
bo should be frequently moni-
tored so as to prevent a wors-
ening of their condition; h) if
the conditions of a patient
worsen it should be possible to
identify his code immediately
and in the case of therapy with
a placebo a specific therapy
should be begun immediately;
i) potential participants in a re-
search sample should be in-
formed 1) that they will be
placed in a group that will not
receive a specific therapy; 2)
or in a group that will have a
placebo or a special therapy; 3)
or in a group that will receive a
placebo before beginning a
specific treatment; j) the possi-
bility that a placebo will be ad-
ministered must be specified;
k) if a specific treatment has be
interrupted for a person to be
admitted to a research sample
and this can involve added suf-
fering the patient must be
clearly informed about the
length of the suspension of his
specific therapy and the possi-
ble side effects; l) the use of a
placebo cannot be ethically ac-
ceptable in more vulnerable
patients such as cancer patients
who are in the final stage of
their illness; m) in order to en-
sure that the placebo is scien-
tifically valid it must as re-
gards it weight, size, colour,
structure taste, smell be similar

to that of a specific pharma-
ceutical so that it cannot be
identified by the patient or the
researcher; and n) invasive
placebos such as injections
with inactive substances have
to have minimal risks and their
nature must be clearly ex-
plained to the patients who
take part in the research.
However, we would like to

emphasise what is written in a
classical tract of medical sci-
ence, where one reads: ‘a
placebo is an indispensable el-
ement in certain controlled
clinical trials. In contrary fash-
ion it has only a limited role in
the common practice of medi-
cine. An attentive relationship
between the medical doctor
and the patient is generally
preferable to a placebo in pro-
moting a therapeutic effect’.
(Goodman & Gilman’s, The
Pharmacological basis of
Therapeutics, 9th ed. Mc Graw
Hill, 1996, p. 53).

The Placebo and the
Pharmaceutical Industry
It is important to emphasise

that in experimenting with a
substance employing a placebo
as a comparison that there ex-
ists the phenomenon of publi-
cation bias where the pharma-
ceutical company sponsoring
the trial encourages the publi-
cation only of those results that
are favourable and not those
that are unfavourable to the
product in question. This very
important aspect of scientific
research has been the subject of
special attention on the part of
the editors of two authoritative
international journals, namely
The Lancet and The British
Medical Journal, who speci-
fied that all randomised con-
trolled studies must be regis-
tered before the beginning of
trials, with the publication of
all the results, including those
that are unfavourable.
Another ethical subject that

should be borne in mind is the
controlled placebo studies
sponsored by the pharmaceuti-
cal industry in the under-devel-
oped countries of the third
world. Here the Council of In-
ternational Organizations of
Medical Sciences, together
with the World Health Organi-

sation, proposed ethical guide-
lines for multinationals that
carry out research in the third
world (see the bibliography be-
low). These guidelines are: a)
the objectives of the research
must correspond to the health-
care needs and the priorities of
the country where the research
is carried out; b) every pharma-
ceutical produced as result of a
study carried out in economi-
cally depressed areas must be
reasonably available to the in-
habitants of these areas as well;
c) one should no longer plan
phase 1 studies (those carried
out at a preliminary level on so-
termed healthy volunteers) in
third world countries only be-
cause they cost less and the tri-
als are regulated in an aleatory
way.
From the legal medical point

of view it is advisable to make
a distinction between the use of
a placebo in clinical practice
where it is taken for granted
that there are effective pharma-
ceuticals beyond the placebo,
on the one hand, and trials
where it is necessary to inform
the patient and administer the
effective therapy to him where
this is present, on the other
Were a health worker to admin-
ister a placebo to the control
group in alternative to an exist-
ing effective pharmaceutical,
difficulties could arise for that
health worker at a civil and pe-
nal level.

Ethical-Theological Aspects.
The Relationship
between Pain, the Placebo
and Prayer
The Influence of Immanent

Parameters (the Medical Doc-
tor, the Pharmaceutical, the
Placebo) and Transcendent Pa-
rameters (the Priest, Faith,
Prayer) on Pain.
The presence and the avail-

ability of a caring and attentive
medical doctor has an influ-
ence on the pain threshold and
constitutes a positive therapeu-
tic moment of human and clin-
ical relevance, in the same way
as the administration of a
placebo, that is to say an inert
substance, as has already been
amply observed in this paper,
has an authentic pharmacolog-
ical effect.
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A medical doctor who has
prescribed a substance, even if
it is an inert one, has an impor-
tant and in terms of purpose
therapeutic role because he has
managed to establish a rela-
tionship of deep trust with his
patient. It is specifically from
this ontological physiognomy
that the medical doctor ac-
quires in relation to his patient
a pharmacological profile as
well.
From an ethical point of

view, however, one should
make an important distinction
between how physical and
mental pain is seen by a be-
liever and how it is seen by an
agnostic person. Very rigorous
studies on the relationship be-
tween painful illness, faith and
prayer (Zucchi, P.L., Honings,
B., 1996; Ratzinger, J.,
Bertone, T., 2000; Zucchi, P.
L., Honings, B., Voegelin,
M.R., 2001, 2003) have
demonstrated that faith, by
raising the pain threshold, cre-
ates in an individual the condi-
tion of perceiving less pain.
The improvement in the
painful set of symptoms takes
on a different significance if
the (consentient) patient has
used a placebo and prayer.
In our open study an assess-

ment was made of 64 patients
(believers and agnostics, vol-
unteers and consenting partici-
pants) with stabilised benign
and malign painful patholo-
gies, sub-divided into 4 groups
each with 16 patients. The first
group was composed of 8 be-
lieving patents and 8 agnostic
patients with benign pain who
were treated with a placebo;
the second group was com-
posed of 8 believing patients
and 8 agnostic patients with
benign pain who were treated
with prayer; the third group
was composed of 8 believing
patients and 8 agnostic patients
with malign pain who were
treated with a placebo; and the
fourth group was composed of
8 believing patients and 8 ag-
nostic patients with malign
pain who were treated with
prayer. Obviously the patients
could leave the study group at
any moment if they so wished.
The assessment of the inten-

sity of pain was done using the
visual analogical scale (VAS)
of Scott Huskisson (fig. 5)

every six hours on the first,
fifth and tenth days. Below,
these data are employed to
produce an average of the four
measurements, after the base
measurement, made on these
above-mentioned three days
during the ten days of treat-
ment (cf. figs.6, 7, 8, 9).
This approach uses a pattern

with a vertical line 10 centime-
tres in length and delimited
with two points at the end in
which the low point refers to
the condition of absence of
pain (pain = 0) and the high
point refers to the condition of
maximal pain (pain = 10). This
scale is given to the patient
who has to indicate the intensi-
ty of his pain. Subsequently,
thanks to the measurement in

DOLENTIUM HOMINUM N. 68-2008

Fig. 5 VAS scale: L is a segment
where the patient indicates the
perceived level of pain. The part
between the indicated pint and
the corresponding point ‘no pain’
is in centimetres.

Fig. 6. Average levels of VAS
over 24 hours in 4 measurements
(every 6 hours after the base
measurement) carried out on the
first, fifth and tenth days in the first
group made up of 8 believing
patients and 8 agnostic patients
with benign pain who were
treated with a placebo.

Fig. 7 Average levels of VAS over
24 hours in 4 measurements (every
6 hours after the base measurement)
carried out on the first, fifth and
tenth days in the second group made
up of 8 believing patients and 8
agnostic patients with benign pain
who were treated with prayer

Fig.8. Average levels of VAS over
24 hours in 4 measurements (every
6 hours after the base measurement)
carried out on the first, fifth and
tenth days in the third group made
up of 8 believing patients and 8
agnostic patients with malign pain
who were treated with a placebo.

Fig. 9 Average levels of VAS over
24 hours in 4 measurements (every
6 hours after the base measurement)
carried out on the first, fifth and
tenth days in the fourth group made
up of 8 believing patients and 8
agnostic patients with malign pain
who were treated with prayer.

Benign Pain-Placebo Malign Pain-Placebo

Benign Pain-Prayer Malign Pain-Prayer

Horas Horas
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millimetres of the segment be-
tween the end of the scale that
corresponds to the absence of
pain and the indicated point
(cf. fig. 5), one obtains the
conversion of the pain intensi-
ty in a numerical datum that
can be subjected to statistical
computation. At the present
time the VAS scale is the most
sensitive method we have for
the assessment of (acute) pain
in clinical conditions. The re-
sults obtained on the assess-
ment of intensity of pain in the
four groups that were exam-
ined demonstrated an im-
provement in pain relief in the
sample of patients (believers
and agnostics) affected by neo-
plastic pain who had agreed to
engage in a mediated reading
from the gospels compared to
the equivalent sample with the
placebo. However, in the
group of patients with benign
pain as well the results tended
to be more favourable in the
group which had engaged in a
mediated reading of the
gospels compared to the
equivalent group with the
placebo. In examining each of
the two groups, with benign
pain and with malign pain,
who had agreed to engage in a
mediated reading from the
gospels, more favourable re-
sults were obtained in the
group of neo-plastic patients
than in the group of patients
with benign pain, a fact that
had already been demonstrated
in previous studies.(Zucchi,
Honings, Voegelin, 2001).
This clinical result could be

explained by the fact that in
very precarious psycho-physi-
cal conditions, for example
where there is neo-plastic pain,
it is obvious that the mecha-
nisms involving the inhibition
of pain are strongly activated
and thus less receptive to other
stimuli such as the placebo.
From a theological point of

view pain, and especially neo-
plastic pain, constitutes a priv-
ileged moment to enter into
perfect harmony with the
Lord, who feels especially for
the smallest amongst us and
the most suffering.
Those who entrusted them-

selves to the Lord with the
very strong instrument of
prayer not only improved their
state of psycho-physical well-

being, obtaining relief from
their set of painful symptoms,
they also obtained a close al-
liance with God, the Father of
everyone and an authentic
medicine for everyone.
A believer, in fact, tries to

live out his illness and his pain
in a trusting relationship with
God, certain that God is the
true Healer. He experiences
this above all else when he
turns to a priest for the admin-
istration of the sacrament of
the anointing of the sick.
The immanent influence

(the placebo), on the one hand,
and the transcendent influence
(prayer), on the other, in the

sphere of pain, find a profound
support in theological thought
about the relationship between
the Creator and His creatures.
God created all things with

great ease and swiftness and
left in them some traces of His
being, drawing them from
nothing into existence, and do-
ing all of this through His wis-
dom, which is the Word, his
only-begotten Son. Thus all
creatures bear witness to the
greatness and perfection of
God, but this is especially true
of man, who was created in
His image and redeemed by
Christ in his likeness. It should
therefore be observed that
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Fig. 10. Schematic depiction of the influence of transcendent
parameters (faith, prayer, the priest) and immanent
parameters (the medical doctor, the health-care worker, the
pharmaceutical, the placebo) on the clinical-theological
interpretation of pain-the placebo-prayer.
+++: facilitating activity (increase, augmentation)
- - - : inhibiting activity (decrease, diminution)
God (transcendent entity) creates man in His own image

Grace

Faith
effect

PRAYER
effect

Endorphins
(Nature effect)

Endorphins
(Nature effect)

PLACEBO
(analgesia)

NOCBO
(hyperalgesia)

PAIN

Endorphins Endorphins

Endorphins Endorphins

PLACEBO
effect

PHARMACEUTICAL
effect

MEDICAL DOCTOR and/or PRIEST
and/or

HEALTH-CARE WORKER
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God, with the sole image of
His Son, looked at all things
and gave them their natural be-
ing. Seeing, therefore, that all
the things that He had created
were very good, He saw them
in the Word, His Son. In look-
ing at them, as St. John of the
Cross makes clear, He not only
communicated to them their
being and natural graces but
with this image of His Son He
had them clothed in beauty,

communicating to them their
supernatural being. This hap-
pened when He became man,
raising man to the beauty of
God and as a consequence in
man all creatures as well be-
cause in making Himself man
He joined Himself to the na-
ture of all creatures. With re-
spect to man, the Catechism of
the Catholic Church teaches:
‘It is in Christ, Redeemer and
Saviour, that the divine image,
disfigured in man by the first
sin, has been restored to its
original beauty and ennobled
by the grace of God’ (n. 1701).
This image of God is present
in every man and thus also in
an agnostic. Thus the imma-
nent parameters (the medical
doctor, the pharmaceutical,
and the placebo) and the tran-
scendent parameters (the
priest, faith and prayer) influ-
ence both believers and agnos-
tics. This is explained by the
fact that the immanent para-
meters influence the psyche
and thus the feelings as well
and thus the soma as well. But,
and this is a very interesting

point, because of his spiritual
soul and corresponding spiritu-
al powers of intelligence and
will, man (both believer and
agnostic) is also and above all
open to the influence of the
transcendent parameters (the
priest, faith and prayer). This
openness of his to the tran-
scendent, which is characteris-
tic of his pneumatic capacity,
involves a special relationship,
namely grace, with God,

whereby man has his own in-
fluence on his psyche and
through this on his soma.
In fig. 10 one can observe

how God creates man in His
image and likeness and
through Grace strengthens
Faith (the Faith effect) and the
very effective instrument of
Prayer (prayer effect), reduc-
ing pain (nature effect). The
effect of the pharmaceutical
and the placebo effect tend to
strengthen each other, decreas-
ing pain, and are positively in-
fluenced by the figure of the
worker for physical health
(medical doctor/health-care
workers) and the worker for
spiritual health (the priest).
To conclude, one may state

that from the interpretation of
this schematic depiction there
follows an ethical-theological
view not only of the incon-
testable value of Faith and
Prayer and the appropriate use
of a pharmaceutical and a
placebo but also of the impor-
tance of the indispensable af-
fectionate and not hurried par-

ticipation of the medical doc-
tor, the priest and other health-
care workers, because they
themselves are the bearers of
authentic treatment.
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A few years ago I read the
book by Stefan Zweig Momen-
tos estelares de la humanidad
(‘Stellar Moments of Humani-
ty’) in which Handel, given that
he was no longer able to write
music, was increasingly falling
into a state of depression. One
day he received a letter which
made him take up writing mu-
sic again. The page began with
the words of Isaiah: ‘Comfort
ye my people’. A ray of light lit
up his soul and he began the
composition of ‘Messiah’
which he then finished in a
short time. Comforted internal-
ly, he was able to write a work
that summed up life, joy… As
an expression of his gratitude
he gave the rights to this work
to the centre where he had been
treated.1 He who has been com-
forted, is called to console. I
will thus begin my paper with
the n. 2 of Handel’s Messiah
which we will now listen to.
I would like to thank the or-

ganisers of this meeting for
their kind invitation to me and
in particular I would like to
thank Rev. Joseph Enric for the
fine words with which he intro-
duced me. In my paper I would
like to show how much human
beings need to be comforted
and thus I would like to help to
explore the subject of the mis-
sion of the sanctuary as a sacra-
ment of God’s consolation and
offer some key points to show
that sanctuaries are truly sacra-
ments of God’s comfort.

1. Human Beings:
in Need of Consolation
andAble to Consolation
Sooner of later we all need to

be comforted. ‘We are so frail’,
wrote Brother Roger in his un-
finished letter, ‘that we need
consolation. For all of us ar-
rives the moment when we are
shaken by a personal trial or by

the suffering of other people.
This could even lead to our
faith being shaken or give rise
to new hope. To rediscover our
peace of mind at times we have
to be patient with ourselves.
There is a pain, however, that
marks us in a particular way:
the death of someone who is
near to us and whom we need
in order to walk upon the earth’.
There are many people who

need consolation and who ask
for comfort. I invite you to draw
near to them with your minds
and your hearts. Look at their
faces, listen to what they have
to say, hear their silences, and
enter their lives. Discover and
receive the appeal of those who
are alone and are abandoned by
their family relatives, the appeal
of those who feel worn out by
life, the appeal of the persecuted
and the slandered, of the most
unfortunate, the appeal of the
excluded and the marginalised,
the appeal of those who do not
manage to give a meaning to
their existence, the appeal of
those who have not found peace
of mind, and the appeal of those
who suffer because of their own
behaviour or because they feel
guilty. Look at the incurably ill,
the abandoned elderly, those
who have lost a dear one, par-
ents disorientated by the behav-
iour of their children, couples
that are breaking up, those who
live the experience of rejection,
incomprehension or failure…
believers who are submerged in
a dark night etc. Think also of
families and populations that
are experiencing the horrors of
war, acute poverty and hunger,
the consequences of natural cat-
astrophes etc.
However, stop as well to ob-

serve the multitude of so many
anonymous people who are
sensitive to the pain of other
people and do everything to al-
leviate their suffering and end
that suffering.

2. The Pathways by which to
Bring Consolation
In the past, but this applies to

today as well, all cultures, reli-
gions, schools of thought and
humanitarian groups trusted to
practical teachings to bring con-
solation to the afflicted and help
those who suffer. The common-
est proverbs and sayings, which
condense popular wisdom, offer
us a rich sample of pathways
that bring consolation .
2.1 It is natural to have

afflictions and pain
He who does not have an af-

fliction will find it on his path.
Affliction is lame, but it will ar-
rive sooner or later.
2.2 Consolation exists but you

have to want it
There is no pain without

consolation. He who does not
comfort himself does not want
consolation. He who wants to
find consolation will find it
sooner or later. There is no ford
without a river, nor is there
pain without consolation. The
lament of my neighbour does
not alleviate my lament. Other
people’s woes are a low conso-
lation. Pain and misfortune be-
long to those who suffer them.
2.3 There are different ways

of experiencing affliction,
pain and desolation

Shutting yourself up in your-
self: when pain reaches the soul
it never leaves it.

Thinking, imagining, foresee-
ing: afflictions are worse in
thoughts than in actual facts.
The affliction that has passed
hurts less than an affliction
feared.

Not wanting to escape: there
is no greater pain than pain that
does want to be comforted.
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2.4 Pathways by which to find
consolation
Let off steam, communicate,

breath, cry: pain that is trans-
mitted; if it is not treated, it can
be alleviated. Tears alleviate af-
fliction. The sighs that rise from
the heart lessen pain. To sigh al-
leviates pain. Pain that is com-
municated is already alleviated.

Exercise: to those who are
not habituated to pain, a little
pain seems a great deal. Tears
alleviate afflictions, one’s own
tears, not the tears of other peo-
ple.

See the positive side: there is
no affliction that does not come
for good. See the afflictions that
you do not have as possessions.
There is no pain that can resist
for a hundred years. There is no
going up without coming down.
The calm comes after the
storm.

Use the resources that you
have: tears and bread soon dry
up. Pain with bread becomes
less.
Open up and see the pain of

other people: carry your cross
in the street and you will see
other, larger, crosses. Think of
the homes of other people and
you will keep your pain. Those
who do not suffer, let them see
my affliction and theirs will
seem good.

Receive help: not fine words
for the sick but effective reme-
dies. Consolation is worth little
if it brings no remedy

3. God, the Source of all
Consolation
‘I am your comforter’ (Is

51:12)
The Bible, without denying

human consolation, demon-
strates to us a deeper consola-
tion, divine consolation, whose
protagonist is God, who comes
to us, is interested in our pain,
listens to the cries of His people
and sustains their hope then
they are in desolation.
To comfort is the specific

work of God and this we can
see in a special way in the
Psalms where we are often
shown a God of love who al-
ways comforts man: ‘Thy rod
and thy staff comfort me’ (Ps
23:4); ‘Thou wilt increase my

honour and comfort me again’
(Ps 71:21); ‘thou, Lord, hast
helped me and comforted me’
(Ps 86:17); ‘When the cares of
my heart are many, thy consola-
tions cheer my soul’ (Ps 94:19);
‘This is my comfort in my af-
fliction that thy promise gives
me life’ (Ps 119:50); ‘When I
think of thy ordinances from of
old, I take comfort, O Lord’ (Ps
119:52); ‘Let thy steadfast love
be ready to comfort me’ (Ps
119:76).

For an Israelite afflicted by
torments, God appeared as the
great comforter who always
feels compassion for His people
and comforts it with the good-
ness of a shepherd, the love of a
father and the tenderness of a
mother: ‘He will feed his flock
like a shepherd, he will gather
the lambs in his arms, he will
carry them in his bosom, and
gently lead those that are with
young’ (Is 40:11). ‘Can a
woman forget her sucking
child, that she should have no
compassion on the son of her
womb? Even these may forget,
yet I will not forget you’ (Is
49:15). ‘you shall suck, you
shall be carried upon her hip,
and dandled upon her knees.As
one whom his mother comforts,
so I will comfort you; you shall
be comforted in Jerusalem’ (Is
66:12-13); ‘When I thought,
“My foot slips”, thy steadfast
love, O Lord, held me up.
When the cares of my heart are
many, thy consolations cheer
my soul’ (Ps 93:18-19); ‘This is
my comfort in my affliction
that thy promise gives me
life…When I think of thy ordi-
nances of old, I take comfort, O
Lord… Let thy steadfast love

be ready to comfort me accord-
ing to thy promise to thy ser-
vant’ (Ps 118:50,52,76).
God’s consolation does not

only come to men in a direct
way; it also comes indirectly
through various mediators and
channels. The principal media-
tors of God’s consolation are
the Prophets.

Isaiah: ‘Comfort, comfort
my people, says your God.
Speak tenderly to Jerusalem’ (Is
40:1-2).

Jeremiah: ‘I shall turn their
mourning into joy, I will com-
fort them, and give them glad-
ness for sorrow’ (Jer 31:13).

Ezekiel: ‘They will console
you, when you see their ways
and their doings, you will be
consoled for the evil that I have
brought upon Jerusalem’ (Ez
14:23).

Baruch: ‘Take courage, O
Jerusalem, for he who names
you will comfort you’ (Bar
4:30).
Comforting is the finest work

of the Prophets. Their mission
was to create the environment,
prepare the most adequate mes-
sage, for the circumstances and
know how to withdraw in time
in order to foster true encounter
with the God of all consolation.
It was God who would truly
speak to the heart of man.
The great comforter, howev-

er, is a mysterious envoy, the
servant who will come to im-
plement the work of comforting
all those who weep (Is 61:2).
The Jewish tradition would call
him ‘menahen’, the ‘consola-
tion of Israel’.

4. Christ, the Sacrament of
the Consolation of God
The God who comforts

comes to men in Jesus. He him-
self appeared as the expected
servant, the envoy, to offer that
comfort that only God can give,
the only consolation that is able
to alleviate afflictions. He is the
Comforter of every man on
earth.
In his person God the com-

forter came to men to announce
that the afflicted would be com-
forted: ‘Blessed are those who
mourn, for they shall be com-
forted’ (Mt 11:28) and offered
rest to all those who suffer and
feel the weight of their suffer-
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ing: ‘Come to me all who
labour are heavy laden, and I
will give you rest (Mt 11:28)
The whole of his work – un-

der the impulse of the comfort-
ing Spirit – was an action that
brought comfort. He healed the
sick (Mt 14:14) and brought re-
lief to the hungry (Mt 6:34;
8:2), to the afflicted (Mt 3:35-
36) and to sinners (Mk 2:5).

Jesus consoled with his
words but he also consoled
through the example of his own
life. He himself lived the expe-
rience of desolation: faced with
the death of his friend Lazarus,
he was deeply moved and in
seeing the tears of Martha and
others, he, too, wept. He wept
when faced with the harsh posi-
tion of the Pharisees and his re-
jection by Jerusalem; in the
Garden of Olives he felt sad-
ness and worry about the mo-
ments of his passion and death.
He, too, needed to be comfort-
ed. He received comfort from
the Father over his acceptance
of death, comfort from the
Cyrene in carrying his cross,
and the comfort of his mother
in being faithful until the end.
And comforted, he became in
his turn a comforter: ‘In the
days of his flesh, Jesus offered
up prayers and supplications
with loud cries and tears, to
him who was able to save him
from death, and he was heard
for his godly fear. Although he
was a Son, he learned obedi-
ence through what he suffered;
and being made perfect he be-
came the source of eternal sal-
vation to all who obey him’
(Heb 5:7-9).

Christ restores, treats and
comforts from the cross all
those who believe in him: ‘As a
Moses lifted up the serpent in
the wilderness, so must the Son
of Man be lifted up, that who-
ever believes in him may have
eternal life’ (Jn 3:14-15).
‘By his wounds you have

been healed’ (1 Pt 2:24). Paul
discovered that consolation
springs from desolation when it
is united to the suffering of
Christ: ‘Blessed be the God and
Father of our Lord Jesus Christ,
the Father of mercies and God
of all comfort, who comforts us
in all our affliction, so that we
may be able to comfort those
who are in any affliction, with
the comfort with which are our-
selves are comforted by God’ (2
Cor 1:3-4.6)
Tonight, Christ of Calvary,
I have come to pray to you
about my sick flesh.
But seeing you, my eyes
come and go
From your body to mine,
with shame.
How can I complain about
my tired feet,
When I see that your feet are
broken?
How can I show you my
empty hands,
When yours are full of
wounds?
How can I explain to you my
loneliness,
When you are on the cross?
How can I explain to you
that I do not have love,
When your heart is pierced?
By now I no longer
remember anything,
All my pain has gone away.
The impetus of my
supplication,
Has remained suffocated in
my mouth.
I ask you only to not ask you
anything,
Only to stay here, near to
your image,
To learn that pain is only,
The holy key to your holy
door. Amen2

The Risen Christ continued
his mission of consolation. He
comforted the women who
went to his tomb (Mt 28:8-10)
and he comforted MaryMagda-

lene who wept over his death;
and he comforted Peter with his
gaze (Lk 22:61) and by placing
trust in him (Jn 21:15ss). He re-
stored hope and joy, which by
then seemed to be lost, to his
disciples at Emmaus who were
disconsolate and overwhelmed
(Lk 24:13-35). Everyone will
be comforted and will receive
the mission to comfort their
brethren.
This consolation did not fin-

ish with Jesus’ departure from
this world to go to the Heaven-
ly Father and he did not leave
his disciples orphans because
he sent them the Paraclyte, the
comforting Spirit (Jn 16:16-26).
Christians live in the consola-
tion that they have received for
ever from the Holy Spirit (Acts
9:31).
Lastly, God will comfort all

human pain with his glorious
presence amongst men: ‘and I
heard a great voice from the
throne saying, “Behold, the
dwelling of God is with men.
He will dwell with them, and
they shall be his people, and
God himself will be with them;
he will wipe away every tear
from their eyes, and death shall
be no more, neither shall there
be mourning nor crying nor
pain anymore, for the former
things have passed away”. And
he who sat upon the throne
said, “Behold, I make all things
new”. Also he said, “Write this,
for these words are trustworthy
and true”’ (Ap 21:3-5).

5. The Church, a Sacrament
of Consolation through
the Spirit
God has wanted to be present

in all epochs and be near to
every heart. On the death of
Christ, He did this through the
Spirit whose action, in a special
but not unique way, takes place
through the historic mediation
willed by the Lord: the Church,
the sacrament of Christ, the
earthly body of the glorious
Christ, animated by the Spirit.
The Church is the visible incar-
nation of Christ and his salvific
and comforting action.
‘The Church, “like a stranger

in a foreign land, presses for-
ward amid the persecutions of
the world and the consolations
of God”, announcing the cross
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and death of the Lord until He
comes. (cf. 1 Cor 11:26) By the
power of the risen Lord it is
given strength that it might, in
patience and in love, overcome
its sorrows and its challenges,
both within itself and from
without, and that it might reveal
to the world, faithfully though
darkly, the mystery of its Lord
until, in the end, it will be man-
ifested in full light’.3
‘The joys and the hopes, the

griefs and the anxieties of the
men of this age, especially
those who are poor or in any
way afflicted, these are the joys
and hopes, the griefs and anxi-
eties of the followers of Christ.
Indeed, nothing genuinely hu-
man fails to raise an echo in
their hearts. For theirs is a com-
munity composed of men. Unit-
ed in Christ, they are led by the
Holy Spirit in their journey to
the Kingdom of their Father
and they have welcomed the
news of salvation which is
meant for every man. That is
why this community realizes
that it is truly linked with
mankind and its history by the
deepest of bonds’.4
‘Wherever there are peo-

ple…afflicted with serious dis-
tress or illness… there Christ-
ian charity should seek them
out and find them, console
them with great solicitude, and
help them with appropriate re-
lief’.5
‘Thanks to an increase in co-

operation between the different
ecclesial bodies under the lov-
ing leadership of their pastors,
the whole Church will be able
to present to all a more beauti-
ful and credible face, a clearer
and more evident reflection of
the Lord’s own face, and will
then be able to give new hope
and comfort both to those who
seek her and to those who, even
though not seeking her,
nonetheless need her’.6
‘There will always be suffer-

ing which cries out for consola-
tion and help. There will always
be loneliness. There will always
be situations of material need
where help in the form of con-
crete love of neighbour is indis-
pensable. The State… [is] inca-
pable of guaranteeing the very
thing which the suffering per-
son – every person – needs:
namely, loving personal con-
cern’.7

Our Church is not always
called to be the merciful and
comforting face of God. Its sin
removes from it that trans-
parency required to being the
men of today the consolation of
the Lord. It follows from this
that it must renew itself con-
stantly. All of us who make up
the Church are called by God to
be like Him: welcoming and
comforting. The saints were
singular witnesses to God’s
consolation for suffering peo-
ple: St. Vincent de Paul, St.
John of God, St. Camillus de
Lellis, the Blessed Teresa of
Calcutta, and Mother María
Rosa Molas, founder of the Sis-
ters of Our Lady of Consola-
tion. With their example and
through their comfort we are
stimulated to be like them.
Neither the Church nor

Christians have a monopoly on
the good work of comforting.
The world is very large and we
Christians are only a small part
of it. It is a world in which a
great deal of suffering, a great
deal of frustration, disappoint-
ment, and powerlessness in the
face of evil, exist. The Spirit of
God, who is linked to nothing
and nobody, everywhere in-
spires men and women who
bring relief to the suffering of
their brothers and sisters. We
Christians know this and we
thank God for this. The practice
of good achieved by these men
and these women for us is a rea-
son for joy and must also be a
stimulus.

6. Mary, the Comforter of
theAfflicted
‘Mary, comforter of the af-

flicted’: thus is she invoked by
popular piety. Many peoples
venerate Our Lady of Consola-
tion as the patron saint who in-
tervenes for us. This popular in-
vocation acquired greater doc-
trinal force when the Second
Vatican Council stated that the
mother of Jesus shines ‘forth on
earth, until the day of the Lord
shall come, as a sign of sure
hope and solace to the people of
God during its sojourn on
earth’.8
The Gospel emphasises that

the sensitivity of the Mother of
God is an expression of God’s
compassion and consolation to-

wards men. Mary is placed in
the heart of human frustration
so as to bring her the comfort-
ing remedy which only her Son
can give.
‘Mary, who was present at

the wedding feast of Canaan is
located in the heart of human
frustration so as to bring her the
comforting remedy: the remedy
that only her son can bring’.9
But Mary, too, experienced des-
olation: ‘a sword will pierce
through your own soul also’
(Lk 2:35). Desolation took pos-
session of her heart but did not
injure her faith. She lived to the
depths the dark night. Her lone-
liness was the loneliness of
faith. In the pain of the Son on
the cross and then when she
held him in her arms, Mary
conserved the call of faith. And
she deserved consolation. She
thus became theMother of mer-
cy and consolation. She took
part in a singular way in the
consolation, the resurrection, of
Christ, by whom God consoled
the new messianic people af-
flicted by the death of the Sav-
iour (cf. Lk 24:17). The joy of
the resurrection makes her able
to console her children in any
affliction.
Mary has comforted and con-

tinues today to comfort her
children, who go to her and cry
out to her: ‘turn to us your mer-
ciful eyes’. In the heart of the
Church, which ‘presses forward
amid the persecutions of the
world and the consolations of
God’, (LG, n. 8), she acts so
that she is always filled with the
comforting Spirit. And as ‘our
advocate’ she exercises the
function of interceding, which
is equally a service of consola-
tion.10
Let us now take a brief break

in this paper to listen to the cho-
rus of ‘Messiah’, n. 19, ‘my
yoke is bearable and my burden
is light’.

7. Sanctuaries: Sacraments
of Consolation
Sanctuaries have always

been, and they remain today,
privileged places for the en-
counter of human beings with
‘mystery’. Many people go
them on pilgrimages, bringing
their lives, their questions, their
desolation, their search for
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meaning, their wounds, their
pain and their loneliness, their
tiredness and their afflictions,
their disappointments and their
hopes…In sanctuaries they find
a space in which they can ob-
tain release. The scene of Han-
nah in the temple of Shiloh is
often repeated in our sanctuar-
ies: ‘After they had eaten and
drunk in Shiloh, Hannah rose.
Now Eli the priest was sitting
on the seat beside the doorpost
of the temple of the Lord, She
was deeply distressed and
prayed to the Lord, and wept
bitterly…As she continued
praying before the Lord, Eli ob-
served her mouth, Hannah was
speaking in her heart; only her
lips moved, and her voice was
not heard; therefore Eli took her
to be a drunken woman. And
Eli said to her, “How long will
you be drunken? Put away your
wine from you.” But Hannah
answered, “No, my lord, I am a
woman sorely troubled; I have
drunk neither wine nor strong
drink, but I have been pouring
out my soul before the Lord.
Do not regard your maidser-
vant as a base woman, for all
along I have been speaking out
of my anxiety and vexation.”
Then Eli answered, “Go in
peace, and the God of Israel
grant your petition which you
have made to him.” And she
said, “Let your maidservant
find favour in your eyes.” Then
the woman went her way and
ate , and her countenance was
no longer sad’. (1 Sam 1:9-
10,12-18).
Paul VI called sanctuaries

‘clinics of the spirit’. Dr. A.
Mussi, of the University of
Bologna, wrote a phrase that
has been immortalised in the
entrances to a number of hospi-
tals: ‘you come to be cured, and
if not cured at the least cared
for, and if not cared you, at least
comforted’.
Are our sanctuaries, in fact,

places where the sick, families
who suffer, people who are
alone and abandoned, those
who find themselves sub-
merged by an ocean of debts,
find consolation?
Are they aware of the contri-

bution that they can give and
they are called to give today to
meet the needs of so many peo-
ple?
On what realities do our

sanctuaries rely so that those
who come to them or pass by
way of them can receive the
consolation and the peace that
they are looking for?
How can sanctuaries, today,

be ‘sacraments of the consola-
tion of God’?
These are some of the ques-

tions that I pose to myself and
that I launch in your direction.
I do not have an answer be-

cause I do not have experience
in the field or the facts. I would
like to offer you, in rather con-
cise form because of the lack of
time, some practical sugges-
tions. It falls to you to assess
them and to put them into prac-
tice in those sanctuaries where
you are present.
1. Attend with great care and

attention to welcoming those
who come to a sanctuary. In or-
der to have a deeper idea of
what this welcoming is I would
like to refer you to the excellent
paper given by Rev. José Enric
Parellada to the III European
Congress of Sanctuaries and
Pilgrimages which was held in
Montserrat in 2002. The title
was ‘I saw them pass by and I
welcomed them. The ministry
of welcome, a gift of the spirit’.
2. Create a climate of silence

that relaxes and communicates
serenity, which invites people
to come together, to listening
and to prayer. Music is without
doubt very useful and indeed it
is being increasingly used in
some places.
Brother Roger quotes some

words from the violinist Yehudi
Menuhin: ‘when words are
sung they reach the deepest me-
anders of the soul. I am con-
vinced that the young people of
today who desert churches
would go to Mass if they found
there the mystery that should
reign in them’.11
3. Create spaces that will al-

low those people who come or
stay for a number of days to en-
counter themselves, mystery,
release, and silent weeping.
4. Rely upon trained people

who are ready to listen and to
accompany visitors in a spiritu-
al sense. In the last part of my
paper I will dwell upon this
subject at greater length.
5. Draw up special pro-

grammes and offer means that
will allow people to express
what they have inside them-

selves, their own worries and
needs, their personal experi-
ences…I am thinking of group
encounters…of books or pam-
phlets in which people are in-
vited to write…One of the path-
ways that leads to comfort is
being with other people who
are suffering.
6. Ensure that the celebra-

tions of the Eucharist are lively,
linked to the lives of the people
who take part in them, and that
the words evoke remembrance
of God who is mercy and con-
solation, that God who loves us
with the love of a mother.
7. Celebrate in the Sacrament

of Reconciliation encounter
with God, who is affectionate
mercy, who comes to us and
embraces us without asking
anything of us, who redeems
our lived with His freely-given
forgiveness.

8. Celebrate the Anointing of
the Sick, a sacrament of the ten-
derness and consolation of
God, during pilgrimages in
which groups of sick people
take part.
9. The phrases that can be

read at the feet of an image are
very useful: fine texts, testi-
monies, poems and prayers. By
way of example, I will now
read you a valuable and pro-
found text written by Rev.
Moratiel, the founder of the
School of Silence:
And God said:
If nobody loves you, it is my
joy to love you.
If you cry, I want to comfort
you.
If you are weak, I will give
you my strength and my
energy.
If nobody seems to need

DOLENTIUM HOMINUM N. 68-2008

DH68 ing:DH n.63 ita 1-80 17-09-2008 16:47 Pagina 34



35

you, I will search you out.
If you feel useless, I cannot
do without you.
If you feel empty, my
patience will fill you.
If you are afraid, I will carry
you on my shoulders.
If you are tired, I will be
your rest.
If you commit sin, I am your
forgiveness.
If you ask me something, I
will give unto you.
If you need me, I tell you: I
am inside you.
If you are in darkness, I am a
lamp to light up your steps.
If you are hungry, I am your
bread of life.
If you have been unfaithful,
I will always be faithful to
you.
If you fall, I will treat your
fractures.
If everybody forgets about
you, my innards will shake
remembering you.
If you think you have
nobody, know that you have
me.12

10. The novenae, the tridu-
ums, the pilgrimages etc. that
are celebrated in a sanctu-
ary…could be a good opportu-
nity to speak about consolation
and to pray for those who need
consolation.
11. Sanctuaries can and must

be promoters and spreaders of
gospel culture and values which
can be contrasted with those
that are the source of many ex-
amples of desolation.
12. Sanctuaries must cooper-

ate, to the extent that this is pos-
sible, to remedy the causes of
people’s desolation through
their charitable and social ini-
tiatives. In other epochs, for ex-
ample, they did this by building
hospitals to care for sick pil-
grims. Today they could do this
with various works.

8. ThoseWho Offer Service
in Sanctuaries, Sacraments
of Consolation
Amongst the people who

draw near to sanctuaries there
are some who need ‘somebody’
who, in looking at them, goes
beyond appearances, draws
near and allows them to weep,
who understands their feelings
and receives their fears with re-

spect, who has time to reflect
together with them, somebody
who smiles and lights a lamp on
their journey, who perceives
their loneliness and is moved
with them with tenderness. This
‘somebody’ could be those who
offer their service in sanctuar-
ies, it could be you. God relies
upon you to transmit His near-
ness to those who are suffering,
to tell them that He loves them
unconditionally, that He is the
refuge where we can find a
haven, the physician who heals
our pain, the strong rock on
which we can lean…This is a
gift and a task that the Lord
gives to us: comforting through
you.
Thank you, Lord, for
needing us.
In your silence that
welcomes
You offer us your words,
Translated into a thousand
different tongues,
Suited to every situation
In our history,
You stretch out your hands.
In your apparent paralysis,
You send us to travel down
roads.
We are at your feet and we
draw near to you,
To the most marginalised
existences.
You ask us to be your ears,
So that your listening has a
face,
Attention and feeling.
So that complaints about
your absence,
Confessions about a past that
gnaws,
Doubts that paralyse life,
And the love that shares its
happiness,
Melt into air.
Thank you, Lord, for
needing us.13

But it is not possible to do
this from without.We must em-
body in our lives, bear witness
to and proclaim the message of
mercy and consolation revealed
in Christ, and thus be bearers of
God’s consolation for our
brethren. For this reason we
must: cultivate the experience
of God the comforter; fix our
eyes on the Lord, the epiphany

of God’s tenderness and com-
fort, so as to make his ap-
proach, His words and his ges-
tures our own; be aware that the
Comforting Holy Spirit works
in us and in other people; know
how to be the envoys and in-
struments of the Comforting
God who calls us to continue
the work of Jesus, guided by
the Spirit; be sensitive when
faced with human pain, have
compassionate hearts, experi-
ence the need for help, consola-
tion, compassion, encourage-
ment…and feel the joy of being
comforted.
How can a person who has
never needed a friendly
shoulder
Provide help?
How can he console
If inside himself, he has
never trembled because of
pain?
How can he cure,
If he has never felt
wounded?
How can he be
compassionate
If he has never felt
downcast?
How can he under stand,
If in his life he has never had
a broken heart?
How can he be merciful,
If he has never been in need?
How can he encourage,
If he has never felt
bitterness?
How can he re-invigorate
other people,
If he has never fallen?
How can he restore joy
If he has never drawn near to
the black wells of life.
And how can he accompany
other people
If his life has been a solitary
journey?14

9. The Keys by which to Live
and Perform the Ministry
of Consolation
This point is essential and of

primary importance. On the ba-
sis of my experience and the
experience of many other peo-
ple with whom I have shared
the task of accompanying those
who suffer, an experience en-
riched by the study and the con-
templation of the life of Jesus
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of Nazareth, I would like to pre-
sent you with certain practical
keys with the sole hope that
they will be of help to you in
living and performing the min-
istry of consolation wherever
you find yourselves.

1.Welcoming and being near
to people
‘The Lord is near to the
broken-hearted’ (Ps 33:18).
‘But standing by the cross of
Jesus was his mother’ (Jn
19:25).
‘You… received me… as
Jesus Christ’ (Gal 4:14).
A person who is afflicted

needs people near to him who
temper his affliction with hu-
man warmth, who comfort his
sadness with words. One can-
not help those who suffer from
far off. One must draw near to
them and enter what a person is
suffering, moved by compas-
sion and by the desire to com-
fort, to encourage and to be a
support. In addition, one must
do this without hurry and with-
out paternalism, doing things so
that the person who is need of
consolation is then a protago-
nist. Solidarity-inspired near-
ness has a curative power: it ac-
tivates and makes present for
the person who is suffering
God’s love and the love of his
brethren.
H. Nouwen writes: ‘More

important than any concrete ac-
tion or an instructive word is
the simple presence of someone
who is concerned about us.
When we are in a crisis we are

told: ‘I do not know what to say
to you but I want you to know
that I am with you, that I will
not abandon you’; we rely upon
a friend through whom we can
find consolation and relief. In
an epoch such as ours, which is
so saturated with methods and
techniques conceived to change
people, to influence their be-
haviour, to ensure that others do
new things and think new ideas,
we have forgotten about the
simple but difficult gift of being
present in relation to one anoth-
er. We have lost this gift be-
cause we have been made to
believe that presence must be
useful’.15

2.With delicacy and humility
‘Take your sandals off your
feet for where you are
standing is holy ground!’
(Ez 3:5).
One does not enter the world

of those who suffer desolation
by subordinating others, but,
rather, one does this with deli-
cacy. We must offer our pres-
ence to the person who is suf-
fering but we must not impose
our presence. And we must do
this with humility, that is to say
following the example of the
sandals of the wise man. Hu-
mility is based upon awareness
of one’s own limits in our at-
tempt to place the sick person at
the centre of our attention and
in the belief that contact with
him can teach us many things
and important truths. A healthy
realism will help those who ac-
company suffering people not
to see themselves as being in-
dispensable, to recognise that
their task is not to solve the
problems of those they are
speaking to but to become their
companions on a voyage, to
comfort them as they hope, and
to be the bearers of relief and
comfort during their moments
of pain.
3. Listening
‘O Lord, thou wilt hear the
desire of the weak; thou wilt
strengthen their heart’ (Ps
10:17).
‘Be quick to hear, and be
deliberate in answering’ (Sir
5:11).
Aperson finds relief when he

has the opportunity to share

what he has inside him. Allow-
ing his deep concerns, his frus-
trated hopes, to come to the
surface requires a deep breath
on the part of the person who
suffers. Comfort presupposes as
regards those who seek to pro-
vide it a capacity to inspire trust
in the disconsolate, to over-
come their fear that they will
not be listened to or understood.
To listen means to offer wel-

come to the experiences of the
other, to give space to his indi-
viduality and his personal histo-
ry. The art of listening is a diffi-
cult one: we are more inclined
to judge the attitudes and the
states of mind of others than to
accept them and offer hospitali-
ty; we tend to minimise their
worries and propose solutions
that they cannot adopt, to be
impatient towards them or to
blame them.
To listen is not easy. It re-

quires sensitivity, a capacity to
enter into harmony with anoth-
er person in order to read what
the other says to us with his
words and above all with his si-
lences, his gestures and his
look…To listen is an art. It has
to be learnt and practiced.
Knowing how to listen re-

quires us to put ourselves in the
place of the person who is suf-
fering, to receive his personal
history, to perceive the impact
that suffering has on each suf-
fering person, to immerge one-
self but without falling into the
well of suffering, to keep the
right distance which will allow
us to follow but remain our-
selves, and maintain our auton-
omy and clarity so that we can
help.
Listening is cultivated

through practice, through re-
flection and through trying to
discover, every time with
greater clarity, everything that
fosters and everything that ob-
structs.
When I ask you to listen to

me and you begin to give me
advice, you are not doing what
I asked you to do.
When I ask you to listen to

me and you begin to tell me
why I should not feel bad, you
are not respecting my feelings.
When I ask you to listen to

me and you think that you have
to do something to deal with
my problem, you are disap-
pointing my hopes.
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Listen to me! All that I ask
you is to listen to men, not to
talk to me or to be inconve-
nienced by me.
Listen to me, this alone do I

ask of you.
It is easy to give advice. But

I am not useless. Perhaps I feel
discouraged and think that I
have problems, but I am not
useless.
When you do for me what I

can do myself and I must do
myself, you are only encourag-
ing my fears and my insecurity.
You must simply accept that

what I feel belongs to me and
only to me, however irrational
it may be. So I must not make
you understand anything else
and I must begin to discover
what is inside me. Certainly it is
for this reason that prayer
works: God is always there and
is listening.
4. Welcoming with laments

and tears
‘Cast your burden on the
Lord, and he will sustain
you’ (Ps 55:22).
‘Cast onto him every care,
because he is looking over
you’(1Pt 5:7).
Tears have a thousand mean-

ings. There are tears which con-
ceal emotion, joy, and tender-
ness, but there are also tears of
anger, of lament, of despera-
tion, of bitterness, or of repen-
tance and of sadness. We
should receive them in silence,
respect them, and try to discov-
er what they express.
Cardinal Pironio said: ‘Now

the Lord irrupts in my cross. I
weep like a child, which does
not cause me shame, but specif-
ically because of this there
grows within me the experience
of the Father’s love and the
motherly nearness of Our Lady.
I feel the need to cry out to the
world, above all to young peo-
ple, that God is the Father, even
though he shakes me with His
love: if the ear of corn does not
fall…How much would I like
to write about the cross and the
Father’s love for the young! I
can see very clearly that the on-
ly way for me to redeem (and to
redeem myself) is to become a
participant in the sufferings of
the Lord, completing his pas-
sion in his Body, the Church.
‘For this reason I rejoice’. Even

though in human terms it costs
me to accept this and I weep in
silence, I understand more
those who suffer and weep, and
I want to venerate them’.
5. Understanding
‘The Lord… fashions the
hearts of them all, and
observes all their deeds’
(Ps 32:13,15).
We cannot comfort anyone if

we do not understand their des-
olation, if we do not place our-
selves at their feet, if we do
look together for them for what
is really a source of a comfort
for those who suffer. Listening
constitutes the key with which
we can open the door to under-
standing suffering: their afflic-
tions, their expectations and
hopes, their feelings, what they
lack but also their resources.
Understanding gives us the
ability to see life with the eyes
of a person who is disconsolate.
The understanding of a person
who is suffering is a therapeutic
means that alleviates the burden
of a wounded heart. Vice versa,
incomprehension constitutes a
further pain for the person who
is suffering.
Brother Roger writers: ‘The

most beautiful thing of my life
is to discover through a conver-
sation a person in his whole-
ness, marked at the same time
by an internal drama or a frac-
ture and by irreplaceable gifts
by which the life and force of
God can provide the ability to
work miracles in the same per-
son.
It is essential to try to under-

stand the situation of a person
beginning with a few words or
stances rather than with long
explanations. It is not enough to
share what makes him suffer in
his innermost self. We must al-
so look for the specific gift that
God has given him and which
will be the column of his exis-
tence. At the moment at which
this gift or these gifts are re-
vealed, the paths open up be-
fore one.
We should not dwell a great

deal upon his problems, his fail-
ures and those contradictory
forces that lead nowhere. We
must first pass as soon as possi-
ble to the essential stage – dis-
cover his unique gift, the talents
that are entrusted to each hu-

man being, so that they do not
remain hidden and bear fruit in
God’.
6. Respecting the other, his

feelings, his rhythms and his
decisions
‘a bruised reed he will not
break, and a dimly burning
wick he will not quench’
(Is 42:3).
‘be patient with them all…
Do not quench the Spirit…
test everything; hold fast
what is good’ (1 Thes
5:14,19,21).
Respect for every person that

we meet is an approach that we
must cultivate: this is the capac-
ity to consider every human be-
ing as a person created in the
image and likeness of God, en-
dowed with dignity, unique-
ness, and unrepeatable original-
ity. As the poet declared: ‘no-
body, yesterday or today, will
go down the same path as me.
For every man the sun has a
new ray, and God will reserve
to him a pathway unknown to
others’.
To comfort means to help

and not to rebuke, to forgive
and not to accuse, to animate
and not to reproach, to care and
not to criticise, to help someone
to get up and not to fall down.
To comfort means simply to put
oneself at the side of an afflict-
ed person with all the respect of
the world and say to him that
you care for him, but this
should be said in the only con-
soling way: with love, with re-
spect and with disinterested de-
votion.
The feelings of the other per-

son should be seen as sacred,
worthy of respect, a limit to his
way of behaving, and even
when they impede consolation,
they should not be forced. In-
stead, one must try to overcome
them, breaking down their de-
fences, freeing the fears that
support them, nourishing new
hopes.
Every person has a psycholo-

gy, a culture, a history and
unique moments of life. For this
reason, each situation requires
its own rhythm. We must try to
adapt ourselves to each discon-
solate person in order to help
him in a concrete way and with
what he needs.
‘What a relief is produced’,
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writes Emma, ‘to feel that
someone takes upon their own
shoulders your situation and
does not try to offer you conso-
lation on the cheap or try to
draw away from the truth of re-
ality, however hard it may be,
or to hide your true feelings.
This is the moment to recognise
and thank the ‘angels’ who
along your pathway allow you,
have allowed us, to rise up, to
feed ourselves with the bread of
solidarity, of nearness, of free
giving, of struggle, so as to go
on walking’.
7. Speaking to the heart
‘so that I may know how to
sustain with a word he who
is weary’ (Is 50:4).
‘Anxiety in a man’s heart
weighs him down, but a
good word makes him glad’
(Prov 12:25).
‘The light of the eyes
rejoices the heart, and good
news refreshes the bones’
(Prov 15:30).
A word that rises from the

heart and speaks to the heart of
he who suffers has a great pow-
er: it comforts, it consoles, it
animates, it guides and it di-
rects, it gives life and hope. It is
a word that is kept, which one
gives thanks for and which one
never forgets: ‘I have laid up
thy word in my heart….I will
not forget thy word…Thy word
makes me live…How sweet are
thy words to my taste, sweeter
than honey to my mouth…Thy
word is a lamp to my feet, and a
light to my path’ (Ps 119).
The same does not apply to

empty words that are said more
to alleviate one’s own cares
than those of people immersed
in their own pain. Not only do
they not comfort but they actu-
ally cause damage to he who
listens to them: ‘I have heard
many such things; miserable
comforters are you all. Shall
windy words have an end?...I
also could speak as you do, if
you were in my place…How
long will you torment me, and
break me in pieces with words?
(Jb 16, 1-6;19:2).
‘Faced with pain he and I dis-

cuss matters; the others remain
outside; for this reason words
are too much, everything
sounds hollow, distant… It is
easy to say fine words, to give

all kinds of consolations and
explanations when nothing
harms you and you are ‘ab-
sorbed’ by suffering. It is easy
to speak about a harsh reality
and try to find solutions from
without. But if it is in you and
you experience powerlessness,
your powerlessness and that of
others, your need profound si-
lence to receive. Silence is the
word that reveals his Presence
to you, because all of his being
generates silence. You need that
silence to ‘bear’ things in peace.
God, too, becomes silence in
these moments, He is your
peace. Pain becomes prayer and
the whole of your body seems
to breath a name – Jesus. This is
your constant prayer’.16

8. Being at the side of a
suffering person,
accompanying him along his
pathway, helping him to find
meaning in what is
happening to him.
‘Jesus himself drew near and
walked with them’ (Lk
24:15).
One can look with serenity

and inner peace at people who
are looking for comfort only
through solidarity, company,
love, friendship and service to
others. We can take on our-
selves these situations and ac-
cept them when we do not feel
alone, when we feel the pres-
ence of other people.
The search for meaning

keeps man on the pathway that
leads to authentically human
health. To accompany a suffer-
ing person on their journey to
finding a meaning to pain is one
of the ways of helping that per-
son find consolation.
‘Jesus did not come to ex-

plain suffering or to justify its
existence. He revealed some-
thing else to us: that all suffer-
ing, all wounds, can become of-
ferings and be transformed into
a source of life and thus be fe-
cund. In human terms it is not
understandable or possible, on-
ly through the grace of the Holy
Spirit can we, if not understand
suffering (and we will never
understand it), at least lean to
offer it and to perceive in this
very humble gift a mystery of
love and communion’.17
‘Pain’, writes Cecilia Puertas,

‘cannot be understood. God

does not answer, it has to be ac-
cepted. This non-understanding
and the apparent absence of
God because of His silence
leads us to rebel, to protest, to
reject pain, to close ourselves
up within ourselves or to re-
ceive it as an inevitable reality
which is here and from which
we cannot escape. You fall be-
tween two stools: despair or ac-
ceptance that leads you to sur-
render.
God explains nothing, pain is

here, He does not remove it, He
gives it a meaning because He
fills it with His presence. Often
the cry goes up: ‘Father, if it is
possible distance this chalice
from me’. And here, in this cry,
you feel a hand that supports
you, and which is here even
though you do not see it. At
other times the answer seems to
be non-meaning because His si-
lence is a burden. Everything is
dark, overwhelming. God does
not reply, pain has to be re-
ceived, one as to live at the feet
of the cross. From here, looking
at the Crucified Christ enables
you to discover the crucified
God who is in you, helping you
to experience pain rather than
allowing it to suffocate you.
The Cross will save you and not
through pain but with the limit-
less Love of God that you feel
being born inside you.
In pain I can continue to love

god, not a God who sends me
pain and suffering but a God
who becomes pain and who
suffers with me to dress it in
festive clothes: the feast of
Love, because He is here, next
to me, in me, to help me to suf-
fer with joy.
I have found no pleasure in

pain and I do not like it. I accept
it because it is here. I look at the
Crucified Christ and from here
the cross becomes a pathway
that leads me to the fullness of
life because he is here with me.
In him I find the peace and
serenity to suffer with Joy. He
is my hope because I do experi-
ence pain alone but in commu-
nion with him. I do not love
pain, I love life, I love happi-
ness. But on this journey I have
encountered pain and I accept it
as a dark and painful part of my
life. This does not weaken hap-
piness because happiness
comes from God’.
‘I believe’, Cecila Puertas
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goes on, ‘that the key by which
to experience pain with joy – or
so I have heard – is faith. Our
God is not a God of the dead
but a God of the living. He
wants Life, the happiness of
man. Pain does not make man
happy and for this reason pain
cannot have the last word, and I
feel that inside me it does not
have the last word. There is
something deeper, or to put it
better, something that is in you
that receives this pain making
itself pain with you in order to
sprout life amidst an ‘apparent
death’ as well. For this reason I
venture to speak about pain ex-
perienced in the light of faith as
a MYSTERYOF LOVE’.18

9. Encouraging healthy
attitudes and forms of
behaviour in the situation
experienced by the person
who suffers
‘When Jesus saw him and
knew that he had been lying
there a long time, he said to
him, “Do you want to be
healed?... “Rise up, take up
your pallet and walk”’ (Jn
5:6,8).
A person faced with desola-

tion and cares can adopt atti-
tudes and forms of behaviour
that are positive and fertile or
negative and sterile. Some will
allow him to face up to and ex-
perience pain in a constructive
way; others, in contrary fash-
ion, will make his pain more
unbearable and destructive.
Spiritual accompanying must
help the suffering person to dis-
cern his own attitudes and
forms of behaviour and to culti-
vate those that are positive.
‘During the course of an ill-

ness’, says Jesús Burgaleta, ‘I
tried to maintain an approach of
life even during the most diffi-
cult moments. Illness was a
stage in my life that deserved to
be lived through with intensity,
with profundity, in a radical
way, and with a certain enthusi-
asm and happiness…Who
could have assured me that it
would not have been the last
stage of my life? And how
could it not have been lived un-
to the end?’
‘I suppose’, declared the

writer Javier Tusell to the news-
paper El País, ‘that one can
reach conformity with pure ra-

tionally but in my case with re-
ligious faith as well. For some
perhaps to believe means to
find consolation in the continu-
ation and the promise of a re-
ward when faced with suffer-
ing. I see it more as conformity,
both in relation to the future
and in a personal assessment of
the past. It is born from seeing
God as the Father and yourself
as an apostle who was able to
fail and who turns to Jesus with
a phrase that denotes at one and
the same time submission and a
recognition of this fallibility:
‘My Lord and my God’.
10. Sharing out personal

witness and the witness of
other people who have
experienced or are
experiencing the same
situation
‘Then they told what had
happened on the road, and
how he was known to them
in the breaking of the
bread’ (Lk 24:35).
For a person who is going

through a difficult time, it is
more comforting to hear some-
one who says to him, ‘it hap-
pened to me but thank to God I
emerged victorious’, than to lis-
ten to a person who is referring
to something that they have not
experienced.
‘I learnt’, wrote Marisol, ‘to

be with sick people without be-
ing able to treat them. To enjoy
the presence of children with-
out having them with me. To
love the poor without being
able to serve them. I learnt ‘to
hope’ because when you de-
pend on so many people you
experience the reality of a
poverty that places you last, but
pain is a real mystery that we
cannot feel when we arrive; you
have to receive it and experi-
ence it.
I live without time because

life for me is not to be busy but
TO LIVE simply, smelling
everything, tasting everything,
waiting for everything, dream-
ing of everything, thinking
about everything…so as not to
fall into the sadness of my pain
or pessimism about my future, a
future that perhaps I will not
have, or getting depressed about
the limitations of the present,
which certainly exist… even
though they are increasingly

less… my life is him, he is my
health and my peace. He is my
joy, my patience, my consola-
tion and my strength. He is my
love. The love that has enabled
me to love all men, making
them brothers in a Church that I
love passionately. A love that I
would not change for any trea-
sure here on earth. I dream of
the day when he will allow me
to walk with my feet and
breathe independently, the day
when I will have recovered my
health and can place my life at
the service of other people; in
the meanwhile… I live simply
and I love’.

‘I believe’, declared Cardinal
Pironio, ‘that only a few days
remain to me. I had dreamed,
despite my illness, that after
reaching this age I would have
had time to read, to write, to
withdraw from the world to
pray, to listen to people. How-
ever, the Lord has disposed oth-
erwise. I can no longer see, I
can no longer walk, I can do
nothing. The end is drawing
near. I suffer a great deal, I suf-
fer great pain, but I do not want
other people to realise this in
case they will suffer in their
turn. I await, alone, eternal life,
which will come in a few days’
time. Despite my physical suf-
fering, I am serene and tranquil.
I am going to the house of the
Lord’.
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11. Praying
‘pray for one another, that
you may be healed (Jm
5:16).
To pray means to enter a

deep inner solidarity with our
fellow men so that in them and
through them we are touched
by the curative power of the
Spirit of God. In prayer of com-
passion we place suffering peo-
ple, and not only ‘those far
away’ but those here and now,
in our innermost selves, in front
of the eyes of God.
My prayer, Lord, is this:
Give me the strength to bear

my joys and my displeasures
easily.
Give me the strength so that

my love produces useful fruit.
Give me the strength not to

deny anything to the poor
And not to bend my knee in

front of the power of the
insolent.
Give me the strength to raise

my thought beyond low daily
routine.
Lastly, give me the strength

to ensure that my strength is in
line with your will.(R. Tagore)
12. Preparing for the

encounter with God and
withdrawing beforehand so
a sto favour the encounter
Behold I stand at the door

and knock; if any one hears my
voice and opens the door, I will
come in to him and eat with
him, and he with me’ (Ap 3:20).
We ourselves have the task of

preparing a pathway so that the
suffering meet the God of life,
the compassionate and merciful
God, the God who has already
come to the meeting with them
and is waiting for them. For this
reason, we must enter into har-
mony with their lives and with
the Spirit that is already present
and active in their hearts and in
our hearts. Let us listen to the
following words which after a
certain fashion reflect what is
addressed to us through yearn-
ings and questions and which, at
times, without them knowing
this, are searching for the God
of life:
Do not deceive me.
Do not speak to me so much
about God.
I do not understand God.

Do not seek to close up
My life in certain rules.
I want to live.
Show me a God like that.
I want to be happy.
Show me a God like that.
I want to be me.
Show me a God
With whom I can breathe.
Tell me what you know
about God
Through your lives.
Tell me what you experience
of God
With your lives.
Tell me what you love about
God
Through your lives.
Don’t tell me about faith by
forcing me to accept it.
Do not judge me if I follow
other paths.
Do not see me as a danger
If I times a make a mistake.
Respect my slow, in
decisive, processes.
Learn my languages.
Appreciate my life in its
searching.
Don’t close the door on me,
I may return
Do not close up the spring to
me, I may be thirsty.
Do not sadden your lives
because of my absences.
I know that in discovering
myself, I discover you.
I know that something is
missing in your building if I
am not there.
I know that my presence will
make you happy.
But…
Why don’t we begin al lover
again?
Without words
Going further than facts.
Perhaps respecting each
other,
We can discover the God
who respects us.
If things will be like that, I
will sign up to this
adventure.
Living life.
As you did, Father, the
friend of life.
Living life in the morning,
At mid-day, at night.
Giving life for others
Without the woodworms
consuming it, preserved in a
trunk.
Giving life smiling,
speaking,
Doing something for other
people, in sharing.
Giving life as you did, Jesus.

Encouraging, infusing hope.
Giving a hand in
communion.
Giving forgiveness and gifts.
Giving life as you did, Spirit,
Who gives life without end.
Giving flowers, details.
Living opportunities.
Laying the foundation for a
new humanity.
Giving love.
Giving without getting tired,
As the sun does with his
light,
And a spring does with its
water.
But will the spring dry up?
No, because it gurgles day
and night.
No, because this spring is
God Himself,
The spring of every life.
Giving life!19

Let us now pray all together
this beautiful prayer by
Cardinal Martini ‘Comforting
our Brothers’.20

Jesus, you know that the first
thing that we need
Is strength, relief, spirit and
consolation.
Allow us to be comforted by
you
So that we can in our turn
comfort and console others.
You who patiently listened
to,
Cured, revived and warmed
The hearts of the two
disciples of Emmaus,
Teach us to contemplate you
from far off,
In prayer and worship,
So as to make us participants
In your ministry as the good
shepherd.
Give us, Mary, comfort in
the afflictions
That we encounter on our
journey
And which we often cannot
solve with human words.
Teach us to comfort the very
many physical woes of
people
That constantly arrive
And above all else, the
bitterness and secret inner
afflictions
That have made difficult
The pathways of so many
men and so many women,
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Of so many young people
and teenagers.
Perhaps these sufferings are
not expressed
And await from us
Aword, a gesture
That is a signal of the
consoling action of the Holy
Spirit.
Lord, through the
intercession of Mary
Open our hearts
To the merciful action of the
Spirit
To the beneficial power of
Holy Scripture,
of the Gospel
and to the comforting rest of
the words
and the gestures of the
Church!
Amen.
Let us finish with the final

chorus of the Messiah: ‘Amen’
(n. 52).

Rev. RUDESINDO
DELGADO PÉREZ
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Introduction
The Experience of Malady

and Suffering: the Inadequacy
of the Human Analysis
It has never been easy to

speak about disability or handi-
cap – one is always dealing
with situations of profound
physical, psychological or spir-
itual suffering, of malaise due
to compromised personal au-
tonomy. In simple words, we
are all in some way emotional-
ly involved. Thus our analysis
of the subject becomes a per-
sonal testimony and to such an
extent that the emotional and
subjective aspects prevail over
an objective analysis of the
phenomenon and its implica-
tions.1 In addition, our words
do not always manage to well
express our feelings and the re-
alities that underlie them be-
cause our experience encoun-
ters difficulty in being easily
expressed in human words.
Thus with the complicity of
contemporary culture which
conceals and marginalises pain
and suffering, relegating them
to the private, there is the temp-
tation to remove everything or
keep everything inside one.2
The greatest difficulties, how-
ever, are experienced when an
attempt is made to give mean-
ing to one’s own suffering and
to the suffering of other people.
The paths diverge incredibly
despite the universality of suf-
fering and malady in the hu-
man experience.
Nowadays, fortunately, dis-

ability is no longer a taboo,
something to be hidden away,
of which to be ashamed or not
talked about, if not in whispers
with veiled words and to those
who are closest to one. Even
public institutions, national

and international organisations,
as well as various associations,
debate the subject profusely,
calling for resources and seek-
ing effective ways by which to
address disability and alleviate
the difficulties of people dis-
abilities and their family rela-
tives. In this sense, state and se-
mi-state bodies, as well as in-
ternational organisations and
agencies, draw up laws, proto-
cols and agreements that de-
fend the right of people with
disabilities to suitable forms of
care and the highest form of
participation in the life of the
societies in which they live.3
This interest and commitment
require an effort that is choral
and supported by everybody.
The subject of the role and

importance of pastoral care for
disabled people in the ministry
of the Church is very broad and
complex. It therefore requires
greater space than is available
in this circumstance, but also,
certainly, a thick series of abili-
ties. Despite this, the subject
will be addressed in a sum-
marising fashion, following
three axes of reflection. First of
all there will be a rapid refer-
ence to its relationship to the
broader reflection on malady,
pain and suffering in ancient
cultures and the great religions
of the East. There will then fol-
low a rapid presentation of the
vision of this subject in Jewish
and Christian revelation. Sub-
sequently, a discussion will be
offered on the concrete and
practical response of the Chris-
tian community to suffering
and pain during the course of
history, before presenting a
brief reflection on the approach
and the contemporary rele-
vance of the activities of the
Church on behalf of sick peo-

ple and the suffering in its
evangelising mission.

1. TheAncient Cultures and
Religions: the Origins and
Meaning of Malady and
Suffering4

The analysis of disability
that is experienced every day is
connected with the broader
analysis of the origins and
meaning of malady and suffer-
ing in the world. The further
back one pushes research the
more one discovers that suffer-
ing, pain, illness and death
have always and strongly ag-
gravated the human condition
of worry and uncertainty.5
Thus in the oldest cultures

and religions we find an im-
mense but constant attempt to
explain and exorcise both pain
and death through a search for
their meaning and origins. The
results vary according to the
conception that is had of the
world and man and they are of-
ten incomplete and contradic-
tory.
In the infinity of stances

adopted by ancient cultures and
religions, four summarising
principal approaches to ex-
plain the condition of malady
and suffering that besieges man
stand out.

First of all, there is the tradi-
tional approach according to
which the universe and man are
substantially good and thus suf-
fering is an intruder that preju-
dices this goodness. It originat-
ed in a sin that was committed
or in a malevolence of which
the forces opposed to man were
the perpetrators. In this context
God is invoked as a liberator
and a support. Secondly, we en-
counter the position of the three
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great religions of the East
which sustains, amongst other
things, the line of thought
which envisages the extinction
of suffering. For Hinduism,
suffering is structural in rela-
tion to the future of the cosmos
because it is the consequence
of the fall of man from divine
eternity to the temporality of
creatures, whereas for Bud-
dhism the being of man is
painful because it is changing
because of its substantial in-
consistency. His liberation
passes by way of a laborious
process of purification involv-
ing different levels whose sum-
mit is the ending of every de-
sire and the achievement of
tranquillity. The third approach
is the dualist approach which
affirms two principles, both of
which are original and antithet-
ical: good and evil, spirit and
matter, light and shadows…
coexistent in the fallen word
but destined to be separated at
the end thanks to the redemp-
tive intervention but also to as-
cetic and penitential practice.
Lastly, there is the fourth ap-
proach, which is typically
philosophical, which is that of
divine apathy, according to
which the principal characteris-
tics of God are immutability
and apathy as the absence in
Him of every form of suffering
(Aristotle). For Plato and Plau-
tus the divine One is beyond
the multiple and the future. Pla-
to argued that ‘one should
search for the causes of bad
things in other causes and not
in God’. And the suffering of
men in the world? It is seen as
the path of wisdom and libera-
tion to the point of reaching ap-
athetic indifference.6

2. Jewish Revelation: the
Origins and Meaning of
Malady and Suffering
Against this cultural back-

ground was grafted Jewish
thought and tradition in relation
to malady and suffering with,
however, and despite the fact
that the Old Testament offers no
systematic answer, ‘a richness
and a originality that are com-
pletely singular’.7 The central
element is the intervention of
God on behalf of man in the
history of salvation sealed by

the Sinai covenant as a result of
which ‘suffering, too, is under-
stood and experienced in the
space of this personal and
salvific relationship with God’.8
The origin of suffering in the

Old Testament is given to us by
the sapiential reflection on hu-
man existence in the context of
the vast horizon of the
Covenant with Jehovah. Ac-
cording to the accounts of the
Book of Genesis, this is ‘sin,
that is to say the free choice of
man who opposes God and up-
sets the correctness of his rela-
tionship with his fellows and
with nature’.9 Addressing the
question of whether without sin
there would not have been suf-
fering, the answers vary. In the
Book of Wisdom 1:13-14 and
11:26 the answer is in the affir-
mative whereas in general real-
ism is established in the face of
the human condition confront-
ed with the limit point, tired-
ness and pain.

In relation to the meaning of
suffering, as well, there is a
plurality of answers in the
Bible which, however, con-
verge on a central point: the re-
lationship between God and
man. There are four principal
arguments. The first presents
the punitive and pedagogic
character of suffering. This ap-
proach is not to be found in the
Book of Genesis where suffer-
ing is presented as a punish-
ment for the sin committed by
man and of which mankind, in
an overall sense, is the heir
(Gen 3:16-19). With respect to
the condition of an individual,
this approach takes concrete

form in the theory of reward:
the righteous are happy and the
wicked are unfortunate (cf. the
position of the friends of Job –
Job 32-37).
Since this thesis is not cor-

roborated by personal experi-
ence, a second idea thus be-
come affirmed – that of the lib-
eration-compassion empha-
sised by the Book of Exodus
(Ex 22:20-24). God intervenes
freely, without asking for any-
thing, as the redeemer of His
people and because of faithful-
ness to His name, to the choice
of Israel as His people and His
alliance with that people:10 God
is the Merciful One.
The intertwining of these last

two approaches helps in the fur-
thering of the analysis of suffer-
ing, above all when it strikes
the innocent. We have medita-
tion on the silence of Godwhen
faced with unjustified suffering
(Jeremiah, 11:18-12,6;20:1-2)
or lamentations, (Job 20,14-17).
The response of God, which is
always to hand, is His nearness
which never goes away even
amidst the torment of pain.
Thus ‘suffering, beyond its near
or remote origins, has meaning
to the extent to which through it
man continues to live as a son
of God, having full trust in
Him, with patient persever-
ance’.11
The fourth approach in the

search for the meaning of suf-
fering in the Old Testament is
where the ultimate answer is
configured, no longer the work
of man but of God himself.
This is suffering as atonement
or an instrument of redemption.
This takes concrete form in the
figure of the Servant of God of
the poems of Deutero-Isaiah.
The victim does not suffer be-
cause of his own faults but be-
cause of the faults of other peo-
ple. Thus, albeit with its harsh
reality, suffering become an
‘instrument of salvation’.12
In this perspective, suffering

is not willed by God for its own
sake but, rather, it is inherent in
the human condition which it-
self is disturbed by sin. Howev-
er, experienced in obedience to
God it becomes an instrument
of redemption through atone-
ment for sins. The exploration
of this approach leads to the
concept of life after death (2
Mac 7:9).
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3. Christian Revelation: the
Kingdom of God as
Liberating Compassion
and the Paschal Event as a
Work of Redemption13

3.1 The proclaiming/advent
of the Kingdom as
compassion and liberation
The earthly ministry of Jesus

in its dual character of procla-
mation of the Good News and
concrete action manifests itself
as the effective realisation of
the advent of the promised
Kingdom of God among men,
and is characterised by the
messianic and filial authority
that emerges from his person.
Indeed, ‘Jesus presents himself
as the perceptible face of the
merciful compassion of God
for His children and in a partic-
ular way for the poor and the
marginalised, those who are af-
flicted by all kinds of suffering,
and sinners. At a personal level
suffering is not linked to sin.
Jesus, rather, came to forgive
sins, opening a new space of
life with the Father and
amongst a person’s brethren
and… to free man from the
various forms of physical,
mental and spiritual suffer-
ing’.14 The fifteen or so mira-
cles of healing which condi-
ment the earthly activity of Je-
sus irradiate his relationship of
compassion and trust with the
crowds of suffering people of
every hue and colour. Hence
the dual meaning of Jesus’ ap-
proach: on the one hand in this
is manifested the will of God
and His plan of the liberation of
man from his situations of suf-
fering whatever their origins
may be, whether personal sin
or sin of the world; on the oth-
er, there is the fact that such lib-
eration, although its completion
is promised in the world to
come, is at work from that
point onwards in history thanks
to his followers. It should be
observed, in addition, how
much Jesus’ consciousness of
himself is characterised by a
sense of obedience to the de-
sign of the Father as the neces-
sary path to the realisation of
redemption in the approach of
the servant of God of the Po-
ems of the suffering Servant of
Deutero-Isaiah (Is 42,1-7; 49,1-
9; 50,4-9; 52,13-53,12).

3.2 The paschal event and the
taking on of suffering as a
means of redemption
One should distinguish be-

tween two dimensions in our
understanding of the meaning
of the passion, death and resur-
rection of Jesus, without ever
separating them. Namely, the
experience undergone by him
with the meaning he gave to it
and the interpretative reading of
it by the apostolic community.
In Jesus’ consciousness, giv-

en the multiple explicit refer-
ences of his preaching, his pre-
dictions and the last supper, his
suffering and his death, are the
signs of the offering up of his
life for the salvation of
mankind.

As regards the post-paschal
understanding of the death and
resurrection of Jesus, of one
thing there is no shadow of
doubt: the ‘crucified Christ’ is
the advent of salvation. This
event became the key by which
to understand the messianism
of Deutero-Isaiah and above all
of the teaching and the overall
action of Jesus and of God
himself. Not only does God re-
veal Himself to be the Father of
mercy, but also, through his in-
carnated Son, he dons the hu-
man condition by taking on all
of its implications and the con-
sequences of the sinful action
of mankind in order to redeem
mankind.

The novelty of the New Tes-
tament as regards the existence
of malady and suffering is that
God Himself takes on human
suffering through His son, effi-
caciously revealing its redemp-
tive and expiatory meaning in
the light of love.
3.3. Theological reception
How has our subject been re-

ceived and developed during
the course of the two-millennia
old history of the Church? The
Patristic and Scholastic tradi-
tions addressed it by following
the directives deduced both
from the Old and the New Tes-
taments as well as from Greek
thought, without, however,
achieving a synthesis that does

justice to Christological origi-
nality.
Traditional doctrine excludes

any involvement of God in the
suffering of the world, seeing
its cause in the sin of man. For
this reason, Jesus Christ,
through his human nature, suf-
fered in atonement for the sins
of humanity and taught us to
bear all kinds of trials and pain
in order to expiate, through
him, our sins and the sins of
other people.15
Pushed to its extreme devel-

opments, this position reached
its culminating point, but also
its definitive crisis, with the
theodicy of Leibnitz who be-
lieved that God created ‘the
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best of possible worlds’ and
thus that suffering is a neces-
sary evil with a view to a
greater and more definitive
good.
Being unsatisfactory, this so-

lution provoked derision and
criticism to such a point that
protesting atheism entered the
picture with vehemence, argu-
ing that malady and suffering
are the demonstrable proof of
the non-existence of God. Thus
one returned to the point of de-
parture.
In reaction against this rather

regressive position, contempo-
rary thought, whether theologi-
cal or philosophical, has been
trying to rediscover the central
role of the Crucified Christ de-
spite a widespread and disen-
chanted intolerance or, at the
opposite extreme, the impelling
appeal to ancient and certainly
inadequate interpretative
forms.16 In addition to this, the
question of the suffering of the
innocent, which as such can be
defined as being ‘useless’, re-
mains intact in the conscious-
ness of contemporary man. Can
one still talk about God after
Auschwitz? This was the ques-
tion that Elie Wiesel posed.
Any solution that is not very at-
tentive to such questions or sit-
uations of poverty, injustice
and suffering, which have been
defined by the theologians of
liberation as ‘the other side of
history’, and which involve a
great part of the population of
the planet, will be irremediably
impracticable.
Recently, theological thought

and the thought of the Magis-
terium of the Church, directed
towards a hermeneutic horizon
of Revelation, has addressed
the question of the relationship
between God and suffering
from a deeper and more re-
newed perspective.17
Suffering should be under-

stood in the light of the Chris-
tological event and its paschal
culminating point of the death
and resurrection of Christ and
the effusion of the Holy Spirit.
This means that as suffering
forms a part of the inheritance
of man (as structural to his lim-
ited and historical condition
that is disturbed by the reality
of sin) God does not withdraw
from it but takes it on in His
Son Jesus Christ in order to

convert it through the action of
the Holy spirit into an instru-
ment for human growth and
salvation. Thus with a gaze di-
rected towards Jesus Christ
who was crucified and aban-
doned, suffering, although it
has in itself a negative value,
albeit one that can become ped-
agogic, expiatory, and involv-
ing the completion of man in
his relationship with God, be-
comes more profoundly a
‘sacrament of the encounter
with God’ because God made
suffering His.
Reflection on the nature, the

origins and the meaning of suf-
fering and its relationship to
God still has many days ahead
of it. Multiple and pertinent
problems remain open, such as,
for example, the discussed and
topical subject of the suffering
of God or that of the relation-
ship between God and the suf-
fering of those who do not be-
lieve or are not conscious of
their own suffering. This means
that the Church will always be
stimulated in her thought and
practice by this mysterious re-
ality, suffering, which ‘consti-
tutes in itself almost a ‘world’
that exists together with man,
that appears in him and passes,
and at times does not pass, but
which is consolidated and ex-
plored in him’18

4. Historical References to
the Evolution of the
Church Structures of
Assistance and Care for
those Most in Need19

Reflection of the command-
ment of the Lord which makes
love of God inseparable from
love of neighbour led the early
Christian communities to the
fraternal sharing of possessions
(Acts 4:34-5). Subsequently,
with the growth and diversifi-
cation of these communities,
the organisation of hospitality
and sharing became a necessity
(Acts 6:1-6). At this stage ini-
tiatives in favour of the sick
were sporadic but significant,
rather like those of Jesus during
his ministry (Acts 3:2-8; 14:8-
10). Thus the activity of the
Apostles was principally domi-
nated by concern about preach-
ing the Good News of the
Paschal Mystery. It was above

all beginning with the second
century AD that the organisa-
tion of hospitality and assis-
tance was structured in a per-
manent way, to meet new needs
as well.
4.1 The Church: from

hospitality to hospitals
The relationship between

medicine, treatment and the sa-
cred world are very old, as is
borne out by the culture of
Mesopotamia or Egypt where
the theocratic-priestly element
dominated. During the fifth and
sixth centuries BC Greek cul-
ture, with Hippocrates first and
then Aristotle, broke with the
magical-religious approach in
order to set medicine on the
road of becoming an au-
tonomous science.
In its action in the world of

suffering, the Church was at
one and the same time the heir
of both these previous ap-
proaches. Its contribution,
however, had its own originali-
ty which consisted in the chari-
table spirit which impregnated
its work of care as well as the
new assessment of human val-
ues in relation to the gospel
message.
The first Church response

that was structured to respond
to the needs of gospel hospital-
ity found practical expression
in the deaconries that arose
near to the oratories and
churches of monasteries (I-III
centuries AD). Deacons, in
helping the bishops in the ad-
ministration of the Church, had
to deal with the sick, widows
and foreigners. A little time af-
terwards, next to the deaconries
there arose another au-
tonomous structure, the xen-
odochium, which was initially
intended for receiving, accom-
modating and looking after pil-
grims travelling to St. James of
Compostella, Jerusalem or
Rome. Subsequently, travellers
or traders staying for a time in
town were also taken in. Until
the ninth century this structure
was seen, historically speaking,
as an ecclesial structure equiva-
lent to a modern hospital.
In 376 a large hospital was

created in Caesarea in Cap-
padocia, the work of St. Basil.
Fabiola and Pammacchius did
the same in Rome.With the so-
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licitude and encouragement of
Pope Gregory the Great, nu-
merous hospitals were built al-
most everywhere that the voice
of the Church reached. The lo-
cal ecclesiastical authority reg-
ulated their jurisdiction and or-
ganisation.
The move from feudalism to

town authorities, which was a
consequence of the decline in
papal authority (the ninth to
tenth centuries) gave rise to the
well-known localism typical of
the Medieval period, and, cor-
respondingly, to a kind of hos-
pital guild system with the
name ‘universitas’ under the
leadership of a magister. The
universitas was made up of
sick people or healthy people
called together in a brother-
hood that was governed by reli-
gious rules. The development
of cities and communes over
the next two centuries led to the
creation of the very large hospi-
tals in place of the previous
structures which were linked to
the monastic churches or to the
cathedrals. Whatever the case,
in this turbulent context as
well, the local ecclesiastical au-
thority continued to watch over
the supervision of organisa-
tions that provided health care.
Between the eleventh and the

thirteenth centuries the first
successes of the crusades
against the Turks which had the
goal of freeing the holy places
gave rise to the birth of monas-
tic orders for the defence of the
conquered positions but also to
take care of pilgrims during
their journey through Palestine.
One may cite here, for exam-
ple, the Sovereign Military Or-
der of Malta, the Teutonic Or-
der, the Order of the Holy Spir-
it and the Hospitellers of St.
Lazarus.
The beginning of the age of

the Renaissance coincided with
an extraordinary development
in health-care structures.20 It
was in this context that an ab-
solute novelty arose in health-
care structures: the birth of hos-
pital orders that were exclu-
sively hospital orders. The
most well-known are those of
St. John of God or the
Fatebenefratelli and of the Mis-
sionaries of the Infirm or
Camillians, founded by St.
Camillus de Lellis. Their ex-
pansion greatly improved the

quality of medical and spiritual
care, guaranteeing at the same
time the continuity of the ser-
vice that was provided.
The Renaissance period had

generated numerous and pro-
found social and political trans-
formations which provoked
negative consequences in the
relationship between the State
and the Catholic Church. After
the sixteenth century, following
the Protestant Reformation in
England and Germany, respon-
sibility for care passed into the
hands of the municipalities.21
In this way health care became
the task of the state even
though, despite the difficulties
and through the Orders and
new religious congregations,
the presence of the Church in
this sector would never disap-
pear over subsequent centuries.
The twentieth century expe-

rienced a profound revolution
in medicine thanks to various
scientific discoveries: the prac-
tice of anaesthesia, antibiotics
etc., but thanks also to an or-
ganisation of hospitals that was
more suited to the development
of research in medicine and
surgery.
In this new context, although

confirming the previous orien-
tations of its physical and spiri-
tual presence in health care, the
Church sought to commit itself
strongly to the promotion of
human rights, in particular in
relation to the protection of life
from conception until its natur-
al end.
4.2 The Church and the world

of health: an increasingly
qualified presence
The Catholic Church is pre-

sent in a capillary way in the
world of suffering through her
own health-care structures or
ones that it manages. In recent
decades the Catholic Church
has endowed itself, at a univer-
sal level as well, with bodies for
reflection on, and the promo-
tion, coordination and anima-
tion of, pastoral care in health.
On 11 February 1985 Pope
John Paul II, with his Motu
Proprio ‘Dolentium Hominum’,
established the Pontifical Com-
mission for Pastoral Assistance
to Health Care Workers. This
Commission was changed with
the reform of the Roman Curia

(Apostolic Constitution ‘Pastor
Bonus’, 28 June 1988) into a
Pontifical Council. Its task is to
express the concern and care of
the Church for the sick by help-
ing those people who engage in
service for the sick and suffer-
ing so that the apostolate of
mercy, which they await, re-
sponds in an increasingly better
way to new needs.22 It is within
this framework that every year,
side by side with various publi-
cations, a World Day of the
Sick is organised as well as an
international conference on a
health-care subject of contem-
porary relevance. Cooperating
with the local Churches, inter-
national Catholic organisations
and other institutions, the Pon-
tifical Council has to the task
‘of making the doctrine of the
Church on the spiritual and
moral aspects of illness and the
meaning of human pain known
about’.23 In order to address the
difficult problems raised by
bioethics, on 11 February 1994
the PontificalAcademy for Life
was established. There are also
associations of Catholic med-
ical doctors, nurses or pharma-
cists, without mentioning the
very large number of founda-
tions and federations of groups
of volunteers active in the
world of health care who work
in very difficult and varying sit-
uations.
The role of the Church in the

field of health and illness is
vast. The space available to me
does not allow me to consider
all its aspects. I will thus en-
trust to readers the data24 on
Catholic health care and care
institutions for their own as-
sessment, always, however, be-
ing aware that although these
institutions are very important
and indispensable none of them
can take the place of the human
heart ‘when it is a question of
dealing with the sufferings of
another’.25

5. Living the Gospel or the
Choice of the Last
Amongst the teachings of Je-

sus about the choice of the
Kingdom, there is one that is
rather disquieting but very sig-
nificant for the subject of this
paper: the choice of the last as
a criterion by which the pres-
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ence of the Kingdom of God in
a disciple is recognised. We
find this teaching in Christ’s
reflections on the choice of the
guests (Lk 14:12-14) and the
reaction of the king who expe-
rienced invitations of his to the
wedding feast of his son being
refused. On the choice of the
people to invite Our Lord said:
‘When you give a dinner or a
banquet, do not invite your
friends or your brothers or your
kinsmen or rich neighbours,
lest they also invite you in re-
turn, and you be repaid. But
when you give a feast, invite
the poor, the maimed, the lame,
the blind, and you will be
blessed, because they cannot
repay you. You will be repaid
at the resurrection of the just’
(Lk 14:12-14). In the second
episode, after noting the refusal
of his invitations by people in
great favour, the king said to
his servant: ‘Go out quickly to
the streets and the lanes of the
city, and bring in the poor and
maimed and blind and lame…
For I tell you, none of those
men who were invited shall
taste my banquet’ (Lk
14:21.24). The passages quot-
ed above provide the believer
in Christ with criteria for
choosing in his daily life, in
line with the heart of God, and
translate into the practical the
supreme commandment of
love of God and neighbour (Mt
22:37-40ff). With such criteria
and following the example of
the approach of Jesus towards
the last, the Church has tried to
translate into practice the other
commandment of the Lord
which intimately connects the
proclaiming of the Kingdom of
God present amongst men and
care for those suffering in their
bodies and souls: ‘And preach
as you go, saying, ‘The king-
dom of heaven is at hand.’
Heal the sick, raise the dead,
cast out demons. You received
without pay, give without pay’
(Mt 10: 7-8ff).
These references to the

teaching of Jesus on witness to
gospel love in the life of indi-
vidual believers or in commu-
nities emphasise how much
the dedication of the Church
to receiving and caring for
people who are sufferings in
body and in spirit is an integral
part of its mission26 – that of

being a sign and instrument of
intimate union with God of the
unity of the whole of mankind
(LG, n. 1).27
In treating and caring for

sick people and suffering peo-
ple, the Church affirms and de-
fends the primacy of life and
the overall health of the suffer-
ing members of the Body of
Christ who, to follow St. Paul,
complete in their flesh what is
lacking in the tribulations of
their Teacher in favour of the
Church (cf. Col1:24). The
Church is profoundly certain of
what Cardinal Deskur says. He
does not hesitate to call a per-
son with a disability who al-
lows himself to be shaped by
the Spirit of God an ‘instru-
ment of salvation for human
society’.28 Calling to mind the
episode of the invitation of the
risen Christ to St. Thomas to

touch the signs left behind by
the spear and the nails on his
body, Cardinal Anthony J.
Bevilacqua clarifies in what
ways people with disabilities
are the instrument of salvation:
‘The body of Christ still bore
the wounds of his passion.
Once the signs of suffering,
they had become the proof of
his transformation in glory.
Like Thomas, the world needs
proof that the Church is truly
the Body of Christ through the
presence of our disabled broth-
ers and sisters amongst us’.29
The Servant of God John Paul
II is on the same wave length,
but with a different perspective:
‘Following the parable of the
Gospel, we could say that suf-

fering, which is present under
so many different forms in our
human world, is also present in
order to unleash love in the hu-
man person, that unselfish gift
of one’s ‘I’ on behalf of other
people, especially those who
suffer. The world of human suf-
fering unceasingly calls for, so
to speak, another world: the
world of human love; and in a
certain sense man owes to suf-
fering that unselfish love which
stirs in his heart and actions’.30
The Church is aware of the

fact that it not only gives to
people who are suffering or to
handicapped people but also re-
ceives from them in abun-
dance. However, it is necessary
to know how to cultivate those
purest flowers of faith and love
which, according to the French
writer François Mauriac,
flower on the polluted earth of

pain.31 Cardinal Deskur writes
on the subject as follows: ‘Tak-
ing into account existing reali-
ty, I believe that it is of urgent
importance for society to be
aware of the fact that the isola-
tion and loneliness that sur-
round disabled people suffo-
cate in them the gifts of the
mind and the spirit which are
received from on high. Experi-
ence shows that where the
community enters into physi-
cal, moral or spiritual contact
with those who encounter diffi-
culty in communicating with
the external world through the
normal channels, disabled peo-
ple become capable of generat-
ing high works of human in-
ventiveness’.32
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Awareness of all of this does
not eliminate, unfortunately,
the very many problems that
disabled people encounter
every day on their path. The
barriers to be overcome remain
innumerable and complex.
These barriers are of various
kinds: cultural (stigma, the cult
of the beautiful and healthy
body), physical (architectonic
barriers), social (work, relation-
al and recreational), religious
(formative, pastoral) etc. In re-

lation to this last, Cardinal
Bevilacqua reports the follow-
ing statement of a woman with
a sight and hearing handicap
who nonetheless managed to
take part in her parish choir:
‘We burningly want the Word
and we want to hear it like
everyone else. We disabled
people have the right to the
truth and to be members (sic)
of the body of Christ with the
equal privilege of sharing at his
table’.33 The author of this arti-
cle would like to observe
straightaway that disabled peo-
ple have the right to full partic-
ipation in the liturgical and
sacramental life of the parish
because of their baptism. This
was a concept stressed by the
Servant of God John Paul II in

his address to those taking part
in the seventh international
conference organised by the
Pontifical Council for Health
Care Workers with the title
‘Disabled People in Society’
(19-21/11/1992): ‘handicap,
every form of handicap, never
compromises the dignity of the
person or his right to a better
quality of existence… You are,
in fact, members of the Body of
Christ, the body of the Risen
Christ! This is the true founda-

tion of an indestructible digni-
ty!Adignity that resists the set-
back of death’.34 Hence the ap-
peal of Cardinal Bevilacqua as
regards our attitudes and be-
haviour towards disability so
that this dignity is not compro-
mised: ‘it is necessary to be
aware not only of the presence
and the needs of disabled peo-
ple but also and above all else
of our attitudes and feelings to-
wards them because these are
those who are the first and
tenacious barrier that we have
to address’. Indeed, ‘often for
us it is easier to isolate and ig-
nore those people whose expe-
riences are face to face with the
myth according to which we
have control over our lives and
our destiny’.35 From the attitude

towards a disabled person tran-
spires after a certain fashion
not only the level of faithful-
ness of each person to Christ
and to his Gospel of salvation
but also of his simple and gen-
uine human sensitivity.
I would like to end this arti-

cle with the prophetic words of
the Holy Father Benedict XVI,
who encourages everyone, both
individuals and societies,
through his invitation to each
one of us to address the reality
of the mystery of malady and
suffering: ‘the true measure of
humanity is essentially deter-
mined in relationship to suffer-
ing and to the sufferer. This
holds true both for the individ-
ual and for society. A society
unable to accept its suffering
members and incapable of
helping to share their suffering
and to bear it inwardly through
“com-passion” is a cruel and
inhuman society’.36

H.E. MSGR. JOSÉ L.
REDRADO, O.H.,

Secretary of the Pontifical Council
for Health Care Workers,

the Holy See.
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1. The Search for anAnswer
Somebody once said: ‘God

speaks but He does not give
answers’. Humans address a
great deal of questions to Him,
implicitly or explicitly, in the
same way as the Apostles did
with Jesus: ‘Lord, will you at
this time restore the kingdom
of Israel?’ (Acts 1:6).
In all the epochs of human

history men and women have
experienced the question of the
presence of pain in the world.
Wise men, philosophers, the-
ologians and simple people
have tried to provide an an-
swer to this immense question.
We constantly pose ques-

tions to ourselves about the
meaning of life, the meaning
of death, the meaning of love,
the meaning of friendship, the
meaning of pain, and so forth.
Managing to give a meaning
stimulates and infuses courage
both in crucial moments and in
the routine of daily life.
Suffering often generates

perplexity, amazement and
scandal. The question of pain
is present in all religions and in
all creeds. There are an infinity
of reasons for this. But this re-
ality appears in all its crudity
and does not seem to receive a
convincing answer. The ques-
tion (which could already be-
come a subject) which reflects
the anxiety of man when faced
with pain is the following: ‘can
one believe after Auschwitz?’.
The answer comes from an-

tiquity. We can find it, for ex-
ample, in the Book of Job. The
aim of the author is to end the
mentality of the epoch which
associated illness and in gener-
al human pain with the wrongs
and the sin of the person who
was suffering, an idea that is
also present in the New Testa-
ment. Assailed by his friends
who sought to convince him
that he was a sinner, Job de-
fended himself against their ar-
guments: ‘“If I have walked
with falsehood, and my foot
has hastened to deceit; (Let me
weighed in a just balance, and
let God know my integrity!)
(Job 31:5-6). Job argues tena-

ciously in favour of his inno-
cence and God says that he is
right.
However the question per-

sists: why do the innocent suf-
fer? Why does wrong tri-
umph? In answering God’s
challenge Job acknowledged
divine superiority as regards
realities that go beyond the hu-
man mind: ‘I heard of thee by
the hearing of the ear, but now
my eye sees thee; therefore I
despise myself, and repent in
dust and ashes’ (Job 42:5-6).
Although Job laments loudly
and with a series of contradic-
tions, what we admire in this
great figure is his obstinate
trust in God: ‘For I know that
my Redeemer lives…and after
my skin has been thus de-
stroyed, then from my flesh I
shall see God’ (Job 19:25-26).
In the heart of the Christian

life there is the figure of Christ
whom the Church celebrates
every day as Risen in the
Sacraments, and in particular
in the sacrament of the Eu-
charist. But the Risen Christ is
also the Crucified Christ and
thus he who believes in Jesus
cannot but contemplate him on
the cross, although he is insep-
arable from the empty tomb on
Easter Sunday.
This question is also present

in the Christian because not
even he is without pain. The
difference lies in the fact that
thanks to faith he recognises
his Saviour in the suffering
Christ. The gospel does not
provide us with explanations
of malady and pain but it pre-
sents us with God who takes it
on himself, illuminates it with
his divine-human presence,
and transforms it.
God the Father did not re-

lease the Son from the cross,
nor did He offer declamations
on its meaning when Jesus ut-
tered the cry: ‘My God, my
god why has thou forsaken
me?’ God the Father remained
silent, a ‘magisterial’ silence’.
In raising him from the dead,
however, He pronounced for
Jesus, He gave him justice,
corroborating his teaching, his
action and his entire life; the

Father sealed the image of
God that Jesus had transmit-
ted. He put Himself on his side
because the only thing that had
moved Jesus was his Love in
carrying out the will of the Fa-
ther. And the Father acknowl-
edged him as His Son by rais-
ing him from the dead, or
rather by placing him on the
throne at His side in glory and
power: this was His answer.

2. TheAnswer of Love
Can one believe after Cal-

vary? The only answer lies in
Love. Why? Because the secret
that Jesus kept steady and
serene during the passion and
the cross, was specifically his
great Love for the Father and
for the men and women of all
epochs. It was his Love with-
out limits that made Jesus able
to overcome pain in the face of
incomprehension, injustice
and sin. And it is here that
there appears for the believer
the meaning of suffering. In
taking upon himself human
suffering Jesus redeemed it,
that is to say he turned it into a
channel of life. In the light of
the paschal mystery, pain,
rather than being an obstacle is
transformed into an effective
means of liberation. Thus the
fruit of the passion of Jesus
acts in us: it frees is from our
finitude, it heals us of our sin
and our frailty: ‘even when we
were dead from our trespasses,
[God] made us alive together
with Christ (Eph 2:5). Through
him, everyone takes part in the
Life of God. As Anselm Grün
says: ‘He who looks at Jesus,
the true physician, already has
now on the cross eternal life
and experiences the mystery of
Easter, the passage from this
world to God’.1
Can one believe after

Auschwitz? Edith Stein,
whom the Church has recently
begun to venerate as a saint
and a martyr, can wonderfully
illustrate this courageous an-
swer of love. She knew ex-
treme suffering to the point of
heroically giving her own
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blood in the Nazi death camps
as a holocaust for the people
from which she sprang, the
Jewish people, for peace in the
world and for the Church. In
this way she was fully config-
ured with the Crucified Christ
whom she loved passionately
after meeting him and giving
herself to Him by living with
faithfulness her vacation in the
Carmel.
Discerning beforehand her

tragic end, she wrote in her
book ‘The Science of the
Cross’: ‘our end is union with
God, our pathway is the Cruci-
fied Christ’. How Edith be-
haved during the last months
of her life is described by an-
other member of the Carmelite
Order, Mother Cristina Kauf-
mann, who died a year later in
the Carmel of Mataró. She had
studied Edith Stein profoundly
and admired her profoundly:
‘from the testimonies that we
have, we know that she never
stopped thinking of possible
salvation even when she was
already in the transfer camp of
Amersfoort, that she devoted
herself with serene love and
competence to caring for the
children in the camp, that she
recited the breviary, that she
looked after her sister Rosa,
that she consoled people that
she knew and that she wrote to
her community. In definitive
terms, she did what she had al-
ways done: she lived the truth
of self-giving to God and her
brethren in the reality she
found in front of her’.2

3. Where is God when Man
Suffers?
We have to acknowledge

that when evil takes on un-
precedented forms and the ab-
sence of God is perceived as
being total and definitive, the
‘dark night’ can be experi-
enced as a great temptation,
along the lines of Job and so
many others: is God not con-
cerned about the sufferings
and the afflictions of his chil-
dren?Where was God when in
New York or the station of
Atocha in Madrid there were
the terrible attacks of 11 Sep-
tember and 11 March?A spark
of light: solidarity with those
who suffered there could be a

space for experience of God,
‘although in the night’, as with
Job, Jesus, and Edith Stein.
Yes: the light arrived through
people who drew near to the
victims: volunteers, medical
doctors, nurses, people in
prayer who placed garlands of
flowers or candles or who pro-
vided a presence of silence and
solidarity.

What remains, however, of
all of this after the time that
has passed since those events?
The possibility of an initiative
for peace, justice and forgive-
ness in a world that still de-
stroys these values. Every ini-
tiative to provide space of
greater humanity, initiatives to
alleviate the suffering around
us; the family, work, commu-
nity, neighbours, even though
one cannot provide convincing
reasons for this, all of this is
transformed into good and
thus has a redemptive value.
Thus communion with one’s
brothers and sisters always has
a human and divine value.
Recently, the frightening

earthquake that struck Peru
and hurricane Dean which
devastated the coasts of Mexi-
co and a part of the Antilles
provoked deaths, epidemics, a
shortage of water, homeless
people and people without
food, the loss of possessions.
Yes, the sensitivity exists and
soon aid will arrive from all
over the place, even though
with a certain delay. And the
war in Iraq? Two days ago the
news spoke about five hundred
deaths: a mixture of religious
and political motivations. To
adjudge that God is impassive
in the face of all of this would
be inappropriate. Without
wanting to be simplistic (to-

day’s thinkers will analyse the
facts beginning with their re-
spective spheres of expertise),
we can say that beginning with
the faith we have been given a
perception of the ‘protest’ of
God who penetrates the heart
of each of the victims, the
clamour of whom is an echo of
that ‘My God, my God,
why…’ of Christ on the cross.
For this reason, therefore, the
believer is not allowed to be
indifferent or passive. Instead
he must join the peaceful but
active fight, denounce and,
something that is more impor-
tant, become aware of our pos-
sible complicity in situations
of this kind: to complain about
our virtual or real violence (all
of us have a killer insider us).
‘God is at our side and takes
part in the pain felt at this evil
that devastates the earth. He is
not a disinterested spectator or
a cold and distant judge.
Rather he ‘has compassion’ for
us and with us, for our forms
of loneliness that are unable to
love, because He loves us. Di-
vine ‘suffering’ is not incom-
patible with divine perfections:
the suffering of love includes
‘active and free compassion’,
the outcome of free-giving
without limits’.3
I would like here to cite an-

other aspect. In our communi-
ty we have just experienced a
painful fact which took place
within a family that is very
close to us. A beautiful little
six-year-old girl, Mariebeth,
was hit by a motorcycle in the
street and died in hospital after
three long hours of fighting be-
tween life and death. Her par-
ents, aunts and little brothers
and sisters were desperate.
Some of us drew near to them
and tried to help them as much
as we could. In these cases it
is not words that console; what
alone matters is the presence
of people. A very important
thing is that this family be-
longs to the Filipino communi-
ty of Barcelona. In the ardent
chapel people were crying but
also praying. The church was
overflowing. One could feel
the sense of belonging that
characterises the Filipino peo-
ple, its idea of the family! Pain
unites; the tragedy exists but it
can be transformed by love
and become communion, help.
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The family relatives of this lit-
tle girl are recovering their
serenity.

4. In Christ Our Hope
To go one: where there are

those who suffer without ceas-
ing to love and to hope despite
the apparent lack of meaning,
there we can see the Crucified
Christ of Calvary who died for
love, but who is the Alive
Christ through his spirit, the
source of hope. It is from him
and in him that the Christian
recovers his strength in the
face of suffering and carries on
along the pathway of life.
Prayer: this is an effective

instrument in the challenge of
life. In the Christian tradition,
prayer is essential. Jesus
prayed and exhorted people to
engage in prayer entrusted to
our Father in heaven. He

prayed during his life, he
prayed in Gethsemane and on
Calvary. Death on the cross
was not spared him but in
prayer he nourished his trust in
the Father and his immense
love: love for God and for all
human beings. In Auschwitz
there were those who prayed
with ardour, just as there were
at the station of Atocha, in the
Filipino community and in the
Benedictine community of
Barcelona. Prayer is like the
breath of faith.
Suffering does not have a

value in itself and to affirm the
opposite could have a
masochistic aspect. More than
asking ourselves about the
meaning of suffering, I believe
that the best thing to do begin-
ning with faith is to penetrate
its cortex and enter its spinal
column, in resemblance of Je-
sus, that is to say to see it be-
yond reasons and give it a

meaning as he did, opposing
spoliation with dedication,
physical torture with forgive-
ness, and hatred with love.
And through the stubbornness
of Love never forgo the hope
that is born from faith.

SR. MARIA-LURDES SOLÉ,
Benedictine Sister,

The Convent of Sant Pere
de lePuel.les., Barcelona

Notes
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The subject of the human-
ization of medicine and health
care has been widely discussed
for many years. It is a paradox
that a matter such as health,
which by its very nature is a
humanitarian reality, should
need to be humanized. But the
facts prove the urgent need “to
make health realities human,
i.e. worthy of man”.
Such calls for a “personal-

ization” or “humanization” of
medicine reflect an increased
critical capacity in the health
field, and today the literature
often carries references to the
topic. When we speak of man
or the person, we are referring
both to the irreducible identity
and interiority that make up
each single individual and to
the fundamental relationship
with others that is basic to the
human community.
Personal beings are also so-

cial beings. Human beings are
truly human insofar as they ac-
tualize the essentially social el-
ement of their constitution as
persons who are members of
groups, be they social, reli-
gious, civil, professional, or
other, who together form the
surrounding society to which
they belong. Although affirm-
ing the basically social charac-
ter of human existence, Christ-
ian civilization nonetheless
recognizes the absolute value
of the person as well as the im-
portance of individual rights
and cultural diversity. Howev-
er, in the created order, there
will always be a certain ten-
sion between the individual
person and the demands of so-
cial existence.
“Criticisms of hospitals are

these days presented with cer-
tain keywords: technology,
prohibition, and isolation.
Hospitals are seen as total in-
stitutions. But patients, even in
hospital, continue to be living
beings, i.e. people with needs
that are not only physical but
also social, psychological, and
spiritual. The distance between
the outside world and the hos-
pital world should be over-

come or reduced as much as
possible.”1
The problem of the human-

ization of health also has a
clear cultural and social di-
mension. One need only think
of WHO’s definition of health.
However, the ministers and
servants of life all too often to-
day live submerged in a cul-
ture of death. To illustrate this
aspect, Veronesi has this to
say: “The way a society treats
the dying is a photograph of
the particular moment in histo-
ry which that society is going
through.”2 But if health is a
value and not a mere biologi-
cal fact, it becomes a priority
to re-establish a proper scale of
values in society and to dis-
seminate the culture of life and
solidarity.3
We have mentioned cultural

and social dimensions. We
cannot forget the political, ju-
ridical, and economic aspect,
which turns the subject of
medicine, its objectives, and
its actual practice into some-
thing that is very complex. To
put it in a nutshell, it is easy
enough to explain these princi-
ples but very hard to carry
them out in practice.
The explosive increase of

scientific knowledge and tech-
nological capacity in the mod-
ern epoch has brought
mankind considerable advan-
tages, but it also poses some
difficult challenges. In the light
of our knowledge of the im-
mensity and the antiquity of
the universe, the position and
importance of man within it
appear much less weighty and
certain. Technological progress
has considerably increased our
capacity to control and direct
the forces of nature, but it has
also had the effect of produc-
ing an unexpected and possibly
uncontrollable impact on our
environment and even on hu-
manity itself.4
For all these reasons a pro-

fession, mission, and vocation
such as that of the health work-
er naturally requires a solid
preparation and continuous

training in moral matters in
general and in bioethical mat-
ters in particular. In the pres-
ence of cases that have been
rendered ever more complex
by the possibilities offered by
biotechnology, health workers
– and in particular doctors –
cannot and must not be left
alone under the weight of un-
sustainable responsibilities.
This is all the more the case if
we consider that many of these
possibilities are still in an ex-
perimental phase and are of
great sociosanitary importance
in the field of personal and
public health.5
Bioethical profiles are not

just one of the many aspects of
the matter – they are one of its
essential nuclei. For if the doc-
trine and practice of medicine
occupy a central position in the
panorama of bioethical stud-
ies, the consideration of hu-
man conduct in the sector of
life sciences and health care is
one of its principal objectives.6
Without a doubt the true hu-

manization of science and
medical technology is at stake,
i.e. also in the field of medi-
cine it is necessary to construct
“that civilization of love and
life without which the exis-
tence of individual persons and
of all society loses its most au-
thentically human meaning.”7
The problem of the human-

ization of medicine is closely
related – also chronologically
speaking – to the birth of
bioethics. Among other things,
this was triggered by certain
savage forms of medical ex-
perimentation on man. For ex-
ample, it came to be known
that inWillowbrook State Hos-
pital (New York) some 700 re-
tarded children were deliber-
ately infected with the hepatitis
virus between 1965 and 1971;8
and the fact that in 1964, in the
Jewish Chronic Disease Hospi-
tal (New York), live cancerous
cells were inoculated into 22
elderly men and women set up
a strong reaction among the
population in general and in
the world of scientists.9
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And that is not all: from
1932 to 1972, in a town in Al-
abama, 399 Afro-American
farm workers suffering from
syphilis were not treated nor
even informed of the true na-
ture of their disease10. Nurem-
berg was very soon forgotten,
too soon. In the 1960s, in the
context of the Cold War, fear
about the nuclear threat and for
the future of our planet began
to spread. Hence the birth of
bioethics.
Of all the sciences that study

nature, medicine is the only
one that should never be en-

tirely thought of as mere tech-
nique. For a doctor, technique
and “theoretical” knowledge is
never enough. There must also
be practical know-how. In peo-
ple’s collective imagination,
doctors are people who cure
the sick, who look after pa-
tients. All their activity in-
volves a holistic activity of the
organism, which is a vital ac-
tivity. Indeed, “the term and
the concept of health mean
everything related to the pre-
vention, diagnosis, therapy,
and rehabilitation for a better
equilibrium and physical, psy-
chological, and spiritual wel-
fare of the person”. This con-
cept should not be confused
with that of the person, who
instead “regards policies, leg-
islation, programming and
health facilities”11.
The exceptional and rapid

progress of medical science
gives rise to repeated ethical
and deontological questions,
and the finding of an adequate

response, on the ethical level,
ultimately depends on the con-
cept one has of medicine.
“Today the medical profes-

sion is at a sort of crossroads:
in today’s cultural and social
context, in which medical sci-
ence and art run the risk of los-
ing their native ethical dimen-
sion, doctors may sometimes
be strongly tempted to trans-
form themselves into ministers
of the manipulation of life or
even into operators of death. In
the face of such a temptation
their responsibility is today
enormously enlarged and finds

its deepest inspiration and
strongest support precisely in
the intrinsic and inalienable
ethical dimension of the health
profession.”12
Medical action is – and must

be – intrinsically moral be-
cause it is intrinsically human.
An amoral, aseptic, neutral
medicine that does not wager
on behalf of man is inhuman
and immoral because it goes
against man and because it has
failed in what was its basic
function: to serve life.
The peculiarity of the art of

medicine is the fact that it acts
not on agriculture or on the
breeding of animals but on hu-
man beings who have to be
treated. This condition defines
the sphere of the doctor’s sci-
entific competence from a new
point of view. It means that the
sick, the patients, are, above
all, people.When this personal
condition is neglected, forgot-
ten, or ignored, medicine loses
its specificity and becomes a

different art, one that is all too
often perverse and inhuman.
“Their action [i.e. that of

doctors or health workers], as
human action, contains in it-
self a truth that does not de-
pend on them, on their will, or
on their feelings. It depends,
on the contrary, on the reality
of the people to whom they di-
rect their action and whose vi-
tal principle is intrinsic, and
depends only extrinsically on
doctors, in a vicarious or sur-
rogate form, inasmuch as they
are capable of eliminating the
pathology or accompanying it
in its development. That is
how the truth of medical prac-
tice should be understood, on
which the very goodness of
such action depends and in
which the very goodness of
doctors is at stake, as they es-
tablish the right relationship
with their patients, in such a
way as to treat them with ob-
jective reality and to support
and promote what is good for
them and what they rightly de-
serve.”13
“ … The basic evaluation

criterion,” as John Paul II af-
firmed, “lies in the defence
and promotion of the integral
good of human beings, accord-
ing to their individual dignity.
To this regard it is worth re-
membering that all medical ac-
tion on a person is subject to
limits that are not limited to
any technical impossibilities of
realization but rather are
linked to respect for human
nature itself, taken in its fullest
meaning: what is technically
possible is not for that simple
reason morally admissible.”14
We said here at the start that

“in the created order there will
always be a certain tension be-
tween individual people and
the demands of social exis-
tence”. Freedom, responsibili-
ty, law, and duty are firm cate-
gories of which we speak at
length. At this point – almost
provocatively – I would like to
recall some thoughts ex-
pressed by Joseph Ratzinger,
published in his book Truth –
Tolerance – Freedom.
“Freedom is related to a cri-

terion, the criterion of reality –
to truth. The freedom to de-
stroy oneself or to destroy an-
other person is not freedom
but its diabolical parody. [...]
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The freedom of man is a
shared freedom, freedom in
the togetherness of freedoms,
which limit each other recipro-
cally and thus reciprocally
support each other: freedom
has to measure itself by what I
am, by what we are – other-
wise it suppresses itself. [...]
The law is not a limitation of
freedom, it constitutes free-
dom. The absence of law is the
absence of freedom. […]
What is a law that conforms

to freedom? How must a law
be structured for it to consti-
tute a right to freedom? For
there undoubtedly exists an ap-
parent right, which is a slaves’
right and therefore not a right
but a regulated form of injus-
tice. [...] The criterion for a re-
al law that can authentically
define itself as such, and there-
fore as a right to freedom, can
thus only be the good of all,
i.e. goodness itself. Under-
standing this, Hans Jonas de-
clared that the concept of re-
sponsibility was the central
ethical concept. This means
that freedom, to be properly
understood, must always be
considered together with re-
sponsibility.
[...] The question of the way

in which responsibility and
freedom have to be set in their
proper relation cannot be de-
cided simply by a calculation
of effects. [...] The reality of
the individual person, properly
comprehended, brings with it a
reference to the collectivity, to
the other person. We will
therefore say: there exists in
every one of us the common
truth of the unique human

essence, which traditionally
was called “human nature”.
[…] Responsibility would
therefore mean: to live our
lives as an answer – an answer
to what we really are.15
In the context of the reform

of the United Nations, I should
like to conclude with a few
words pronounced by Cardinal
Angelo Sodano:
“To the human race, exposed

to the pandemics of today and
to others that threaten to devel-
op, to the masses of people de-
nied access to basic health, as-
pirin, and drinking water, we
must not offer an ambiguous,
oversimplified, or even ideo-
logical vision of health. For ex-
ample, would it not be better to
speak clearly of “the health of
women and children” instead
of using the expression “repro-
ductive health”! Can it be that
there is a desire to speak once
again of a right to abortion?”16

REV. FERNANDO FABÒ LC
Dean of the Faculty of Bioethics,

Ateneo Pontificio Regina
Apostolorum
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1. Premise
To proclaim the right to die

appears at first sight to be in
radical contrast with what is a
fundamental right of the per-
son: namely the right to live,
that is to say to preserve and to
realise one’s own life in the best
way possible. Although human
life raises frequent disquieting
questions, ‘in the face of death
the enigma of the human condi-
tion reaches its high point’ (GS,
n. 18). And yet there are cir-
cumstances in which the right
to die is invoked and/or imple-
mented. The obscuring of the
meaning of living removes all
hope. One may be dealing with
an active intervention that di-
rectly causes death, forgoing an
intervention intended to pre-
serve life, and which thus pas-
sively brings about death, or
simply allowing the course of
health-care events to lead to
their natural fatal conclusion.
Today all of this is without

ease of manner identified as
‘euthanasia’. However, compe-
tent people have clearly ac-
knowledged that euthanasia is a
word around which much con-
fusion is always created, with
the attribution to it of various
meanings (Prof. I. Marino, ‘Di-
alogo sulla vita’, L‘Espresso,
27.4.06). This was confirmed
by research carried out by the
University of Milan-Bicocca in
which medical doctors of vari-
ous backgrounds and speciali-
sations in their answers to ques-
tionnaires defined euthanasia in
terms of how it was carried out
in and in this they expressed
surprising divergences of view.
The conclusion of the journalist
was: is what is being spoken
about here really understood?
(Corriere della Sera, 22 Oct.
2006. p. 61).
The technical-scientific ad-

vance of medical science, in al-
lowing the prolongation of the
lives of people in dramatic situ-
ations and situations of great
concern, both as regards pa-
tients and the family relatives
looking after them, when faced
with the prolongation of life in-
duced artificially has provoked

the request for euthanasia as the
right to end a life that has be-
come unbearable. The problem
lies in determining when an ac-
tion that is inflicted or omitted,
and which brings about death,
is authentic euthanasia. One is
dealing with opinions ex-
pressed by various sectors of
society, both secular and reli-
gious in character, with equally
diverse motivations which are
always apparently rational but
which are strongly marked and
conditioned by emotional-senti-
mental considerations.
In such initiatives, including

those that come specifically
from the Catholic world, there
does not seem to be taken into
consideration an extremely lu-
cid and demanding declaration
of the Catechism of the
Catholic Church (CCC). It ap-
pears, in fact, that no reference
is to be found to it, about from
it being fully quoted by Prof. I.
Marino (‘Dialogo’, L’Espresso)
and by Cardinal Martini (Il Sole
24-ore, 21 Jan. 2007).

2. The Document
The text is the third para-

graph of the section entitled
‘Euthanasia’. In this short sec-
tion, after the special respect
that is due to handicapped or
sick people so that they can
lead lives as normal as possible
has been emphasised (n. 2276),
in the second paragraph direct
euthanasia, which consists in
putting an end to the lives of the
handicapped, sick or dying, is
considered. It is deemed to be
morally unacceptable. This
paragraph further specifies:
‘Thus an act or omission which,
of itself or by intention, causes
death in order to eliminate suf-
fering constitutes a murder
gravely contrary to the dignity
of the human person and to the
respect due to the living God,
his Creator. The error of judge-
ment into which one can fall in
good faith does not change the
nature of this murderous act,
which must always be forbid-
den and excluded’.
According to what is said

here, an action or omission that
causes death is totally separate
from the act of suicide. Sec-
ondly, there is a precise distinc-
tion between an objective fact,
which should always be con-
demned, and a subjective fact
which may also involve good
faith and which is in moral
terms, therefore, not to be con-
demned. This line of argument
is indispensable in understand-
ing the next paragraph, the doc-
ument which this paper seeks
to examine in conformity with
Church law: ‘the laws of the
Church should be understood
in line with the specific mean-
ing of the words considered in
the text or context (CIC, 17).
Now this document, or better
paragraph 3 of the section
headed ‘Euthanasia’, lays
down specifically what eu-
thanasia is not: ‘2278. Discon-
tinuing medical procedures that
are burdensome, dangerous, ex-
traordinary, or disproportion-
ate to the expected outcome
can be legitimate; it is the re-
fusal of ‘over-zealous’ treat-
ment. Here one does not will to
cause death; one’s inability to
impede it is merely accepted.
The decisions should be made
by the patient if he is compe-
tent and able or, if not, by those
legally entitled to act for the pa-
tient, whose reasonable will
and legitimate interests must
always be respected’.
The central and unequivocal

statement is to be found in the
legitimacy of discontinuing
specific medical procedures
which will inevitably cause
death. In other words, we are
dealing with the legitimacy of
the right to die by refusing the
prolongation of one’s life by
other medical procedures. The
reason for the legitimacy of this
discontinuation of medical pro-
cedures from which death re-
sults is to be found in the state-
ment of this paragraph: ‘it is the
refusal of ‘over-zealous’ treat-
ment. Here one does not will to
cause death; one’s inability to
impede it is merely accepted’.
In other terms one is not deal-
ing with ‘making a person die’,
that is to say causing death, but
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with ‘allowing a person to die’,
with not obstructing the natural
process of fatal events. This
paragraph is in direct contrast
with the preceding one which
condemns euthanasia.

3. The Implications of this
Document
The conditions which legiti-

mate this discontinuation are
identified as being medical pro-
cedures that are burdensome,
dangerous, extraordinary, or
disproportionate as regards the
outcomes that are expected.
The person who has the power
to make this decision is speci-
fied – the patient or those who
legally have the right to do so.
Clearly the medical doctor or
the medical team is excluded.
The text of the document is

lucid and concise and does not
hesitate to descend into details.
Certain clarifications emerge
from it and they are as follows:
1. Reference is made to legit-

imacy and not to what is simply
licit, and thus there is a precise
reference to juridical laws that
are already in existence or
which are desirable.
2. Reference is made to what

is legitimate and what is licit
but no obligation is imposed.
Nobody has the duty to decide
such a discontinuation. The
freedom of conscience of the
individual is totally respected.
3. A possible discontinuation

of treatment is not conditioned
by the varying degrees of suf-
fering of the patient or third
parties. Even in the case of a
lack of suffering, where the en-
visaged conditions exist, the le-
gitimacy of the discontinuation
of the treatment remains valid.
Suffering of any kind is not tak-
en into consideration.
4. Emotional motivations are

thus excluded. Only rational
motivations can lie behind such
a decision.
5. Consciousness or suffi-

cient lucidity in the patient is
not required. A decision taken
at the time of mental lucidity
which it is understood has va-
lidity when the conditions for
the discontinuation of treatment
exist, even when absent in a
moment of consciousness, can-
not be neglected. The decision
of the patient has pre-eminence

over the contrary views of third
parties even when these last are
in possession of legitimate
rights.
6. The conditions that are

listed must be taken individual-
ly and not cumulatively. When
any of the four envisaged con-
ditions is present, the legitima-
cy of the discontinuation con-
tinues to be effective.
7. In the text and context of

this document – with the sole
exception of the reference to re-
spect for the living God, the
person’s creator, which is quot-
ed above – the whole of the ar-
gument has its foundation not
in reasons relating to religious
faith, whatever they may be,
but solely in arguments that are
purely rational in character.

This is therefore a document,
both at the level of its text and
its context, which is of an an-
thropological character and
which is not in itself religious,
even though it has obvious reli-
gious consequences and be-
cause, it is to be found in the
Catechism of the Catholic
Church, it is primarily ad-
dressed to Catholics.
The detailed examination of

this document attempted in this
paper belongs to the same an-
thropological and not religious
approach.
The anthropological lan-

guage in the other part of the
document, and paragraph 2278
will now be considered in par-
ticular, reflects no reference to
ideologies of some philosophi-
cal school other. It may be de-
fined simply as being ‘phe-
nomenic’. This characteristic
has the notable advantage of
expressing its ‘universal’ rele-

vance.According to the general
norm, which is expressed by
the Code of Church Law, ‘Ec-
clesiastical laws that…restrict
the free exercise of rights…are
subjected to strict interpreta-
tion’ (c. 18), and this corre-
sponds to the juridical princi-
ple: ‘odia restringi et favores
convenit ampliari. The applica-
tion of this norm to this docu-
ment as well must be interpret-
ed in individual cases with a
breadth of understanding.
Every attempt to restrict its ap-
plication is completely abusive.

4. The Conditions for the
Discontinuation of
Treatment
The text of the document is

simple and clear, without hav-
ing specific practical refer-
ences, as to its precise goal.
Possible difficulties in its inter-
pretation and thus as regards
the application of the legitima-
cy of discontinuing medical
procedures derive form these
procedures being identified as
burdensome, dangerous, extra-
ordinary or disproportionate to
the outcome that is expected.

The quality of being burden-
some concerns in itself the pa-
tient and/or his family relatives.
Today, however, this is alleviat-
ed, if not removed, by various
forms of social security, which
means that it falls on the whole
community. Everyone knows
about how much the costs of
health care weigh upon state
budgets. There thus arises the
question of whether the burden-
some character of certain med-
ical procedures, which are, al-
beit, borne by the whole com-
munity, and even more where
these procedures are very ex-
pensive and prolonged and of-
ten not proportionate to the ex-
pected outcome, really meets a
criterion of justice and is not
persuasive as regards the legiti-
macy of discontinuation.

The dangerousness of med-
ical procedures clearly consists
in the possible direct or indirect
causing of mutilations, for ex-
ample (even partial) paralysis,
blindness, the inability of speak
etc., which lead to a grave in-
jury to the dignity of life itself.
In the face of such heavy risks
the right exists to the discontin-
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uation of medical procedures
that are very dangerous and dis-
proportionate to the expected
outcome of a prolongation,
which is above all else uncer-
tain, of life. The fundamental
principle lies in the proportion-
ality between dangerous med-
ical procedures designed to pro-
long life and the negative phys-
ical-mental situations that are
induced in a life that may be
prolonged. Anybody can con-
sciously decide whether to run
a risk with, or discontinue,
these overly dangerous forms
of treatment.

Extraordinary medical pro-
cedures are specified in the
fourth and last paragraph (n.
2279) which brings the section
of ‘Euthanasia’ to an end. This
paragraph declares: ‘Even if
death is thought imminent, the
ordinary care owed to a sick
person cannot be legitimately
interrupted’. It is also made
clear that the use of pain-killers
to alleviate suffering, even if
they run the risk of shortening
life, are morally acceptable,
making the situation of the pa-
tient more in conformity with
human dignity and where death
is not sought but tolerated as in-
evitable. Thus extraordinary
medical procedures are those
that go beyond the ordinary
care due to a sick person. With
the technical-scientific advance
of modern medicine it may per-
haps not always be easy to as-
certain the limits of ‘ordinary’
care. This, however, does not
remove the validity of the prin-
ciple. It is certainly the task of
medical science to be sensitive
to reasonable discretion in gen-
erally ascertaining these limits
and to when these limits are ex-
ceeded in individual cases. One
should, therefore, already have
two criteria – one that is quali-
tative and one that is quantita-
tive. The first refers to the kind
of proportionate medical proce-
dures for each individual pa-
tient; the second refers to the
length of time that the medical
procedure is used – whether
within ordinary limits or not.
The medical procedures that

are ordinarily due to a sick per-
son are here especially related
to cases where death is consid-
ered imminent and this is fur-
ther emphasised by the licit
character of using pain-killers,

even though they may shorten
life.
These references could lead

one to understand ordinary
forms of care as being simply
those in conformity with practi-
cal situations in order to keep a
very precarious situation under
control and in the end with the
goal of ensuring that this final
period is as little burdensome as
possible for the patient and pre-
pares him in a dignified way for
death, in contrast with the exag-
gerated treatment directed to-
wards prolonging his life at any
price.
The last circumstance that is

considered as being possibly
determining as regards he deci-
sion to discontinue the medical
procedures is, amongst others,
the most relevant and frequent
and is today strongly debated
because of particular cases that
are publicised in an indiscrimi-
nate way – the disproportion
between medical procedures
and the outcome that is expect-
ed.
The crucial point of the

question is therefore: what are
the expected outcomes and
what is disproportion? Obvi-
ously enough, the expected out-
comes in the context are radi-
cally in contrast with keeping
the patient alive at any cost and
for the longest possible time
until his inevitable final col-
lapse. The reasonably expected
result, as something that can be
seriously hoped for, cannot be
identified with a serious im-
provement in the life of the pa-
tient which is really dignified in
human terms, in particular
without frequent physical-men-
tal suffering, and endowed with
sufficient mental lucidity and
sufficient autonomy. Obviously
enough, the expected outcomes
can of necessity only be re-
ferred to that specific health-
care situation which involves
the patient being near to death.
The disproportion between

medical procedures and the out-
comes that are hoped for is nev-
er easy to establish when we
bear in mind, above all else, the
contemporary advances in med-
ical science. To this sphere be-
long, in particular, artificial
methods of respiration and nu-
trition achieved through intuba-
tion and/or phleboclysis, ac-
companied at times by traumat-

ic surgical operations. It is right
to quote the reaction of the ven-
erable Pope John Paul II after
he had had a tracheotomy
which meant he could not
speak. He was even led after
other forms of treatment to ask
that ‘he be allowed to go’. One
is not dealing here with exclud-
ing all forms of resuscitation,
above all during the first stage
of the outbreak of malady. It is
in the exaggerated adoption of
such procedures that the ques-
tion necessarily arises of the
proportion or disproportion be-
tween these procedures and the
outcomes that are expected.
It must also be clear that ab-

solutely certainty as regards
disproportion between the out-
comes expected and the med-
ical procedures involved cannot
be sought. This applies, for that
matter, to other conditions: the
burdensome character, the dan-
gerousness and the extraordi-
nary character of the medical
procedures that are engaged in.
Absolute certainty in cases and
in choices in practical life is im-
possible, apart from cases that
are totally extraordinary. To
seek absolute certainty is to
make life impossible. Human
decisions are normally dictated
by moral certainty, that is to say
that certainty based upon moti-
vations that because of the
maximum probability lead in a
specific direction. In the pres-
ence of this moral certainty of
disproportion between medical
procedures and outcomes that
are expected, in practical terms
where there is a lack of a valid
prospect of real results, the le-
gitimacy of the decision to dis-
continue the medical proce-
dures is perfectly justified.
Reference has been made to

very rare cases of people com-
ing out of a comas which had
lasted for years through the
continuing of medical proce-
dures by which the patient had
been kept in a state of vegeta-
tive life. But three questions are
obligatory: what is the percent-
age of these cases? What is the
kind of life the patient experi-
ences after coming out of such
a coma?And does this return to
a life that is supposed to be, but
not proved to be, dignified con-
stitute in fact reasonable hope
as regards an expected outcome
which justifies in all cases a
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sensible proportion at the level
of ‘exaggerated treatment’, thus
involving the denial of the le-
gality of the decision to discon-
tinue treatment? The expected
outcomes must be reasonably
clear and seriously based. To
prolong a life with a view to re-
sults that are totally hypotheti-
cal means not to respect the
dignity of the human person. If
we are called to live with digni-
ty we must also be called to be
able to die with dignity. To live
through artificial means, and
even worse for years, a life that
is almost completely vegeta-
tive, can this be said to be to
live with dignity? And can the
death that takes place be said to
be a dignified death?
Paul VI, without basing him-

self on arguments of faith, ob-
served: ‘in very many cases
would it not be useless torture to
impose vegetative resuscitation
during the final stage of an in-
curable illness? The duty of a
medical doctor consists, rather,
in working to reduce suffering
rather than prolonging for as
long as possible by any means
and in any conditions a life that
is not fully human and going
naturally towards its end’ (Let-
ter of Cardinal Villot, Secretary
of State, sent ‘in the name of the
Pope to the General Secretary of
the FIAMC’, 3 Oct. 1970’,
quoted in the Dizionario Enci-
clopedico di Teologia Morale,
1985, G. Davanzo, p. 937).
The legitimacy of the discon-

tinuation of care, in the absence
of the results that have been
hoped for, is in itself indepen-
dent of being near to death in
situations of suffering of vary-
ing degrees of atrocity or even
that are without suffering. The
legitimacy of the discontinua-
tion of care is solely linked to
disproportion in relation to ex-
pected outcomes. Possible suf-
fering, even more so if it is atro-
cious, would only strengthen
the legitimacy of the decision to
discontinue the treatment in the
face of a life that was unbear-
able. In analogous fashion, the
presence or absence of a suffi-
cient mental lucidity is not rele-
vant. The legitimacy of the dis-
continuation of care in these sit-
uations as well depends solely
on the disproportion of the med-
ical procedures in relation to the
outcomes that are expected.

5. The Right to Die
These observations are un-

equivocally in favour of the
right to die. It is not useless to
clarify that the right to die in the
immediate and simple sense
does not exist. Death is a reality
that nobody can escape and that
nobody has the freedom to ob-
tain for themselves. But it is un-
derstood as a right to decide not
to impede the arrival of death in
contrast with ‘exaggerated
treatment’, that is to say the
continuation of medical proce-
dures in order to keep a patient
alive at any cost.
The right to die is thus not in

the least in contrast with the
right to live, specifically be-
cause the right to live includes
by its nature the right to a digni-
fied death.
Indeed, death is an integral

part of life. If a medical doctor
is pro-life he can but be pro-
death as well, death prepared
for in the most dignified condi-
tions possible.

6. The Fundamental
Principle: Freedom
The document that has been

examined in this paper has the
notable advantage of retrieving
the true hierarchy of the most
relevant personal decisions,
those pertinent to the purpose
of one’s life, namely the first
fundamental value of the hu-
man person – freedom.
As has already been ob-

served, the freedom of choice
here is limited solely to the pa-
tient or to those have the legal
right to make such a decision.
However, it remains clear that
although the medical doctor
does not have any right to de-
cide on the discontinuation or
otherwise of medical proce-
dures, with adequate informa-
tion, which can only come from
the medical doctor, the patient
himself or those who have the
right to decide, he will nonethe-
less be able to assess whether
the medical procedures are so
burdensome, dangerous, extra-
ordinary or disproportionate in
relation to the outcomes that are
expected that a decision should
be made as to their possible dis-
continuation.
This therefore involves on

the part of the health-care
workers a loyalty and honesty
that are exempt from tendencies
to do the very utmost, even
worse if dictated by personal
interests, or to see the patient as
a guinea pig, on whom experi-
ments can be carried out, albeit
with the intention of discover-
ing new efficient remedies but
always in a way that is radically
opposed to the dignity of the
human person. Information and
the possible advice of the med-
ical doctor, without any attempt
to influence the decision of
those who have the responsibil-
ity of deciding, is thus indis-
pensable, bearing in mind the
obligation of the medical doctor
to respect and implement legiti-
mate decisions.
In extreme cases, where ‘ex-

aggerated treatment’ is out of
the question, that is to say pro-
cedures that are burdensome,
dangerous, extraordinary or dis-
proportionate to the outcomes
that are expected, it appears ob-
vious that the medical doctor
himself can freely decide not to
intervene further, solely helping
the patient to prepare himself
for a dignified death. This is a
part of the ‘ordinary’practice of
the medical profession.

7. The Italian Legal Situation
The document that has been

examined in this paper encoun-
ters in Italy, still today, the im-
possibility of being applied be-
cause of antiquated legislation
which condemns any cause of
death of a man because it is in
error as regards the term ‘eu-
thanasia’. The declaration that
is clearly ratified in the docu-
ment of the Catechism of the
Catholic Church, which has
been examined in this paper, as
regards dying and allowing to
die, thereby legitimating the de-
cision to discontinue with med-
ical procedures in the case of
well specified conditions, has
remained neglected.
There are indeed certain in-

novative projects for legislation
now underway. Probably, the
excess of case studies taken in-
to consideration, a concern not
to open the door to any form of
authentic euthanasia, in strong
contrast with the most liberal
and the most restrictive cur-
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rents, and the usual ill-advised
non-acceptance of what is pro-
posed by political opponents,
all lead to interminable delays
that work totally against the
wellbeing of the community
and in this case in particular the
wellbeing of patients.
The document examined in

this paper, in its valuable clari-
ty, should also be of use to leg-
islators in making a distinction
between true euthanasia and
equivocal and unreal euthana-
sia, in stressing the true dignity
of the human person in both life
and death, and in providing es-
sential coordinates, beyond
emotionally and not very ratio-
nal arguments, so as to expound
what, on the one hand, cannot
be legalised, and, on the other,
to legitimate in an explicit way
the right to forgo invasive med-
ical procedures and procedures
that are opposed to human dig-
nity.
To legitimate does not oblige

anyone to engage in a specific
choice. Personal freedom must
also be respected by the law.
Recourse to the essential condi-
tions listed in the document that
has been examined could and
should be as enlightened as
possible. After all, a law in its
wording cannot take into con-
sideration all the cases that
might be the subject of that law.
It is the general subjects, the
principles and the determining
motivations that constitute the
contents of legislation. It is the
task of jurisprudence in its ex-
amination and judgement of in-
dividual cases to specify in a
detailed way if and how a par-
ticular circumstance falls or not
under that law Some cases pub-
licised by the mass media, and
many others concealed in the
private world, require urgent
legislative action.

8. The Biological Testament
The awaited law must also

take into account the biological
testament, that is to say it must
adjudge the juridical validity of
the readiness, expressed in con-
formity with legal norms, of a
healthy person who has mental
lucidity to want to discontinue
medical procedures that are
burdensome, dangerous, extra-
ordinary or disproportionate to

the outcomes that are expected
were he to be near to death.
However, this testament en-
counters opposition for various
reasons that are not of interest
to the analysis of this paper but
which can be summed up, after
a certain fashion, in the predic-
tion that the situation at the mo-
ment of the ending of the life of
the patient can strongly alter his
mental state and make him
wish to be treated in contrast
with what is expressed in his bi-
ological testament, which was
written in the cold light of day.
Two observations should be
made. The first is this: a biolog-
ical testament as well, like any
other testament, is not irrevoca-
ble. It can always be annulled
or perhaps changed. The sec-
ond is that the mental state of a
patient at the extremes of life,
especially if he is undergoing
atrocious suffering, should not
be sufficiently accredited to
abolish what was decided when
he enjoyed full mental lucidity.
This would be to give prefer-
ence to decisions or, more than
decisions, to very strong emo-
tional reactions that gravely di-
minish his mental lucidity.Abi-
ological testament written far
from a person’s death and in
full consciousness should cer-
tainly pre-suppose due informa-
tion from a medical doctor but
this does not mean at all that it
should be dictated by a medical
doctor.

9. Death Faced with Life
The basic problem lies, in de-

finitive terms, in the education
both of the health-care classes
and of individuals in receiving
death as an integral part of life.
Not, therefore, as an accident of
life, the supreme misfortune
that can occur, which should be
avoided with all the means to
hand, or at least delayed for as
long as possible, but as the in-
evitable conclusion of one’s
own life which is to be experi-
enced in dignified way like any
other moment of life itself.
Life, in an antecedent vision

and independent of any reli-
gious faith, is a gift that every-
one receives but which is not
self-given, and which everyone
is called to live out in a digni-
fied way by cultivating the rich-

es that are connected with it:
the capacity to know, to admire
the universe that surrounds one
and makes one live, to com-
plete life through one’s own
creativity pursued in the largest
number of spheres, to enjoy that
love with which one is sur-
rounded and to which one re-
sponds, and to enjoy the soli-
darity of the human communi-
ty. The experience of everyone
constantly reveals that life, with
its satisfactions, is nonetheless
accompanied by tribulations,
sufferings, worries and failures
which burden it and at times
make it unbearable.

It is precisely these circum-
stances that educate us to grasp
the true meaning and value of
life, from a purely anthropolog-
ical, non-religious, point of
view as well, and the same may
be said of death. Whereas life
has its positive sides and its
negative sides, it is specifically
the shadows that most point up
the wonders brought out by the
light. A person knows himself,
the wealth of his life, specifical-
ly through its limits and defi-
ciencies. And these limits and
deficiencies emphasise its pre-
cariousness. Its insuperable di-
rection towards death. Death,
an integral part of life, illumi-
nates the value of the fleeting
moment, of living with a sense
of responsibility towards one-
self and the community so that
life does fall vainly, wasted.
Maturity, which every person

should develop increasingly ef-
fectively, to become increasing-
ly fully himself, a fundamental
quality of the person, which is
never perfect but always able to
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grow, essentially involves an
understanding of true values
and a mastery of one’s own in-
stinctive interior movements by
directing them towards true val-
ues in contrast with emotional
and capricious tendencies.
It is this maturity that consti-

tutes the primary element in ed-
ucating oneself to receive death
in a dignified way. A maturity
that opens a person to meaning
of death as a seal of one’s own
life, of values that have been
looked for, of good that has
been performed, despite the
weaknesses and the inefficien-
cies that have accompanied it.
A maturity that obscures and
transcends reactions of fear,
disquiet and anxiety that ac-
company feeling that one is at
the end of life.
The end of something that

is worthwhile experiencing
through being committed to
achieving one’s own identity.
This document is an incentive
and a wish to live the last mo-
ments of one’s life near to death
with a sufficient maturity of
emotions in order to receive
death in the lucidity of its
meaning, so as to open oneself
to the decision to forgo further
medical procedures, accepting
that one cannot impede death.
This is not an imposition. It is

an invitation, if one wants an
exhortation, both to individual
patients and to the medical
world to see death in its most
pregnant meaning as an integral
part of life. The gratitude that is
due to medical doctors for all
the efforts that they make to
save a human life reaches its
fullness when their role is
joined by forgoing exaggerated

treatment, which is in itself in-
conclusive and deliberately ex-
cluded by the patient.
These observations, of a

purely anthropological charac-
ter outside any vision of reli-
gious faith, and thus applicable
to every human person, acquire
great justification for those
who, prior and independently
of any religious faith, whatever
it may be, carry within them the
conviction, of varying degrees
of steadiness, that there is sur-
vival after natural death. This is
a conviction which presents
death not as an absolute end but
as a passage to a life which is
indeed unknown, and which in-
fuses comfort and consolation
into accepting death more
serenely by forgoing medical
procedures which must take
place in precise conditions.

10. Conclusion
One cannot but be grateful to

the Catholic Church which with
this document to be found in
the Catechism of the Catholic
Church, which goes back to
1992, and which has been con-
sidered in this paper, a docu-
ment it may be observed that
has been unfortunately almost
totally neglected, expounds a
valid clarification of the solu-
tion to many unhappy situations
which today provoke so much
uncertainty and tribulation and
encourage the indiscriminate
legitimation of euthanasia.
In providing a precise dis-

tinction between true euthana-
sia, which should always be
condemned, and false euthana-
sia, that is to say the legitimacy

DOLENTIUM HOMINUM N. 68-2008

of discontinuing with medical
procedures that are not suited to
a prolongation of life at any
cost, namely ‘exaggerated treat-
ment’, with a specification of
what the corresponding condi-
tions are, a fundamental distinc-
tion is made between ‘making
die’ and ‘allowing to die’.
Human rights are based upon

the dignity of the human per-
son, which primarily consists of
freedom. It is a part of the free-
dom of every person to decide
about their own destiny when
faced with the decisive moment
of life – death. This is the sub-
ject of this document.
An attempt has been made in

this paper to explore its signifi-
cance as regards its purpose and
the conditions that are required.
It is an imposition in relation to
nobody specifically because it
is an expression of personal
freedom. The right to die, with
the exclusion of exaggerated
medical procedures, is one of
the rights of the person, which
he can freely make use of or
otherwise.
It is important, therefore, to

clarify the conditions involved
and to grasp its consequences
for an understanding of life it-
self and death, which is an inte-
gral part of life.
My analysis does not seek to

be exhaustive but, rather, wants
to refer individuals and legisla-
tors to a fundamental principle
for the clarification of various
situations and the ethical ac-
ceptability of possible choices.

Rev. MARIO BELTRAMI SJ,
Istituto Aloisianum,
Gallarate, Varese.

Italy
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The year 2008, the first day of
the month of April, the central
office of Via Cavour, 18,
BETWEEN
The Regional government of

Tuscany, with its central office
in Florence, Via Cavour n. 18,
represented by its President,
Claudio Martini,
AND
The Ecclesiastical Regional

Government of Tuscany, with its
central office in Piazza S. Gio-
vanni, 3 – 50129 Florence, rep-
resented by its President, Cardi-
nal AnnioAntonelli, Archbishop
of Florence.
GIVEN THAT
1) article 38 of law

23/12/1978 n. 833 envisages that
in structures that admit patients
of the national health service
there must be assured a service
of religious assistance and in
particular lays down that the or-
ganisation of Catholic religious
assistance must take place
through specific agreements be-
tween the local health-care
agency and diocesan Ordinaries
responsible for the local area;
2) article 11 of law 25/3/1985

n. 21, which contains the ratifi-
cation and the execution of the
agreement between the Republic
of Italy and the Holy See mak-
ing modifications to the Lateran
Concordat of 11 February 1929,
assures religious freedom and
the carrying out of the practices
of the cult of Catholics who have
been admitted to hospitals, nurs-
ing homes and homes for public
assistance, and envisages that
spiritual assistance for these
people is assured by ecclesias-
tics appointed by the relevant
Italian authorities after designa-
tion by the ecclesiastical author-
ity and in accordance with the

juridical status, the personnel
and the modalities established
by agreement between such au-
thorities;
3) the regional health-care

plan of 1999-2001, part IV, sec-
tion A, in conformity with what
is laid down by the provision cit-
ed above, envisaged that health-
care companies would be oblig-
ed to regulate the organisation of
the service of Catholic religious
assistance in agreement with the
diocesan Ordinaries responsible
for the local area and to this end
established that the regional
Committee would provide, in
agreement with the Tuscan Bish-
ops’ Conference, a suitable pro-
posal for a special agreement;
4) the Regional Committee,

by its decision n. 119 of 7 Febru-
ary 2000, approved the plan of a
protocol of agreement with the
Regional Government of Tus-
cany and the Tuscan Bishops’
Conference (subsequently
signed on 29 February 2000) for
the regulation of the service of
Catholic religious assistance in
structures admitting patients of
health-care companies and the
proposal for a special agreement
to be signed between health-care
companies and diocesan Ordi-
naries;
5) the regional health-care

plan of 2002-2005, section 5,
point 5.3.2.19, with respect to
the service of religious assis-
tance, confirmed the provisions
contained in the previous region-
al health-care plan and commit-
ted the Regional Committee to
provide for the updating, in
agreement with the Ecclesiasti-
cal Regional Government of
Tuscany, of the proposal for a
special agreement that had been
adopted;
6) the Regional Committee,

by its decision n. 274 of 24
March 2003, implementing the
regional health-care plan of
2002/2003, approved the new
proposal for a protocol of agree-

ment between the Regional
Government of Tuscany and the
Tuscan Bishops’ Conference
(subsequently signed on 24 Jan-
uary 2005) for the regulation of
the service of Catholic religious
assistance in structures admit-
ting patients of health-care com-
panies and the consequent new
proposal for a special agreement
to be signed between the health-
care companies and the diocesan
Ordinaries;
7) the regional health-care

plan of 2005-2007, at section 5,
point 5.2.2.8, confirmed the pro-
visions made by the previous re-
gional health-care plan of 2002-
2004 relating to religious assis-
tance, and envisaged that the Re-
gional Committee would update,
in agreement with Tuscan Bish-
ops’ Conference, the proposal
for a special agreement adopted
within the context of the previ-
ous health-care plans and com-
municated this to the Regional
Council;

8) to implement what is en-
visaged by the regional health-
care plan of 2005-2007 it is nec-
essary to proceed both to the up-
dating of the proposal for a spe-
cial agreement for the regulation
of the service of Catholic assis-
tance in the structures admitting
patients of health-care compa-
nies and of the proposal for a
special agreement to be signed
between the health-care compa-
nies and the diocesan Ordinar-
ies;
IT ISAGREED
ART. 1
1. In the present agreement:
a) local health-care agency

companies and hospital compa-
nies are designated with the term
‘health-care company’;
b) diocesan Ordinaries re-

sponsible in the local area for the
Catholic cult are referred to as
‘diocesan Ordinary’.
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ART. 2
1. The service of religious as-

sistance has the task of assuring
in structures that admit patients
the exercise of religious free-
dom, the carrying out of the
practices of cult and the meeting
of the specific spiritual needs of
the Catholic confession, respect-
ing the will and the freedom of
conscience of citizens.
2. The present agreement, in

conformity with what is laid
down by the provisions of the
Concordat and of state and re-
gional laws in operation in this
area, defines directions and di-
rectives for the regulation of the
service of religious assistance, as
defined in the above point.
3. On the basis of the direc-

tions and directives contained in
the present agreement and re-
specting the attached proposal
for a special agreement, the
health-care companies and the
diocesan Ordinaries will sign
suitable agreements for the regu-
lation of the service of religious
assistance to be assured in the
structures that admit patients
that are present in the local area
of the company.
4. The Regional Government

of Tuscany, within six months of
the signing of this protocol, will
commit itself to open talks be-
tween the parties involved for
the promotion of agreements in-
tended to define the conditions
and the modalities for the exten-
sion of the service of religious
assistance to the private hospital
structures that act under the
regime of accreditation by the
national health service.
ART. 3
1. The health-care company,

in agreement with the diocesan
Ordinary, will determine the
number of religious assistants to
whom will be entrusted the ser-
vice of religious assistance.
2. The number of religious as-

sistants will be agreed by taking
into account the scale of admis-
sions in line with the forecasts of
the company concerning the
pathway of assistance, in order
to assure high quality, efficiency
and efficacy in the performance
of this service.
The number of religious assis-

tants will be agreed upon ac-
cording to the following criteria:
- the number of admissions,

referring to the previous year;

- the number and scale of the
structures that admit patients,
their possible distribution be-
tween different locations and the
way in which they are distrib-
uted in the local area under the
responsibility of the diocesan
Ordinary.
3. Where there are more than

one assistant in the same hospi-
tal structure or recognised single
centre one may identify the fig-
ure of the co-ordinating assistant
who will be appointed by the
diocesan Ordinary.
4. In relation to the diversified

needs of religious assistance, in
health-care companies in which
two more religious assistants are
to be designated, the diocesan
Ordinary can confer this position
not only on priests but in excep-
tional circumstances on perma-
nent deacons and on women re-
ligious to a number not higher
than a half of the total number of
envisaged assistants.
ART. 4
1. The service of religious as-

sistance is performed by reli-
gious assistants employed per-
manently by the health-care
company, after hearing the pro-
posal of the diocesan Ordinary.
On the basis of the relevant
agreement between the parties,
the above service can also be as-
sured by religious assistants ap-
pointed under a system of spe-
cial agreement.
2. In health-care companies

in which two or more religious
assistants employed under a
system of special agreement
have to be designated, the
diocesan Ordinary and the
health-care company can sign a
single agreement relating to the
various individuals entrusted
with religious assistance; their
designation or replacement, de-
creed by the diocesan Ordinary
and communicate to the com-
pany, does not require a modifi-
cation of the special agreement
in operation.
3. For the performance of reli-

gious assistance both in already
activated structures that admit
patients and in those being
planned, the use will be assured
of areas for the functions of cult,
of areas for religious activity
connected with the mortuary ser-
vices, with connected sacristies,
and areas to be used as offices
and living accommodation; the
number of such areas will be de-

termined in the relevant special
agreement signed by the two
parties;
4. In order to assure continuity

in the service of religious assis-
tance, the health-care company
can sign relevant agreements
with other health-care compa-
nies of the Regional Govern-
ment of Tuscany or of another
Region so as to address situa-
tions where there are difficulties
as regards the filling of the posi-
tions of religious assistant.
5. The agreements indicated

in the above point, in the signing
of which the views of the rele-
vant diocesan Ordinaries must
be heard, can involve the filling
of positions of religious assistant
with employed personnel or
with personnel who are given
the position under a regime of
special agreement.
ART. 5
1. The resolution of possible

controversies between the
health-care company and the
diocesan Ordinary regarding the
interpretation or the application
of the agreements referred to in
art. 2 point 3 is a matter for a re-
gional commission.
2. This regional commission

will be created specifically
whenever a controversy arises in
cases referred to in the above
point.
3. This regional commission,

which will be appointed by the
Regional Committee, will be
made up of:
a) a member designated by the

Regional Committee;
b) a member designated by

the Ecclesiastical Regional Gov-
ernment of Tuscany;
c) a member designated joint-

ly by agreement between the
members appointed as of a) and
b) above.
ART. 6
The parties agree to assess the

acceptance of possible proposals
for the addition to, or modifica-
tion of, this protocol following
an initiative of the relevant ec-
clesiastical organs.

CLAUDIO MARTINI
President of the Regional
Government of Tuscany

Cardinal ENNIO ANTONELLI
President of the Ecclesiastical

Regional Government of Tuscany
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Pedro Julião was born in Lis-
bon in about the year 120 (his
date of birth is placed by vari-
ous authors between the year
1210 and the year 1226). We
know very little about the fami-
ly into which he was born. In
the view of some his surname is
a patronymic (his father is said
to have been called Julião) but
in the view of others it comes
from the parish of S. Julião in
Lisbon (where it is said that he
was born). Some think that the
surname of his father was Re-
bolo (or Rebello or Rabello)
and in the view of others his fa-
ther was a physician.
After studying with success

at the cathedral school of Lis-
bon (and perhaps also at the
school of Santiago de Cam-
postela) he was sent by his fam-
ily to Paris to attend what was
then thought to be the most
prestigious university of the
whole of Christendom (at the
timeAlberto di Bolstadt, Sigieri
di Brabante and William
Shireswood taught there and
Thomas Aquinas, Bonaventure
and Roger Bacon studied
there). At this university he fol-
lowed all of the disciplines of
the Faculty ofArts and obtained
the title of magister. He also
probably subsequently attended
a course in theology. To his stay
in Paris he owed the name
‘Petrus Hispanicus’ (because he
was a student of the natio his-
panica of the Studium), by
which he came to be principally
called by those who came after
him. Lastly, he engaged in the
study of medicine at the Uni-
versity of Montpellier or (more
probably) at the Scuola Medica
Salernitana (it appears that he
also went to Sicily to the court
of Frederick II)
In the 1340s Pedro Julião,

who was by then well versed in
nearly all the branches of me-
dieval knowledge (indeed he
could be defined a clericus gen-
eralis), began his activities as a
lecturer. Perhaps he taught log-
ic for a period of time in the
Kingdom of Castile and Lyon
and perhaps he was also at the

University of Toulouse where
he may have taught natural phi-
losophy. It is certainly the case
that from the year 1246 on-
wards he was Reader in Physics
at the Studium of Sienna where
he remained at least until the
year 1252.
In the 1350s he began a bril-

liant ecclesiastical career, be-
coming Dean of Lisbon and
then Archdeacon of Braga in
Lisbon. During this period he
took part in the disputes be-
tween Alfonso III and the Por-
tuguese clergy. To begin with
he supported the positions of
the monarch but he later en-
tered into conflict with him.
In the 1360s he frequented

the papal curia with a certain
assiduousness in the various
Italian localities he lived in
(Anagni, Orvieto, Viterbo). In
particular he was connected to
Cardinal Ottobono Fieschi and
he became a member as a med-
ical consultant of this Cardi-
nal’s curia and accompanied
him on a number of his jour-
neys as a pontifical legate under
Pope Clement IV.
In May 1272 Pedro Julião

was elected Archbishop of Bra-
ga; in February 1273 the Pope
appointed him prior of the col-
lege of the Church of St. Mary
of Grimarães which was also in
Portugal. Pope Gregory X,
whom he had probably met
when they were both students
of the University of Paris, sum-
moned him on 13April 1273 to
the Second Council of Lyons
and on 3 June 1273 he was
made the Cardinal-Bishop of
Tuscolo. In the view of some
historians he also occupied the
position of pontifical archiater
under Pope Gregory X (for the
period 1271-1276), even
though there is no sure evi-
dence on the matter.
After the brief pontificate of

Innocent V (from January 1276
to June 1276) and the even
shorter pontificate of Adrian V
(from July to August of the
same year), at a conclave that
was held in Viterbo in Septem-
ber 1276 Pedro Julião was

elected Pope, with the powerful
backing, it appears, of the influ-
ential Cardianal Giovanni Gae-
tano Orsini, the Dean of the
Cardinal’s College and the fu-
ture Pope Nicholas III. The new
Pope took the name of John
XXI, even though the previous
Pope to have been called John
was John XIX (1024-1032).
Probably what was borne in
mind at the time in adding up
the number of Popes who had
been called John was another
John who had reigned (he was
elected Pope but not consecrat-
ed) for about four months be-
tween the end of the pontificate
of John XIV (984) and the be-
ginning of the pontificate of
John XV (985).
In the first months of his pon-

tificate John XXI followed the
direction taken by his predeces-
sors, Gregory X and Adrian V,
and bore in mind the indica-
tions of the Council of Lyons
(May-July 1274). He concerned
himself with the procedures for
the election of the Pope and an-
nounced a future reform of the
conclave; he strove to strength-
en papal power against tempo-
ral power; engaged in work of
mediation in the conflicts be-
tween the Christian kingdoms
(such as the controversies be-
tween Phillip III of France and
Alfonso X of Castile); attempt-
ed to draw the Greek Church
nearer in order to integrate it in-
to the Roman Church; and
preached the need to launch
new crusades to counter Arab
expansionism and convert the
infidels. He also intervened in
the dispute in Portugal which
for a number of years had wit-
nessed King Alfonso opposed
to the Lusitanian Church. Pope
John XXI invited the monarch
not to reduce the privileges or
the patrimony of the clergy. He
also intervened in the contrast
that had arisen at the University
of Paris between Bishop Éti-
enne Tempier and a number of
lecturers who professed the
doctrines ofAverroes. The Pope
invited this bishop to send a de-
tailed report on the dispute
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which in reality had witnessed
the theological orthodoxy root-
ed in the thought of St. Augus-
tine, influenced by neo-Platon-
ism, in conflict with the doctri-
nal positions (which were con-
sidered heterodox by some the-
ologians) of St. Thomas
Aquinas who went back to the
thought of Aristotle through
such Arab authors as Avicenna
andAverroes.
It seems, however, that after

becoming Pope, Pedro Julião
continued to dedicate himself to
science and learning. In the
view of some biographers,
these studies distracted him
from an effective government
of the Church which was too
often left in the expert hands of
Cardinal Giovanni Gaetano
Orsini. With the probable aim
of continuing his beloved scien-
tific and philosophical studies
in solitude and tranquillity,
John XXI had a new wing built
onto a papal palace in Viterbo.
This part of the papal apart-
ments collapsed in 1277, bring-
ing down the Pope with it, who
died from his wounds in 20
May 1277. John XXI was
buried in the cathedral of Viter-
bo in a tomb placed in the left
nave where he is referred to as
Joannes Lusitanus XXI Pontifex
Maximus.
Pedro Julião was a physician

and a philosopher as well as be-
ing an ecclesiastic. As a physi-
cian and philosopher after his
death he was held to be the au-
thor of a large number of
works, the attribution of which,
however, is not always certain.
As regards medicine he was

unanimously attributed with the
authorship of the tract The-
saurus pauperum, a compendi-
um of remedies taken from the
three kingdoms of nature, at
times deduced from previous
prescriptions at times worked
on by the same author. This
book constitutes a practical
primer to treat the most com-
mon maladies according to the
dictates of the science of the
time in which rational elements
were mixed with fantastic ele-
ments and empirical elements
were mixed with elements of
magic. Thus, for example, the
herb bettonica was advised for
colic pain, bitter almonds as a
diuretic, parsley against urinary
stones, red coral for haemor-

rhages, the bones of the heart of
a deer for heart disease, and for
epileptic attacks people were
advised to carry on their person
the written names of the three
wise men. Other works of med-
icine generally attributed to Pe-
dro Julião were: De aegritu-
dinibus oculorum et curis,
Tractatus mirabilis aquarum,
De febribus, Dietae super
cyrurgia, De phlebotomia, and
Summa de conservanda sani-
tate.

As regards philosophy, Sum-
mulae logicales was unani-
mously attributed to this Por-
tuguese scholar. This was a
tract on logic divided into
twelve books, organised in a
clear and schematic fashion.
This work enjoyed widespread
and lasting appreciation in the
universities of Europe such as
to become the most commonly
used textbook on logic from the
medieval period until the Re-
naissance. The great success of
this text with medieval students
was probably due to the ease
with which it could be assimi-
lated mnemonically at a time
when written texts were rare
and expensive (the similar suc-
cess of Regimen sanitatis saler-
nitanum derived from the ease
with which one could remem-
ber the verses of which it was
composed). Other works of phi-
losophy attributed to Pedro
Julião were: Syncategoremata,
Scientia libri de anima, Liber
de morte et vita et de causis
longitudinis ac brevitatis vitae,
and Expositio librorum Beati
Dioniysii.
This Portuguese philoso-

pher-physician conserved a
certain fame during the period

immediately after his death,
and to the point of being cited
by Dante Alighieri in his Di-
vine Comedy with the follow-
ing words ‘Pietro Ispano/lo
qual già luce in dodici libelli’
(Paradise, XII, vv. 134-135).
However with the passing of
time, and despite the lasting
fame of a number of his works
(above all else Thesaurus pau-
perum and Summulae logi-
cales), his intellectual produc-
tion began to be less appreciat-

ed by those who came after
him. This may in part have
been because Pedro Julião used
Latin translations from Arab
authors for his comments on
ancient texts, whereas shortly
afterwards the first humanists
used Latin translations based
directly on the original Greek
texts. In addition, his works, al-
though they belonged deeply to
the Christian-based culture of
the medieval period, were soon
put in the shade by the philo-
sophical-theological synthesis
achieved by thinkers who were
contemporaries of his but of
greater stature, such as, for ex-
ample, Alberto Magno and
ThomasAquinas.
As Pope, John XXI was the

subject shortly after his death of
malevolent gossip which de-
picted him as a man with a
weak character, more inclined
to philosophical speculations
and scientific research than
diplomatic affairs and matters
of state. In particular, stress was
laid on his interests in alchemy
and magic (which for that mat-
ter characterised the forma
mentis of the medieval intellec-
tual), with the imputation of the
tragic circumstances of his
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death to unspecified secret ex-
periments.
The historian of medicine,

Kurt P. J. Sprengel, in his ‘A
Pragmatic History of Medicine’
(Halle, 1792-1799) expressed a
rather severe judgement on John
XXI when he wrote ‘historians
state that he was a wiser physi-
cian than he was a wise Pope.
But neither as a physician nor as
a writer did he gain the esteem
of posterity’. For his part Abbot
Renè François Rohrbacher, in
his ‘A Universal History of the
Catholic Church’ (Italian edition
Turin 1864-65), expressed a
substantially positive judgement
on Pope John XXI. Indeed, he
praised his activity as a univer-
sity lecturer in medicine (‘he en-
joyed a reputation as regards
medicine…he favoured poor
students and gave them finan-
cial help’) and stressed his pro-
fuse activity as Pope in simpli-
fying the procedures for the
election of the Supreme Pontiff,
thereby working against the in-
convenience of long vacancies
as regards the Holy See.

More recently, authors have
expressed strong puzzlement as
regards the attribution to Pedro
Julião of the entire scientific-
philosophical corpus handed
down to us as being of his au-
thorship. However, they have
tended to reassess his role in the
specific sphere of medieval
scholastics (in so much as he
was the codifier of his Logic
and the initiator of empiricist
positions).
It is not to be excluded that

new studies and further re-
search will manage to remove
for ever the patina of medioc-
rity and marginality that have
been accumulated, perhaps un-
justly, over time by this Por-
tuguese physician and scholar
who became Pope in Rome and
entered history with the name
John XXI.

Prof. MASSIMO ALIVERTI
Professor of the History of Medicine,
the Faculty of Medicine and Surgery,

University of Milan-Bicocca,
Lecturer in the History of Psychiatry,

the Psychiatric Clinic,
University of Milan.

Bibiographical References
A.A.V.V., Vite dei papi (Mondadori,

2006).
N. ABBAGNANO AND G. FORNERO,

Protagonisti e Testi della Filosofia: la
Patristica e la Scolastica (vol. A, tome
2) (Milan, 2000).
M. ALIVERTI, ‘Nascita e sviluppo del-

le dottrine mediche’, In tema di medicina
e cultura, 90, XVI, March-April 1984.
L. BACARINI, Appunti sulla farmaco-

pea medievale. Il Thesaurus Pauperum
di Pietro Ispano (Udine, 2005).
D. BARDUZZI, ‘Di un maestro dello

studio senese nel paradiso dantesco’, in
A.A.V.V., Dante e Siena (Siena, 1921).
J. CARRERAS ARTAU, ‘Pierre d’Es-

pagne, Pape Jean XXI’ in J. Carreras Ar-
tau and J. Tusquets Terrats, «Apports
hispaniques à la philosophie chrétienne
de l’occident (Louvain-Paris, 1962).
F.M. GETZ, ‘Pietro Ispano (papa Gio-

vanni XXI)’ in R. Porter (ed.), Diziona-
rio Biografico della Storia della Medici-
na e delle Scienze Naturali (Milan, 1985-
89).
L. GUALINO, Storia medica dei roma-

ni pontefici (Turin, 1934).
J.F. MEIRINHOS, ‘Giovanni XXI’ in

A.A.V.V., Enciclopedia dei Papi (Ro-
me, 2000).
A. SABA, Storia dei papi (vol. I) (Tu-

rin, 1945).

DOLENTIUM HOMINUM N. 68-2008

DH68 ing:DH n.63 ita 1-80 17-09-2008 16:49 Pagina 68



69

Introduction
Pastoral care for the sick

consists in curing the sick and
the suffering – making them
hear Christ’s voice; in feeding
them to the point of giving up
our life for them; in gathering
them all in Christ’s sheepfold;
in defending them against
wolves.1 In a broad sense it
consists in teaching, sanctify-
ing and governing in the world
of health and sickness.
The mission to care for the

sick and promote health was
entrusted to the Church by
Christ: “And as you go, pro-
claim that the kingdom of
Heaven is close at hand. Cure
the sick, raise the dead, cleanse
those suffering from virulent
skin-diseases, drive out dev-
ils”.2 Pastoral care for the sick
is therefore an action of obedi-
ence of the Church to Jesus
Christ3 and a participation in
his grace of healing and care.
Faithful to the mandate the

Church from her very begin-
nings has continued through
the centuries the mission of
teaching and healing the sick;
so that we can rightly say that
healing within the mission of
the Church is not an option -
something to be confined to
the elite, or an extra/peripheral
service which the Church may
or may not perform, rather it is
an integral part of what the
Church mission is all about.4
In Uganda, caring for the

sick has been a prominent part
of the Catholic Church’s mis-
sion since its establishment.
Wherever the early missionar-
ies established a mission with
a church and school, there was
also a dispensary to care for
the sick. The dispensary for
many early Christians was in-
deed the place where they first
made encounter with the Good
News of Christ through assis-
tance to the suffering. Their
environment was primitive yet
their courage and commitment
to the healing mission of
Christ never wavered.
Based on their witness, the

Catholic Church in Uganda to-

day is proud to offer a formi-
dable health care network
comprising 27 hospitals, 12
training schools for nursing
and midwifery, and 230 health
units scattered in all corners of
the country.

1. Health Care Challenges
Today care for the sick con-

tinues to be a question which
involves and touches forceful-
ly each one of the baptized.
Today when the reality of the
HIV/AIDS pandemic contin-
ues to bring home to all of us
the suffering and dying across
the country; when the geo-
graphical access to health care
is still limited to a lesser popu-
lation and even access to med-
icine for easily treatable dis-
eases is still a challenge; today
when many suffering people
are still prey to the deceptive
and pagan practices of witch-
craft; when the cancer of cor-
ruption continues to eat away
the resources at the expense of
the lives of vulnerable groups;
when poverty and illiteracy are
still the underlying causes of
poor health, not to mention se-
rious and worrying health is-
sues like arbotion pastoral care
for the sick continues to be a
question that involves and
touches forcefully each of us
the baptized. And so we con-
tinue to ask ourselves: “What
kind of Action and what kind
of Pastoral Action should we
as the Church engage in, to re-
spond in a healing way to the
demands for health which ei-
ther implicitly or explicitly
come to us from those who
live in this, our present soci-
ety?”

ATask Force is Declared
The Health Commission of

the Episcopal Conference at its
meeting of 25 April 2001 saw
the need to improve pastoral
care for the sick. Earlier in
2000, the Executive Director
of the Uganda Catholic Med-

ical Bureau, Br. Daniele
Giusti, had observed that while
the Church in Uganda had in-
vested a great deal in health in-
frastructure and service provi-
sion, somehow it seemed to
have forgotten that our reason
for health care is that the sick
encounter in the context of
their illness the Person of
Christ.
This led the UCMB5 being

asked to set up a task force to
look into the whole area of
pastoral care at every level na-
tionwide.
The declared objective of

the Task force was “To Charter
the way forward for the im-
provement of pastoral care of
the sick”. The task force set
about its work at a specifically
convened workshop.

Introduction of C.P.E6

Training
Following the recommenda-

tions of the Pastoral Care for
the Sick Task Force, clinical
pastoral training for personnel
of Catholic health services was
started in 2002. Fr. Tom
O’Connor, a Camillian priest
in Uganda, identified the first
supervisor (Fr. Anselm Zam-
botti) for formation in clinical
pastoral education. Pastoral
workers were chosen from
various hospitals and health
centers. The first group of
trained Clinical Pastoral work-
ers was mandated in April
2003. From 2003 to date, over
25 clinical pastoral workers
have been trained. These are
now working in cooperation
with chaplains in the Catholic
health institutions.
Each C.P.E unit is a pro-

gramme of training lasting 10
weeks (40 hours per week) un-
der the guidance of a supervi-
sor. The weekly progamme in-
clude 10 hours of teaching, 3
hours of interpersonal super-
vised group interaction, one
hour of individual supervision
and 27 hours of clinical prac-
tice. In 2007 for example, the
CPE units run as follows: Jan-
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uary 8 – March 16 2007 and
August 20 – October 26 2007.
After 6 months from the time a
pastoral worker has a CPE
unit, he or she is invited for a
refresher or continuing educa-
tion. Through the presence of
trained clinical pastoral work-
ers within our hospitals, we
begin to experience a move-
ment from the traditional and
sole presence of a chaplain

with his irreplaceable sacra-
mental ministry to the new
form of “chaplaincy” where
religious and lay people bear
witness to their faith among
the sick and provide spiritual
assistance. This represents an
innovating experience because
it is a task which must be car-
ried out in a team.

Pastoral Care for the Sick
Committee Established
As a follow-up to the above-

mentioned task force and giv-
en the increased sensitization
on pastoral health care issues,
in 2004 a pastoral care for the
sick committee was estab-
lished. This is now a perma-
nent committee of the Health
Commission of the Ugandan
Episcopal Conference.
It comprises an appointee of

the Health Commission, a
UCS7 Pastoral Department
Executive Secretary, 2 ex-offi-
cios, and two co-opted mem-
bers according to need.
This committee is charged

with:
Promoting and strengthen-

ing clinical pastoral education
in Catholic health services.
Planning and co-ordinating

initiatives, activities and train-
ing in CPE.
Planning and organizing

propedeutic courses/ongoing
formation courses
Assessing suitability of can-

didates for CPE training.
Preparing a budget for the

statutory and extraordinary
meeting of the committee.
Establishing and managing a

library for the committee and

health pastoral care workers
In the long term, this com-

mittee should become the nu-
cleus of a certifying Catholic
body recognizing the validity
of clinical pastoral trainees.

The Pastoral Care for the
Sick Desk Co-ordinator
To oversee the effective

work of the pastoral care for
the sick committee, and to en-
hance the introduction and
growth of professional pastoral
care for the sick in RCC8

health institutions, a national
pastoral care for the sick coor-
dinator was appointed in 2007
– with a desk at the Uganda
Catholic Medical Bureau of-
fices. This is:
i) Advocate for the pastoral

care of patients and staff in
Catholic hospitals.
ii) Collaborate with hospital

administrations to enhance the
quality of pastoral care offered
in Catholic hospitals.
iii) Cooperate with bishops

especially the bishop in charge
of health concerning all issues
related to pastoral care in
Catholic hospitals.
iv) Inform the Uganda

Catholic Medical Bureau and

Health Commission of the
works of the pastoral care min-
istry.
v) It is the secretariat to the

Standing Committee for the
Pastoral Care for the Sick and
implements its decisions.
vi) Coordinate communica-

tion with pastoral caregivers
and promote their ongoing ed-
ucation
vii) Accept applications for

CPE and present them to the
standing committee for ap-
proval.
viii) Handle the day-today

correspondence and record-
keeping of the Pastoral Care
Office.
The Coordinator of the PCS

Desk will operate under the di-
rect supervision of the Execu-
tive Secretary of the Uganda
Catholic Medical Bureau and
account to him and to the
Standing Committee for Pas-
toral Care for the Sick estab-
lished by the Health Commis-
sion.
Working in close collabora-

tion with the Pastoral Care for
the Sick desk are the Camillian
missionaries in Uganda.

The Camillians and
Pastoral Care for the Sick
The Church’s concern for an

improvement in pastoral care
for the sick has been taken to
heart among others by the
Camillian missionaries in
Uganda. The Camillians are
the members of the Order of
St. Camillus – the patron saint
of the sick and health-care
workers. It is an international
congregation of missionary
priests, brothers, sisters and
lay volunteers whose charism
is to minister to the sick.

The Nyenga Mobile AIDS
Clinic
In Uganda, the Camillian

Missionaries (Anglo-Irish
province) arrived in the year
2000 and are presently work-
ing in Nyenga hospital. Here
they are operating a mobile
clinic for AIDS patients –
bringing medication and food
for the dying and orphaned
children. Fr. Tom Smith and
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Fr. Fidelis Mushi work to pro-
vide pastoral care, palliative
care and pastoral counseling to
the patients and to the staff in
the hospital and to the sick in
the villages.
Fr. Tom O’Connor, who is

pioneer and head of the mis-
sion in Uganda, is a member of
the task force appointed by the
Health Commision to charter a
way forward for pastoral care
for the sick in Uganda. He fur-
ther identified Fr. Arnaldo
Pangrazzi, a Camillian and
Professor at the Camillianum.10
Fr. Arnaldo has 5 times trav-
elled to Uganda, where he has
held animation/sensitization
courses to different groups of
people – priests, religious,
nurses and volunteers in vari-
ous dioceses.

Animation of Bishops
Following the example of

St. Camillus, whose innova-
tive method of teaching others
how to care for the sick was
not strictly the didactic method
but one that belongs to the area
of animation, Fr. O’Connor
went out to begin animation
starting with the bishops.
From his early experience,

he narrates :” It is only since I
came to Africa . that I got to
know the “geography” of a
bishops’ range of ministry.” In
a short space of time, I got to
know one or two of our Bish-
ops on a personal and friend-
ship level. One Bishop, point-
ing his finger inwards towards
himself said: “I need anima-
tion when it comes to care for
the sick.”
From the brief but close en-

counters with the bishops, Fr.
O’Connor sympathized with
the bishops who in their busy
administrative schedule are
unable to give themselves
quality time among the sick.
Yet the here and now needs of
the sick, from a pastoral point
of view, can far outweigh even
the most obvious needs of ad-
ministration.
In other words, who needs

animation? He asked himself.
We all do and that includes the
bishop who risk as much as
any of us falling into the trap
of being caught up in the ad-
ministration problems to the

detriment of their clear role as
father, pastor and as such ani-
mator of their flock. Fr.
O’Connor’s animation en-
counters with the bishops are
still being geared towards en-
abling them to think and de-
vise distinct diocesan pro-
grams for the sick in hospitals
and in their communities and
homes.

Training of Priests
Pastoral workers in health

need formation and special
training. Thanks to the anima-
tion work of the Bishops, the
Anglo-Irish Camillian province
has set out a training program
for diocesan priests in pastoral
health care. A contractual
arrangement with various Bish-
ops in Uganda is made where-
by, a carefully chosen priest
from the diocese is seconded to
the Order for a period of 4
years.
The selected priest must be a

man of good standing and with
a proven pastoral record of
particular concern for the sick.
He must be keen on and capa-
ble of learning. He must have
some leadership qualities and
as well be open to the wider
church perspective in theology
and ministry.
In the first 2 years, the priest

has a training at the Camil-
lianum in Rome. The second 2
years the priest lives with the
Camillian community to prac-
tice and gain familiarity with
the sick and with pastoral ani-
mation. Already 3 priests from
the Kampala, Masaka and
Kiyinda-Mityana dioceses have
completed at Camillianum and
are now putting in practice the
knowledge acquired in Rome.
5 priests are still on training in
Rome.
Still, within the training pro-

gram of priests, courses are be-
ing arranged for the in-service
parish priests and their curates.
The above-mentioned Fr. Ar-
naldo Pangrazzi has accord-
ingly held a number of short
courses for the in-service cler-
gy. The purpose of his encoun-
ters with the clergy has always
been:
– First to enable the clergy

to rediscover that pastoral care
of the sick is not a peripheral

service which the Church may
or may not perform, rather it is
an integral part of the Church’s
mission.
– To enable them to appreci-

ate that in caring for the sick
love is essential but not
enough. It is also necessary to
have certain skills in order to
offer service with competence.
Only competent hands manage
to provide the therapeutic love
which the sick person needs11.
– To challenge them to

move from a sacramental ap-
proach to a more integral and
inclusive approach where the
sick is not viewed as a mere
sacramental case but as a per-
son in need of respect, friend-
ship and human warmth
– To stimulate them towards

zealously sensitizing the faith-
ful in parishes towards individ-
ual responsibility in promoting
health care and caring for the
sick, drug addicts, alcoholics,
the aged and lame – but espe-
cially AIDS victims. And so
gradually there can be a move
from pastoral care which is
solely hospital centered to a
community-based care min-
istry.
– But above all, training of

the in-service clergy has been
geared towards what Francisco
Alvarez called “An under-
standing that in our activity,
curing and evangelizing are in-
fectious, as it were or by os-
mosis”. That is to say “train-
ing which does help the priests
to become thoroughly familiar
with their own therapeutic re-
sources, for example, their
own inner world, their reac-
tions to the “serious side” of
life, which does foster assimi-
lation of their own penumbra
and wounds, and which does
aid in becoming reconciled to
one’s death.”

Prospects for the Future
of Pastoral Care for the Sick
in Uganda
Through the above initia-

tives and others to come, we
look forward to:
– Consolidating religious

service in Catholic hospitals
and health care institutions.
We keep in mind that religious
service cannot act on its own,
independently of other ser-
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vices, but must be part of the
health facility’s general organi-
zation.
– Fostering humanness in

hospital care. Part of fostering
humanness is preferential at-
tention to the most abandoned
and diminished of the sick,
those who suffer most, as well
as defending the rights of pa-
tients.
– Establishing a link be-

tween hospitals/clinics and the
parish community. The parish
community must be familiar
with the field of health and the
sick in and out of the hospitals
(in the homes and communi-
ties). Thus from the parish
community, groups of the
Friends of the Sick can be
foreseen and organized.
– Creating an increased

awareness in the heart of every
Christian and every Christian
community that the apostolate
among the sick is a responsi-
bility of us all – and not only
of health workers and priests
alone. We are all responsible.
In so doing we hope to gradu-
ally move from clericalised
pastoral care to an ecclesial
care that is the task and re-
sponsibility of the entire fami-
ly of God.

Conclusion
In conclusion, today more

than ever, the health care min-
istry in Uganda is encouraging
reflection based on faith by pas-
toral workers in the health field.
The goal is to deepen Gospel
commitment and also promote
exchanges, coordination, and
structuring of health apostolate
as part of the overall pastoral
care in the Church. Thus, there
is a gradual creation or renewal
of areas and action attempting
to foster insight into the task of
evangelizing and humanizing
the world of health.
Following the above devel-

opments, we rightly observe
that the will and the way to en-
hance pastoral care in health is
present and real in Uganda. The
recovery of this pastoral dimen-
sion in health requires a deep
synergy between the Bishops,
priests, health institutions and
Christian communities.
Together as a Church, which

is the people of God, we must
work together, beginning with
the resources of our own skills
and responsibilities, the re-
sources of science and medi-
cine, and above all with the
great resource of our faith in

Christ which gives us the as-
surance that God is always
stronger than illness and death.
May Mary Health of the Sick
and the Ugandan Martyrs, our
models in Christian suffering,
continue to pray for us!
Rev. Fr. JOSEPH SSERUGGA

Priest of the Archdiocese of Kampala
and Graduate of the Camillianum,

Rome
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