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World Day of the Sick*
February 11, 2009

The Vatican City, 13.01.2009
Prot. N. 34.447/09
Your Eminence/Excellency,

We are by now near to 11 February, the liturgical memorial of the Blessed Virgin Mary
of Lourdes and the annual celebration of the World Day of the Sick, according to the insti-
tutive Letter of 13 May 1992 of the Servant of God, the late lamented Pope John Paul II.

In this regard, I would like to observe the instructions of His Holiness Pope Benedict
XVI who, through His Eminence the Cardinal Secretary of State, instructed that “the an-
nual celebration of the World Day of the Sick on 11 February remaining, I have instruct-
ed that this most solemn Celebration in the various continents, after that already cele-
brated in 2007 in Korea, will take place every three years, to conform to other similar
Days, like that of Youth and that of the Family, and so that increasingly careful prepara-
tions can be engaged in” .

Thus the next most solemn Celebration of the World Day of the Sick will take place in
the year 2010, in a place to be established.

I emphasise, once again, the importance and the value of this Day, which must be cel-
ebrated each year in a way that takes into account local needs and circumstances. Initia-
tives should always be promoted that involve, in addition to dioceses, Christian commu-
nities and religious families that are involved in pastoral care in health, also health-care
workers, volunteers and all those who work in civil society for care for, and assistance to,
the sick.

It is specifically the sick who are the protagonists of the celebration of this Day; in ap-
preciating suffering to the full, we help the sick to suffer their pain in full and absolute
communion with Christ in his passion, death and resurrection, and thus as a source of re-
demption and happiness. In this way they complete in their own bodies what is missing
in the passion of Christ (Co 1:24; John Paul II, Apostolic Letter Salvifici doloris, n. 1).
This is the principal meaning of this Celebration.

The Holy Father Benedict X VI in his Message of last year strongly called for a cele-
bration of the World Day of the Sick throughout the Church and observed: “I invite the
diocesan and parish communities to celebrate the World Day of the Sick” (Message
WDS, 2008, n. 5). The various initiatives that will be taken in this field, according to a
theme chosen locally and following the needs of the places that people work in, should
always be essentially directed towards promoting the spiritual and moral formation of
health-care workers and invoking the value of the importance of religious assistance for
sick people in order to achieve full awareness of the salvific meaning of suffering.

I wish and hope, with the help and assistance of the Virgin Mary, Salus Infirmorum, that
all those who are involved in the field of pastoral care in health will engage in a complete
actuation of this Celebration so that 11 February 2009 will be, for the world of suffering,
a Day of universal remembrance and of prayer

H.Em Card. JAVIER LOZANO BARRAGAN
President of the Pontifical Council
for Health Care Workers.

* Letter sent to the Apostolic Nuncios, Episcopal Conferences, Bishops in charge of Health Pastoral Care, Associations
and International Organizations working in the field of health, on the occasion of the World Day of the Sick, February 11,
2009
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Apostolic Journey
to France on the
Occasion of the
150th Anniversary
of the Apparitions
of the Blessed Virgin
Mary at Lourdes

September 12-15, 2008




Torchlight Procession

Homily of His Holiness Benedict XVI

LOURDES, ROSARY SQUARE, SATURDAY, 13 SEPTEMBER 2008

Dear Bishop Perrier of Tarbes and Lourdes,
Dear Brothers in the episcopate and the
priesthood,

Dear Pilgrims, dear Brothers and Sisters,

One hundred and fifty years ago, on 11
February 1858, in this place known as the
Grotto of Massabielle, away from the town, a
simple young girl from Lourdes, Bernadette
Soubirous, saw a light, and in this light she
saw a young lady who was “beautiful, more
beautiful than any other”. This woman ad-
dressed her with kindness and gentleness,
with respect and trust: “She said vous to me”,
Bernadette recounted, “Would you do me the
kindness of coming here for a fortnight?” she
asked her. “She was looking at me as one per-
son who speaks to another.” It was in this
conversation, in this dialogue marked by such
delicacy, that the Lady instructed her to deliv-
er certain very simple messages on prayer,
penance and conversion. It is hardly surpris-
ing that Mary should be beautiful, given that
— during the apparition of 25 March 1858 —
she reveals her name in this way: “I am the
Immaculate Conception.”

Let us now look at this “woman clothed
with the sun” (Rev 12:1) as she is described

for us in Scripture. The Most Holy Virgin
Mary, the glorious woman of the Apocalypse,
wears on her head a crown of twelve stars
which represent the twelve tribes of Israel, the
entire people of God, the whole communion
of saints, while at her feet is the moon, image
of death and mortality. Mary left death behind
her; she is entirely re-clothed with life, the life
of her Son, the risen Christ. She is thus the
sign of the victory of love, of good and of
God, giving our world the hope that it needs.
This evening, let us turn our gaze towards
Mary, so glorious and so human, allowing her
to lead us towards God who is the victor.

Countless people have borne witness to
this: when they encountered Bernadette’s ra-
diant face, it left a deep impression on their
hearts and minds. Whether it was during the
apparitions themselves or while she was re-
counting them, her face was simply shining.
Bernadette from that time on had the light of
Massabielle dwelling within her. The daily
life of the Soubirous family was nevertheless
a tale of deprivation and sadness, sickness
and incomprehension, rejection and poverty.
Even if there was no lack of love and
warmth in family relationships, life at the ca-
chot was hard. Nevertheless, the shadows of
the earth did not prevent the light of heaven
from shining. “The light shines in the dark-
ness ...” (Jn 1:5).

Lourdes is one of the places chosen by God
for his beauty to be reflected with particular
brightness, hence the importance here of the
symbol of light. From the fourth apparition
onwards, on arriving at the grotto, Bernadette
would light a votive candle each morning and
hold it in her left hand for as long as the Vir-
gin was visible to her. Soon, people would
give Bernadette a candle to plant in the
ground inside the grotto. Very soon, too, peo-
ple would place their own candles in this
place of light and peace. The Mother of God
herself let it be known that she liked the
touching homage of these thousands of torch-
es, which since that time have continued to
shine upon the rock of the apparition and give
her glory. From that day, before the grotto,
night and day, summer and winter, a burning
bush shines out, aflame with the prayers of
pilgrims and the sick, who bring their con-
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cerns and their needs, but above all their faith
and their hope.

By coming here to Lourdes on pilgrimage,
we wish to enter, following in Bernadette’s
footsteps, into this extraordinary closeness
between heaven and earth, which never fails
and never ceases to grow. In the course of the
apparitions, it is notable that Bernadette prays
the rosary under the gaze of Mary, who unites
herself to her at the moment of the doxology.
This fact confirms the profoundly theocentric
character of the prayer of the rosary. When
we pray it, Mary offers us her heart and her
gaze in order to contemplate the life of her
Son, Jesus Christ. My venerable Predecessor,
Pope John Paul II, came here to Lourdes on
two occasions. In his life and ministry, we
know how much his prayer relied upon the
Virgin Mary’s intercession. Like many of his
predecessors in the Chair of Peter, he also
keenly encouraged the prayer of the rosary;
one of the particular ways in which he did so
was by enriching the Holy Rosary with the
meditation of the Mysteries of Light. These
are now represented on the facade of the
Basilica in the new mosaics inaugurated last
year. As with all the events in the life of
Christ, “which she preserved and pondered in
her heart” (Lk 2:19), Mary helps us to under-
stand all the stages in his public ministry as
integral to the revelation of God’s glory. May
Lourdes, the land of light, continue to be a
school for learning to pray the Rosary, which
introduces the disciples of Jesus, under the
gaze of his Mother, into an authentic and cor-
dial dialogue with his Master!

On Bernadette’s lips we hear the Virgin
Mary asking us to come here in procession so
as to pray with simplicity and fervour. The
torchlight procession expresses the mystery
of prayer in a form that our eyes of flesh can
grasp: in the communion of the Church,
which unites the elect in heaven with pilgrims
on earth, the light of dialogue between man
and his Lord blazes forth and a luminous path
opens up in human history, even in its darkest
moments. This procession is a time of great
ecclesial joy, but also a time of seriousness:
the intentions we bring emphasize our pro-
found communion with all those who suffer.
We think of innocent victims who suffer from
violence, war, terrorism, and famine; those
who bear the consequences of injustices,
scourges and disasters, hatred and oppression;
of attacks on their human dignity and funda-
mental rights; on their freedom to act and
think. We also think of those undergoing fam-
ily problems or suffering caused by unem-
ployment, illness, infirmity, loneliness, or
their situation as immigrants. Nor must we

forget those who suffer for the name of Christ
and die for him.

Mary teaches us to pray, to make of our
prayer an act of love for God and an act of
fraternal charity. By praying with Mary, our
heart welcomes those who suffer. How can
our life not be transformed by this? Why
should our whole life and being not become
places of hospitality for our neighbours?
Lourdes is a place of light because it is a
place of communion, hope and conversion.

As night falls, Jesus says to us: “keep your
lamps burning” (Lk 12:35); the lamp of faith,
the lamp of prayer, the lamp of hope and love!
This act of walking through the night, carry-
ing the light, speaks powerfully to the depths
of ourselves, touches our heart and says much
more than any other word uttered or heard.
This gesture itself summarizes our condition
as Christians on a journey: we need light, and
at the same time are called to be light. Sin
makes us blind, it prevents us from putting
ourselves forward as guides for our brothers
and sisters, and it makes us unwilling to trust
them to guide us. We need to be enlightened,
and we repeat the prayer of blind Bartimaeus:
“Master, let me receive my sight!” (Mk
10:51). Let me see my sin which holds me
back, but above all, Lord, let me see your glo-
ry! We know that our prayer has already been
granted and we give thanks because, as Saint
Paul says in the Letter to the Ephesians,
“Christ shall give you light” (5:14), and Saint
Peter adds, “he called you out of darkness in-
to his marvellous light” (1 Pet 2:9).
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To us who are not the light, Christ can now
say: “You are the light of the world” (Mt
5:14), entrusting us with the responsibility to
cause the light of charity to shine. As the
Apostle Saint John writes, “He who loves his
brother abides in the light, and in him there is
no cause for stumbling” (/ Jn 2:10). To live
Christian love, means at the same time to in-
troduce God’s light into the world and to
point out its true source. Saint Leo the Great
writes: “Whoever, in fact, lives a holy and
chaste life in the Church, whoever sets his
mind on things that are above, not on things
that are on earth (cf. Col 3:2), in a certain way
resembles heavenly light; as long as he him-
self observes the brilliance of a holy life, he
shows to many, like a star, the path that leads
to God” (Sermon I11:5).

In this shrine at Lourdes, to which the
Christians of the whole world have turned
their gaze since the Virgin Mary caused hope
and love to shine here by giving pride of
place to the sick, the poor and the little ones,
we are invited to discover the simplicity of
our vocation: it is enough to love.

Tomorrow, the celebration of the exaltation
of the Holy Cross brings us into the very heart
of this mystery. At this vigil, our gaze is al-
ready turned towards the sign of the new
covenant on which the whole life of Jesus
converges. The cross is the supreme and per-
fect act of the love of Jesus, who lays down
his life for his friends. “So must the Son of
man be lifted up, that whoever believes in
him may have eternal life” (Jn 3:14-15).

As proclaimed in the songs of the Suffering

Servant, the death of Jesus is a death which
becomes a light for the nations; it is a death
which, in intimate association with the liturgy
of atonement, brings reconciliation, it is a
death which marks the end of death. From
that day onwards, the Cross is a sign of hope,
Jesus’ victory standard, “because God so
loved the world that he gave his only Son,
that whoever believes in him should not per-
ish but have eternal life” (Jn 3:16). Through
the Cross, our whole life gains light, strength
and hope. The Cross reveals the whole depth
of love contained in the original design of the
Creator; through the Cross, all is healed and
brought to completion. That is why life lived
with faith in Christ dead and risen becomes
light.

The apparitions were bathed in light and
God chose to ignite in Bernadette’s gaze a
flame which converted countless hearts. How
many come here to see it with the hope — se-
cretly perhaps — of receiving some miracle;
then, on the return journey, having had a spir-
itual experience of life in the Church, they
change their outlook upon God, upon others
and upon themselves. A small flame called
hope, compassion, tenderness now dwells
within them. A quiet encounter with
Bernadette and the Virgin Mary can change a
person’s life, for they are here, in Massa-
bielle, to lead us to Christ who is our life, our
strength and our light. May the Virgin Mary
and Saint Bernadette help you to live as chil-
dren of light in order to testify, every day of
your lives, that Christ is our light, our hope
and our life!
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Blessed Sacrament Procession
Meditation by His Holiness Benedict XVI

PRAIRIE, LOURDES, SUNDAY, 14 SEPTEMBER 2008

Lord Jesus, You are here!

And you, my brothers, my sisters, my
friends,

You are here, with me, in his presence!

Lord, two thousand years ago, you willing-
ly mounted the infamous Cross in order then
to rise again and to remain for ever with us,
your brothers and sisters.

And you, my brothers, my sisters, my
friends,

You willingly allow him to embrace you.

We contemplate him.

We adore him.

We love him. We seek to grow in love for
him.

We contemplate him who, in the course of
his Passover meal, gave his body and blood to
his disciples, so as to be with them “always,
to the close of the age” (Mt 28:20).

We adore him who is the origin and goal of
our faith, him without whom we would not be
here this evening, without whom we would
not be at all, without whom there would be
nothing, absolutely nothing! Him through
whom “all things were made” (Jn 1:3), him in
whom we were created, for all eternity, him
who gave us his own body and blood — he is
here, this evening, in our midst, for us to gaze
upon.

We love, and we seek to grow in love for
him who is here, in our presence, for us to
gaze upon, for us perhaps to question, for us
to love.

Whether we are walking or nailed to a bed
of suffering; whether we are walking in joy or
languishing in the wilderness of the soul (cf.
Num 21:4): Lord, take us all into your Love;
the infinite Love which is eternally the Love
of the Father for the Son and the Son for the
Father, the Love of the Father and the Son for
the Spirit, and the Love of the Spirit for the
Father and the Son. The sacred host exposed
to our view speaks of this infinite power of
Love manifested on the glorious Cross. The
sacred host speaks to us of the incredible
abasement of the One who made himself poor
so as to make us rich in him, the One who ac-
cepted the loss of everything so as to win us
for his Father. The sacred host is the living,
efficacious and real sacrament of the eternal
presence of the saviour of mankind to his
Church.

My brothers, my sisters, my friends,

Let us accept; may you accept to offer
yourselves to him who has given us every-
thing, who came not to judge the world, but to
save it (cf. Jn 3:17), accept to recognize in
your lives the presence of him who is present
here, exposed to our view. Accept to offer
him your very lives!

Mary, the holy Virgin, Mary, the Immacu-
late Conception, accepted, two thousand
years ago, to give everything, to offer her
body so as to receive the Body of the Creator.
Everything came from Christ, even Mary;
everything came through Mary, even Christ.

Mary, the holy Virgin, is with us this
evening, in the presence of the Body of her
Son, one hundred and fifty years after reveal-
ing herself to little Bernadette.

Holy Virgin, help us to contemplate, help
us to adore, help us to love, to grow in love
for him who loved us so much, so as to live
eternally with him.

An immense crowd of witnesses is invisi-
bly present beside us, very close to this
blessed grotto and in front of this church that
the Virgin Mary wanted to be built; the
crowd of all those men and women who have
contemplated, venerated, adored the real
presence of him who gave himself to us even
to the last drop of blood; the crowd of all
those men and women who have spent hours
in adoration of the Most Holy Sacrament of
the altar.
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This evening, we do not see them, but we
hear them saying to us, to every man and to
every woman among us: “Come, let the Mas-
ter call you! He is here! He is calling you (cf.
Jn 11:28)! He wants to take your life and join
it to his. Let yourself be embraced by him!
Gaze no longer upon your own wounds, gaze
upon his. Do not look upon what still sepa-
rates you from him and from others; look up-
on the infinite distance that he has abolished
by taking your flesh, by mounting the Cross
which men had prepared for him, and by let-
ting himself be put to death so as to show you
his love. In his wounds, he takes hold of you;
in his wounds, he hides you. Do not refuse his
Love!”

The immense crowd of witnesses who have
allowed themselves to be embraced by his
Love, is the crowd of saints in heaven who
never cease to intercede for us. They were
sinners and they knew it, but they willingly
ceased to gaze upon their own wounds and to
gaze only upon the wounds of their Lord, so
as to discover there the glory of the Cross, to
discover there the victory of Life over death.
Saint Pierre-Julien Eymard tells us everything
when he cries out: “The holy Eucharist is Je-
sus Christ, past, present and future” (Sermons
and Parochial Instructions after 1856, 4-2.1,
“On Meditation”).

Jesus Christ, past, in the historical truth of
the evening in the Upper Room, to which
every celebration of holy Mass leads us back.

Jesus Christ, present, because he said to us:
“Take and eat of this, all of you, this is my

body, this is my blood.” “This is”, in the pre-
sent, here and now, as in every here and now
throughout human history. The real presence,
the presence which surpasses our poor lips,
our poor hearts, our poor thoughts. The pres-
ence offered for us to gaze upon as we do
here, this evening, close to the grotto where
Mary revealed herself as the Immaculate
Conception.

The Eucharist is also Jesus Christ, future,
Jesus Christ to come. When we contemplate
the sacred host, his glorious transfigured and
risen Body, we contemplate what we shall
contemplate in eternity, where we shall dis-
cover that the whole world has been carried
by its Creator during every second of its his-
tory. Each time we consume him, but also
each time we contemplate him, we proclaim
him until he comes again, “donec veniat”.
That is why we receive him with infinite re-
spect.

Some of us cannot — or cannot yet — receive
Him in the Sacrament, but we can contem-
plate Him with faith and love and express our
desire finally to be united with Him. This de-
sire has great value in God’s presence: such
people await his return more ardently; they
await Jesus Christ who must come again.

When, on the day after her first commu-
nion, a friend of Bernadette asked her: “What
made you happier: your first communion or
the apparitions?”, Bernadette replied, “they
are two things that go together, but cannot be
compared. I was happy in both” (Em-
manuélite Estrade, 4 June 1958). She made
this testimony to the Bishop of Tarbes in re-
gard to her first communion: “Bernadette be-
haved with immense concentration, with an
attention that left nothing to be desired ... she
appeared profoundly aware of the holy action
that was taking place. Everything developed
in her in an astonishing way.”

With Pierre-Julien Eymard and Bernadette,
we invoke the witness of countless men and
women saints who had the greatest love for
the holy Eucharist. Nicolas Cabasilas cries
out to us this evening: “If Christ dwells with-
in us, what do we need? What do we lack? If
we dwell in Christ, what more could we de-
sire? He is our host and our dwelling-place.
Happy are we to be his home! What joy to be
ourselves the dwelling-place of such an in-
habitant!”

Blessed Charles de Foucauld was born in
1858, the very year of the apparitions at Lour-
des. Not far from his body, stiffened by death,
there lay, like the grain of wheat cast upon the
earth, the lunette containing the Blessed
Sacrament which Brother Charles adored
every day for many a long hour. Father de
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Foucauld has given us a prayer from the
depths of his heart, a prayer addressed to our
Father, but one which, with Jesus, we can in
all truth make our own in the presence of the
sacred host:

“‘Father, into your hands I commend my
spirit.’

This was the last prayer of our Master, our
Beloved ... May it also be our own prayer,
and not only at our last moment, but at every
moment in our lives:

Father, I commit myself into your hands;
Father, I trust in you; Father, I abandon my-
self to you; Father, do with me what you will;
whatever you may do, I thank you; thank you
for everything; I am ready for all, I accept all;
I thank you for all. Let only your will be done
in me, Lord, let only your will be done in all
your creatures, in all your children, in all
those whom your heart loves, I wish no more
than this, O Lord. Into your hands I commend

my soul; I offer it to you, Lord, with all the
love of my heart, for I love you, and so need
to give myself in love, to surrender myself in-
to your hands, without reserve, and with
boundless confidence, for you are my Fa-
ther.”

Beloved brothers and sisters, day pilgrims
and inhabitants of these valleys, brother Bish-
ops, priests, deacons, men and women reli-
gious, all of you who see before you the infi-
nite abasement of the Son of God and the in-
finite glory of the Resurrection, remain in
silent adoration of your Lord, our Master and
Lord Jesus Christ. Remain silent, then speak
and tell the world: we cannot be silent about
what we know. Go and tell the whole world
the marvels of God, present at every moment
of our lives, in every place on earth. May God
bless us and keep us, may he lead us on the
path of eternal life, he who is Life, for ever
and ever. Amen.
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Eucharistic Celebration on the Occasion
of the 150th Anniversary of the Apparitions

of the Blessed Virgin Mary

Homily of His Holiness Benedict XVI

PRAIRIE, LOURDES, SUNDAY, 14 SEPTEMBER 2008

Dear Cardinals,

Dear Bishop Perrier,

Dear Brothers in the episcopate and the
priesthood,

Dear pilgrims, brothers and sisters,

“Go and tell the priests that people should
come here in procession, and that a chapel
should be built here.” This is the message
Bernadette received from the “beautiful lady”
in the apparition of 2 March 1858. For 150
years, pilgrims have never ceased to come to
the grotto of Massabielle to hear the message
of conversion and hope which is addressed to
them. And we have done the same; here we
are this morning at the feet of Mary, the Im-
maculate Virgin, eager to learn from her
alongside little Bernadette.

I would like to thank especially Bishop
Jacques Perrier of Tarbes and Lourdes for the
warm welcome he has given me, and for the
kind words he has addressed to me. I greet the

Cardinals, the Bishops, the priests, the dea-
cons, the men and women religious, and all of
you, dear Lourdes pilgrims, especially the
sick. You have come in large numbers to
make this Jubilee pilgrimage with me and to
entrust your families, your relatives and
friends, and all your intentions to Our Lady.
My thanks go also to the civil and military
Authorities who are here with us at this Eu-
charistic celebration.

“What a great thing it is to possess the
Cross! He who possesses it possesses a trea-
sure” (Saint Andrew of Crete, Homily X on
the Exaltation of the Cross, PG 97, 1020). On
this day when the Church’s liturgy celebrates
the feast of the Exaltation of the Holy Cross,
the Gospel you have just heard reminds us of
the meaning of this great mystery: God so
loved the world that he gave his only Son, so
that men might be saved (cf. Jn 3:16). The
Son of God became vulnerable, assuming the
condition of a slave, obedient even to death,
death on a cross (cf. Phil 2:8). By his Cross
we are saved. The instrument of torture
which, on Good Friday, manifested God’s
judgement on the world, has become a source
of life, pardon, mercy, a sign of reconciliation
and peace. “In order to be healed from sin,
gaze upon Christ crucified!” said Saint Au-
gustine (Treatise on Saint John, X11, 11). By
raising our eyes towards the Crucified one,
we adore him who came to take upon himself
the sin of the world and to give us eternal life.
And the Church invites us proudly to lift up
this glorious Cross so that the world can see
the full extent of the love of the Crucified one
for mankind, for every man and woman. She
invites us to give thanks to God because from
a tree which brought death, life has burst out
anew. On this wood Jesus reveals to us his
sovereign majesty, he reveals to us that he is
exalted in glory. Yes, “Come, let us adore
him!” In our midst is he who loved us even to
giving his life for us, he who invites every hu-
man being to draw near to him with trust.

This is the great mystery that Mary also en-
trusts to us this morning, inviting us to turn to-
wards her Son. In fact, it is significant that,
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during the first apparition to Bernadette, Mary
begins the encounter with the sign of the
Cross. More than a simple sign, it is an initia-
tion into the mysteries of the faith that
Bernadette receives from Mary. The sign of
the Cross is a kind of synthesis of our faith, for
it tells how much God loves us; it tells us that
there is a love in this world that is stronger
than death, stronger than our weaknesses and
sins. The power of love is stronger than the
evil which threatens us. It is this mystery of
the universality of God’s love for men that
Mary came to reveal here, in Lourdes. She in-
vites all people of good will, all those who suf-
fer in heart or body, to raise their eyes towards
the Cross of Jesus, so as to discover there the
source of life, the source of salvation.

The Church has received the mission of
showing all people this loving face of God,
manifested in Jesus Christ. Are we able to un-
derstand that in the Crucified One of Golgo-
tha, our dignity as children of God, tarnished
by sin, is restored to us? Let us turn our gaze
towards Christ. It is he who will make us free
to love as he loves us, and to build a recon-
ciled world. For on this Cross, Jesus took up-
on himself the weight of all the sufferings and
injustices of our humanity. He bore the hu-
miliation and the discrimination, the torture
suffered in many parts of the world by so
many of our brothers and sisters for love of
Christ. We entrust all this to Mary, mother of
Jesus and our mother, present at the foot of
the Cross.

In order to welcome into our lives this glo-
rious Cross, the celebration of the Jubilee of
Our Lady’s apparitions in Lourdes urges us to
embark upon a journey of faith and conver-
sion. Today, Mary comes to meet us, so as to
show us the way towards a renewal of life for
our communities and for each one of us. By
welcoming her Son, whom she presents to us,
we are plunged into a living stream in which
the faith can rediscover new vigour, in which
the Church can be strengthened so as to pro-
claim the mystery of Christ ever more boldly.
Jesus, born of Mary, is the Son of God, the
sole Saviour of all people, living and acting in
his Church and in the world. The Church is
sent everywhere in the world to proclaim this
unique message and to invite people to re-
ceive it through an authentic conversion of
heart. This mission, entrusted by Jesus to his
disciples, receives here, on the occasion of
this Jubilee, a breath of new life. After the ex-
ample of the great evangelizers from your
country, may the missionary spirit which ani-
mated so many men and women from France
over the centuries, continue to be your pride
and your commitment!

When we follow the Jubilee Way in the
footsteps of Bernadette, we are reminded of
the heart of the message of Lourdes.
Bernadette is the eldest daughter of a very
poor family, with neither knowledge nor
power, and in poor health. Mary chose her to
transmit her message of conversion, prayer
and penance, which fully accord with words
of Jesus: “What you have hidden from the
wise and understanding, you have revealed to
babes” (Mt 11:25). On their spiritual journey,
Christians too are called to render fruitful the
grace of their Baptism, to nourish themselves
with the Eucharist, to draw strength from
prayer so as to bear witness and to express
solidarity with all their fellow human beings
(cf. Homage to the Virgin Mary, Piazza di
Spagna, 8 December 2007). It is therefore a
genuine catechesis that is being proposed to
us in this way, under Mary’s gaze. Let us al-
low her to instruct us too, and to guide us
along the path that leads to the Kingdom of
her Son!

In the course of her catechesis, the “beauti-
ful lady” reveals her name to Bernadette: “I
am the Immaculate Conception”. Mary there-
by discloses the extraordinary grace that she
has received from God, that of having been
conceived without sin, for “he has looked on
his servant in her lowliness” (cf. Lk 1:48).
Mary is the woman from this earth who gave
herself totally to God, and who received the
privilege of giving human life to his eternal
Son. “Behold the handmaid of the Lord; let
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what you have said be done to me” (Lk 1:38).
She is beauty transfigured, the image of the
new humanity. By presenting herself in this
way, in utter dependence upon God, Mary ex-
presses in reality an attitude of total freedom,
based upon the full recognition of her true
dignity. This privilege concerns us too, for it
discloses to us our own dignity as men and
women, admittedly marked by sin, but saved
in hope, a hope which allows us to face our
daily life. This is the path which Mary opens
up for man. To give oneself fully to God is to
find the path of true freedom. For by turning
towards God, man becomes himself. He re-
discovers his original vocation as a person
created in his image and likeness.

Dear Brothers and Sisters, the primary pur-
pose of the shrine at Lourdes is to be a place
of encounter with God in prayer and a place
of service to our brothers and sisters, notably
through the welcome given to the sick, the
poor and all who suffer. In this place, Mary
comes to us as a mother, always open to the
needs of her children. Through the light
which streams from her face, God’s mercy is
made manifest. Let us allow ourselves to be
touched by her gaze, which tells us that we
are all loved by God and never abandoned by
him! Mary comes to remind us that prayer
which is humble and intense, trusting and
persevering, must have a central place in our
Christian lives. Prayer is indispensable if we
are to receive Christ’s power. “People who
pray are not wasting their time, even though
the situation appears desperate and seems to

call for action alone” (Deus Caritas Est, 36).
To allow oneself to become absorbed by ac-
tivity runs the risk of depriving prayer of its
specifically Christian character and its true ef-
ficacy. The prayer of the Rosary, so dear to
Bernadette and to Lourdes pilgrims, concen-
trates within itself the depths of the Gospel
message. It introduces us to contemplation of
the face of Christ. From this prayer of the
humble, we can draw an abundance of graces.

The presence of young people at Lourdes is
also an important element. Dear friends, gath-
ered this morning around the World Youth
Day Cross: when Mary received the angel’s
visit, she was a young girl from Nazareth
leading the simple and courageous life typical
of the women of her village. And if God’s
gaze focussed particularly upon her, trusting
in her, Mary wants to tell you once more that
not one of you is indifferent in God’s eyes. He
directs his loving gaze upon each one of you
and he calls you to a life that is happy and full
of meaning. Do not allow yourselves to be
discouraged by difficulties! Mary was dis-
turbed by the message of the angel who came
to tell her that she would become the Mother
of the Saviour. She was conscious of her
frailty in the face of God’s omnipotence.
Nevertheless, she said “yes”, without hesitat-
ing. And thanks to her yes, salvation came in-
to the world, thereby changing the history of
mankind. For your part, dear young people,
do not be afraid to say yes to the Lord’s sum-
mons when he invites you to walk in his foot-
steps. Respond generously to the Lord! Only
he can fulfil the deepest aspirations of your
heart. You have come to Lourdes in great
numbers for attentive and generous service to
the sick and to the other pilgrims, setting out
in this way to follow Christ the servant. Serv-
ing our brothers and sisters opens our hearts
and makes us available. In the silence of
prayer, be prepared to confide in Mary, who
spoke to Bernadette in a spirit of respect and
trust towards her. May Mary help those who
are called to marriage to discover the beauty
of a genuine and profound love, lived as a
reciprocal and faithful gift! To those among
you whom he calls to follow him in the priest-
hood or the religious life, I would like to reit-
erate all the joy that is to be had through giv-
ing one’s life totally for the service of God
and others. May Christian families and com-
munities be places where solid vocations can
come to birth and grow, for the service of the
Church and the world!

Mary’s message is a message of hope for
all men and women of our day, whatever their
country of origin. I like to invoke Mary as the
star of hope (Spe Salvi, 50). On the paths of
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our lives, so often shrouded in darkness, she
is a beacon of hope who enlightens us and
gives direction to our journey. Through her
“yes”, through the generous gift of herself,
she has opened up to God the gates of our
world and our history. And she invites us to
live like her in invincible hope, refusing to
believe those who claim that we are trapped
in the fatal power of destiny. She accompa-
nies us with her maternal presence amid the
events of our personal lives, our family lives,
and our national lives. Happy are those men
and women who place their trust in him who,
at the very moment when he was offering his
life for our salvation, gave us his Mother to be
our own!

Dear Brothers and Sisters, in this land of
France, the Mother of the Lord is venerated in

countless shrines which thereby manifest the
faith handed down from generation to gener-
ation. Celebrated in her Assumption, she is
your country’s beloved patroness. May she
always be honoured fervently in each of your
families, in your religious communities and
in your parishes! May Mary watch over all
the inhabitants of your beautiful country and
over the pilgrims who have come in such
numbers from other countries to celebrate this
Jubilee! May she be for all people the Mother
who surrounds her children in their joys and
their trials! Holy Mary, Mother of God, our
Mother, teach us to believe, to hope and to
love with you. Show us the way towards the
kingdom of your Son Jesus! Star of the sea,
shine upon us and lead us on our way! (cf.
Spe Salvi, 50). Amen.
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Eucharistic Celebration for the Sick
Homily of His Holiness Benedict XVI

ESPLANADE IN FRONT OF THE BASILICA OF NOTRE-DAME
DU ROSAIRE, LOURDES, MONDAY, 15 SEPTEMBER 2008

Dear Brothers in the episcopate and the
priesthood,

Dear Friends who are sick, dear carers and
helpers,

Dear Brothers and Sisters!

Yesterday we celebrated the Cross of Christ,
the instrument of our salvation, which reveals
the mercy of our God in all its fullness. The
Cross is truly the place where God’s compas-
sion for our world is perfectly manifested. To-
day, as we celebrate the memorial of Our Lady
of Sorrows, we contemplate Mary sharing her
Son’s compassion for sinners. As Saint
Bernard declares, the Mother of Christ entered
into the Passion of her Son through her com-
passion (cf. Homily for Sunday in the Octave
of the Assumption). At the foot of the Cross,
the prophecy of Simeon is fulfilled: her moth-
er’s heart is pierced through (cf. Lk 2:35) by
the torment inflicted on the Innocent One born
of her flesh. Just as Jesus cried (cf. Jn 11:35),
so too Mary certainly cried over the tortured
body of her Son. Her self-restraint, however,
prevents us from plumbing the depths of her
grief; the full extent of her suffering is merely
suggested by the traditional symbol of the sev-
en swords. As in the case of her Son Jesus, one
might say that she too was led to perfection
through this suffering (cf. Heb 2:10), so as to
make her capable of receiving the new spiritu-
al mission that her Son entrusts to her immedi-

ately before “giving up his spirit” (cf. Jn
19:30): that of becoming the mother of Christ
in his members. In that hour, through the fig-
ure of the beloved disciple, Jesus presents each
of his disciples to his Mother when he says to
her: Behold your Son (cf. Jn 19:26-27).

Today Mary dwells in the joy and the glory
of the Resurrection. The tears shed at the foot
of the Cross have been transformed into a
smile which nothing can wipe away, even as
her maternal compassion towards us remains
unchanged. The intervention of the Virgin
Mary in offering succour throughout history
testifies to this, and does not cease to call
forth, in the people of God, an unshakable
confidence in her: the Memorare prayer ex-
presses this sentiment very well. Mary loves
each of her children, giving particular attention
to those who, like her Son at the hour of his
Passion, are prey to suffering; she loves them
quite simply because they are her children, ac-
cording to the will of Christ on the Cross.

The psalmist, seeing from afar this maternal
bond which unites the Mother of Christ with
the people of faith, prophesies regarding the
Virgin Mary that “the richest of the people ...
will seek your smile” (Ps 44:13). In this way,
prompted by the inspired word of Scripture,
Christians have always sought the smile of
Our Lady, this smile which medieval artists
were able to represent with such marvellous
skill and to show to advantage. This smile of
Mary is for all; but it is directed quite particu-
larly to those who suffer, so that they can find
comfort and solace therein. To seek Mary’s
smile is not an act of devotional or outmoded
sentimentality, but rather the proper expression
of the living and profoundly human relation-
ship which binds us to her whom Christ gave
us as our Mother.

To wish to contemplate this smile of the Vir-
gin, does not mean letting oneself be led by an
uncontrolled imagination. Scripture itself dis-
closes it to us through the lips of Mary when
she sings the Magnificat: “My soul glorifies
the Lord, my spirit exults in God my Saviour”
(Lk 1:46-47). When the Virgin Mary gives
thanks to the Lord, she calls us to witness.
Mary shares, as if by anticipation, with us, her
future children, the joy that dwells in her heart,
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so that it can become ours. Every time we re-
cite the Magnificat, we become witnesses of
her smile. Here in Lourdes, in the course of the
apparition of Wednesday 3 March 1858,
Bernadette contemplated this smile of Mary in
a most particular way. It was the first response
that the Beautiful Lady gave to the young vi-
sionary who wanted to know who she was.
Before introducing herself, some days later, as
“the Immaculate Conception”, Mary first
taught Bernadette to know her smile, this be-
ing the most appropriate point of entry into the
revelation of her mystery.

In the smile of the most eminent of all crea-
tures, looking down on us, is reflected our dig-
nity as children of God, that dignity which
never abandons the sick person. This smile, a
true reflection of God’s tenderness, is the
source of an invincible hope. Unfortunately
we know only too well: the endurance of suf-
fering can upset life’s most stable equilibrium;
it can shake the firmest foundations of confi-
dence, and sometimes even leads people to de-
spair of the meaning and value of life. There
are struggles that we cannot sustain alone,
without the help of divine grace. When speech
can no longer find the right words, the need
arises for a loving presence: we seek then the
closeness not only of those who share the
same blood or are linked to us by friendship,
but also the closeness of those who are inti-
mately bound to us by faith. Who could be
more intimate to us than Christ and his holy
Mother, the Immaculate One? More than any
others, they are capable of understanding us
and grasping how hard we have to fight
against evil and suffering. The Letter to the
Hebrews says of Christ that he “is not unable
to sympathize with our weaknesses; for in
every respect he has been tempted as we are”
(cf. Heb 4:15). 1 would like to say, humbly, to
those who suffer and to those who struggle
and are tempted to turn their backs on life: turn
towards Mary! Within the smile of the Virgin
lies mysteriously hidden the strength to fight
against sickness and for life. With her, equally,
is found the grace to accept without fear or bit-
terness to leave this world at the hour chosen
by God.

How true was the insight of that great
French spiritual writer, Dom Jean-Baptiste
Chautard, who in L’ dme de tout apostolat,
proposed to the devout Christian to gaze fre-
quently “into the eyes of the Virgin Mary”!
Yes, to seek the smile of the Virgin Mary is not
a pious infantilism, it is the aspiration, as
Psalm 44 says, of those who are “the richest of
the people” (verse 13). “The richest”, that is to
say, in the order of faith, those who have at-
tained the highest degree of spiritual maturity

and know precisely how to acknowledge their
weakness and their poverty before God. In the
very simple manifestation of tenderness that
we call a smile, we grasp that our sole wealth
is the love God bears us, which passes through
the heart of her who became our Mother. To
seek this smile, is first of all to have grasped
the gratuitousness of love; it is also to be able
to elicit this smile through our efforts to live
according to the word of her Beloved Son, just
as a child seeks to elicit its mother’s smile by
doing what pleases her. And we know what
pleases Mary, thanks to the words she spoke to
the servants at Cana: “Do whatever he tells
you” (cf. Jn 2:5).

Mary’s smile is a spring of living water. “He
who believes in me”, says Jesus, “out of his
heart shall flow rivers of living water” (Jn
7:38). Mary is the one who believed and, from
her womb, rivers of living water have flowed
forth to irrigate human history. The spring that
Mary pointed out to Bernadette here in Lour-
des is the humble sign of this spiritual reality.
From her believing heart, from her maternal
heart, flows living water which purifies and
heals. By immersing themselves in the baths at
Lourdes, so many people have discovered and
experienced the gentle maternal love of the
Virgin Mary, becoming attached to her in or-
der to bind themselves more closely to the
Lord! In the liturgical sequence of this feast of
Our Lady of Sorrows, Mary is honoured with
the title of Fons amoris, “fount of love”. From
Mary’s heart, there springs up a gratuitous
love which calls forth a response of filial love,
called to ever greater refinement. Like every
mother, and better than every mother, Mary is
the teacher of love. That is why so many sick
people come here to Lourdes, to quench their
thirst at the “spring of love” and to let them-
selves be led to the sole source of salvation,
her son Jesus the Saviour.
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Christ imparts his salvation by means of the
sacraments, and especially in the case of those
suffering from sickness or disability, by means
of the grace of the sacrament of the sick. For
each individual, suffering is always something
alien. It can never be tamed. That is why it is
hard to bear, and harder still — as certain great
witnesses of Christ’s holiness have done — to
welcome it as a significant element in our vo-
cation, or to accept, as Bernadette expressed it,
to “suffer everything in silence in order to
please Jesus”. To be able to say that, it is nec-
essary to have travelled a long way already in
union with Jesus. Here and now, though, it is
possible to entrust oneself to God’s mercy, as
manifested through the grace of the sacrament
of the sick. Bernadette herself, in the course of
a life that was often marked by sickness, re-
ceived this sacrament four times. The grace of
this sacrament consists in welcoming Christ
the healer into ourselves. However, Christ is
not a healer in the manner of the world. In or-
der to heal us, he does not remain outside the
suffering that is experienced; he eases it by
coming to dwell within the one stricken by ill-
ness, to bear it and live it with him. Christ’s
presence comes to break the isolation which
pain induces. Man no longer bears his burden
alone: as a suffering member of Christ, he is
conformed to Christ in his self-offering to the
Father, and he participates, in him, in the com-
ing to birth of the new creation.

Without the Lord’s help, the yoke of sick-
ness and suffering weighs down on us cruelly.
By receiving the sacrament of the sick, we
seek to carry no other yoke that that of Christ,
strengthened through his promise to us that his
yoke will be easy to carry and his burden light
(cf. Mt 11:30). I invite those who are to receive
the sacrament of the sick during this Mass to
enter into a hope of this kind.

The Second Vatican Council presented
Mary as the figure in whom the entire mystery
of the Church is typified (cf. Lumen Gentium,
63-65). Her personal journey outlines the pro-
file of the Church, which is called to be just as

attentive to those who suffer as she herself
was. I extend an affectionate greeting to those
working in the areas of public health and nurs-
ing, as well as those who, in different ways, in
hospitals and other institutions, are contribut-
ing to the care of the sick with competence and
generosity. Equally, I should like to say to all
the hospitaliers, the brancardiers and the car-
ers who come from every diocese in France
and from further afield, and who throughout
the year attend the sick who come on pilgrim-
age to Lourdes, how much their service is ap-
preciated. They are the arms of the servant
Church. Finally, I wish to encourage those
who, in the name of their faith, receive and
visit the sick, especially in hospital infirmaries,
in parishes or, as here, at shrines. May you al-
ways sense in this important and delicate mis-
sion the effective and fraternal support of your
communities! In this regard, I particularly
greet and thank my brothers in the Episcopate,
the French Bishops, Bishops and priests from
afar, and all who serve the sick and suffering
throughout the world. Thank you for your
ministry close to our suffering Lord.

The service of charity that you offer is a
Marian service. Mary entrusts her smile to
you, so that you yourselves may become, in
faithfulness to her son, springs of living water.
Whatever you do, you do in the name of the
Church, of which Mary is the purest image.
May you carry her smile to everyone!

To conclude, I wish to join in the prayer of
the pilgrims and the sick, and to pray with you
a passage from the prayer to Mary that has
been proposed for this Jubilee celebration:

“Because you are the smile of God, the re-
flection of the light of Christ, the dwelling
place of the Holy Spirit,

Because you chose Bernadette in her lowli-
ness, because you are the morning star, the
gate of heaven and the first creature to experi-
ence the resurrection,

Our Lady of Lourdes”, with our brothers
and sisters whose hearts and bodies are in
pain, we pray to you!
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Making Oneself a Neighbour

The central point of this
analysis is the parable of the
Good Samaritan which is nar-
rated by Luke 10:29-37. In this
analysis we will encounter cer-
tain specific themes: who is my
neighbour; the God of com-
passion and mercy in the Old
Testament and the New Testa-
ment; Christ as the Good
Samaritan; and we will finish
with the invitation to be Good
Samaritans and witnesses to
love.

1.THE CONTEXT OF
THE PARABLE OF THE
GOOD SAMARITAN:
THE PERSPECTIVE
OF FAITH

1.1 Who is my neighbour?'

The parable of the Good
Samaritan seeks to answer a
question which was anything
but trivial for an Israelite be-
liever for whom Leviticus pre-
scribed loving one’s neighbour
as oneself (Lv 19:18). The
question posed to Jesus is
made in an existential context
of faith. The subject had been
discussed for a long time with-
out agreement being reached
upon it. Indeed, the parable of
the Good Samaritan is placed
in St. Luke within the discus-
sion on the greatest of the
commandments (Mt 22:34-40;
Mk 12: 28-31).

This debate sought to pro-
vide an answer to the existen-
tial question that assailed not
only specialists in the law of
Moses but also the simple
faithful person, the heir to the
covenant of Zion: what must |
do to inherit eternal life? In
this sense the position of Jesus
on the question was indifferent
to no one, not even to the
lawyer. Whatever the case, in
the perspective of Luke, the
Scriptures spoke clearly and
the lawyer could not be in the
dark about it: to inherit eternal
life it was necessary to love
God above all things and to
love one’s neighbour as one-
self (Dt 6:4-5; Lv 19:18).

Whereas in relation to uncon-
ditional and all-embracing
love for God there were no
particular problems, there did
not fail to be doubts and reser-
vations about love for one’s
neighbour, or better, who one’s
neighbour was who was to be
loved as oneself. This is testi-
fied to by the interminable dis-
cussions that were held in the
rabbinical schools of the
epoch.

However, even though at an
ideal level, and certainly not
uniform down history, an an-
swer to the question of the
lawyer about who one’s neigh-
bour is that one must love as
oneself was given in the Old
Testament: one’s neighbour is
above all one’s brother, that is
to say a member of the chosen
people. As regards the concept
of neighbour in the Old Testa-
ment, A. Vanhoye observes:
‘Love for neighbour in it... is
understood as an approach of
solidarity with one’s compatri-
ots, a very narrow limit. One
notices, however, that a few
verses later Leviticus extends
the precept to strangers (gér in
Hebrew): ‘The stranger who
sojourns with you shall be to
you as the native among you,
and you shall love him as
yourself, for you were
strangers in the land of Egypt”
(Lv 19:34) 2

In the same fashion, and af-
ter observing the distinction
between the terms ‘neighbour’
and ‘brother’, which are con-
tiguous and at times confused
in the Old Testament, X. Léon-
Dufour observes: ‘In the an-
cient codes questions did not
arise about ‘brothers’ but about
‘others’ (for example Ex
20:16s): despite this virtual
openness to universalism, the
horizon of the law did not go
beyond the people of Israel’?

This oscillation would con-
tinue even though, subsequent-
ly, an increased awareness of
the divine choice meant that in
Deuteronomy and in the code
of holiness ‘others’ and ‘broth-
er’ were confused (Lv, 19:16),
with the reducing of everyone
to Israelites (Lv 17:3). In this
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approach, at least, strangers
resident amongst the Israelites
were assimilated to them and
thus became the subject of
love for neighbour (Lv
17:8,10,13; 19:34). Only after
exile would the dual approach
emerge: on the one hand there
was a narrowing which con-
fined love for neighbour to Is-
raelites alone or to circumcised
converts; on the other hand,
with the translation of the
Bible into Greek by the seven-
ty, ‘others’ were distinguished
from ‘brothers’, thereby indi-
cating that the neighbour to be
loved was other people.* De-
spite these indications, the
question of the lawyer allows
us to understand that the de-
bate was still an open one.

1.2 The parable:
the protagonists and
their various forms
of behaviour

1.2.1 A beaten man

The man who fell amongst
robbers does not have a pre-
cise identity. Is he the symbol
of suffering humanity, as
Michel Gourgues suggests?
He may be! What is clear in
this tale is that the man who
has been beaten and robbed
does not have a name, he does
not have a specific characteris-
tic: he is a man, and matters
stop there. Michel Gourgues
observes how St. Luke very
often begins his parables with
the same formula: a man gave
a supper (14:16), a man had
two sons (15:11), a rich man
(16:1,19), a man of noble fam-
ily (19:12)...° Although in the
parable we are considering the
circumstances of the place are
plausible, the identity of the
unfortunate man has a relative
if not non-existent importance.
He is a man who needs help.
For Vanhoye, it is specifically
this lack of specific impor-
tance that makes the anonymi-
ty of that man highly signifi-
cant tout court. This authorita-
tive scholar of the Bible ob-
serves that the Greek word an-




thropos used by the Evangelist
does not even allow us to de-
termine the sex of the person
involved.® This enables us to
understand how much in the
account of the Good Samaritan
emphasis is placed on the exis-
tential dimension alone — be-
ing a person in vital need.

1.2.2 The priest and the Levite

These two men of religious
worship share the same reac-
tion to a man who has been
abandoned half dead at the
side of the road: they look at
him and pass by. The account
provides no justification for
their behaviour. Some com-
mentators, invoking the pre-
scriptions that governed their
behaviour (Nm 19:11-13 and
Lv 21:1-4.11), have ventured
to read in this cultural reasons,
even though this interpretation
is contested by others. M.
Gourgues points out that when
St. Luke wants to object

against a ‘close and rigorous
observance of the law he does
not bring in priests but the
scribes and Pharisees’. But
above all, in a decisive way,
the account is not interested in
the motives that led them both
not to come to the help of a
man who lay at the side of the
road.’

Why, then, this resort to the
priest and the Levite? M.
Gourgues attempts an explana-
tion with reference to rabbini-
cal texts. In his view one is
dealing with a way that had
been current since the post-ex-
ile period of orally expressing
the socio-religious make-up of
the Jewish people: priests,
Levites and the people (or the
children of Israel),® just as in
Rome one used the phrase ‘the

Senate and People of Rome’.
In our case, rather than bring-
ing into play the representative
of the people, a ‘secular per-
son’, Luke calls on a ‘foreign’
neighbour, from whom an Is-
raelite could expect very little.,
to show that nobody is far
from the eyes of God if he has
not deliberately hardened his
heart, and thus that the love of
God is a gift and not a privi-
lege (cf. GS n. 34).

1.3 Jews and Samaritans:
relations that were not
totally friendly’

It appears that Luke was
favourably inclined towards
the Samaritans! One would
say that he has immediately
forgotten the emblematic
episode of the not very friend-
ly relations that existed be-
tween the Jews and the Samar-
itans and that he himself refers
to a few passages prior to relat-
ing the parable of the Good
Samaritan. The inhabitants of
a Samaritan village deny hos-
pitality to Jesus only because
he was going to Jerusalem (Lk
9:52-53). The question was not
new (cf. Jn 4:7-9) and thus
their refusal was not very sur-
prising. Various passages in
the Old Testament, indeed,
bring out how much the Jews
despised the Samaritans (cf.
2K 17:24-41; Si 50:25-26). In
exchange the Samaritans mo-
lested the Jewish pilgrims on
their way towards Jerusalem,
according to the testimony of
the Jewish historian Flavius
Joseph (Ant. 20:6,1). Jesus
thus showed himself very gen-
erous towards Samaritans in
proposing one of them as a
model for an individual who
makes himself a neighbour,
that is to say one who faithful-
ly carries out the Law of God.
Thus Jesus makes us under-
stand how much the love of
God is a freely-given gift that
is offered to all without excep-
tions or conditions, if not that
of a total and welcoming open-
ness of the heart."

1.3.1 The compassionate
Samaritan

The tale of the Samaritan
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who allows himself to be
moved by compassion is built
upon an fundamental antithe-
sis, a mirror of sincere and
honest love: the antithesis of
‘nothing/everything’. The
priest and the Levite pass, see,
and go on their way without
asking too many questions or
having too many scruples. The
Samaritan passes there as well,
see and reacts differently from
the two men who had come
before him: moved by com-
passion, he draws near and
takes care of the unfortunate
man. The first two see and do
nothing whereas the Samaritan
stops and takes responsibility
for this man who is in a state of
extreme need: he does every-
thing to save his life.

Some scholars have seen in
the flow of verbs that describe
the principal protagonist of the
parable the symbolism of per-
fection (the number 7): the
Good Samaritan sees (1), feels
compassion (2), draws near
(3), takes care of the wounded
man (4), takes him to a safe
place (5), pays for him (6) and
entrusts him to an innkeeper
(7) before leaving again on the
next day." Symbolism or not,
the parable reaches its high
point in those passages that de-
scribe the Samaritan striving to
serve the man who has been
found half dead at the side of
the road, in this way placing
him in open contrast with the
nothing of the priest and the
Levite who passed by. What
matters here is not so much the
identity of individuals, which
can without doubt provide a
certain colouring, but their ap-
proach to a situation of ex-
treme necessity which specifi-
cally requires the exercise and
the immediate practice of love
for neighbour.

1.3.2 Who was a neighbour?

In the Gospel of Luke, con-
trarily to what is narrated in
the Gospels of Mark and
Matthew, Jesus does not him-
self answer the question that is
posed to him by the lawyer. He
refers it back in elegant fash-
ion to the sender with whom
he agrees, prior to asking him
to carry out the dictates of the
Holy Scripture which he him-
self has referred to. At this
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point the interlocutor of Jesus,
the Evangelist tells us, feels
the need to justify himself and
asks a new question, almost
with the intention of clarifying
the meaning of the first: ‘And
who is my neighbour?’ (Lk
10:29).

In his answer Jesus over-
turns the perspectives of the
initial question. One is not
dealing, it appears, with an in-
tellectual exercise such as that
of defining to begin with who
a neighbour is so as to then ex-
clude those who do not belong
to the criteria that have been
previously established. A
neighbour is a concrete person,
in flesh and blood, and thus
comes before any conceptual
definition. Thus from a defin-
ing perspective that is passive
and static, Jesus suggests a
more dynamic perspective,
one that is more open, more
concrete and active: ‘make
yourself a neighbour’! In end-
ing the parable, Jesus, in his
turn, poses a question that cor-
rects the previous one: ‘Which
of these three, do you think,
proved neighbour to the man
who fell among the robbers?’
In response to the satisfactory
reply of his interlocutor he
replies: ‘Go and do likewise’
(Lk 10:37). It is though he had
said: it is not enough to know
who my neighbour is to treat
him as such. One has to allow
oneself to be permeated by
compassion, like God Himself,
and act in line with this.

1.4 The Good Samaritan
as the Concrete
Embodiment of the
Compassion and Mercy
of God"

Rev. Vanhoye, in his above-
mentioned article, emphasises
how much the Good Samari-
tan, differently from what oc-
curs in other parables, is the
model that is given by Jesus
for imitation: ‘This model is
the Good Samaritan who al-
lowed himself to be moved on
seeing a half-dead man and
who expressed his own com-
passion with a generous ac-
tion’."”

He also observes that the
Greek phrase (poiein eleos) is
applied by Luke to the action

of God Himself (Lk 1:72): ‘In
being moved (Lk 10:33) and in
practicing mercy (Lk 10:37),
the Samaritan made himself
resemble God Himself”."
Here we are at the sources of
the Christian moral and spiri-
tual life: we have to allow God
have grow inside us His image
and likeness, with which we
were created, and allows our-
selves to be transformed by
His mercy. At this point it be-
comes inevitable to consider,
even if only quickly, the mercy
of God as it was perceived and
experienced in Holy Scripture.

14.1 The Old Testament:
Yahweh, the God of
mercies

In Jewish literature the term
translated by the Italian word
‘misericordia’ (mercy) is

much richer than its transla-
tions into modern languages. It

is at the confluence of two cur-
rents of thought directed to-
wards compassion, on the one
hand, and faithfulness, on the
other. The various translations
oscillate from mercy to love,
passing by way of tenderness,
pity, compassion, clemency,
goodness and even grace, even
though this last has a broader
meaning.

In the Old Testament Bibli-
cal tradition, God reveals Him-
self as the God of mercies who
listens to an unceasing flow of
cries, supplications and re-
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quests for help that rise up
from the souls and the lips of
the miserable (Ps 4:2; 6:3;
9:14; 25:16). For this reason,
in the songs of thanksgiving,
the greatness and the eternity
of the merciful love of God are
proclaimed (Ps 107:1,23).

Surprisingly, the mercy of
God is manifested at the high-
est level in forgiveness of the
sinner, whether the sinner is an
individual or a people. It is
specifically in forgiveness that
God reveals His merciful be-
ing, affirming His total free-
dom to use mercy for whom-
soever He wishes and to pro-
claim His triumph over sin
without injuring His dignity.
Thus the mercy of God cannot
be interpreted as encourage-
ment to sin or even less as a
sign of weakness. It seeks to
make the sinner go back over
his steps, that is to say: conver-
sion and salvation.

Both prophetic reflection
(Os 11:9; Jo 4:2) and the re-
flection of wisdom react
against human baseness and
the obtuseness of those who
want to confine such a benefit
to the people of the Covenant.
They also uphold forcefully
the universality of the mercy
of God: ‘The compassion of
man is for his neighbour, but
the compassion of the Lord is
for all living things (Sir 18:13).
A strongly rooted Biblical tra-
dition upheld this advance
without reservations. Yahweh




is tenderness and grace, he is
long in becoming angry and
rich in mercy: ‘The Lord is
merciful and gracious, slow in
anger and abounding in stead-
fast love. He will not always
chide, nor will he keep his
anger for ever; He does not
deal with us according to our
sins...As a father pities his
children, so the Lord pities
those who fear him; For he
knows our frame; he remem-
bers that we our dust (Ps
103:8-10,13-14). ‘For the Lord
is a God of justice, blessed are
all those who wait for him’ (Is
30,18) Because ‘his steadfast
love endures for ever (Ps 136),
For with the Lord there is
steadfast love’ (Ps 130:7)

The God of mercies wants
mercy (Os 4.2; 6:6) and He re-
quires it of man who by now
shows that he is clearly unable
to live it naturally. Yahweh ed-
ucates His people in mercy,
condemns those who suffocate
it and refuse to practice it (Am
1:11); He requires observation
of the commandment to frater-
nal love (Ex 22:26), which is
far more preferable to holo-
causts and sacrifices (Os 4:2;
6:6), as well as the practice of
justice destined to blossom in-
to tender love (Mi 6:8). In the
same way, fasting itself must
bend to the needs of mercy to-
wards widows, orphans or
strangers (Is 58:6-11; Jb 31:16-
23). To summarise, although
the horizon of tenderness and
compassion in Israel is still
limited to race or faith, the
plan of God is to extend it to
the whole of mankind: hence
the prohibition on vendetta or
on nursing rancour in one’s
heart. In this sense the litera-
ture of wisdom constitutes al-
most a draft version of the
message of Jesus (Sir 27:30-
28,7).

1.4.2 The New Testament:
Jesus, the face of divine
mercy

In the New Testament the
face of the mercy of God is a
person, it is Jesus of Nazareth,
a ‘merciful high priest’ (Heb
2:17). To carry out the divine
plan of saving everyone, he
chose to become similar to
men although he was without
sin; he experienced their mis-

ery and he healed them first
through his actions and then
through his passion, death and
resurrection. Better than all the
others Evangelists, the Evan-
gelist John emphasised this di-
mension of the ministry of the
Lord: the favourites of Jesus
are the poor (Lk 4:18; 7:22);
sinners find in him a friend (Lk
7:34), who is free of any fear
of being with them or sharing
their joys and worries (Lk
5:27.30; 15:11; 17:7). The
compassion of Jesus touches
the multitudes (Mt 9:36;
14:14; 15:32) or takes on a
more personal face as in the
cases of the widow who had
lost her only son (Lk 7:13) or
the weeping father (Lk 8:42;
9:38.,42). Lastly, the welcom-
ing approach of Jesus to social
categories that were held in
low esteem, namely women,
children and strangers, should
also be remembered. With Je-
sus, the salvation of God
reaches all men in a complete
way: ‘and all flesh shall see the
salvation of God’ (Lk 3:6).
The compassion of Jesus re-
veals to mankind the ‘heart of
God the Father’. Indeed,
through his merciful acts Jesus
depicts the features of the face
of the mercy of God. To sin-
ners who were excluded from
salvation by the human base-
ness of the Pharisees, Jesus
proclaimed the Gospel of the
infinite mercy of God for
whom one converts and one
returns to the righteous path.
Above all else he brought to
everyone a very important
doctrinal and spiritual clarifi-
cation: those who most glad-
den the heart of God are not
those who see themselves as
righteous but all those who re-
pent and return to the house of
the Father (Lk 15:7,10,20).
The God revealed by Jesus in
the New Testament is the ‘God
of mercies’ (2Co 1:3; Jm 5:11).
Paul, who experienced this in
the first person, is a witness to
this (1Co 7:25; 2Co 4:1; 1Tim
1:13); but in a free way the
great abundance of the mercy
of God was promised to all be-
lievers (Mt 5:7; 1Tim 1:2; Tit
1:4; 2Jn 3). In his writings,
Paul strongly and clearly ex-
horts people to be aware of the
great abundance and breadth
of the mercy of God — not even
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the chosen people can achieve
salvation on its own merits.
Thus the Jews as well are sin-
ners and thus they, too, need
the mercy of God through
faith, thanks to which the ‘na-
tions’ are inserted into the
salvific plan of God (Rom
11:32).

The great abundance of the
mercy of God expressed in His
creative and redemptive work
requires man, in return, to have
a life based on mercy: ‘Be
merciful, even as your Father
is merciful’ (Lk 6:36). In St.
Luke this is the perfection that
is the essential pre-condition
requested by Jesus of his disci-
ples to enter the kingdom of
God (Mt 5:7). This is concrete
and essential terms means that
a disciple of Christ will be
judged by his sensitivity to-
wards, and care for, the poor
person that he encounters on
his path (Lk 10:30-37), for the
expression of pity for those
who offend him (Mt 6:12;
18:21-35), and for the mercy
practiced even unconsciously
towards Jesus through our
brothers and sisters who are in
a state of need (Mt 25:31-46).

In poor words, one could
say that, differently from the
horizon of paganism, the hori-
zon of Christian action must in
a fundamental and marked
way be that of love and good
sympathy (Ph 2:1), of compas-
sion (Eph 4:32; 1Pt 3:8), and
of help for one’s brother in a
state of need, because the love
of God only remains in those
who practice mercy (1Jn 3:17).

1.4.3 God faced with human
suffering®

The tale of the Good Samar-
itan does not deal prevalently
with suffering but, rather, with
the debated question of know-
ing who your neighbour is.
Why has this tale been as-
cribed to the ‘Gospel of Suf-
fering’? (Salvifici Doloris, n.
30). The parable told by Jesus
presents a limit case of a man
in a state of extreme need. The
Lord could very well have en-
lightened the person he was
speaking to with a different
case. However, the help that
was given to the wounded
man, who had been robbed
and left in that inhospitable
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and terrible place, must have
brought to the minds of those
who were listening not only a
reality that was known to them
but also, and above all else, the
actions of Yahweh for his suf-
fering people down history
(Ex 16-17). And this indicates
that human suffering has been
to the utmost a place of the
revelation of the mercy of
God. Holy Scripture is singu-
lar testimony to this truth. The
teaching of the Bible on suffer-
ing is not uniform. There ex-
ists, in fact, a multiplicity of
conceptions which have their
own historical evolution. The
idea of suffering in the Bible is
not in the least static."

In the Old Testament, suffer-
ing is taken seriously as an ex-
pression of human frailty
when faced with illnesses, nat-
ural disasters, mourning due to
wars and devastating conflicts.
The spontaneous and immedi-
ate reaction was always to
raise one’s eyes to heaven to
cry out to the Lord and to ask
for His help. Whatever the
case, for the Old Testament
suffering is an evil that should
not exist. And of it exists, in its
various (physical, psychologi-
cal and spiritual) aspects, it re-
mains a profound mystery that
cannot be explained with sim-
ple recourse to the struggle be-
tween the gods or to whim, as
happened in the ancient East.

From the perspective of the
covenant of Yahweh with the
people of Israel, a certain read-
ing connects illness and suffer-
ing to man’s faithless behav-
iour in relation to God, that is
to say to sin. Its role in this ap-
proach is to raise man’s aware-
ness of sin (Ps 38:2-6). When
addressing the objective diffi-
culty of knowing whether
every illness is a divine
scourge or not, the Old Testa-
ment proposes two solutions:
in some cases it is a trial of the
righteous and the faithful to
emphasise the steadfastness of
their faithfulness (Job and To-
bit), whereas in others we are
dealing with expiating the sins
of others (the servant of God:
Is 53, 45s).

The prophets and the wise
men of Israel, subject to the tri-
al of innumerable and various
sufferings but also at the same
time supported by their stead-

fast faith in God, gradually en-
tered the great mystery of the
meaning of suffering (Ps
73:17) and experienced the
suffered and progressive dis-
covery of the purifying value
of suffering (Jer 9:6; Ps 65:10),
of its educational value in line
with the model of paternal cor-
rection (Dt 8.,5; Prov 3,11).
Lastly, they came to see in the
immediacy of punishment an
effect of divine benevolence (2
Mac 6,12,17; 7:31-38). The
figure of Job, and in particular
of the servant of Yaweh, are
well known for the terrible sto-
ry of their unjust sufferings
which, in a redemptive key,
prefigured the passion of
Christ on the cross.

In the New Testament Jesus
is presented not only as a man
of pain but also and above all
else as a man who is sensitive
to all human pain, and who is
profoundly moved by it (Mt

9:36; 14:14; 15:32; In
11:21,32). He shows that he
defeats suffering by healing
the sick and raising the dead.
(Mt 11:4; Lk 4:18).

Despite this, neither suffer-
ing nor physical death were
eliminated by him. However,
he showed that he was able to
change them into joy; he did
not eliminate suffering but he
did comfort it (Mt 5:5). Suffer-
ing can become a beatitude be-
cause it prepares us to receive
the Kingdom and allows a re-
vealing of the works of God
(Jn 11:4). It is also known that
the Son of God was not spared
suffering of all kinds, from the
most banal incomprehension
at a family level (e.g. Mt
12:46-50) to death on the
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cross, pierced by the deep wor-
ry of Gethsemane where he
felt that he was abandoned by
God (Mk 15:36). The redemp-
tive passion revealed in the
end the glory of the Son of
God: ‘Jesus of Nazareth... de-
livered up... you crucified and
killed by the hands of lawless
men. But God raised him up,
having loosed the pangs of
death, because it was not pos-
sible for him to be held by it
(Acts 2:22.23).

For the disciples of Jesus,
the resurrection of the Lord
should have speeded up the fi-
nal judgement. One could ex-
pect that after such a grandiose
event there would no longer be
either suffering or death. The
risk in this case was of being
shaken by the continuation of
the tragic realities of existence
(1Th 4:13). It should, however,
be remembered that the resur-
rection did not abolish the
teachings of the Gospel but, on
the contrary, confirmed them
entirely (Mt 5:17-18). The
message of the beatitudes and
the requirement of the daily
cross (Lk 9:23) take on all
their meaning in the light of
the destiny of the Lord. As a
consequence, the disciples had
to be ready to bear tribulations
in imitation of their teacher
and for his glory.

St. Paul, who personally ex-
perienced various tribulations,
writes that the sufferings of the
Christians are the same suffer-
ings of Christ (2 Co 1:15) be-
cause whether we live or
whether we die we do every-
thing for Christ who loved us
and gave his life for us (Rom
8:36). Christ expressed soli-
darity towards the suffering
and left his followers the same
law (1Co 12:26; Rom 15; 2Co
1:7). Participation in the suf-
ferings of Christ is a guarantee
of the more exalting participa-
tion of taking part in his glory
as well (2Tm 2:11-13).

Thus faced with illness and
all forms of suffering, the
Bible exhorts believers to en-
gage in prayer so as to ask God
for the grace of healing. He is
the master of life (Sir 38:9);
He is the total physician (Ex
15:26). Thus illness, suffering,
pain and death are placed
within the order of salvation.
As a consequence, service to




the sick, visiting those who
suffer to bring them comfort,
all of this is Christian charity
because it is service to the suf-
fering Christ who is in them
and with them (Mt 25:36). Our
technologicalised world, per-
haps, also has need of this
comforting presence. Thus
malady and suffering cannot
be interpreted as negligence or
indifference or even less as
abandonment of the creation
by God.

2.THE PARABLE OF THE
GOOD SAMARITAN:
DIFFERENT
READINGS, THE SAME
PERSPECTIVE OF
CONCRETE LOVE FOR
NEIGHBOUR

The teaching of Christ that
has been given to us in the
parable of the Good Samaritan
is far from being sporadic, oc-
casional, or, even less, out of
date. Providing care to those in
need and care for the sick has
always been an integral part of
the mission that Jesus entrust-
ed to the Church (Mt 10:8; Mk
16:18; Lk 10:9). All of this,
however, would have been of
little import had it not been for
the direction and the paradig-
matic example of the Lord: it
is his style of life, his ethos, if
we may express it thus, that
marked the life of the Apostles
to begin with, and then of the
first Christian communities, to
the point of leading them to
see Christ as the true Good
Samaritan. Even though there
is a diversity of readings of
this parable, albeit in the same
perspective of love for neigh-
bour, it would not be ill placed
to ask whether Christ is the
Good Samaritan. In what sense
is Christ the true Samaritan?

2.1 ‘The Good Samaritan
is Christ’"

‘The interpretation of the
Bible begins with the Bible it-
self’, observes Prosper Grech."®
The most characteristic ele-
ment of the teaching of Jesus,"
the parables have monopolised
great attention in the study of
the Gospels ever since the be-

ginning of the mission of the
Church, even though with dif-
ferent results according to the
kind of interpretation that was
adopted. As regards the parable
of the Good Samaritan, a spe-
cific allegorical and Christo-
logical interpretation has read
in it the whole history both of
mankind and the Church, with
the man who fell amongst rob-
bers corresponding to Adam or
mankind, the priest and the
Levite corresponding to the
various stages of the history of
the New Testament, and the
Samaritan corresponding to Je-
sus. The oil and the wine are
the sacraments, the inn is the
Church...” Thus was created
and handed down an interpre-
tative tradition that reads the
figure of the Good Samaritan
as Christ in the first person, if
not God Himself. Avoiding a
historical-theological excursus
on the subject, I will confine
myself in what follows to cer-
tain examples of authors who
champion the approach that
has just been mentioned.

In his Quis dives Clement of
Alexandria wrote: ‘And who is
that Samaritan if not the Sav-
iour himself? Or who shows
greater mercy towards us, who
are almost killed by the pow-
ers of darkness with wounds,
fears and wishes, anger, sad-
ness, fraud and pleasures? Je-
sus alone is the physician of
these wounds; he eradicates
vices at their roots’.' In the
same sense and no less,
Severus of Antioch declares in
his homilies: ‘Lastly, a Samar-
itan passes. Christ deliberately
calls himself the Samaritan.
Addressing who knows the
Law, who knows how to speak
perfectly about the Law, he
wants in this way to demon-
strate that neither the priest nor
the Levite nor in general any
of those who presumably fol-
low the prescriptions of the
Law of Moses but he alone has
come to fulfil the Law and
demonstrate with deeds who a
neighbour is and what ‘loving
your neighbour as yourself’
means.”

Francois Bovon shows that
the oldest allegorical exegesis
of the parable of the Good
Samaritan that we know about
is a Gnostic one, even though
this kind of hermeneutics was
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greatly developed by patristic
thought.* Thus the parables
‘for centuries...were taught
and explained by the Church
as though they were allegories
in which every term was a
cryptogram of an idea and
everything could be interpret-
ed solely by those who pos-
sessed the key to the code’ >

This kind of understanding
of Holy Scripture is at the base
of the rooted theological and
pastoral tradition that has
come down the centuries until
today, with various modula-
tions but always a surprising
continuity despite the domin-
ion of the critical-historical
method over the last two cen-
turies. Conde writes: ‘Christ is
the pure embodiment of the
Good Samaritan in this initial
approach of placing himself
next to the suffering, The
gospels show with clarity how
Jesus could not be a witness to
suffering without being pro-
foundly moved by it’.*

Next to these texts that state
without any indirectness that
the true Samaritan is Christ
himself, there are others that
see the Good Samaritan as the
faithful follower of Christ who
has well learnt the lesson of his
teacher about love for neigh-
bour and has adopted it as his
own.

2.2 Whoever dedicates
himself to service to the
poorest is a Good
Samaritan

The examples given above
enable us to see how the ac-
count provided by St. Luke,
inserted into the corpus of
teachings of the Lord on love
for God and neighbour, had a
strong impact on the thought
and the action of the Church.
Thus the first Christians also
tried to translate love for
neighbour into their lives
through service to those most
in need (Acts 6:1-7). During
the first centuries, beginning
with nothing, the Christian
communities had already pro-
gressively organised a stable
service to take in and help the
poor and the sick in the name
of Jesus and following his ex-
ample. This was a requirement
that was so felt that concrete
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love for the poor was required
for the election to a bishopric
as it was at baptism, as is
borne witness to in the Apos-
tolic Constitutions. As regards
the election of a bishop, ‘he
should love the poor’, and the
Didascalia observed ‘remem-
ber the poor, extend your
hands to them and feed them’,
and as regards baptism the fol-
lowing questions were made:
‘have they honoured widows.
Have they visited the sick?
Have they done all kinds of
good works?’* The activities
and the initiatives directed to-
wards ‘embodying’ the love of
God in history were diversified
and institutionalised through
specialisation directed towards
achieving a better service and
better care for those most in
need. One need only think here
of the religious Orders and
Congregations who were dedi-
cated to care for the sick in
hospitals, in rest homes and
other health-care structures,
and of the religious Congrega-
tions whose charism was the
education of very poor chil-
dren and young people, etc.

Closer in time to us, John
Paul II, during the course of
his long pontificate, extended
the model of the Good Samar-
itan to all those human activi-
ties that have a certain social
relevance. He indistinctly ap-
plied this model of the Good
Samaritan to hairdressers® as
to men and women religious
involved in service to sick
people with very grave ill-
nesses;* to the pastors of the
Church® as to students of the
schools for firemen® or those
at Cottolengo. For John Paul
II, the Good Samaritan was a
universal model: ‘The Good
Samaritan is the Church! The
Good Samaritan is each one
of us! By vocation! By duty!
The Good Samaritan lives
charity’

However, one should recog-
nise that the deepest and most
enlightening summary of the
teaching of Pope John Paul II
on the subject remains the one
that he expounded in his Apos-
tolic Letter Salvifici Doloris on
the Christian meaning of hu-
man suffering (11 Feb. 1984),
where the seventh and final
chapter is dedicated specifical-
ly to the figure of the Good

Samaritan (nn. 28-30). In this
document the Good Samaritan
is no longer Christ but the man
touched by the grace of re-
demption, who has become a
faithful witness to the Gospel
and imitator of Christ, the liv-
ing icon of the mercy of God.
After addressing the great
question of human suffering
by placing it with a broader
context, that is to say the expe-
rience of the mystery of evil
with the innumerable ques-
tions that it raises, the Holy Fa-

ther presents the answer of
Christ, which is overcoming
suffering through love and the
conferral upon it of meaning
and purpose: releasing love in
man (nn. 29 and 30). Armed
with these reflections, the
Holy Father outlines the char-
acteristic features of the Good
Samaritan in the following
terms: ‘Everyone who stops
beside the suffering of another
person, whatever form it may
take, 1s a Good Samaritan...
The name “Good Samaritan”
fits every individual who is
sensitive to the sufferings of
others, who “is moved” by the
misfortune of another...in a
word, then, a Good Samaritan
is one who brings help in suf-
fering’. (n. 28).

To summarise, John Paul II
could immediately point out
the behaviour that is coherent
with such teaching — a Good
Samaritan is a man able to
give of himself, able to be dai-
ly in the arena of human suf-
fering.

During its two-thousand-
year history the Church, in the
footsteps and name of Christ
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its Founder and guide, has
been able to translate into the
world of health and health care
the final recommendation of
St. Luke, ‘Go and do like-
wise’, with the creation of last-
ing organised and institutional
forms of action (n. 29). To
conclude, a Good Samaritan is
a true imitator of Christ who
‘taught man to do good by his
suffering and to do good to
those who suffer’ (n. 30).

In simple words, good ser-
vice to the suffering, in the

name of Jesus, is a particular,
high and meaningful expres-
sion of the mercy of God who
never leaves unheard the sup-
plicant voice of man afflicted
by pain and suffering (Ps
69:30; 70:6).

3. WITNESSES TO LOVE:
GO AND DO TODAY
LIKEWISE

The parable of the Good
Samaritan should be told today
by ourselves with our lives and
in places of suffering, in our
work, in our mission, especial-
ly if it is directed towards re-
ceiving people. We must tell it
with the same enthusiasm,
imaginativeness,  creativity,
faith and charity as was prac-
ticed by our founders and by
so many of our brothers and
sisters religious and by so
many secular people.

Jesus left to us a testament:
the needy, the poor and the
sick. Today we are responsible
for this heritage. We are re-
sponsible not only for the sick




and those in need who come to
us in our structures; we are re-
sponsible for everyone: drug
addicts, those afflicted by
AIDS, those with cancer, the
homeless, the hungry, exploit-
ed women and children, the
sick who pass through hospi-
tals, and the sick who are in
their homes. All of these peo-
ple are waiting for paraclytes,
concrete answers to their cry-
ing out, to their need. Our
world needs Samaritans: it
needs new St. John of Gods,
new Camillus de Lellises, new
Vincent de Pauls, new Teresa
of Calcuttas, new Ildebrand
Gregoris and very many new
men and women founders,
who are courageous and who
love man; our world needs
many paraclytes who respond
to people’s cries, who wel-
come, who protect, and who
love.

Yes, indeed! History is
sown, following the example
of Jesus, of Good Samaritans —
yesterday, today — and it will
have them tomorrow. But to-
day these models are more ur-
gent because there are many
robbers, priests and Levites,
acolytes who pass by in a dis-
tracted way, very hurriedly,
without soul, without sensitiv-
ity, they pass by on the other
side. I would say even more:
they pass by with indifference.

Our men and women
founders are an injection of
courage for all of us. Courage
to discover our name in the
parable of St. Luke: is our
name priest, iS our name
Levite? Is our name Samari-
tan, Good Samaritan, because
we stop, because we are
moved by compassion, be-
cause we dress wounds?

A Samaritan is not satisfied
with seeing; he is called upon
and accepts the challenge of
improvisation, first aid, spon-
taneity; yes, he has little abili-
ty, a lack of training, but he has
a large heart, a wide heart that
is capable of welcoming, of
making gestures suddenly and
not ones that are repeated, pre-
pared and cold. ‘Moved by
compassion’, his insides are
moved, he has a full heart that
is not afraid to love. A love
that does not stop at doing but
which is presence, a look, lis-
tening, a tone of voice, a way

of taking care. Go and do like-
wise is what the parable push-
es us towards.

‘We are sent to do the same,
to do what the Good Samaritan
did: to stop, to have time, to
have readiness to help, com-
passion, dedication and love.
Love for the poor is what
speaks best about God in the
Church. God is love. Charity is
the path where everyone can
meet. The example of the
Good Samaritan applies to all
men and religions. In Somalia
dialogue is engaged in with
works, says the Bishop of Mo-
gadishu. ‘The ecumenism of
works’, says Cardinal F. An-
gelini.

‘Stake everything on chari-
ty’ was the cry of Pope John
Paul II at the end of the year
2000 when presenting the doc-
ument Nuovo Millenio Ine-
unte. In this the Pope called us
to a great hope: to contemplate
in the cross the cry of love, a
face of resurrection, a face of
life and this to express it a
risen people in daily life, in our
families, in our professions,
and for very many of us
through religious consecration
to serve the sick and those in
need. Those who live — and we
live — in the health-care field
will find more than others in
this field fine opportunities to
stake everything on charity
(nn. 49-50), that is to say to en-
sure that our love is active.
This is the thinking of Pope
Benedict XVI when he says in
Deus caritas est that charity
must be effective, independent
of parties and ideologies, pro-
fessional, and that it is not an
instrument to engage in prose-
lytising activity.

The icon of Jesus, the Good
Samaritan, is always present in
the prayer of the Church. The
Church prays in the following
way in the Eucharist: ‘Merci-
ful father, you gave us Your
Son, Jesus Christ. In him you
expressed you love for the
least and the poor, for the sick
and the excluded. He never
closed himself to the needs
and the sufferings of his broth-
ers. Through his life and his
words he proclaimed to the
world that you are the Father
and that you care for all your
sons’.

Encouragement to do good
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has always been present in the
saints as well; they have
sought the face of God through
man and they experienced it.
Benedict XVI said this at the
sanctuary of the Holy Face in
Manoppello (1 September
2006): “This is the experience
of the true friends of God, the
saints, who saw and loved in
their brothers and sisters, and
especially the poor and those
in need, the face of that God
contemplated for a long time
in prayer. For us they are en-
couraging examples to be imi-
tated’.

Encouragement, therefore,
with their lives and with their
phrases, the synthesis of their
philosophy, their spirituality
and their way of doing things,
full of charity. Here are some
examples:

‘Walk towards man and you
will reach God’, says St. Au-
gustine.

St. Augustine also said ‘In
loving our neighbour we puri-
fy our hearts so as to see God’
(In Io. Ev. tra.17.8).

‘The Church has a heart
burnt by love. Only love push-
es to action. My vocation is
love’ — St. Teresa of the Child
Jesus.

St. John of God said:
‘Brothers, do good to your-
selves’, and St. Vincent de
Paul said: ‘Do good well; do
even more: the sick are our
lords and masters’.

‘More heart in your hands’,
said St. Camillus.

‘Have charity because
where there is no charity there
is no God, even though it is
true that God is everywhere’
(St. John of God).

‘How much glory will we
have in heaven for every sick
person that we have wel-
comed, cleaned, and cared for’
(St. Benedict Menni).

‘My son’ — says the Book of
Proverbs (3:27) — ‘do not with-
hold good from those to whom
it is due, when it is in your
power to do it’.

‘I was hungry, thirsty, I was
sick and you visited me’, we
will be reminded by the Lord
in the Final Judgement (Mt
25).

‘Go, and do likewise’ (Lk
10) is the message of the para-
ble of the Good Samaritan ad-
dressed to us all.

27
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And so that this may be real-
ity for all of us, let us finish
with the prayer of the Church,
once again in the Eucharist:
‘Father of mercy, give us eyes
to see the needs and the suffer-
ings of our brethren, infuse in
us the light of your word to
comfort the heavy laden and
the oppressed: make us com-
mit ourselves loyally to service
to the poor and the suffering’.

H.E. Msgr. JOSE L. REDRADO,
O.H.

Secretary of the Pontifical Council
for Health Care Workers,

the Holy See.
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The Post-modern Context of Euthanasia

In particular in the countries
of the first world we are wit-
nessing a prolongation of hu-
man life and this is seen as a
great advantage of modern
times. According to recent sta-
tistics, reference is made to a
life expectancy for people of
eighty-one years in Japan (78.5
in Italy), compared to the life
expectancy of thirty-nine years
in Sierra Leone. Life is getting
longer and there are various
causes for this; amongst these
there is in particular the advance
of medicine.

Side by side with the advan-
tages that the lengthening of life
certainly involves, people are
beginning to reflect on the costs
that this implies. Let us list
some of these: the economic
costs of drugs and medicines,
the costs that are involved in
looking after the lives of elderly
people and the terminally ill, the
emotional costs for families
who see the fulfilment of their
ordinary lives obstructed by the
long presence of an elderly or
sick relative, especially if they
are bed-ridden at home or in
hospital, and then there are
health-care costs, costs for the
health policies of states and so
forth. And then there are also
the pains that the terminally ill
or the sick elderly often suffer
and which, in the views of
some, make them want death;
as well as the costs of palliative
care, exaggerated treatment, and
all the rest.

Unfortunately, in some cir-
cumstances attention is not paid
to scruples in making a distinc-
tion between exaggerated treat-
ment and euthanasia and people
proceed immediately to bring
about the death of elderly peo-
ple and the terminally ill, think-
ing that in the final analysis the
life of an elderly person or of a
terminally-ill patient is no
longer productive.

The position of the Catholic
Church on euthanasia is well
known. In no case is euthanasia
morally licit. The reason for this
is because human life is the
most valuable gift that God has
given to man for his steward-
ship and not for his absolute do-
minion: it is the very foundation

of human dignity. Thus it is be-
yond human competence and
cannot be disposed of, To take
away the life of an innocent per-
son is seen as one of the greatest
crimes there is. Man can cer-
tainly do such a thing and in
fact often does do this, but mur-
der can never be legitimated.

In contrast with the clear po-
sition of the Church as regards
the sacredness of life, as I have
observed above, on very many
occasions contemporary society
in some countries comes to le-
gitimate euthanasia at a public
level.

The purpose of my paper is to
dwell rapidly on certain anthro-
pological points of the context
of post-modern thought which
at the level of its vision fosters
an openness to euthanasia.

I. BASIC
ANTHROPOLOGY

In basic terms the anthropo-
logical points comes from the
thought of F. Nietzsche ex-
pounded in his work Thus
Spoke Zarathustra: ‘Man is
something that must be sur-
passed. What have you done to
surpass him?' Nietzsche men-
tions a kind of creature who sur-
passes man — the superman.

1. The Fourth Man,
‘Radical Man’

G. Morra explains the
thought of Nietzsche to us by
saying that one is dealing with a
fourth man who subsists after
the three men who have preced-
ed him in history have disap-
peared. The first man was the
man of rationality, the man of
Greek philosophy, directed by
the order of the cosmos and se-
cure in the eternal return of his
cyclical mentality. The second
man was the man of faith, pro-
duced by Christian-Jewish reve-
lation, dominated by religion,
oriented towards providence
and directed towards an escha-
tological goal.

The first and second men
had a feature in common: a bal-
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anced synthesis of faith and
reason, of history and meta-his-
tory. This synthesis was de-
stroyed by a third man who
privileged scientific knowledge
and rejected philosophical and
religious knowledge. The third
man subordinated philosophy
and religion to science. He is
the bourgeois who overvalued
progress, secularised Provi-
dence, saw the ‘new’ and
change as positive in them-
selves, and in this way devel-
oped the project of modernity.
With the passing of time the
third man as well was weak-
ened, he entered his death
throes (especially after
Auschwitz) and his place was
taken by another man, the
fourth man: a man without reli-
gion, without philosophy, with-
out history; technologised, sec-
ularised and contemporarised
man.

This is the man of the post-
modern epoch who is by now
not capable of substitutive athe-
ism but who has capacities with
his technological instruments
and his mass media, in which
science and magic coincide.
The fourth man does not live in
history, which is largely buried.
It is certainly the case that for
him many histories exist but
there is not history in itself. He
is a man without tradition and
without a future. The future, in
fact, is already over because
every ‘afterwards’ is nothing
else but a necessity to maintain
the system of doing or consum-
ing, the perennial ideology of
the new and the better.

2. The Characteristics of
‘Radical Man’

The characteristics of this
radical man are the following:
he is individual, good, au-
tonomous, pleasure-based, con-
tract-based, and ahistorical.

1. Individual

In himself he is not a person,
he is only an individual that
could become a person because
he is sensorial, carries out men-
tal operations, is conscious of




himself, and can engage in rela-
tionships with other people and
express himself through sym-
bolic representations.

2. Good

His will, his reason, his in-
stincts and his senses, and his
passions, are absolutely good.
There is no moral evil; he is the
measure of all things.

3. Autonomous

For the autonomous individ-
ual, as a consequence, there is
no law that constrains him; he is
a law unto himself.

4. Pleasure-based

He is an individual who looks
for happiness only in the exten-
sion of every kind of pleasure,
and in a special way in the satis-
faction of all his desires. One
goes from the culture of needs
to the culture of desires and
from man to consumption. One
cannot need anything but one
desires everything.

5. Contract-based

Because an individual neces-
sarily enters into a total war of
everyone against everyone, he
looks for a rule for life, and this
can only be the contract. A con-
tract, always favourable to the
individual, which obliges other
people as long as this individual
has the strength to oblige other
people to implement it; when he
does not have this strength he
must submit himself to the rules
of the strongest.

6. Ahistorical

This individual fully rejects
the past: everything is sur-
passed, aged, and is of no use;
only the new, the better, is what
counts today. *

II. APPLICATIONS
TO EUTHANASIA

From the first characteristic
of this man it is evident that all
‘scruples’ vanish when faced
with euthanasia. If an elderly
person or if a terminally-ill per-
son is not totally capable of de-
veloping conscious actions, es-

pecially in a permanent way,
then he is not a person, he is on-
ly an individual, and nothing
prevents him from being killed.
The same applies, for example,
to a mentally defective person
or to embryos and foetuses, in-
deed to children.

1. Five Categories of ‘Person’

Hugo Tristran Engelhard
refers to three categories of per-
sons: person I, the moral agent;
person 2, little children who
have almost the same rights as
the person; person 3, persons
who were once persons 1 and
are still capable of some mini-
mal interactions: person 4,
gravely handicapped or dement-
ed people who have not had and
never will have the possibility
of being persons 1; and person
5, human individuals who are
gravely disabled, for example in
a vegetative state, and who are
not capable of interacting, not
even in minimal social roles.
Only person 1 in a strict sense is
a person and the others are per-
sons only in a social sense.*

2. Rules of Morality

On other hand, if a conscious
person is himself the rule for
everybody and for everything,
what he wants to do to others he
can do in full liberty because
there is no morality or moral re-
sponsibility. This radical man is
also called a ‘moral stranger’,
that is to say he is a stranger in
relation to those people who are
still in the ancient stages and
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have by now been surpassed by
the three previous men. For this
individual to kill or not to kill
does not involve any moral re-
sponsibility. He must only, as
Peter Singer would say, follow
the consequences of his actions.

1. Contracts by Majorities

Given that by the previous
principle a war of everyone
against everyone is installed, in
order to avoid bad conse-
quences for the ‘person’ indi-
vidual, absolutely subjective
contracts are signed in which
justice has no meaning. Force
alone has meaning and in this
case it is given to the majority.
Thus in a country the majority
votes for euthanasia, this will be
applied and everyone will have
to accept this law without dis-
cussion. Any objection that is
made in the name of objectivity
is surpassed because it does not
belong to contemporary man
but is a question of the previous
stages, which are by now retro-
gressive, a matter of bigotry, not
valid, derived above all else
from the religious stage.

2. Pathways by which
to Arrive at a Majority

The pathway to arrive at a
majority, on the whole, follows
the following stages: 1. at the
first stage a limit case is pre-
sented in the mass media, for
example in the case of euthana-
sia the Terry Schiavo case or the
Welby case. 2. Round tables are
then organised, with the mass
media as well, where an attempt
is made to have radical portray-
als of the ‘fourth man’ and also
of his three predecessors; in
these discussions an attempt is
made to involve ‘philosophical
man’ and ‘scientific man’ with
‘radical man’. ‘Religious man’
is also brought into play, but
with the intention of ridiculing
him and accusing him of being
retrogressive. 3. Then, or simul-
taneously, a survey is made of
public opinion. This survey is
more truthfully an opinion poll
prepared beforehand where
people are chosen who think
like ‘radical man’, or where the
approach of the opinion poll is
such that answers are envisaged
that are directed towards gener-
ating support for what is sought.
4. The terrain has already been
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prepared to move on to the po-
litical level and be able to em-
anate a law that expresses the
‘support’ of the ‘majority’.

By now these stages are ig-
nored where there is dictatorial
power and where there are peo-
ple with this ideology who
maintain that they represent the
people and simply force other
people to follow what they pre-
scribe.

3. International Agreement

When one is dealing with
agreement that requires an inter-
national majority, as for exam-
ple at the United Nations, the
NGOS which profess these
ideas are of primary impor-
tance. These organisations infil-
trate governments and the struc-
tures of the United Nations, one
may think here of the WHO,
and struggle from these position
to obtain support. They have no
inhibition in proclaiming their
rules, especially before the idea
of privacy of the religious be-
liefs of many of the representa-
tives of so-called Christian
countries; they are involved in
lobbies and these lobbies reach
the point of buying the votes of
poor countries in a whole host
of ways.

At the United Nations on the
whole ‘Recommendations’ are
issued, not laws. But these rec-
ommendations easily become
laws in individual countries, as
can be demonstrated from a sur-
vey of the world of health and
health care.

Thus it happens that one
passes from the thesis of the sa-
credness of life to the true digni-
ty of life and one is here in line
with the contemporary stage, in

which, indeed, one must live in
a civilised country.

Conclusion

Perhaps this modest paper
can help to explain certain
points that help us to understand
better why, and especially over
the last fifty years, this over-
turning of the ‘natural’ rejection
of euthanasia has taken place,
leading to its clear acceptance in
the political world and also by
public opinion.

There are many reasons why
this has taken place: there is the
whole context of the Malthusian
mentality and also, if we want
to go beyond this, the whole
subjectivist and relativist men-
tality, which easily reaches ni-
hilism.

Furthermore, it seems to me
that this approach is also a char-
acteristic of many epochal
changes. We may think here of
the Greek sophists after the
great masters of philosophical
thought, we may also think of
the question of nominalism at
the end of the Middle Ages or of
the  Enlightenment during
modernity.

What the history of human
thought makes clear is that this
crisis of intelligence is a prelude
to a strong and vigorous emer-
gence of great geniuses who
lead mankind back to truthful
paths. For that matter, it is God
who guides history and the Au-
gustinian categories of the ‘Uti’
and the ‘Frui’ which guide the
flow of the ages are absolutely
valid, that is to say ‘Amor Dei
usque ad contemptum sui’ as the
right way to construct man and
‘Amor sui usque ad contemp-

tum Dei as the bad way by
which to destroy man. The le-
gitimation of euthanasia is the
crowning point of this poiso-
nous pathway, a climax of the
culture of death. If total life is
not the end of man, death and
euthanasia establish their do-
minion. But if Christ is truly
risen and we rise again in him,
culture has a very clear finality
which marks it out: death has
been definitively vanquished
and the total Kingdom of life
has been installed.

For technologised man secu-
larisation is no solution in the
sense of full autonomy. All of us
cannot be at the same time an
end and a project. We are not
‘moral strangers’ because we
have a pathway that is ours and
one that is not strange and alien.
This pathway, for this epoch
and for all epochs of mankind,
can only be Christ, our Creator
and Redeemer and the Creator
and Redeemer of every culture.
To deny the ability to know the
objective truth and to deny his-
tory necessarily means death,
and this clearly explains why
and how we have reached such
frequent proposals for euthana-
sia.

H. Em. Card. JAVIER
LOZANO BARRAGAN
President of the Pontifical Council
for Health Care Workers,

the Holy See
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Euthanasia and the Mentally I11?
A Few Critical Points from a Christian-ethical

Vision!

In Belgium on 28 May 2002
the law on euthanasia was
passed. Request for, and imple-
mentation of, a ‘gentle death’
became legal, that is to say un-
der certain conditions it was no
longer punishable. The corner-
stone of this law was au-
tonomous decision which was
seen in the light of the sick per-
son ‘being a creature’. In the
Christian vision, the dignity of
human life occupies the primary
position. From this point of
view, medical doctors and other
health-care workers, as well as
people who are involved in pas-
toral care, can find themselves
in a field of tension. Indeed,
they find themselves faced with
very concrete requests by pa-
tients which in certain circum-
stances are totally legitimate.
‘Were it not for the fact, and here
lies the ‘problem’, that these re-
quests are unacceptable both
from the Christian point of view
and from the point of view of
the Catholic Church or the con-
text itself of care. Thus in the
discussion of the legalisation of
euthanasia this field of tension
was heavily present. Ethical re-
flection related above all to peo-
ple who, because of their somat-
ic suffering, found themselves
from a medical point of view in
a practically terminal situation.
Even without an action of eu-
thanasia, after a short period of
time they would have died a
natural death. Euthanasia would
have only shortened (sic!) their
natural death for a few days or a
few weeks. Such is the back-
ground to the article on which I
will strive to make a number of
critical points.' First of all, I will
dwell upon the well document-
ed and from this point of view
very interesting doctrinal reflec-
tion of the author. Secondly I
will examine certain practical-
ethical advice of the Brothers of
Charity. And thirdly I will refer
to my critical points.

1. Doctrinal Reflection

Ethical reflection concerns

above all non-terminal mentally
ill people who, however, suffer
in a truly unbearable way and
without any prospects. Even a
long treatment, however appro-
priate it may be, changes noth-
ing in their situations of suffer-
ing. One is dealing, therefore,
with people in society who have
no hope of being able to live a
somewhat normal life. Their
suffering concerns the situation
of their lives as a result of
which, differently from the ter-
minally ill, this suffering does
not lead to a natural death. In
this case, euthanasia is said to
shorten their lives, at the least
for many years.

1. Some fundamental
points of view

According to the Belgian law,
euthanasia is ‘premeditated ac-
tion by a person who is different
from the person who has asked
to terminate his life’.* In this
sense euthanasia is a form of
active medical accompanying
with the intention of making
that person die. This law thus
authorises health-care workers,
with the prior informed consent
of those who ask for it, to termi-
nate those people’s lives. One is
not dealing, therefore, with help
to be given in cases of suicide
and to end a life without there
being a request to do so. These
forms are, and remain, in legal
terms punishable. Thus howev-
er much in psychiatry the dis-
tinction between euthanasia in a
non-terminal situation and pro-
viding help to engage in suicide
is small, from a juridical point
of view the judgement is differ-
ent.*

2. The Juridical Point of View

The law covers physical suf-
fering in a terminal situation
and mental suffering in a non-
terminal situation, making eu-
thanasia possible for non-termi-
nal mental patients as well.
However, these patients cannot
ask for euthanasia on the basis
of a previous voluntary declara-
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tion but only on the base of a
contemporary request. A mental
patient, however grave his situ-
ation, will not find himself, in
fact, in a possible situation of
decisional incapacity, as can be
the case in a physical patient.’
For a contemporary request
there are three conditions: the
patient must be an adult and be
able to want euthanasia; his will
must be free, repeated and last-
ing and not imposed from out-
side; and the state of the illness
must be from a medical point of
view without any hope and
from both a physical and mental
point of view unbearable. On
the part of the medical doctor as
well there are certain condi-
tions: he must speak with the
patient and propose to him
forms of palliative care; in addi-
tion, he must speak to him
about possible alternatives; and
lastly he must consult a col-
league and speak with the
health-care personnel of the pa-
tient as well as with those
whom the patient has indicated.
The medical doctor must write
down everything in a dossier
and declare the execution of eu-
thanasia. The patient must pre-
sent his request in written form,
date it and sign it. It should be
noted that when a patient, as is
the case with a mental patient, is
not terminal the medical doctor
must consult a psychiatrist or
specialist or at least wait for a
month before carrying out eu-
thanasia.

From what has been observed
hitherto, the complexity and
delicacy of the situation is al-
ready evident. First of all, be-
cause certain conditions seem
rather paradoxical. On the one
hand, the mental patient must
take his decisions in an ab-
solutely free way, and, on the
other, the situation of his illness
must from a medical point of
view be truly ‘desperate’. Now
to what extent can this patient
reflect serenely on his request or
otherwise as regards euthana-
sia? And therefore? In addition,
given that one is dealing with a
grave psychiatric patient, the re-
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quest for euthanasia could be a
sign of a ‘desperate’ illness.
Thus one should not share this
‘forma mentis’ of the patient
and one should, rather, hold up
some ray of light and a possible
hope, above all as regards the
possibility of combating the
pain. Thus the health-care per-
sonnel must be very careful be-
fore applying the euthanasia
law.*

3.The Point of View of the
Magisterium of the Catholic
Church’

Human life is ‘the foundation
of all goods and at the same
time the necessary spring and
the condition of every human
activity and activity of the so-
cial community’®. Two theolog-
ical arguments concretise and
explore this humanitarian and
philosophical foundation. Life
is also a ‘gift the love of the
God which must be preserved
and made fertile’.” God is the
Lord of life and created man in
His image and likeness. To kill
someone, therefore, means that
man touches the creation of
God. Hence one goes to the sec-
ond theological argument: the
divine law that lays down that
one should not kill. Evangelium
vitae condemns euthanasia as
‘morally unacceptable pre-med-
itated killing’." This is a grave
transgression of the law of God
and more specifically of the
fifth commandment: ‘thou shalt
not kill’. In the documents of
the Belgian bishops we find, in
addition to this principal argu-
ment, arguments that come
from medical deontology.
‘Medical doctors have ‘the re-
sponsibility to treat and care for
men, to promote their lives and
not to end them’." For that mat-
ter, the request for euthanasia
made by patients is most of the
time a cry against their pain,
fear and loneliness, and also
against the possibility of exag-
gerated treatment.

Another, very strong, argu-
ment against euthanasia is the
limit of autonomy, against the
right to decide on the end of a
life, from the social point of
view, that is to say reciprocal re-
lations in deciding about the
value of the patient for other
people.” Lastly, the bishops lay
stress on the possible alterna-
tives that by now are offered by

the various forms of palliative
care."”

4. The Point of View of Caritas
Vlaanderen

The ethical committee begins
with two fundamental options:
respect for the human person
and the value of autonomy.
However, its point of departure,
for Catholic hospitals, is not au-
tonomy but ‘the unconditional
confirmation of the dignity of
the human person’."* Autonomy
is not an ‘individual self-deci-
sion’ but a ‘relational autono-
my’ because the human person
is a relational being. Thus ‘au-
tonomy’ cannot be separated
from a tie with other people and
from responsibility. From this
option the committee requires
that every terminal patient can
ask for appropriate palliative
care ‘at home’ or in a nursing
home."

However, ‘there can be ex-
ceptions when, despite pallia-
tive care, suffering and the re-
quest for euthanasia do not dis-
appear. In such cases we respect
the decision of conscience by
the medical doctor and the
members of the team to move
on to euthanasia’.' In addition
to the conditions laid down by
the law, Caritas requires that all
forms of palliative care are im-
plemented and above all that the
patient is already in a stage of
death, that is to say that his nat-
ural death will take place in a
few hours, a few days or a few
weeks."” Lastly, one must be
dealing with physical suffering
that is truly unbearable or men-
tal suffering at the base of
which there a progressive and
grave physical deterioration.
For this reason, in the case of
non-terminal mental suffering
the conditions do not exist to
apply euthanasia. For that mat-
ter, the decision about palliative
care or euthanasia must be ac-
companied with the greatest
openness possible and commu-
nication between the interested
parties, the patient and the rela-
tives included."

5.The Point of View of the
Brothers of Charity

In Belgium the Brothers of
Charity are responsible for fif-
teen psychiatric hospitals. They
are confronted with the prob-
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lems and issues relating to the
request for euthanasia by some
of their non-terminal mental pa-
tients. Their point of view is de-
cidedly that of the Magisterium
of the Church. In their pro-
grammes of care they do not al-
low euthanasia and in this way
they are more radical than Cari-
tas.” For their point of view
against euthanasia the Brothers
draw upon two arguments: un-
conditional respect for every
man and the responsibility to
provide care to patients. Every
human being is a person and re-
mains such in all the stages of
his life as a person: this person-
being of his is linked to his na-
ture and not to the approval of
society or the rights that are at-
tributed to him.* When a psy-
chiatric patient asks to terminate
his own life, this request im-
plies, rather, a cry for greater
human solidarity and greater
professionalism in the treatment
of mental pain.”

From various points of view
it emerges that the acceptance
of a request for euthanasia made
by those who suffer from un-
bearable but not terminal men-
tal pain is irresponsible. Respect
for life is so fundamental that it
cannot be subjected to the au-
tonomous decision of the pa-
tient in questions. However, the
author of the article observes,
with this valid point of view, at
the level of ‘principle’, all the
practical problems are not
solved. Indeed, patients can ask
for euthanasia in order to be
freed from their suffering. At
times, given their situation, this
request is completely under-
standable and corresponds to le-
gal requirements. Hence the
tension for the health-care per-
sonnel: on the one hand the re-
quest by the patient and on the
other the law on euthanasia and
the Christian vision. The points
of view at the outset provide an
insufficient answer to the practi-
cal problem of the accompany-
ing of patients who ask for eu-
thanasia.

2. A Practical-Ethical
Proposal

A workgroup of the Brothers
of Charity formulated a propos-
al for the accompanying of pa-
tients who ask for euthanasia in
their situations of non-terminal




illness.” Beginning with ethical
insights and the practice of the
twenty-five members of the
group, their relevance is
brought out because one is deal-
ing with an ethical reflection ad-
dressed to practice. Clarified
and compared in a critical way
with other points of view taken
from the literature in the field, a
kind of concluding ‘draft” was
drawn up to be compared once
again with the points of view of
the literature in the field. After
other discussions an agreement
on a practical-ethical proposal
was reached in which each
member of the group, free from
any pressure of authority or
function, could express his
thought.”

1. Fundamental values

There are three fundamental
values: the right to the protec-
tion of life (de bescher-
mingswaardigheid); the autono-
my of the patient; and the rela-
tionship between the person
who treats and the patient. The
protection for life is the value
par excellence because it is fun-
damental and a condition for all
other values. It is based upon
human life itself and not on its
quality. For this reason, every
life is worthy of protection and
it is so according to the funda-
mental principles of the law, hu-
man rights and the various
world Weltanschauungen and
religions. In addition, Judaism,
Christianity and Islam base the
dignity of life on the creation of
God as a result of which its pro-
tection is absolute. Certain peo-
ple, although they recognise
such protection as a foundation
of life, confer a relative value
on it, that is to say they see it in
relation to other values. In the
society of our time this autono-
my is a very much emphasised
fundamental value. Each man is
his own legislator, that is to say
he can decide, as along as he
does not damage someone else.
It is emphasised that respect for
this autonomy is an essential el-
ement in the movement for the
emancipation of patients. It is a
reaction against the paternalism
of the person who treats and the
law gives the patient the right to
informed consent. Before con-
senting, the patient can freely
decide to accept or not to accept
the medical intervention. For

some people when the patient is
not of sound mind this autono-
my is even absolute because he
has the right to dispose of his
own life and his own death.
Others, instead, argue that this
autonomy means a relative-fun-
damental value, that is to say
that it has still to be compared in
a concrete situation with other
values. One of the most impor-
tant elements is the relationship
between the personnel that treat

and the patient; its quality is an
essential ethical and deontolog-
ical element and in the view of
some of absolute importance
when one is dealing with trans-
ferring the patient to another
health-care institute.

2.The process of
accompanying

The three fundamental values
constitute criteria when patients
ask for euthanasia. The right to
the protection of life from a
Christian point of view is higher
than the right to autonomy and
thus the request for euthanasia
cannot be practiced. However,
the request must be taken very
seriously and should be dis-
cussed with the patient and his
relatives. A possible solution is
a kind of psychiatric palliative
care in which one is dealing
with choosing life and a com-
mitment to care. But how
should one behave when the pa-
tient continues with his request
for euthanasia? One must see if
the request is in conformity
with legal requirements in the
field. If the request does not
meet the requirements of the
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law, the personnel engaged in
the provision of treatment will
continue its use of treatment in
the best way possible; if the pa-
tient continues with his request
and this meets the requirements
of the law, in ‘Christian’ insti-
tutes the application of the law
is not allowed because of the
policy in favour of life. Howev-
er, the personnel responsible for
treatment can inform the patient
about the possibility of commit-

ting itself to sending him to a
consenting medical doctor so as
to transfer him to another nurs-
ing home or hospital. For this
reason, it is emphasised, eu-
thanasia takes place outside
(sic) the ‘Christian’ institute.
However it is rightly perceived
that this referral requires a justi-
fication. From the Christian
point of view, the referral is on
the only exist path from the
conflict between the primacy of
the protection of life and the au-
tonomous request for the carry-
ing our of euthanasia. As re-
gards the commitment of the
personnel responsible for treat-
ment, the referral is justified be-
cause curative continuity acts as
a bridge between the autonomy
of the patient and the protection
of life. From this bridge there
follows a therapeutic argument
that is common in the health-
care sector: the referral of a pa-
tient from one health-care insti-
tution to another, such as takes
place, for example, with a pa-
tient being moved from an in-
tensive care unity to a cardio-
logical unit. Lastly, this very
law justifies this referral be-
cause it does not oblige any
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medical doctor to cooperate in
the carrying out of a request for
euthanasia but also allows a
medical doctor to refuse to pro-
pose the referral itself. From a
juridical point of view, a med-
ical doctor, however, must ex-
plain his refusal to the patient,
even though, as the author of
the article makes clear, the re-
ferral is ethically desirable
(wenselijk).>

However our author does not
conceal that despite these vari-
ous arguments that justify such
a referral, a number of people
find it hypocritical. One is deal-
ing with a tacit approval, of in-
direct collaboration, of a trans-
fer of the carrying out of eu-
thanasia to other people. The
author of the article accuses this
criticism of not taking into ac-
count the ethical option of refer-
ral, that is the non-approval of
euthanasia and thus its non-exe-
cution. The referral seeks only
to respect, as far as this is possi-
ble, the autonomy of the patient,
all the more so if there are no
other courses of action that are
practicable and realisable. How-
ever, the question is whether
there is another solution, as
seems possible in the guidelines
of the Dutch Psychiatric Associ-
ation

3. A possible alternative

The Association makes clear
that certain guidelines can be
found in the Dutch law on eu-
thanasia and assisted suicide for
mental patients. First of all, the
request must be free of all exter-
nal pressure and well thought
out, that is to say without inter-
nal influence of a psychiatric
kind. It should be observed that
the psychiatrist must judge
whether the wish of the patient
to terminate his life is lasting. A
second guideline concerns
whether the pain is truly un-
bearable and whether there is a
situation that holds up no hope
for the patient. Given that the
unbearable character of the pain
to be born and the lack of
prospects are of a subjective
character, the psychiatrist must
be aware, as far as this is possi-
ble, of their objectivity and of
the possibility of treatment.
There thus follows a dialogue
between the psychiatrist and the
patient when what policy to
adopt is decided upon. When,

because of a lack of any other
solution, it emerges that the on-
ly reasonable thing is euthana-
sia, another psychiatrist has to
be consulted. Lastly, after he
has expressed in written form
his judgement, all the interested
parties, the patient, the medical
doctor, the personnel responsi-
ble for treatment and the pa-
tient’s relatives agree to accept
the request of the patient to ter-
minate his life. The psychiatrist
then has the obligation to carry
out the act of euthanasia in a
very careful medical way. He
must announce it and offer as-
sistance to the patient’s rela-
tives. This careful commitment
on the part of medical doctors
which is required by the Dutch
law in the field of euthanasia is

adjudged by the author of our
article as a very worthy thing.
However these guidelines ne-
glect the Christian-ethical point
of view of the Magisterium of
the Catholic Church, of Caritas
Vlaanderen and of the Brothers
of Charity. Indeed, when the le-
gal requirements are met one
can, legally and ethically, meet
the request for euthanasia ex-
pressed by mental patients. We
thus arrive at a point of fracture
at the level of the principle of
human dignity.*

3. Some Critical Points

The key question in the field
of euthanasia is said to be this:
how should we understand the
dignity of human dying and the
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dignity of human living be-
cause, it is said, both those who
are in favour of euthanasia and
those who are against euthana-
sia appeal to this dignity. The
supporters of the anti-euthana-
sia line see the dignity of life
from the point of view of its
protection ‘sic et simpliciter’;
the supporters of the pro-eu-
thanasia line see the dignity of
human life from the point of
view of its quality. The first ar-
gue that human life should be
protected because, given that it
is an intrinsic, primary and fun-
damental value, every human
person has an inalienable divine
right to his life. Hence the com-
mandment of the Creator of life:
‘thou shalt not kill’. The second
argue that because man himself

is the judge of the quality or
otherwise of his own life he has
the right to decide upon the dig-
nity of his life and this to dis-
pose autonomously of his life.”
Here, with all clarity, it is said,
is the point of fracture between
those who are in favour and
those who are against euthana-
sia.

My critical point concerns
first of all the statement that one
is dealing with a point of frac-
ture expressed in a ‘yes’ and a
‘no’ on the basis of a different
conception of the dignity of life.
In the field of euthanasia one is
not dealing with two opposing
opinions: one in favour and the
other against. ‘No’ to direct eu-
thanasia is the official doctrine
of the Magisterium of the
Church which holds that ‘“What-




ever its motives and means, di-
rect euthanasia consists in
putting an end to the lives of
handicapped, sick or dying per-
sons. It is morally unacceptable.
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’.” To call eu-
thanasia a shortening of life is
truly a euphemism, if not an ev-
ident falsification of reality.
However, and this is what I
want to stress, it is the support-
ers of ‘yes’ to direct euthanasia
who break with the doctrine of
the authentic Magisterium of
the Church, as a result of which
the point of fracture is not a
question at issue between two
opinions but simply the conse-
quence of an opinion that is un-
acceptable from an ethical point
of view. But I would like to also
emphasise another critical point
concerning above all the con-
clusion of the author of the arti-
cle where he adopts a stance in
favour of a compromise be-
tween the doctrine of the
Church and the autonomy of a
mental patient. Hitherto, he
says, the two opinions (sic!) on
the dignity of human life are
seen as absolute values, the two
points of view (sic!) will always
be radically opposed. Thus were
the Church, for her part, to rela-
tivise somewhat her point of
view on the protection of life,
and the supporters of euthana-
sia, for their part, were to rela-
tivise their point of view on au-
tonomy, one could reach a com-
promise. Inspired by a Christ-
ian-ethical personalist vision,
the protection of life in itself
and autonomy in relation to the
quality of life are fundamental
values. However, observes our
author, one is dealing with val-
ues that in the practical situation
of the patient should be dosed
proportionately. The aim of
this dosing is specifically to aim
at the greatest possible human
dignity in which life itself is
protected as much as possible
and the autonomy of the patient
is respected as much as possi-

ble. Our author says that he is
convinced that as regards the
tension between protection of
life in itself and the autonomy
of the patient, when it comes to
the quality of his life we can on-
ly approach things well when
we place emphasis on the rela-
tionship and the balance be-
tween the personnel responsible
for treatment, the patient and his
family relatives. Once again we
come to the three fundamental
values: the right to the protec-
tion of life; the autonomy of the
sick person; and the relationship
between the personnel responsi-
ble for treatment and the pa-
tient. Now in the compromise
the third fundamental value be-
comes the binding force be-
tween the protection of life in it-
self and the autonomy of the pa-
tient as regards the quality of his
life. Here, observes our author,
from the practical point of view,
is the sufficient answer that the
theoretical principle of the Mag-
isterium of the protection of life
in itself was not able to give.”
On this point I will formulate
my most critical points. There is
an underestimation of the fact
that the principle of the doctrine
of the Magisterium of the
Church concerns the sacredness
of human life, that is to say its
intrinsic value and thus the
moral obligation of its uncondi-
tional protection. This ‘moral’
intrinsicness’ means that direct
euthanasia is always an intrinsic
wrong and thus never allows a
situation that would allow an
exception. The Catechism of the
Catholic Church teaches: ‘Hu-
man life is sacred because from
its beginning it involves the cre-
ative action of God and it re-
mains for ever in a special rela-
tionship with the Creator, who
is its sole end. God alone is the
Lord of life from its beginning
until its end: no one can under
any circumstance claim for
himself the right directly to de-
stroy an innocent human be-
ing’.*" In the vision of compro-
mise, and I repeat the point, one
does not take into account this
absoluteness of obligation: no-
body in any circumstance can
directly put an end to the life not
only of an innocent person but
also of that of a terminal or non-
terminal sick person. This sup-
porter of compromise forgets
that moral autonomy is a pre-
rogative of the conscience, on
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the condition, however, that it
conforms to teonomia. Thus the
conscience of the mental patient
as well not only cannot depart
from this but to be true and up-
right and certain it must con-
form to the fifth divine com-
mandment: only God is the
Lord of life from its beginning
to its end. The fathers of the
Second Vatican Council teach
with great authority on this
point: ‘Deep within his con-
science man discovers a law
which he has not laid upon him-
self but which he must obey. Its
voice, ever calling him to love
and to do what is good and to
avoid evil, sounds in his heart at
the right moment...For man has
in his heart a law inscribed by
God...His conscience is man’s
most secret core and his sanctu-
ary. There he is alone with God
whose voice echoes in his
depths’.> Cardinal Newman,
who was a specialist in the field
of the conscience, clarified fur-
ther: ‘Conscience is a law of the
mind; yet [Christians] would
not grant that it is nothing more;
I mean that it was not a dictate,
nor conveyed the notion of re-
sponsibility, of duty, of a threat
and a promise...[Conscience] is
a messenger of him, who, both
in nature and in grace, speaks to
us behind a veil, and teaches
and rules us by his representa-
tives. Conscience is the original
Vicar of Christ’.* The same
commandment applies to the
conscience of the personnel re-
sponsible for treatment and to
the family relatives. To sum-
marise, the Christian-ethical vi-
sion, as proposed by the author
of the article, does not only not
solve the tension between the
teonoma of the protection of hu-
man life in itself and au-
tonomous conscience of the
mental patient as regards the
quality of his life, but this vision
is also absolutely illicit. Indeed,
the decision to terminate life
does not depend on the ‘au-
tonomous’ voice of the patient
or on the ‘dialogic’ voice of the
personnel responsible for treat-
ment and the family relatives. In
matters relating to life and
death, the voice of God alone
decides. Given that the Creator
united soul and body, no man in
any circumstance can directly
separate what God has united.
‘Man shaped man from the dust
of the soil and blew in his nos-
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trils a breath of life and man be-
came a living being’ (Gen, 2:7).
The whole of man is thus willed
by God. For this reason, to deny
euthanasia in one’s own insti-
tute and then to act so that the
insistent request of the mental
patient is met elsewhere is not
only a hypocrisy but also signi-
fies a certain illicit collaboration
with the intrinsic evil of direct
euthanasia. The Catechism of
the Catholic Church makes
clear: ‘Whatever its motives
and means, direct euthanasia
consists in putting an end to the
lives of handicapped, sick or
dying persons. It is morally un-
acceptable. Thus an act or omis-
sion which , of itself or by in-
tention, causes death in order to
eliminate suffering 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
judgement into which one can
fall in good faith does not
change the nature of this mur-
derous act, which must always
be forbidden and excluded’ ** In
his address during the audience
of 8 March Pope Benedict XVI
told the members of the St. Pe-
ter’s Circle: “Yours is a silent
but more eloquent than ever
witness to love for human life,

which deserves care and respect
until the last moment of its
breath’.”
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Care for Mental Health in Childhood
and Catholic Health Care

Introduction

The approach of this paper is
an ethical approach. To speak
about mental health from an
ethical angle means to call on
the sciences or the practices
that deal with mental health to
address the human condition in
its reality made up of a body, a
faculty for relationships, and
spiritual competences/abilities
that cannot be reduced to the
mere neuro-sensory apparatus-
es. In basic terms, we are
proposing anew the question of
the religious meaning of the hu-
man being, with the ascertain-
ment itself of identity and the
meaning of life.

In contrast to certain ideolo-
gies which propose a total lib-
eration from rules, we base our-
selves on objective values that
include the concept of limits
and propose an appeal to indi-
vidual responsibilities as a spe-
cific connotation of human
freedom. For this reason, it ap-
pears to us to be a gratuitous re-
duction to want to solve the
questions of the mental distur-
bance of childhood, adoles-
cence or adulthood with re-
course to pharmaceuticals. We
do not believe, with all the ad-
vantages that pharmaceuticals
offer, that one can accept the
idea of transforming all emo-
tions and emotional distur-
bances into pathologies, with
the proposal of corrective pills
from early childhood onwards.
Our proposal is in harmony
with Christian personalism and
is based on models of planned
care in which needs are
analysed and solutions pro-
posed with actions and coordi-
nates of a psycho-social and
clinical-care character.! On this
assumption is based the mis-
sion of Catholic hospitals di-
rected towards men of all conti-
nents and of all cultures, with
special concern for choices at
the level of education and pre-
vention to achieve the health of
children.

1. A Prosperous Society
without a Culture of Life

During the sixty years of
prosperity and  economic
growth that followed the Sec-
ond World War, the vision of
the age of childhood in Western
society has changed drastically
for a multitude of reasons that
are well known to the Catholic
community: the decline of nu-
merous families; the increase in

the number of divorces and of
one-parent families; a concen-
tration on attention being paid
to the individual world rather
than to the relational world; and
changes in lifestyles due to an
increase in secularisation, ma-
terialism and consumerism. It is
certainly the case that a great
deal of consumerism today is
focused on the wellbeing of
childhood, as one can see from
changes in diet, which are in-
fluenced, for example, by addi-
tives to foster the consumption
of foods which have more sug-
ars and fats, with the conse-
quent well-known plague of
obesity.

Despite this ‘prosperity’, re-
search reveals an increase in
unhappiness, depression, anx-
ious states, aggression, and the
abuse of psychotropic dugs by
young people for whom there
are exaggerated prescription of
such drugs. Indeed, there is the
risk that the exaggerate admin-
istration of psychotropic drugs
to young people is an easy and
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rapid way for adults to reduce
their sense of responsibility,
their fears and their insecuri-
ties. This is a situation that rais-
es serious questions for the
consciences of Catholic health-
care professionals but above all
for institutions that want to
maintain their own identity out
of a faithfulness to the Catholic
Magisterium.

In the United States of Amer-
ica millions of children (includ-

ing the very young) are pre-
scribed anti-depressants, stimu-
lants, anti-psychotics and anti-
convulsives with side effects
that can even be lethal. Most of
these pharmaceuticals, as is
known, have still not been fun-
damentally studied as regards
their paediatric use.

This practice of treating the
behaviour and the emotional
state of children is in expansion
globally and has been observed
in more than fifty nations.

In the United States of Amer-
ica the diagnosis of mental dis-
turbance has increased by
4,000% over the last ten years.?
In the United Kingdom the pre-
scriptions for stimulants in-
creased by 7,000% between
1994 and 2004

In the West, the relations be-
tween families, communities
and society have changed. The
same may be said of lifestyles,
which have been influenced by
materialism secularisation and
an increase in depression, drug
abuse, aggression and anxiety.
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Instead, the prevalent biomed-
ical model locates the ‘prob-
lem’ inside the child and treats
behaviour as an illness. The
suffering of children is reduced
to genetic and biochemical im-
balances which have to be
treated with pharmaceuticals
that bear directly on the devel-
opment of the brain of the
child. At the present time there
is no scientifically proven study
that demonstrates that there is a
gene, or an imbalance in an
chemical process, which is the
real cause of a mental distur-
bance: * nobody knows what a

normal level of serotonin (the
neurotransmitter often connect-
ed with mood) actually is.

However, medical journals,
daily newspapers, TV and aca-
demic institutions continue to
argue that a dysfunction in the
brain is the cause of mental dis-
order, despite a lack of scientif-
ic evidence to sustain this the-
sis. The reductionist approach
prevails, according to which
there is a pill for every illness.
This is in opposition to the
holistic vision of Catholic per-
sonalism which welcomes, lis-
tens and accompanies.

2.The Abuse of
Pharmaceuticals and the
Illnesses of Childhood:
What is the Primary
Interest?

Various authors have empha-
sised how many psychoactive
drugs cause a chemical imbal-
ance by disturbing the levels of
the neurotransmitters. In addi-
tion, there is still no long term
research on the toxicity of these
pharmaceuticals for the devel-
opment of the brain and the

nervous system in children. For
this reason, it is not clear
whether the brain of a person
who interrupts this pharmaco-
logical therapy begins once
again to produce its normal lev-
els of neurotransmitters.

The collateral effects of stim-
ulants fosters a delay in physi-
cal growth (and also in brain
growth) and the risk of sudden
death because of heart prob-
lems or suicide. Stimulants pro-
voke addiction and are known
for their capacity to cause ob-
sessions and psychoses. The
paediatric use of these pharma-

ceuticals has demonstrated the
generation of alcohol, nicotine
and drug abuse later on in the
lives of these children.

The new generation of anti-
depressants is, in addition, con-
nectable to the risks of neonatal
deficits, including brain dam-
age, congenital malformations
and pulmonary hypertension.

Anti-psychotic pharmaceuti-
cals are connected with obesity
and diabetes, late dyscinesia
and other permanent neurologi-
cal damage, suicide, and early
death with a reduction in life
expectancy of ten to twenty
years. As Dr. B. Duncan, the
author of What’s Right With
You, says: ‘a risks/benefits
analysis does not support the
use of psychotropic drugs as
the first line of treatment for
youth problems’.

An alarming trend is the in-
crease of poly-pharmacological
therapies, especially in children
who are administered anti-de-
pressants (SSRI: selective sero-
tonin recaptation inhibitors)
and who begin to manifest ob-
sessions. Some experts have
claimed that SSRI reveal pro-
found bipolar disorders and
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have no intention of recognis-
ing obsession as a collateral ef-
fect of SSRI. The response to
treatment is the addition of a
more powerful (and potentially
dangerous) anti-psychotic to
counter an aggravation of the
cerebral illness.

To complete this informa-
tion, it should be said that after
the official communiqué of the
British Health Agency the FDA
of the USA also expressed wor-
ry about the increase in cases of
suicide or cases of violence in
children and adolescents being
treated by anti-depressants. The
increase in the registration of
suicides and aggressive behav-
iour in these children, treated in
particular with  SSRI-class
drugs, also led the EMEA,’ the
European Medicines Agency,
to reassess the data on the use
of these pharmaceuticals during
the paediatric and adolescent
age with the goal of clarifying
their safety profile in these age
bands.

What has not been demon-
strated in any in-depth study is
the safety or effectiveness of
these forms of treatment.

Indeed all of the three most
important  studies, CATIE
(Clinical Antipsychotic Trials
of Intervention Effectiveness) ,
STAR*D (Sequenced Treatment
Alternatives to Relieve Depres-
sion (STAR*D) Study), and
STEP-BD (Systematic Treat-
ment Enhancement Programme
for Bipolar Disorder) of the
National Institute of Mental
Health (NIMH), have defects
either of methodology or of de-
sign (in all of them placebo
groups are absent) and have
exaggerated success rates.

Cost: 100 million US$.

These studies cannot be seen
as valid and correct studies be-
cause of an absence of empiri-
cal data.

If there is no evidence of safe
and long-term effectiveness of
these pharmaceuticals in paedi-
atrics, there can be no scientific
justification for their use. Is this
not a violation of the Hippo-
cratic oath which at the outset
imposes not causing injury? To
go on treating children with
these pharmaceuticals may be
seen as pure and simple experi-
mentation. Many producers of
cosmetics avoid testing their
products on animals. How can




we then justify experimentation
with pharmaceuticals that mod-
ify the brains of our children?

As Dr. Grace Jackson MD,
the author of Rethinking Psy-
chiatric Drugs}® declares: ‘in
disturbing the endocrinal and
immunological system, the so-
called ‘psychotropic’ agents
weaken the ability of the hu-
man species to produce healthy
progeny; they compromise the
capacity of caregivers to pro-
vide adequate protection and
educational roles in relation to
young people and reduce the
wellbeing of all age groups as
regards their capacity to man-
age stress and frustration. And
even more important, in alter-
ing the function and integrity of
the brain, psychoactive drugs
destroy the essential qualities of
mankind as a reflection of the
Divine Creator. In destroying
the seat of consciousness, they
damage the foundations of our
humanity such as compassion,
morality and spirituality’.

Despite the fact that it was
informed about the dangers of
these pharmaceuticals, the
American Congress approved
more than 20 million USS$ for a
general screening of mental
health beginning with infancy.
This inquiry was outlined and
financed by the largest phar-
maceutical companies, thereby
favouring recommendations of
treatment with their products,
which are also more expensive.

This screening programme,
which was little publicised, was
implemented in  schools
throughout the United States,
and in Great Britain, France
and Italy the tendency is to im-
plement a similar programme.
However there have been
protests by many professionals.

Many American States find
themselves in a bankrupt state
as regards their Medicaid pro-
Jjects (which support those in
need of care who are most in
need), whose budget has been
reduced by the high costs of
certain forms of treatment that
arose as a result of the screen-
ing applied to thousands of
young people.

It should be stressed that
even when the pharmaceutical
companies agues that screening
can identify young people who
run the risk of suicide, there is
no evident proof that this in-

strument is appropriate as re-
gards the obtaining of such re-
sults. Opponents see these
screenings as a way by which
the pharmaceutical companies
obtain long-term consumers of
psychoactive drugs in such a
fragile part of the population
and one dependent on adults.

The subject of psychoactive
drugs and the lack of in-depth
research to demonstrate their
safety and effectiveness, in-
cluding certain manipulated or
suppressed negative data in or-
der to influence the market, has
moral and ethical implications
for the whole of mankind and
above all for health-care work-
ers, pastoral workers and fami-
lies with children.

3. Ethics and Mental Health
in Childhood

In this context ‘of the West is
not the best’, globalisation pro-
motes the biomedical model of
mental health in developed
countries and in developing
countries. Even though this is
not a contemporary and urgent
problem in developing coun-
tries where other emergencies
exist, we may ask whether the
errors committed in the West
could not be avoided.

For health-care workers, pas-
toral workers and families, a
careful basic information is re-
quired. It is certainly the case
that access to truth is a human
right.

As the Holy Father Benedict
XVI said at the Holy Mass at
the sanctuary of Mariazell in
Austria on 9 September 2007:
‘this resignation faced with the
truth is, in my view, the core of
the crisis of the West, of Eu-
rope’. And he went on: ‘If truth
does not exist for man, he, in
basic terms, cannot even distin-
guish between good and evil.
And then the great and wonder-
ful forms of knowledge of sci-
ence become ambiguous: they
can open up important
prospects for good, for the sal-
vation of man, but they can also
— and this is something that we
can see — become a terrible
threat, the destruction of man
and the world’.

The scientific world has ethi-
cal obligations and its responsi-
bility is required in demonstrat-
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ing that research reflects re-
spect for truth.

Pope Benedict XVI gave a di-
rection for the aspects of mod-
ern science of ‘predictability
and ‘ethical responsibilities’ for
scientists in November 2006 in
his address to the members of
the Pontifical Academy of Sci-
ences when he stated: ‘Scientif-
ic predictability also raises the
question of the ethical responsi-
bilities of the scientist. His con-
clusions must be guided by re-
spect for the truth and by an
honest recognition both of the
accuracy and of the inevitable
limits of the scientific method.
Certainly this means avoiding
uselessly alarming predictions
when these are not supported
by sufficient data or go beyond
the effective capacities of sci-
ence to predict. However it also
means avoiding the contrary,
i.e. silence, born of fear, in the
face of authentic problems. The
influence of scientists in shap-
ing public opinion on the basis
of their knowledge is too impor-
tant to be undermined by inop-
portune hurry or by the search
for shallow publicity’.

The essential purpose of
health care is to protect, care
for and safeguard human life
from its beginning until its nat-
ural end. We ask ourselves
whether it is right for a child,
who has managed miraculously
to come into this world, to be
subjected to prescriptions for
psychoactive drugs as early as
the age of six months.

Let us try to avoid the silence
of fear. In contrary fashion, let
is begin to give this subject our
vigilant attention and study,
starting together, and honour-
ing the words of the Holy Fa-
ther Benedict XVI, realising
our role as witnesses to the
truth. Together let us try to
work to protect and safeguard
the whole of human life.

Thus, interpreting distur-
bance means finding appropri-
ate research tools, opening a di-
alogue, providing support and
entering into discussion in or-
der to construct an educational
project. Care for mental health
in childhood should be pro-
posed with the taking on of eth-
ical responsibility for a life pro-
ject that is not limited to solv-
ing a disturbance temporarily
but in giving answers to the
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question of ‘how we should
live’ and bearing fruit for the
wonderful gift of God that
every human life is.
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The Increasing Influence of the Economic
Factor in Health-Care Policies:
Reflections on the Need for Ethical Guidance

1.Health-Care Services and
the Philosophy of the
Control of Expenditure:
Analysis of the Scenario

The development of health-
care systems in industrialised
countries has been charac-
terised in recent years by an in-
creasing gap between demand
for services and the availability
of resources. This phenomenon
is explained by two categories
of causes:

1.1. On the one hand, the
conspicuous expansion of the
demand for services, which
can be directly attributed to the
spread of the health-care cul-
ture in the population and the
increasing conscious and in-
duced attention that has been

directed towards men-
tal/physical wellbeing and
quality of life.

1.2. On the other, the in-
crease in health-care expendi-
ture which can be correlated
with multiple and heteroge-
neous causal factors: a modifi-
cation in the demographic
structure of the population with
a current and projected in-
crease in the percentage of el-
derly people, who are in need
of increasing basic and spe-
cialised health-care services;
the current and projected in-
crease in chronic-degenerative
illnesses (in particular cancer,
cardiovascular diseases and ill-
nesses with a prevalent pain
component which has a major
impact on the quoad vale-
tudinem) and the correlated sit-
uations of psycho-physical
handicap and of reduced self-
sufficiency; the increase in the
young and adult population of
traumatic pathologies, with a
correlated increase in intensive
treatment and a very high ab-
sorption of resources; the intro-
duction and diffusion of bio-
medical technologies which
have high costs; the increase in
the number and cost of health-

care workers; the socialisation
of health-care expenditure: the
costs of health care in many
countries are paid for by the
so-termed ‘paying third party’
(a national health service, a pri-
vate or social health insurance,
private parties) as a result of
which ‘the price of the produc-
t’ (in this case a health-care
service) cannot bear upon the
choices of the consumer — in
this case the enjoyment of
health-care services).

In a scenario of limited re-
sources and faced with a de-
mand for health care that is in
constant expansion, the idea
has increasingly grown that it
is necessary to make responsi-
ble choices as regards the pri-
mary needs that have to be met
and the measures that are re-
quired to achieve this objec-
tive. Economic assessment in
public health care, together
with clinical studies, are said to
provide the bases at the level of
knowledge and the criteria re-
quired to direct choices at vari-
ous decision-making levels
(this is the theory of the priori-
ties of resource location).

It directly follows from this
that ‘in the process of the con-
version of health-care struc-
tures into companies is to be
found the most effective instru-
ment by which to achieve the
control of health-care expendi-
ture’. This process is to be
identified and organised in the
adoption of specific manageri-
al instruments of companies
such as strategic planning, ac-
counts in terms of centres of
costs, and budgeting. But the
element that is seen as most
defining of this reform is said
to be making personnel re-
sponsible, and most specifical-
ly the managerial personnel,
for the results of their own ac-
tivities, expressed as levels of
‘productivity (the number of
admissions, the number of ser-
vices), the absorption of re-
sources (costs), the efficacy of
services, and the satisfaction of
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patients, who for the first time
are called ‘customers™.

This new organisational sys-
tem attributes to medical doc-
tors responsibility for the em-
ployment of resources, which
previously did not exist, and
pre-supposes the acquisition of
a managerial mentality and
culture which completes and
supplements those of a strictly
professional character.

In order to encourage the
adoption of company-style or-
ganisational approaches the
system by which hospitals are
financed has been modified.
Whereas previously public
hospitals received a refund for
the costs that had been met (a
refund in line with a list) and
private hospitals were paid on
the basis of the number of days
of a patient in hospital, at the
present time all hospitals are fi-
nanced on the basis of the ty-
pology and the number of
treatment cycles carried out,
classified by a system termed
‘diagnosis related groups’
(DRG).

The objectives of the new
system of funding can be out-
lined as follows: to assure
greater fairness in the distribu-
tion of funds to hospitals in re-
lation no longer to the re-
sources present and the costs
undergone but to the activity
that is engaged in; to promote
responsibility in relation to
management and the rationali-
sation of the processes involv-
ing the provision of care; to en-
courage a full utilisation of re-
sources and thus to increase
operational efficiency in the
production and distribution of
resources; and to activate an
improvement in the quality of
the services that are provided
with the aim of acquiring a
competitive advantage in rela-
tion to other providers and thus
to attract a greater number of
patients/users/customers.

A first reflection on what has
been described hitherto in this
paper relates to the intrinsic
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limits to the DRG system
which lie in a weak definition
of the level of seriousness of an
illness, the trend towards an
excessively early discharge
Jrom hospital and a selection
of incoming patients on the ba-
sis of the potential remunera-
tion, and the penalisation of
high-technology  hospitals.
This has led people who are
most critical to refer to ‘health-
care accounting’, thereby im-
plicitly expressing a dissenting
judgement, rather than to
health-care economics.

Within the framework of the
new system of funding, the
management objectives of hos-
pital structures thus become:
the provision of services of an
adequate qualitative level and
the maintenance of a balanced
budget which is an indispens-
able pre-condition for the very
survival of the company.

2.The Principles of the
Revolution in the
Health-care System

The basic principles of this
sort of Copernican revolution
can be objectively identified in
the dizzy increase in the in-
crease in health-care expendi-
ture in the countries of the
Western world. This has led to
various beliefs and situations
which in summarising form
can be described as follows:

— A vision of the state where
essential services such as in-
struction, health care and others
are the responsibility of the
state which has to provide them
free and in a way that ensures
easy access to everyone. From
this came, in the face of a
strongly to be appreciated ide-
alistic dimension, an inevitable
increase in health-care expendi-
ture to the point that it was no
longer sustainable other than by
recourse to the deformation of
some other sector of equal im-
portance of the welfare state.

— The demographic and epi-
demiological change of the
population in large part attrib-
utable to socio-economic
progress after the Second
World War and to progress of a
strictly medical character
which was ‘responsible’ for the
progressive ageing of the pop-
ulation with a consequent in-

crease in the incidence of
chronic-degenerative illnesses.

— A cultural change with the
appearance of new lifestyles
and ways of thinking with the
development of an almost ab-
solute ‘intolerance’ towards sit-
uations of malaise, even tran-
sient ones, which led to a fur-
ther notable increase in the de-
mand for treatment, for that
matter not always justified
from a strictly therapeutic
point of view.

— The technological revolu-
tion in medicine with the ap-
pearance, and the induced em-
ployment/misuse of, equip-
ment, which meant that in the
face of extreme sophistication
and very high costs equally
high levels of therapeutic effi-
cacy were not always obtained,
with a resultant disproportion
between expected advantages
and real advantages.

— Health and life as a harmo-
nious physical, mental, social
and spiritual process: in this
context it is very important to
emphasise how the vision of
the Church in this sphere goes
well beyond the definition of
the World Health Organisation
(WHO). Indeed, if we can
share the aspiration to the
achievement of the best men-
tal-physical condition achiev-
able by man, we should identi-
fy in the spiritual aspect the
fundamental component and
that aspect which ennobles
man, which elevates him and
draws him near to God.

Medical science, ever since
Hippocratic times, has dis-
played interest in this compo-
nent. At the present time it is
sufficient for all of us to cite
how the psychological aspect,
which derives directly from the
spiritual one, is determining in
defining the level of perception
and working through of a
painful stimulus for a person.
There is also a close interacting
link between the person in
himself and the social context
to which he belongs and of
which he is, we might say, a
constitutive brick. Man, there-
fore, as the centre of the uni-
verse, in constant symbiosis
and interchange with a flow of
afferent/efferent messages that
govern the whole of his exis-
tence in a continual search for
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a homeostasis that is not only
physical, not only psychologi-
cal and not only social, but
above all spiritual because it is
of a higher level.

3.The Search for Ethical
Guidance

The contemporary status
quo, therefore, raises for us
pressing and troubling ques-
tions to which we have to pro-
vide answers illuminated by
ethical guidance that is able to
retrieve the right priorities be-
tween man as a person and
economic doctrines that in-
creasingly often it would be
appropriate to define as econo-
mistic.

—Is it right and ethical to ac-
cept the rationing of resources
for health-care expenditure be-
ginning with a moral vision
near to the human person and
his dignity?

— Is the tandem efficiency
/productivity acceptable for
ethics based upon the value of
the person and the principle of
benefit to the patient (the good
of the patient)

— How is it possible to find a
balance, a harmonisation and
an integration between eco-
nomic and ethical needs in a
context directed towards the
rationing of health-care expen-
diture?

— In the light of new trends
what should be the role of
medical doctors and what
should be their spheres and
their limits of influence as re-
gards economic matters?

— Is the profound modifica-
tion of the health-care field and
the aim of overcoming the con-
cept of free health care for
everyone compatible with the
model of fairness and social
justice?

An aspect of a prejudicial
character is to be identified in
the concept of the company ap-
plied to a national health ser-
vice. This implies the concept
of health as a product, offered
by a company in a ‘competi-
tive’ way or rather following
the maximum assessment of
the resources available and the
reduction of costs, seeing, last-
ly, the patient as a customer
rather than as a sick person.




Taking into account the lim-
its connected with terminolo-
gy, one cannot, nonetheless, ig-
nore that the new system in
fact brings with it many misun-
derstandings, where, indeed, it
does not actually foster them:

— In the health-care field it is
not possible to posit the exis-
tence of market saturation.

— To define health as a ‘pro-

duct’ is absolutely offensive to
the concept of overall health
which includes the physical,
mental and spiritual aspects of
man.
— Lastly, to define a sick per-
son as a ‘customer’ who is
looking for the best buy, with-
out taking into account the dis-
advantaged condition in which
he finds himself, for me is
something that cannot in the
least be subscribed to.

To complete the picture, it is

ed illnesses because of a lack
of drinking water. The basic
health-care conditions and the
socio-cultural sub-stratum,
which are much graver than in
the Western world, justify the
priority importance of impor-
tant structural intervention di-
rected towards the prevention
rather than the treatment of ill-
ness. Implicitly, therefore, it is
of urgent and compelling im-
portance to intervene with suit-
able training and education
programmes in order to bring
about a good fertilisation of the
cultural and social terrain so as
to make it suited to accepting
and developing planning, pro-
gramming and strategies of a
primary kind. Only after this
indispensable stage will it be
possible to address the ques-
tion of the health-care market.

We should also ask our-
selves whether the so-termed

incumbent to extend the analy-
sis to developing countries
where the situation is even
more worrying and thereby to
produce a further reflection. In
this large geographical area, in-
deed, because of the economic
weakness and dependency of
governments, there is a morti-
fication of the most elementary
rights of man and there is a
dramatic manifestation of the
negative consequences of the
free market if it does not have
mechanisms of control and
regulation at a central level. In
these countries expenditure on
health ranges between $2 and
$7 per person each year, the
death rate oscillates between
20% and 45%, and every year
six million children die every
year because of enteritis-relat-

‘health-care market’ does not
run the risk of introducing ele-
ments that are in contrast with
the specific values of health-
care treatment and the profes-
sional code of ethics. The logic
of the health-care market is in
itself abhorrent and brings
with it the denial of the essen-
tial values of the person and of
society.

In agreement with the doc-
trine of the encyclical Centes-
imus Annus, I believe that the
logic of the market, left to it-
self, cannot be reconciled with
the requirements of justice,
above all because it does not
take responsibility for the fun-
damental needs of the weakest.
That sense of justice, which
cannot be expressed in money,
which forces us to ask whether
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economising on human needs
because of the need to balance
budget does not mean the de-
nial of respect for the values
that connected to it.

4.The Relationship
between Doctors
and their Patients

As is written in the Charter
Jor Health Care Workers, 1 be-
lieve the relationship between a
medical doctor and his patient
is ‘a meeting between... the
trust of one who is ill and suf-
fering and hence in need, who
entrusts himself to the ‘con-
science’ of another who can
help him in his need and who
comes to his assistance to care
for him and cure him’ (n. 2).

In the present-day situation,
there is a high risk that the
medical doctor who has pro-
vided the service, because he is
deprived of all room for deci-
sion-making, is forced by eco-
nomic dynamics which are not
those of his own training to
abandon the patient, following
a purported increase in effi-
ciency matched, however, by a
diminished efficacy and quali-
ty in the care provided and a
drastic reduction in the time
dedicated to an interpersonal
relationship with the patient. In
other terms, there is present the
very strong possibility of a
problematic falling away of
ethical principles centred
around the value of the person
who is no longer to be identi-
fied, therefore, as being the
centre of health care.

In agreement with what is
argued by those who study
health-care systems, including
those who are Catholic, I see it
is incumbent to stress the risk
of a purely mercantilist appli-
cation of fees directed solely
towards budget criteria and to-
tally without that inalienable
attention that must be devoted
totally to the patient. A medical
action, in fact, should be seen
first and foremost with refer-
ence to its clinical efficacy and
not primarily in terms of remu-
nerations or mere costs. The
value of the person is defend-
ed, instead, only by upholding
that where there is greater
need there is a greater justifi-
cation of the employment of re-
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sources even though these will
not be economically produc-
tive.

On this point it is important
to remember that the Pontifical
Council for Health Care Work-
ers understands and identifies
improvement in quality of care
and treatment as being the pri-
mary objective of this new or-
ganisational model. From this
implicitly derives the role to be
attributed to so-termed health-
care economics. Indeed, it is
my belief that a detailed study
of the costs connected with
pathologies must unfailingly
constitute the means and not
the ends of all medical proce-
dures. These must, instead, be
directed towards the search for
the pursuit of the return of per-
sonal and social dignity to the
sick person.

Searching for the logic of
profit for its own sake in such a
very delicate context as that of
health and health care can be
seen as being neither ethical
nor as corresponding to the du-
ties of the modern physician
nor, even less, as correspond-
ing to the needs of those who
suffer. I believe, instead, that of
great utility is the application
and employment of time and
study where they are directed
towards identifying methods
and systems by which to re-
trieve resources that are badly
used and distributed, so as to
obtain for them a more directed
and rewarding use for the true
recipient of the whole process
— the patient.

Beginning with this assump-
tion it is possible to bring out
the true core of the present-day
situation as regards the ra-
tioning of resources available
for expenditure on health care.
Although it is true that the
right to health constitutes an
inalienable right of man as
such, it is very difficult to find
a point of convergence with the
contemporary economistic ax-
iom which holds that the need
for health has to be established
beforehand and in a rigid way.
This affirmation has to be re-
Jjected and avoided because of
the intrinsic possibility that the
weakest and the marginalised
will be abandoned.

Historically, the Church has
always proposed a socialised
model of medicine where the

sick person, the true centre of
health care and the universe,
has been seen in his physical,
mental and spiritual entirety,
albeit, also historically, in situ-
ations involving much scarcer
resources.

It follows from this that the
economic techniques applied
to health care and the contain-
ing of expenditure remain ob-
Jjectives that are subordinate to
the primary objective of the
overall wellbeing of man.

As does the need to make
clear that the most ethically ac-
ceptable criterion is the criteri-
on of therapeutic proportional-
ity and not the criterion of the
cost/benefit ratio.

It is my profound belief that
the concept of access to care
and treatment pre-supposes the
concept of the centrality of
man, the concept of his dignity
understood as an inalienable
characteristic of his very na-
ture. There follows from this
the right to the best care possi-
ble, independently of religious,
political and philosophical be-
liefs, race, and social and eco-
nomic roles.

The concept of access to
care and treatment finds a
guarantee in the Constitutions
of nearly all countries but first
of all it must find this guaran-
tee in the philosophy of each
one of us.

To complete the picture, I
would like to make clear that
where the concept of fairness
constitutes the point of en-
counter and balance between
the requirements of the indi-
vidual and the requirements of
the social fabric of which he is
the central and structural point,
the concepts of efficacy and ef-
ficiency must be seen as refer-
ring solely and exclusively to
the specific operative process-
es of any health-care action,
with the objective of rationali-
sation and the result of a free-
ing up of human and economic
resources that were allocated in
a wrong way.

The criterion of a company-
style kind should not interfere
in the least with the sacred du-
ty of due care for the patient in
line with the criterion, upheld
by deontology, of the autonomy
of the health-care worker in
care work imbued with the
principle of doing good.
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The safeguarding of this eth-
ical criterion is a duty of med-
ical doctors, or, to put it better,
of all health-care workers who
must align their behaviour and
the behaviour of the scientific
associations to which they be-
long with to the greatest re-
sponsibility and the greatest
and most rigorous training pos-
sible, not only of a profession-
al kind but also of a human and
Hippocratic one.

What has been expressed
hitherto implies that the pre-
sent-day situation involves and
will involve a redefinition of a
series of roles that are worthy
of attention.

It is by now a widespread
opinion that a medical doctor
cannot delegate, as was done in
a not so distant future, respon-
sibility for economic aspects
which previously in the best of
hypotheses were ignored at
various levels to the point of
not existing. A move to ex-
tremes of this approach led to a
clash between the culture of
‘health without a price’ and the
culture of the binding need for
a ‘balanced budget’, with the
risks, on the one hand, of
health-care consumerism, and,
on the other, of profit for its
own sake. These aspects
should be rapidly dealt with
without worrying about exter-
nal organisation but always
bearing in mind the conception
of man and his destiny which
underlies this new approach.

5. Conclusion

In this conclusion I will offer
a number of reflections on the
role of medical doctors. Pos-
sessing the instruments to be
able to assess beforehand the
economic and social conse-
quences of a pathway of diag-
nosis and therapy, the preroga-
tive and exclusive task of a
medical doctor, is not as was
erroneously believed a factor
working for distraction in the
practice of medicine. It could
become this only if the eco-
nomic criterion is the end and
not the means.

If, vice versa, the health-care
system and the policies con-
nected with it conserve, defend
and pursue the anthropocentric
criterion, a complementing and




integrating of economics and
health will instead constitute
the most modern and most re-
sponsible method for drawing
near to a sick person.

The medical doctor, because
of his cultural, scientific and
human endowment, must not
and cannot, in the name of
ethics and his deontology, shut
himself off from the changes in
scenarios that contemporary
society rapidly proposes.

He can and must, instead,
constitute the indispensable
ring of connection and har-
monisation between two needs.
But in order to perform to the
best this evolved role that the
contemporary epoch asks of
him he must enrich his profes-
sionalism with a new knowl-
edge that is by now indispens-
able, he must address and as-
similate new disciplines so that
in the final analysis he can
draw from them the best that
they offer and place that at the
service of his patient, fully tak-
ing upon himself the exclusive-
ness and autonomy of his rela-
tionship with those who suffer
and their defence.

It is certainly the case that
this is the most intelligent but

above all the most effective
way of participating in a cor-
rectly directed restructuring of
the world of health care. But
this is also the most ethically
based method that the modern
medical doctor has available to
be able to go on being, as the
Charter for Health Care Work-
ers has it, a ‘servant of life’,
treating, and assuring, as he
has done for millennia, the best
possible service for the sick.
Scientific associations, be-
cause of their endowment of
authoritativeness and scientific
representativeness, which
marks out each of their mem-
bers, could, in my view, consti-
tute a strategic factor of deci-
sive importance in the uphold-
ing of the rights of man. For
this to take place, however, the
commitment of everyone is re-
quired and an awareness of the
responsibility fo transmit not
only scientific values but also
ethical and deontological prin-
ciples that should be imple-
mented in daily practice. This,
unfailingly, must be matched
by methodological and scien-
tific rigour which, conjoined
with intellectual honesty, con-
stitute indispensable elements

if we want to achieve the safe-
guarding of the symbolic func-
tion of being guarantors and
defenders of the right to med-
ical care and the therapeutic al-
liance, which, indeed, has al-
ways been a prerogative of
medical doctors.

But ethics and deontology
must therefore become a for-
midable instrument of all
health-care workers if they are
employed in sensitising both
public opinion and political
leaders about the strategies to
be adopted in terms of the ob-
taining and employment of re-
sources for health and health
care, not fearing to affirm that
to achieve good medicine and
good economics there must al-
ways be good ethics.
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The Precursors, Roots and Historical
Evolution of Hospitals from the
Perspective of Pastoral Care in Health'

PREMISE

This research of a historical
character engaged in with a
view to pastoral care and car-
ried out by a person who is not
a historian but only a lover of
history involves, first of all, a
presentation of a selection of
texts by recognised historians
so that their knowledge can di-
rectly reach the reader. The
methodology for this research
was conceived in line with the
following steps:

— First of all, the collection of
documentation which was as
abundant as possible on the
subject that figures in the title
of this paper, drawing upon his-
torical sources to which I have
had access, and which are listed
at the end of this paper.

— This was followed by the
drawing up of certain criteria
for the choice of these texts
which within all the material
collected illustrated in a clearer
and more direct way the aims
and the objects that were pur-
sued in the carrying out of this
work.

— Then a selection of the
texts adopted in line with these
criteria and their organisation
through a classification by
stages of the historical growth
and development of hospitals.

— The inclusion of brief com-
ments or illustrative notes in
each of the subsequent section
of the work in order to clarify
the reason for the inclusion of
each group of texts and the rela-
tionships with the other sec-
tions and the contemporary re-
ality of pastoral care in health.

— Lastly, certain conclusions
on order to demonstrate the rel-
evance of the subject to the
Campaign for the Sick 2007°
and to outline certain guidelines
for action in the present and the
immediate future.

The subject to which this pa-
per has been dedicated has not
hitherto been addressed directly
from the precise perspective of:

a. looking at the contemporary
evolution of hospitals and the
probable paths to be taken by
them in the near future in the
light of their past;* (b.) with the
express intention of examining
well the conclusions that
emerge in order to review and
decide upon the hospital pas-
toral care of the Catholic
Church in Spain.

However, I would like to ob-
serve that this dual aim will be
completely implemented only if
the outlines of historical evolu-
tion that are presented include a
detailed description of the
processes that have over time
been experienced by realities
such as, for example, Catholic
religious care in hospitals and
its successive forms or the
kinds of relationship between
society and the Church that
have influenced at every epoch
the evolution of hospitals. Sub-
jects such as these are only al-
Iuded to in this paper given the
confines of its subject matter.

I believe, however, that the
importance of offering a
panoramic vision of the histori-
cal evolution of hospitals is suf-
ficiently justified. I think that
this has already been engaged
in by the authors that I cite and
quote.

‘At the beginning of the
twenty-first century... the con-
cept of what a hospital is, is un-
dergoing the greatest change
that it has probably ever experi-
enced during the course of the
history of hospitals’ (AN-
HCAD, p. 3).

“The evolution of hospitals
over recent centuries raises the
central question of whether care
and treatment are still the pri-
mary function of this institu-
tion... its original finality was to
admit and comfort all suffering
and people in need. To a great
extent hospitals now limit their
admissions to the gravely ill
who require very sophisticated
diagnoses and treatment. The
movement towards acute
episodes of physical illnesses,
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complex technological opera-
tions and the increasing eco-
nomic cost of admissions, have
transformed  hospitals  into
places of episodic and brief
stays. Bureaucratisation, finan-
cial restrictions and the inva-
sion of every kind of equipment
have only increased the essen-
tial depersonalisation of institu-
tional care. The losses are clear.
Over three centuries of med-
icalisation  hospitals  have
moved from being centres of
care for the poor to machines
for the sick who remain without
care’ (GBR-HMH).

‘Nobody so far has sought to
seriously describe the evolution
and the development of hospi-
tals from their beginnings until
the sixteenth century... [Howev-
er] contemporary hospitals...
have their origins in those insti-
tutions that are centuries away
from us... The customs... that
today remain in the most mod-
ern structure must be seen as
the products of that epoch, and
must be examined, and where
possible replaced, by something
better’ (DJ-HUM).

One is dealing, therefore,
with examining, by looking at
past history, whether the drastic
evolution that hospitals are now
undergoing will allow these
health-care institutions to main-
tain some of the signs of identi-
ty that defined their creation
and have defines their historical
development until today, or
whether the above-mentioned
contemporary evolution will
lead them to be something com-
pletely different.

This is not a question of pure
erudite curiosity but, rather, it is
a matter of capital importance
because what is at stake is
knowing whether the experi-
ence at the level of care accu-
mulated down the numerous
centuries of evolution of hospi-
tals can still be fertile in defin-
ing the hospitals of the future,
or whether, in contrary fashion,
we must prepare ourselves for
the drawing up a death certifi-




cate for what, over seventeen
centuries of health-care history,
has been meant by the word
‘hospital’.

Before ending this premise, I
would like to add that before
speaking about the historical
evolution of hospitals one
should begin with a certain kind
of definition of hospitals. How-
ever, the dynamic of change of
this evolution involves wisdom
in proceeding and it will be de-
scription itself of the historical
development of hospitals that
presents the various profiles
that this institution of care has
demonstrated over time that
will enable us at the end of this
paper to have observed certain
general characteristics common
to varying degrees to all
epochs.’

Despite this, A. Navarro in
his work Los hospitales: con-
cepto, alcance y dimension of-
fers a concept of what a hospi-
tal is from a historical perspec-
tive and includes in this the fol-
lowing three general character-
istics: ‘A hospital means beds:
From the most ancient centres
that received this name until the
end of the nineteenth century, a
hospital meant a centre of hos-
pitality that provided food and
accommodation to those who
entered it. It was used not only
by sick people but also by those
in need. A hospital means tech-
nology. At the end of the nine-
teenth century various forms of
scientific and professional ad-
vance were achieved which
modified the concept of a hos-
pital. All of these changes re-
mained essentially the same
during the twentieth century. At
the end of the twentieth century
and the beginning of the current
century a new revolution in the
concept of what a hospital is
took place... A hospital means a
solver of clinical cases. In this
concept of the future (and the
present) laws are relativised and
even technology moves out of
the hospital-building (AN-
HCAD, p. 3s).

I would only add the hope
that a study like this will be of
use, at least at the level of the
intention, to what the Episcopal
Commission for Pastoral Care
established as an objective to be
reached through the 2007 Cam-
paign for Pastoral Care in
Health, and that at a concrete

level it will ensure that every
diocese in Spain implements
this Campaign, and hospital
pastoral care within, its sphere
of activities.

I. THE HISTORICAL
PRECURSORS
OF HOSPITALS

Some historians have traced
back the origins of hospitals to
certain specific institutions that
existed before Christianity on
the basis of the fact that some
documentary sources demon-
strate that ‘various primitive
cultures developed institutions
that had as their purpose look-
ing after sick people’.* Howev-
er the evidence of the most reli-
able authors indicates that these
institutions were only an-
tecedents of varying degrees of
remoteness of hospitals in the
real sense of the term. Of these,
the following cultures and insti-
tutions should be emphasised:

a. Ancient India: ‘The evi-
dence on ancient India refer to
centres that dispensed medi-
cines and possessed personnel
who were trained in caring for
the sick”” (TSM-H).

b. Ancient Egypt: ‘In the
Egypt of the pharaohs sanctuar-
ies existed on which we have
only vague information in
which sick people who reached
them looking for help could
stay’ (DJ-LHEM). ‘Imbhotep,
the high priest (but not a physi-
cian) and architect of the lay-
ered pyramid of King Zoser, a
Saqgarah... was seen as a divin-
ity with curative powers about
2,000 years after his death. Sick
people visited his temple look-
ing for curative sleep’(WW-
CM, p. 20). ‘The training of
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Egyptian doctors took place in
the so-termed ‘houses of life’
which were a combination of
academies, universities and li-
braries. These were government
institutions near to the great
temples whose primary task
was to protect the pharaoh
through the use of magic’
(PLE-HM, p. 17).

c. Ancient Greece. ‘In ancient
Greece the watpelov (iatreion)
was only a kind of private clin-
ic of the most eminent physi-
cians who had a habitation with
a bed for sick people where
they could be examined and
could stay’ (JMLP-MH):?
‘Roundabout the year 400 BC
on the island of Cos the build-
ing of a sanctuary was begun,
the aokAemerov (asclepieion),
which was dedicated to the di-
vine physician Asclepius, the
King of Tricca, Thessaly. Sick
people went to the temple on
Cos so that the physician-god
would cure them by giving
them advice while they were
asleep. In addition to practicing
ritual ablutions, they offered
sacrifices to the divinity and of-
ferings to the temple. Finally,
so-termed therapeutic sleep was
induced in them in the incuba-
tio, the room where they were
taken by the priests and where
they were made to lie down on
beds, the kA\vvao (clinai). Dur-
ing this therapeutic sleep Ascle-
pius appeared to the sick people
both to heal them and to pre-
scribe a remedy for them (CS-
GME, pp. 36-39)° ‘The
asklepieion experienced a sec-
ond period of fame during the
second century AD. Those of
Pergamum, Epidaurus and Cos
were famous. In them, together
with the incubatio, people
bathed, took exercise and fol-
lowed diets. Treatment with
medicines was an exception. In
reality, the majority of these
temples resembled more places
of pilgrimage than places for
treatment’ (/. c. p. 52). ‘In total,
the sanctuaries of Asclepius
survived for almost a millenni-
um, coexisting towards the end
with Christianity as it spread...
one of these temples was conse-
crated to St. Cosma and St.
Damian [and this] enables us to
detect the beginning of the me-
dieval hospital’*® (DJ-LHEM).

d. Ancient Rome. ‘In Rome
the structures of the Greek ia-
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treion were called tabernae, a
term that indicated their lack of
prestige. The only organised
care that existed was provided
in the valetudinaria™ which
were created in the large Ro-
man military camps on the
frontiers of the empire for
wounded or sick soldiers’
(JMLP-MH, p. 109). ‘Before
the year 20 AD one of the first
Roman valetudinarian created
by the legionaries was estab-
lished in Alexia, near to Haltern
in Westphalia. The personnel
included medical doctors, phar-
macists, scribes and inspectors.
In Italy great landowners also
ordered the building of these
kinds of hospitals in order to
keep their slaves in good
health, slaves who provided
manual labour and who were
looked after by physicians who
were themselves slaves’ (CS-
GME, p. 50).

Thus the forms that care for
the sick took in a number of an-
cient cultures can be seen only
as mere antecedents — and to a
rather partial extent — of hospi-
tals in the real sense of the term.
These have their real roots in
early Christianity, as historians
who will now to be quoted in
this paper have well under-
stood.

‘However, none of these in-
stitutions [those mentioned in
the above paragraphs] man-
aged to survive the cataclysms
that destroyed a large part of
ancient civilisation in Eurasia
between the years 200 and
600’ (TSM-H).

‘The search in Athens and
Sparta, Alexandria and Rome,

for institutions similar to hospi-
tals and which formed a part of
the social order of those cities
has been in vain’ (DJ-LHEM).

‘Neither the Egyptians nor
the Greeks or Romans had hos-
pitals for the poor and the sick,
with the exception of valetudi-
naria’ (CS-GME, p. 62).

‘In Greco-Roman classical
antiquity even hospitals or oth-
er equivalent institutions did
not exist” (JMLP-MH, p. 109).

“The spirit of antiquity to-
wards the sick and those in
need was not one of compas-
sion and the custom of coming
to the aid of unfortunate human
beings was born to a very great
extent with Christianity’ (F. H.
Garrison, quoted in AN-
HCOD, p.9).

‘For hospitals to exist in a so-
ciety care for a multitude of
strangers has to be necessary,
useful and socially valid.
Thus... during the first centuries
of antiquity... there were no eth-
ical or religious values that up-
held the maintenance of hospi-
tals for the poor and the sick...
In order to build and maintain
hospitals what was needed, first
of all, was a recognition of the
value of the poor and the sick...
a strong ethical impulse of a
philanthropic character’ (MAS-
LHH, p. 16s).

II. THE HISTORICAL
ROOTS
OF HOSPITALS

The texts presented in this
section clearly demonstrate that
the terrain in which hospitals
had their roots — and beginning
from which they had their his-
torical journey as well — had
characteristics that were not
known in history prior to their
birth in the Christian era. These
characteristics may be sum-
marised as being four in num-
ber: a different approach to the
sick and thus also a different
evaluation of illness; a new rule
in human relationships based
upon charity;" the extension of
care to the incurably ill, and
even to the dying; and the ap-
pearance of organised care for
the whole of the population.

‘Modern hospitals have their
origins, and even derive their
name, not in and from indige-
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nous centres of treatment, the
Greek asklepieia or the Roman
valetudinarian, but the open
houses and the hospitals created
by the Christian Church at the
end of the Roman Empire.
From the outset, Christianity
asked its faithful to help the
sick and those in need. At the
beginning of the second century
bishops such as Polycarp of
Smyrna" exhorted the clergy to
care for the sick, orphans and
widows, and the clergy began
to offer them care’ (TSM-H).

‘The spread of Christianity
represented two fundamental
changes for medical care: a dif-
ferent view of the sick and a
new rule in human relation-
ships based upon charity... In
the early Christian communi-
ties an equality at the level of
care existed; the incurably ill
were looked after and disinter-
ested medicine had acquired
meaning, even at the risk to
one’s own life. The principal
consequence of this change in
values was the appearance of
organised care for the whole of
the population which led to the
creation of the hospital as a
specific institution’ (JMLP-
MH, p. 110).

‘The invention of the institu-
tion of the hospital was the con-
sequence of this new ethical-
operative approach (the ap-
proach of Christianity) towards
the afflictive character of ill-
ness’ (PLE-HM, p. 140).

In this context it is helpful to
quote as well the theologian
Manuel Gestiera when he
speaks about the view of the
sick that Christianity brought
with it and which in the end
was translated into the creation
of hospitals: ‘The most impor-
tant contribution of ancient
Christianity within the sphere
of human suffering did not con-
sist so much in expanding the
theoretical knowledge of medi-
cine, or in the discovery of new
techniques (this was something
the Christians had to learn com-
pletely from the art of treatment
of the Greeks), as in its charita-
ble dedication to the sick and
care following the example of
the Lord. The sick ceased to be
unfortunate poor people whose
presence had to be avoided, or
sinners who bore in their flesh
the stigmata of their sin, pun-
ished by the hand of God (or




destiny), and became compan-
ions and brothers on the ardu-
ous and difficult journey of life’
MG-CM).

A. The driving forces
at the roots of hospitals

What Christianity brought
with it, in definitive terms, ac-
cording to the exhortation of St.
Paul to the Romans, was the
need to walk in a new life."* Pe-
dro Lain Entralgo, from his per-
spective as a historian of medi-
cine, points to this new experi-
ence"” as the deepest cause of
the contribution of early Chris-
tianity to the history of health
care. From this sprung those
driving forces which would
subsequently gave rise to hospi-
tals and which in very sum-
marising form took the follow-
ing concrete form:

1. The theology of Christ the
Physician, which was devel-
oped to begin with by Ignatius
of Antioch and which starting
from him was transformed into
a classic theme of Patristic liter-
ature: ‘There is only one mater-
ial and spiritual physician, Je-
sus Christ, our Lord’ (Letter to
the Ephesians, VII, 2).'

2. The theology and pastoral
care of works of mercy. ‘1 was
sick and you visited me when
you did this to my sick
brethren’ (cf. Mt 25:36.4). One
is dealing here with the ethical-
pastoral development of this
passage in the Gospel which in
a simple way and a way that
was comprehensible to every
member of early Christianity
derived practical consequences
from the theology of Christ the
Physician, as happened with
the complementary theology of
Christ the Sick Person who was
thus in need of care being pre-
sent in those who in this pas-
sage are seen as constituting his
living image."

3. The practice of hospitali-
ty: ‘practice hospitality’"® (Rom
12:13, and elsewhere). Prac-
ticed and held to be a funda-
mental human duty amongst all
the peoples of the ancient
world, hospitality in the Old
Testament acquired the rank of
an express divine mandate.

Transformed in the New Testa-
ment into a virtue and duty of
the faithful followers of Christ,
it gave its Latin name — ‘hospi-
tal’ — to those Christian institu-
tions that received and treated
the sick and subsequently to a
large number of religious Or-
ders and Congregations that
founded hospitals.

‘Hospitality in its original
meaning of sacred reception
and care in relation to friends
and strangers had been known
about and practiced ever since
the rise of the religious con-
sciousness of mankind... But
neither in the ancient empires
of the Middle East nor in Egypt
or Greek was hospitality prac-
ticed in the more specific sense
of public care for the sick... Be-
fore the advent of Christ institu-
tional care for sick people was
completely unknown’ (JAG-
YEC, p. 27s).

B. The enabling instruments

1. Personal care for the sick
in the early communities. At
the outset the enabling instru-
ments were above all of a per-
sonal character. In the early
Christian communities the bish-
op was the first person respon-
sible for care for the sick and
entrusted this task more directly
to deacons, deaconesses, vir-
gins and widows, people who in
every church formed the first
teams of visitors to, and carers
of, sick people in their homes."
‘Deacons sought out the sick,
studied each case to see which
one merited greater care,
brought them the Eucharist that
had been consecrated at the
liturgical assembly and helped
them in material terms’.”

But presbyters were also in-
volved in this task, as was at-
tested to by St. Polycarp of
Smyrna at the beginning of the
second century: ‘The presbyters
should be filled inwardly with
compassion and should be mer-
ciful to everybody... visiting all
the sick™' (St. Polycarp, Letter
to the Philipessians VI).

2. The creation of care
houses (xenodoquios). The
deacons, who were more direct-
ly in contact with what we
would today call health-care
situations, were very probably
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the first people to realise that
home care for the sick did not
meet all needs and that it was
necessary to create special
places to take in and care for
sick people who were extreme-
ly poor or were homeless. As a
consequence, they were the first
and most important supporters
of these care homes. Indeed, we
know that in ‘the middle of the
third century St. Laurence, the
archdeacon of the Church of
Rome, established a hospital
(xenodoquio) where the sick
people of the community re-
ceived care’ (cf. JAG-YEC, p.
33). ‘The EgvodoyLov, or xen-
odoquio,”* was the care home
for sick people and poor people
that the Christian communities
created from the second century
onwards... and which were
obligatory from the fourth cen-
tury onwards... In the year 325
the Council of Nyssa ordered
(by canon 70) all bishops to
create in their own dioceses a
Eevodoylov a hotel or care
home for foreigners, poor peo-
ple or the sick... This petition
was formulated once again by
the fourth council of Carthage
which was celebrated in the
year 398’ (CS-CM, p. 60).

III. THE STAGES
OF THE HISTORICAL
EVOLUTION
OF HOSPITALS

A. From the fourth century
to the end of the medieval
period

Leaving aside the discussions
of the theoreticians of history
about when the separation of
the so-called Dark Ages and
Middle Ages took place, it is
clear that the last thirty years of
the fourth century AD repre-
sented a real milestone in the
subject that is addressed by this
paper because it was at that
time that the first hospitals ap-
peared, as is demonstrated by
the authors that will now be
quoted. In addition, this histori-
cal period, which was begun
with the foundation of a hospi-
tal by St. Basil of Caesarea, of-
fers at the level of its develop-
ment certain homogenous char-
acteristics which continued
with only a few variations until
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the appearance of the national
European States between the
fifteenth and the sixteenth cen-
turies. This does not remove
that fact that during this period
there were a series of phases, in
particular because during this
period an enormous number of
hospitals arose and the varied
character of the people for
whom they were intended was
notable.

1. The beginnings

‘Until the fourth century AD
within the ancient world there
did not exist a system of care
for those in need and for the
sick. During that century, how-
ever, the Christian Churches of
the East... created that charita-
ble institutions which would
subsequently be called a *hospi-
tal’ (MAS-LHH, p. 21).

a. The Hospital City of St.
Basil of Caesarea. Although
there are those who have
deemed” the first hospital in
history the one that was built in
365 at Sebastes* by Bishop Eu-
stace, which was for pilgrims
but also for the sick, the most
scrupulous authors declare that
the first hospital was the work
of St. Basil and his Hospital
City. ‘The first evidence about a
Christian hospital comes from
the year 370 when Basil the
Great founded a large building
for the sick in front of the gates
of the city of Caesarea, now
Queisari, in Cappadocia’
(JMLP-MH, p. 119). ‘In 370 St.
Basil founded a hospital in Cae-
sarea in Cappadocia and thus
truly began the history of hospi-
tals at the hands of Christianity.
Subsequently the hospitals of
Edessa (375), Antioch (before
398) and Ephesus were create’
(451) (CS-CM, p. 62). ‘Round-
about the year 370 St. Basil of
Caesarea opened an institution
where sick people were looked
after by medical doctors and
nurses and until 410 the monk
Neilos of Ancira regarded the
hospital doctor as a habitual fig-
ure of the Greek Christian
world. These first hospitals
evolved from homes of care, in-
cluding, however, in their ser-
vices, free medical care to those
people who had been admitted
to them’ (TSM-H). ‘With the
foundation of a number of ma-

jor hospital structures by Basil
the Great, near to Caesarea in
Cappadocia, the history of hos-
pitals in the Christian East be-
gan’ (PLE-HUM, t 3).

The driving forces to which I
referred in section II. A con-
verged with the appearance of
the hospital city of St. Basil and
his hospital. The theology of
Christ the Physician took con-
crete form when Christian med-
ical doctors were incorporated
into this hospital and into those
that were created afterwards.
These were Christians who ex-
ercised their Hippocratic-
Galenic profession convinced
that medicine was the instru-
ment by which they could ren-
der operative the charity of
Christ in the person of the sick.”
As regards the practice of hospi-
tality and merciful care for the
sick, the foundation of St. Basil
was also the convergent result
of the experience of early Chris-
tian monasticism in the East.
This is borne out by the two
quotations that now follow.

‘It should be borne in mind
how much it [the hospital city
of St. Basil] resembled the
foundations of the monasteries
that took place during that
epoch... Roundabout the year
320 Pacomius brought together
a number of hermits north of
Tebas in Egypt for work, prayer
and community life. It was
from this precise moment on-
wards that Christian monaster-
ies were born... The few
decades (from 320 to 370) be-
tween the creation of the first
monasteries and the creation of
the first hospitals in Christen-
dom obliges us to see these two
new institutions as contempora-
neous... The most important
fact is the relationship that ex-
isted between monasteries and
hospitals, between life for itself
and life for the community’
(DJ-LHEM).

‘Palladian offers a fine sum-
mary of the social care provid-
ed by hermits who did wonders
in caring for the sick... care in
homes and hospitals, and the
duties of the most disinterested
hospitality for those in need...
The Pacomian monasteries did
not tarry in organising their so-
cial activity through the cre-
ation of special houses for
strangers and pilgrims, which
were run by medical doctors
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who looked after sick monks
and pilgrims... The great impor-
tance that monasticism attrib-
uted to hospitality meant that
next to each monastery linked
centres arose to care for the sick
people of the environs... The
taking over by monasticism of
the charitable and social work
of the Church was the work of
Basil... The great merit of St.
Basil was to have definitively
linked eastern male monasti-
cism to the daily hospital work
of the Church’ (JAG-YEC, pp.
49-51).

St. Basil, therefore, was the
man who began to unite these
two genuinely Christian institu-
tions: monasticism and hospi-
tals. And this union would be
consolidated in the West by St.
Benedict of Norcia, as we will
see below. For the moment I
will add the fact that it was
specifically St. Basil who was
the author of those Rules*
thanks to which most of the
monasteries of the East were
made Christian and when
adapted to the mentality of the
Latin West acted as a basis al-
most a century later for the
Benedictine Rules.

‘During the fourth century
Christian bishops built hospi-
tals and later on more spe-
cialised centres for the sick...
During this century the cities
of the eastern provinces were
subjected to an influx of poor
people from the countryside
who emigrated to the cities
looking for food and work. The
classic civil institutions were
not able to feed, house and
look after these new residents
and the local bishops used the
growing resources of their
churches to build hospitals and
care homes for these immi-
grants, thereby securing the ap-
preciation both of many poor
people and the aristocrats of
the cities’ (TSM-H).

‘The first hospitals were
funded by the revenues from
the lands donated by the local
bishops. As a result, rich aristo-
crats and emperors increased
the resources of these hospitals.
As  Christianity  gradually
spread, some aspects of classi-
cal civilisation were destroyed
whereas others were simply
redirected. For example, where-
as Christianity willingly accept-
ed the classical obligation of




aristocrats to benefit cities, the
Christian Church encouraged
them to give their donations to
institutions such as hospitals
rather than to palaces and orna-
mental colonnades, as had been
the practice previously’ (I. c.).

b. The xenodochi for sick
people in Rome, the Merovin-
gian kingdom and the Kingdom
of Spain in the Christian West.
The first person to provide in-
formation on the birth of real
centres for the sick in the West
at the end of the fourth century
and the beginning of the fifth
century was St. Geronimo.” ‘In
the western part of the Roman
empire all the processes re-
ferred to developed with lesser
intensity and much later. In ad-
dition, the professional physi-
cians were few in number and
held in low esteem.” Thus the
development of hospitals in
western Europe was not at the
same level as that of the East
until the end of the medieval
period’® (MAS-LHH, p. 23).
‘The first information that we
have on Christian hospitals in
western Europe goes back, in
Italy, to the end of the fourth
century, with the foundation in
Rome of a hospital by Fabiola,”
which was followed by that
founded by Pammachius, built
in Ostia roundabout 395... In
Spain it appears that in 580 Ma-
sona founded a hospital in the
city of Merida, of which he was
the bishop... In Merovingian
France, Bishop Caesarius of
Arles built a hospital round-
about the year 500" (DJ-
LHEM).

2. The Byzantine hospitals

These constituted the natural
and immediate development of
the work of St. Basil and his
successors, beginning a trajec-
tory of care that was increasing-
ly marked by the employment
of the medical science of the
time, that is to say a medical
science based on Hippocrates
and Galenus. The Byzantine
model then passed onto the me-
dieval and modern Islamic
world and to the Christian-Ro-
man West from the twelfth cen-
tury onwards.” A number of
quotations now follow which il-
lustrate this development. ‘The
most ancient names and desig-

nations that come down to us to
describe the hospitals of the
medieval period point to the
East: mavdoyewov  pando-
queion, a home for pilgrims;
gevodoylov xenodochio, a
home for strangers; and vooo—
XOowov, nosocomion, a home
for sick people’ (JAG-YEC, p.
42). ‘Hospitals developed most
rapidly where they had first ap-
peared, that is to say in the east-
ern half of the Roman empire.
The major cities of the Mediter-
ranean and the political stability
of the eastern Roman, or
Byzantine, empires fostered a
further evolution in hospitals.
Until the end of the fourth cen-
tury Christian hospitals, such as
the Zoauypov Envov (Sampson
Xenon) of Constantinople, had
special operating theatres for
patients and for patients afflict-
ed by eye illness. In addition,
the principal physicians opyt—
atpol archiatroi) of the Byzan-
tine capital were given every
month funds to treat the sick in
the Sampson hospital and other
hospitals in the city. During the
course of the twelfth century
the hospitals of Constantinople
were transformed into relative-
ly sophisticated medical cen-
tres. The Iavtoyporop Eevov
(Pantocrator Xenon) (which
existed until the fall of the em-
pire) had five specialised the-
atres, eighteen physicians, thir-
ty-four female nurses, eleven
servants and a storeroom with
drugs and medicines supervised
by six pharmacists. The Panto-
crator treated patients both in-
side and outside its walls’
(TSM-H). ‘From the outset the
Christian hospitals of the
Byzantine cities were intended
for the poor but as these institu-
tions were gradually trans-
formed into sophisticated med-
ical centres, a number of sick
people belonging to the middle
and upper classes began to ask
to be provided with their ser-
vices’ (I. ¢.). ‘Mention should
be made of the fact that a non-
profit-making institution, fi-
nanced by donations, income
and taxes and administered by
the Church and by the imperial
bureaucracy was able to attain
such very high levels of excel-
lence. The scientific level and
the level of care was far greater
than that of the contemporary
hospitals of the Christian West.
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They were utilised for the
teaching of medical science and
played an irreplaceable role in
the conservation of ancient
learning and  knowledge’
(MAS-LHH, p. 25).

3. Islamic hospitals

Although the appearance and
the development of Islamic
hospitals does not seem to be
directly relevant at first sight to
pastoral care in health, the ref-
erences to them in the quota-
tions that follow clearly demon-
strate that Islam — whose histor-
ical contribution to medical sci-
ence was notable, at least be-
tween the eighth and thirteenth
centuries of the Christian era —
received its idea of what a hos-
pital was from Christianity.
‘Like Byzantine hospitals, Is-
lamic hospitals evolved started
from the Christian philanthrop-

ic institutions of the major cities
of the Byzantine empire. When
in the year 489 the Emperor
Zenon expelled the Nestorian
Christians from Syria, many of
them sought refuge in Persia
where they created hospitals
modelled on the hospitals of the
Byzantine cities. This was the
case, for example, of the hospi-
tal in Antioch. When the Mus-
lims conquered Sasanid Persia
in the seventh century they en-
tered into contact with the
Nestorians and, struck by their
medical skills, they adopted
many Syrian medical traditions
— teaching methods, scientific
texts and hospitals — as a model
for the corresponding Islamic
institutions’ (TSM-H). ‘Islamic
hospitals began to exist after the
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Arab conquest of the territories
where hospitals with Byzantine
origins and physicians with a
classic training existed. Thus
the first Muslim hospital seems
to have been built in the city of
Damascus roundabout the year
707, with the help of Christian
Syrians who already had their
own charitable institutions’
(MAS-LHH, p. 25).

4. Hospitals in the
medieval West

The hospitals that came into
being in this geographical re-
gion during this historical peri-
od did not achieve the high lev-
el of medical care and institu-
tional organisation reached by
the Byzantine and Islamic hos-
pitals until developments in
Italy during the fourteenth cen-
tury, perhaps with the excep-
tion of the hospital created by
the hospital monks/knights of
St. John in Jerusalem after the
conquest of that city by the
crusaders. ‘Hospitals devel-
oped more slowly in the Ro-
man empire of the West... The
invasions by the barbarians
from the north and the Muslim
advances in Africa hindered
political, economic and social
life. There were few cities that
survived and which in terms of
size and complexity could sup-
port medical centres similar to
the hospitals to be found in
Byzantium and the Muslim
worlds’ (TSM-H).

A rather approximate de-
scription of the nature, function
and users of most of the kinds
of hospitals that will be cited in
this chapter is that to be found
in the following quotation. ‘Al-
though medieval hospitals did
not have a directly clinical pur-
pose but, rather, a charitable
one, because they dealt with all
kinds of people in need (or-
phans, widows, travellers, pil-
grims, the sick and the poor),
everyone was offered accom-
modation and food. The first
objective, logically, was to care
for all those could be cared for,
although at times there was a
shortage of therapeutic re-
sources; many people in-
evitably died but were cared for
until their deaths with especial
attention being paid to their
spiritual healing’ (CCPA-HCP).

Some characteristics that

should be stressed about the
creation of hospitals rather than
their evolution in the medieval
West are: the variety of support-
ers who were involved in their
foundation, the large number of
hospitals that arose during that
period in Europe, and the grow-
ing diversification of users and
the services that were provided
in them. This was an epoch
which lasted for more than a
millennium and it had a number
of features that should be men-
tioned. ‘The first xenodochi of
Syria and Byzantium, the
homes for pilgrims in Gaul dur-
ing the Merovingian epoch, the
infirmaries of monasteries prior
to and after the reform of
Cluny, the hospitals of the Or-
ders of knights in the Holy
Land, the foundations of bish-
ops in cathedrals, the leper
homes and the homes for
plague-victims run by the cities
and the homes for the mentally
ill: all of this must be must be
taken into account if one wants
to achieve an overall vision of
hospitals during the Middle
Ages’ (DJ-LHEM).

a. The monastic infirmaries
and the hospitales pauperum.
‘Infirmorum cura ante omnia
adhibenda est, ut sicut re vera
Christo ita eis serviatur’™
(RSB, XXXVI). This succinct
phrase from the Rules of St.
Benedict perfectly sums up the
spirit that gave rise to the devel-
opment of hospitals in the West
from the fifth century onwards.
This impulse took place first of
all as a result of monastic medi-
cine which developed in shad-
ow of the Benedictine Order
depite what certain Enlighten-
ment thinkers later thought. ‘At
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the end of the Enlightenment
Kurt Sprenger (1823) discredit-
ed the monastic doctors, giving
them the appelation of
guardians of the sick who were
pious and fanatical,** unworthy
of being defined as doctors.
Monastic medicine, however,
offers an exemplary vision of
the structure and the essence of
the art of treating of the High
Middle Ages’ (DJ-LHEM).
‘The spirit of the Regula Bene-
dicti [was] a key to spiritual life
that led man, fragile and perish-
able, to stabilitas, that is to say
to the salvation of his integri-
tas... For centuries, ever since
in 529 St. Benedict of Norcia
(480-543) had founded a
monastery in Montecassino,
providing it with his Rules, they
were seen as the fundamental
book of medieval life together...
In chapter 36 of the rules one
can read [in addition to the quo-
tation at the beginning of this
chapter] ‘The abbot will watch
over with greatest attention to
ensure that they are not neglect-
ed from any point of view... The
sick, however, should be aware
that they are served out of love
for God and should not oppress
with excessive demands the
brothers who care for them’.
This special concern for the
sick — which was different from
the way in which they were
treated by other cultures — in
whom Christ himself was seen,
obliged the monks to provide
active service and the abbots to
organise care for the sick, for
whom was required an isolated
and suitable place (cella super
se deputata), an organised med-
ical service, and, lastly, those
instruments that were neces-
sary. The regulations of the ab-
bots even covered the bath-
rooms: ‘the sick should be al-
lowed to use the bathrooms
whenever necessary’. In addi-
tion, the sick were administered
a special diet, rich in meat, as
well as the drugs and medicines
that were necessary, which
came from the pharmacy and
the herb garden of the
monastery... The Regula Bene-
dicti also laid down concrete
rules for the organisation of
hospitals, adding to the pious
duties of abbots those of regu-
larly visiting the sick, being
concerned with their status
preasens (their situation at any




moment) and their processes of
healing, and watching over the
treatment to which they were
subjected... They also had to su-
pervise the behaviour of the
watchmen, the bursars and the
heads of the dispensaries. As a
result of these regulations, the
medieval monasteries had in
addition to a refectory and a
dormitory also an infirmary (in-
firmarium), a library, an or-
chard (hortulus) and a scripto-
rium.” In the plan that we still
have today of the monastery of
San Gallo (Switzerland) the
idea that governed care for the
sick is clearly evident. Together
with a hospital it also had a
home for the medical doctors
(domus medicorum), a house
for bleeding, a bathroom (baln-
earium), a storeroom for drugs
and medicines (armarium pig-
mentorum), a dormitory for the
gravely ill (cubiculum valde in-
firmorum), and next to that spe-
cial accommodation for their
medical doctor (mansio medici
ipsius)’ (PLE-HUM, t 3). ‘In
addition the recommendations
of the Rules on the promotion
of a scientific programme, to-
gether with prayer and work,
were decisive for practical
medicine... This lifestyle, which
was characterised by modera-
tion, discipline and order in dai-
ly tasks, and regulated in a
rhythmic and reasonable way,
was the lifestyle created in the
West’ (1. c.).

‘The creation in monasteries
of infirmaries not only for the
members of the community but
also for the poor of their local
areas and for pilgrims, and the
early home visits which accord-
ing to some documents were
made by monks, arose out of
this spirit... The interpretation of
dietetics as a regula vitae or or-
do vitalis* — that is to say the es-
sential connection between the
rules for Christian perfection
constituted by the statutes for
monastic life, on the one hand,
and various dietetic prescrip-
tions for healthy and sick peo-
ple, on the other — was observed
and emphasised by H. Schip-
perges’ (PLE-HM, p. 189).
‘Care for the sick in the hospi-
tals of monks integrated spiritu-
al care with material care. The
sick people who were admitted
to these hospitals usually began
by receiving the gospel washing

of their feet, they then took part
in the prayers and divine of-
fices... the principal forms of
treatment were rest, warmth, di-
et, herbs, oils and bleeding. The
medical tasks were performed
by the monks themselves’
(MAS-LHH, p. 28).

b. The Carolingian renais-
sance and the appearance of
the word ‘hospital’. Charle-
magne, whose, reign lasted for
forty-seven years, was crowned
the first emperor of the Holy
Roman Empire by Pope Leo
II1. Under this ruler, there took
place the so-termed Carolingian
renaissance which gave a new
impulse to the renewal of build-
ings which from that point on-
wards would be called ‘hospi-
tals’. ‘“The word ‘hospital’,
from the Latin hospes (guest,
friend, invited person or for-
eigner), goes back to hospitium.
The term ‘hospital” appears for
the first time in the eighth cen-
tury when some of the xen-
odochi renewed by Pope
Stephen II (752-757) received
the name of hospitalia, hospita-
larii or infirmarii (CS-CM, p.
62). ‘In the decaying western
cities of the High Middle Ages
it was the bishops who estab-
lished charitable work, encour-
aged in this by the Councils
which obliged them to allocate
a part of their revenues to sup-
porting and housing the poor...
It was, however, in the rural
monasteries that the most typi-
cal form of care of the High
Middle Ages was organised...
In addition, the monasteries
conserved what remained of the
writings of ancient knowledge.
And some monks acquired
medical knowledge. Thus the
medieval monasteries organ-
ised care for sick monks and all
guests who asked for it
(MAS-LHH, p. 28). ‘During
the High Middle Ages the hos-
pitals were largely the responsi-
bility of the monastic Orders’
(JMLP-MH, p. 171).

However monastic medicine
decreased in importance from
the eleventh century onwards.
Various causes lay behind this,
such as changes in the lives of
monks and the lower level of
dedication to the sick, the ap-
pearance of the Medical School
of Salerno® — where only lay
medical doctors were trained —
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and the increases in the contacts
with the Byzantine East, above
all beginning with the Cru-
sades. All these facts made up
the beginning of another stage
in the historical evolution of
European hospitals, and of care
for the sick as well, as the fol-
lowing quotations bear out.
‘The Benedictine reform of
Cluny of the tenth century ar-
gued that care for the sick with-
in the walls of monasteries dis-
turbed the peace of monastic
life. This was the reason why
numerous European monaster-
ies transferred their hospitals to
lay hands and to the military
Orders as well’(l. c. p. 86s).
‘The era of monastic medicine
came to an end during the
twelfth century. In 1130 the
Council of Clermont decreed
the abolition of this practice to
clerics and monks, and this de-
cree was supported by the sub-
sequent Council of Tours
(1163) and by the fourth Later-
an Council (1215)’ (FRH-CM,
p-72).

c. The hospitals of the mili-
tary Orders.” From the twelfth
century onwards new forms of
hospital care appeared in Eu-
rope which received their first
impetus from the new hospital
orders that arose with the Cru-
sades (MAS-LHH p. 29).* ‘A
year before [the conquest of
Jerusalem by the crusaders in
1099) a number of merchants of
the Amalfi had founded in the
Holy City, near to the Church of
St. John, which was located
near to the Holy Sepulchre, a
refuge that took in pilgrims.
This gave rise to the first hospi-
tal of the Order of St. John of
Jerusalem, which was approved
by the Pope in the year 1120. It
was said that this hospital
aroused the admiration of Mus-
lims to the point that, according
to a legend, Saladin himself had
himself treated there in secret.”
Because of its high level of or-
ganisation in the care it provid-
ed for the sick, this hospital be-
came a model for those hospi-
tals that were later built in west-
ern Europe’(DJ-LHEM). ‘The
motto of the Order was ‘de-
fence of the faith and service to
the poor’. The tasks of caring
for the sick to be found in the
Statutes served as a model for
other Orders: for each medical
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service four medical doctors
had to be provided of proven
experience, amongst whom two
surgeons. Each ward had to
have nine auxiliaries. Sick
women had to be cared for by
women. The sick were ‘lords
who had to be looked after with
the greatest care’. Within the
Order, brothers, who made up
the third level, together with
knights and clerics, were allo-
cated to caring for the sick’
(IM-LMMC, p. 141). ‘In 1119
the Order of the Temple was
created. Its name came from its
first residence, near to the Tem-
ple of Salomon in Jerusalem; at
the outset its goal was the pro-
tection of pilgrims. Another
community of knights provid-
ing care was the Order of Teu-
tons which was created in a
hospital in Jerusalem that had
been opened in 1142’ (1. c. and
JLE-HUM). ‘The Order of Teu-
tons arose from the Hospital of
St. Mary of Jerusalem and the
temporary hospital that was
created by German merchants
in Acri in 1190. Those responsi-
ble for the hospital adopted the
Rules of the Hospital Orders
and were recognised by the
Pope in 1191. Shortly after-
wards, this charitable Order
was transformed with the ap-
proval of the Pope into a mili-
tary Order with the mission of
caring for the sick and combat-
ing the infidel enemy’ (GZ-
LCT, p.97).

d. The proliferation of hospi-
tals in medieval Europe. The
model of the Hospital of St.
John of Jerusalem, imported in-
to Europe where cities acquired
new vigour from the thirteenth
century onwards, inspired the
proliferation of hospitals,”
whose principal characteristics
are described in the quotations
that follow and from which one
can understand that the owner-
ship, the intended patients and
the characteristics of some of
them were the same.

Civil hospitals. ‘These were
founded by charitable associa-
tions supported by the middle
classes,” whose power in-
creased as the medieval period
advanced. One of these associa-
tions was the Brotherhood or
Order of the Holy Spirit* which
was promoted by a certain Gui-
do and it founded a hospital in

Montpellier roundabout the
year 1180. Just twenty years af-
ter this, this Brotherhood creat-
ed around Guido administered
another nine hospitals and in
1204 Pope Innocent III entrust-
ed the administration of the
Hospital of the Holy Spirit, near
to the Tiber, a few yards from
the Basilica of St. Peter’s in
Rome, to this Brotherhood.
This hospital was the forerun-
ner of many others with the
same name in Spain, France
and Germany’ (DJ-LHEM).

Episcopal hospitals. ‘The im-
portant contribution of bishops
(St. Basil, St. Caesareus, Ma-
sona, etc.) to the construction of
hospitals during Christian antiq-
uity has already been ob-
served.” References to this ac-
tivity in the medieval West be-
gan to appear between the years
800 and 1,000. One model of
this kind of hospital was the
Hotel-Dieu* in Paris, Chartres,
Amiens and many other cities.
They were built near to cathe-
drals (such as that of Magonza:
hospitale pauperum ante eccle-
siam maiorem constructum)®’
and at times were promoted by
the chapters of the cathedrals
themselves’ (1. c.).

Town hospitals. ‘These were
built in cities that obtained a
greater political independence
and were endowed with their
own municipal sovereignty.
They were a sign of the power
and the increasing activity of
the middle classes. Their man-
agement was entrusted to reli-
gious bodies because at the
time a bourgeois hospital was
inconceivable without an altar
and clergy or a community pro-
viding care that had a semi-
monastic life, usually a follow-
er of the Rules of St. Augustine.
Many of them became the
points of departure for contem-
porary hospitals’ (/. c.).

Royal hospitals and hospitals
of the nobility. ‘From the High
Middle Ages onwards the mon-
archs of the principal Christian
kingdoms which arose after the
decline of the Carolingian Em-
pire, like the most powerful no-
bles, took the initiative of
founding hospitals both to
demonstrate the generosity of
their rule and to make the scales
of the final judgement lean in
their favour. Thus some of the
most important medieval hospi-
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tals arose, the royal hospitals,
whose influence and activities
went well beyond the beginning
of the age of the Renaissance’
(I.c.).

Hospitals for pilgrims. ‘With
regard to these kinds of build-
ings it is possible to follow the
thread of a tradition which, be-
ginning with the hostels for pil-
grims of the East and of Rome
during the fifth century, have
come down to our days in Lore-
to, Lourdes and Fatima. But the
culminating point of this devel-
opment was reached round-
about the year 1200 when the
pilgrimages to Santiago de
Compostela spread out from
various places in Europe. In that
epoch hospitals for pilgrims of-
fered not only accommodation
and food but also health care to
sick pilgrims™ (/. c.).

Cruciform hospitals. ‘These
hospitals, many of which took
the architectural form of a cross
— for which reason they were
often called hospitals of the
Holy Cross, constituted the
forerunners of the subsequent
general hospitals because they
were created out of a fusion of
the old leper hospitals and other
smaller hospitals, at the outset
to unify and give greater effica-
cy to the hospital care of the
time ([. c.).

Hospitals for lepers.* ‘Dur-
ing the medieval period™ there
were a large number of leper
hospitals in Europe. It is calcu-
lated that in France alone,
roundabout the year 1225, there
were over two thousand houses
for leprosy victims. The typical
leper hospital was surrounded
by a wall, had a small stone
chapel (which in general is the
only thing that remains today),
a large number of small wood-
en houses, most of which have
been lost, and always a ceme-
tery... From the second half of
the fourteenth century onwards
the first hospitals for plague
victims began to be founded
which gradually replaced the
leper hospitals’ (DJ-LHEM).

Hospitals for the mentally ill.
‘A large number of historians
have argued that before the
French Revolution there only
existed chains or cages for the
mentally ill, and exorcisms and
burnings for witches. This is
completely false and laughable
for those who even superficial-




ly know about the realities of
the hospitals of the medieval
period’ (PLE-HUM,; t. 3). ‘“The
hospitals for the mentally ill be-
gan to take shape during the
High Middle Ages when those
who needed help because of
this kind of infirmity visited
churches where a male or fe-
male saint was buried to whom
they prayed. A step forward
took place with the appearance
of the Order of St. Alex which
was dedicated almost exclu-
sively to taking care of these
kinds of sick people... At the
end of the medieval period spe-
cial cells existed for mad peo-
ple in the ‘general’ hospitals.
These structures were impor-
tant forerunners of the later lu-
natic asylums’ (I. c.).

From the medieval period to
the Renaissance: hospitals in
Italy in the fourteenth and fif-
teenth centuries. ‘Basing them-
selves on the hospital of
Jerusalem, the communes of
Tuscany began to build their
own hospitals in the thirteenth
century. Before the thirteenth
century, for example the city of
Sienna built one to whose per-
sonnel, differently from the Ho-
tel-Dieu in Paris, belonged a
medical doctor, a surgeon and a
pharmacist. In 1288 Folco
Portinari, the father of Dante’s
Beatrix, founded the Hospital
of St. Mary in Florence which,
towards the fifteenth century,
became an experimental centre
for medical treatment. A docu-
ment dated 1500, but which re-
flects previous arrangements,
reveals that the Hospital of St.
Mary paid six of the best doc-
tors of Florence to visit the sick
every morning. In addition,
three young interns lived per-

manently inside the hospital. In
exchange for accommodation,
work and the valuable opportu-
nity to acquire experience at the
level of medical practice, they
attended to the three hundred
patients in the hospital, fol-
lowed what was going on and
drew up reports for the appoint-
ed doctors’ (TSM-H). ‘The
Hospital of St. Mary was not a
death trap, like the less organ-
ised hospitals, nor was it a
home where only the sick poor
were given food. It provided to
its patients access to the best
doctors in society and an excel-
lent number of recoveries were
registered... At Santa Maria
Nuova the interns attended to
the patients without being paid
not only because theirs was a
virtuous service but also be-
cause it offered them an incom-
parable opportunity to observe
the development of many ill-
nesses’ ([. c.). ‘During the six-
teenth century the professors of
medicine of Padua, in the terri-
tory of Venice, established for-
mal clinical training in the Hos-
pital of St. Francis. Many stu-
dents from North Europe came
to study in Padua because of the
excellence of its empirical
training’ (L. c.).

d. Conclusion on the hospi-
tals of the medieval period. The
most recent studies on the hos-
pitals of that vast period known
as the Middle Ages have man-
aged to go beyond the historical
prejudices in which the Enlight-
enment thinkers of eighteenth
century and those of scientific
and medical positivism fell, as
is borne out by the following
statements of Timothy S.
Miller. ‘Modern scholars have
not felt inclined to engage in re-
search into medieval hospitals
because they thought that these
were badly equipped places
which offered the sick minimal
medical care. the intellectuals
of the eighteenth century con-
trasted the effectiveness of sci-
ence in treating man’s illnesses
with the uselessness of Christ-
ian charity which at the most
provided only relief and not re-
al remedies. However the hos-
pitals of Renaissance Italy like
those in medieval Constantino-
ple and Baghdad demonstrated
that philanthropic institutions
were not necessarily isolated
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from scientific medicine. In-
deed, the hospital service in
Italy came to constitute a vital
part of medical training, first in
Florence and then at the Uni-
versity of Padua. In hospitals
such as Santa Maria Nuova the
Christian commandment to
help the needy was combined
with a sense of civic pride and
with a concept of professional
ethics on the part of medical
doctors to create situations
which were at one and the same
time truly philanthropic and ef-
ficient in the art of treating and
caring for the sick’ (TSM-H).

B. Hospitals during
the modern age

After the above description
of the direction that the evolu-
tion of hospitals in Italy took at
the end of the medieval period
and the beginning of the Flo-
rentine and Paduan Renais-
sance, one may observe that the
new historical period which we
commonly designate the ‘mod-
ern age’ clearly demonstrated a
further evolution in the idea of
the hospital and its features. We
should point out here four mo-
ments that followed each other.

1.The Renaissance hospitals;
the secularisation
of hospitals begins

For reasons of brevity, the
quotations of this section refer
only to the evolution of hospi-
tals during the Spanish Renais-
sance. There are two important
reasons behind this decision:
the first is that this evolution
was in general representative of
that which took place in other
European countries; secondly,
the transplanting of the Spanish
model of Renaissance hospitals
into the new world is worthy of
especial mention, as is shown in
section b.

‘During the years of the Re-
naissance a greater involvement
of public authorities in the gov-
ernment of hospitals became
evident. The municipal and
state authorities began to admit
that hospitals were their respon-
sibility. And the state began to
become responsible for public
welfare. In this way the secu-
larisation of hospitals was set
in motion... Throughout Europe
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royal and municipal hospitals
began to be founded. In the ma-
jor cities some religious hospi-
tals came under civil jurisdic-
tion... This does not mean that
religion was ignored... Hence
the internal working of hospi-
tals continued to adhere to the
model of religious and monas-
tic life” (MAS-LHH, p. 32s).

‘During the Renaissance,
Spanish society contributed to
the fight against illness by sup-
porting hospitals that had been
created in previous eras and by
creating new and more ad-
vanced hospital centres. Three
fundamental aspects charac-
terised the organisation of hos-
pitals in Spain during the last
years of the sixteenth century
and during the seventeenth
century: a new architecture for
hospitals, in the form of a
Greek cross, with four walk-
ways or cloisters, a rule that
was applied for the first time to
the Royal Hospital of Santiago
and later applied repeatedly by
the other Renaissance hospi-
tals of the peninsula’ (PLE-
HUM, t. 4).

‘As regards the architecture
of hospitals, the Renaissance
introduced a renewal of forms...
hospitals stopped having the
appearance of churches and had
more the appearance of palaces.
They could use four halls
placed around a patio, and gave
rise to a design that took the
form of cloisters’ (MAS-LHH,
p-33).

‘The evident appearance of
specialised hospitals, such as
hospitals for people with infec-
tious diseases, the incurably ill
and the convalescent, hospitals
for people suffering from
syphilis, military hospitals, hos-
pitals the mentally ill and mad-
houses etc.” (PLE-HUM, t. 4).

‘During the Renaissance
there began the process of sepa-
rating hospitals in the strict
sense from nursing homes or
accommodation houses for the
poor. Amongst the factors that
contributed to this process were
the ineffectiveness of medieval
hospitals in the new socio-eco-
nomic conditions, the change in
the way poverty was seen, and
the beginnings of the modern
state’ (JMLP-MH, p. 282s).

‘The incipient centralisation
of many institutions which took
place with the explicit aim of

performing their function of
providing treatment and care in
a better way. Here, for example,
Philip II decided to regulate the
hospitals of Madrid by placing
all the old institutions of St.
Lazarus, of Muslim origins, the
Hospital of St. John of God
(152) and the Hospital of Peace
within a single organisation’
(PLE-HUM, t. 4).

‘During this period various
Orders dedicated to medical
care and strictly charitable
tasks came into existence. The
Order of the Hospital Brothers
of St. John of God, which was
approved in 1571 by Pope Pius
V and spread rapidly in Spain
and America, became very
widespread’ (PLE-HUM, t. 4).%

Reference should be made to
a very important characteristic
of this period which affected
the Renaissance hospitals both
in Spain and other European
countries and which was to
characterise for at least three
centuries their way of providing
care and treatment and the char-
acter of their patients. I am re-
ferring here to the change in the
way poverty was seen that was
produced by the humanists of
the Renaissance and the conse-
quences that this had for the
world of hospitals.

‘Another modern feature of
the intervention of the Crown...
was the promotion of houses
for poor people. These were
clearly separate from hospitals
because they centred around the
idea of providing aid to the
poor... During the Low Middle
Ages poverty had had positive
connotations based principally
upon charity as a central Chris-
tian notion of human relation-
ships. Poverty out of choice
was a basic element of the men-
dicant Orders and was seen as a
way of drawing near to Christ...
[Poverty] freely taken on, if
adopted with resignation, was
also seen as a propitious condi-
tion by which to acquire eternal
salvation. The poor were seen
as intercessors in relation to
God and providing aid to them
was seen as a social expression
of charity’ (. c.).

‘The change that was pro-
duced during the course of the
sixteenth century and which led
to a negative assessment of
poverty was the result first of
all of the transformation in so-
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cio-economic structures. Popu-
lation growth, associated with
changes in agrarian production
and the appearance of a pre-in-
dustrial, pre-capitalist economy
led to a sizeable increase in the
number of the poor throughout
Europe’ (I.c.).

‘Another factor which had a
negative effect on the approach
to poverty was the exaltation of
work by the humanists... this
was the context of the current
of ideas on ‘poor relief’, whose
point of departure was usually
to be found in the De subven-
tione pauperum (1526) of Luis
Vives. As Cavillac has ob-
served, Vives was the first
writer of tracts to deal with the
problem of the poor in socio-
logical terms and brought out
the limits to the medieval con-
cept of charity. The approach of
Vives meant, amongst other
things, the secularisation of
charity... the creation of infor-
mation on, and lists of, the poor,
the non-counting of people who
pretended to be poor and the ra-
tionalisation of relief that was
provided to people who were
really poor. All these elements
had a great influence in the
field of ideas and studies and in
the practical field and the
sphere of government policy’
(JMLP-MH, p. 276s).

2. Hospitals in Hispanic
America™ and Japan.

A very significant feature of
Spanish and Portuguese colo-
nial expansion was the mass ex-
portation of the models of what
hospitals ought to be in the
Iberian peninsula to the territo-
ries that were conquered or vis-
ited in the West indies or the
Far East. This phenomenon,
whose rapid and widespread in-
troduction was on a surprising
scale and whose consequences
remain with us still today in
Latin America, was caused fun-
damentally, once again, by the
practice of Christian charity to-
wards both sick Europeans and
sick natives.

‘The exchange of diseases
between the Spaniards and the
native Americans found a
salvific formula in Christian
ideas of charity... In Hispanic
America a large number of hos-
pitals were quickly founded.
The first American hospitals




were founded on the island of
Santo Domingo when Nicolés
de Ovando unveiled the first on
29 November 1503. This was
rebuilt in 1519 and extended in
1552. In 1509 Diego Colombo
had already subsidised the hos-
pital of San Buenaventura and
the Hospital della Concepcidn.
The Hospital of San Andrés
was built in 1512, together with
the Hospital of San Lézaro for
lepers. But the majority of hos-
pitals had religious origins.
Those built by the episcopates
were attached to cathedrals and
those created by the Spanish
hospital Orders (the Brothers of
St. John of God, the Beth-
lemites, the Hippolites... ) expe-
rienced great fame on the conti-
nent and were marked out by
the excellence of the services
that they provided. The statis-
tics published by Santos in
1716 on the hospital Founda-
tions of the Order of St. John of
God in the Spanish domains of
America and the Philippines
give a clear idea of the gigantic
efforts at the level of care made
by these Orders in the
Colonies’ (PLE-HUM, t. 4).

‘In 1556 a hospital for the
poor, the elderly and lepers, un-
der the direction of the Jesuit
and medical doctor Luis
d’Almeida was founded in the
Japanese city of Funai (today’s
Oita) The Franciscans, who
reached Japan in 1593 also ded-
icated themselves first and fore-
most to care for the sick and the
poor and they founded various
leper hospitals and numerous
structures to provide care in
Kyoto’ (IM-LMMC, p. 151).

3. The hospitals of the
seventeenth century in
Baroque France: the
general hospitals.

Although Renaissance Spain
may be seen as the leader in
terms of the evolution of Euro-
pean hospitals during this
epoch, given that it was the
dominant nation of the time, it
was France that had a hegemo-
ny in Europe during the
baroque period and for this rea-
son France is also a paradig-
matic example in the descrip-
tion of the process which in-
volved the transformation of
hospitals.

The survey presented by the

quotations that illustrate this
epoch is highly significant. On
the one hand, the secularisation
of hospital charitable care con-
tinued through an increase in
the control by governments of
hospitals and their policy of the
reduction of numbers and the
concentration of centres in ar-
eas of greater institutional ratio-
nalisation. In this way the reali-
ty of the ‘general hospital’ was
strengthened, a reality which
continued to be in force until
the twentieth century. On the
other hand, the quality of the
actual services received by pa-
tients under this state control
was deplorable. Secularised
welfare brought with it, indeed,
bad health care which as we
will see below continued until
the first decades of the twenti-
eth century, at least in public
hospitals.

‘During this period of the
history of France, the great
number of illnesses, the growth
of cities and the prestige of the
Crown and the Church lay be-
hind an important growth in
hospitals. Some hospitals were
extended, others were created,
and all were regulated and reor-
ganised. In this way there arose
a new kind of hospital which
others countries adopted as a
model. In Paris the General
Hospital was founded, to which
were assigned the Hospital of
Bicétre and the Hospital of
Salpétriere, this last being for
women. How was care provid-
ed in these hospitals? We
should refer to four elements to
answer this question, taking as
an example the Hotel-Dieu of
Paris. The hospital death rate.
The death rate was very high,
especially the death rate of chil-
dren... Overcrowding and a
lack of hygiene in hospitals
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were responsible for a large
number of deaths. During the
seventeenth century the plague
killed hundreds of people every
day; during the eighteenth cen-
tury it was replaced by scurvy.
The conditions of hospitalisa-
tion. The number of beds was
notably insufficient at the level
of needs. In 1786 Joseph
Townsend was amazed by the
presence of 2,547 patients in a
hospital with 1,219 beds. De-
spite the constant instructions
that were issued to ensure that
the patients were well fed, these
often failed to be implemented.
The quality of the food was in-
sufficient, and the health-care
structures were few in number,
badly lit and far from the
wards. The patients with conta-
gious diseases were not isolated
and those with different afflic-
tion were not separated in the
basis of their age or the gravity
of their condition. Surgical op-
erations were carried out in the
wards themselves in the pres-
ence of the other patients; the
post-operation periods were
very dangerous and all the peo-
ple who were operated on died.
However, in almost all the hos-
pitals there were special and
better rooms for the privileged.
The medical and health-care
personnel. The number of med-
ical doctors was very low. In
the Hotel-Dieu in 1626 there
was only one, there were three
in 1638 and between 1656 and
1714 the number increased to
four, six and seven. From 1651
onwards it had a variable num-
ber of medical doctors and aux-
iliaries, between two and seven.
The number of surgeons was
much greater — in 1726 there
were almost a hundred. Al-
though they were mostly stu-
dents, more than a dozen were
qualified. Together with the
medical doctors there were a
large number of nuns of the
Congregation of Augustinian
Sisters and Dames. The role of
the Church in hospital care con-
tinued to be important and to
such an extent that immediate
medical and spiritual care was
provided to the sick by mem-
bers of various religious Orders
and Congregations such as the
Daughters of Charity and the
Hospital Sisters of St. Joseph.
The funding of hospitals. The
Hotel-Dieu of Paris maintained
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itself in fundamental terms
thanks to donations and lega-
cies, and to rights, exemptions
and privileges. The donations
made up almost a half of all its
resources. The ecclesiastical
subventions and alms were de-
creasingly important and thus
the secularisation of care was
already a fact’ PLE-HUM).

As regards the work of the
Church, this was the moment
when France brought to the
hospital world and home care
for the sick the figures of St.
Vincent de Paul, St. Louise di
Marillas and her Daughters of
Charity. Until the appearance
of Florence Nightingale and as
aresult of her initiatives the ap-
pearance on the scene of quali-
fied nurses at the end of the
nineteenth century, it was these
figures, as health-care women
religious, who would become
responsible for the greatest
number of tasks in providing
care to the sick in hospitals, at-
tenuating, with abnegation, a
Christian spirit and expertise,
the grave defects of these cen-
tres. Their Founder said: “The
Daughters of Charity will have
the homes of the sick as their
convent... their cloister will be
the streets of cities and the
wards of hospitals’ (JAG-YEC,
p. 101).>

4. From charity to medicine.
The hospitals of the
Enlightenment

Roundabout the middle of
the seventeenth century hospi-
tals entered a new evolutionary
stage, where their control by the
state grew increasingly and
ended up by placing them at the
service of political, economic
and military ends. This ap-
proach involved the gradual re-
placement of motivations and
finalities of a charitable charac-
ter and the search for greater ef-
ficacy in the achievement of
those ends. Thus medicine en-
tered in a decisive way into the
hospitals of this period, being
advanced, in addition, by En-
lightenment thinking in the
eighteenth century.

The virtue of the Enlighten-
ment was to give a decisive im-
pulse to the medicalisation of
hospitals and through this to
transform them into places
where during the nineteenth

century scientific medicine and
its academic study would be in-
creasingly developed. Howev-
er, the dark side of this stage of
development lay in the fact that
these advances in the organisa-
tion of hospitals and medical
scientific progress were not ac-
companied by better care that
was more worthy of patients
and more attended to. In the
section on hospitals during the
nineteenth century there is even
too much instructive evidence
on this.

‘Beginning in 1650, the new
political policies that were out-
lined to increase the power and
the prosperity of the emergent
national States led hospitals to-
wards new functions. Great val-
ue was given to human life to
the extent that new population
policies were established to in-
crease the number of inhabi-
tants to form a base for the
power of the State, for econom-
ic development and for military
strength. Those who champi-
oned emergent European mer-
cantilism saw in work the key
to wealth and operated to en-
sure that the workforce of the
nation was mobilised and main-
tained in an excellent state of
productivity’.

‘At the same time a more op-
timistic vision of prevention
and rehabilitation in the sphere
of health drawn up by the
thinkers of the Enlightenment
argued that illness, rather than
being an inevitable burden, the
outcome of sin and something
that it was not possible to erad-
icate, could be controlled and
eliminated. In addition to their
traditional moral and physical
goals, from that moment on-
wards hospitals were seen as
institutions that aimed and
physical rehabilitation and
healing, as places that were the
first and not the last resource,
in particular those for military
personnel and the work force.
These measures involved a ma-
jor commitment on the part of
the professions connected with
dealing with the health of vast
sections of the population
which, up to that time, had no
contact with them. To imple-
ment these new health-care
policies, national government,
local authorities and profes-
sional bodies engaged in major
organised efforts to reform the
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existing medical profession and
the profession of surgery. New
ways by which to have access
to hospitals were guaranteed
for doctors and surgeons and
new rules were laid down to
govern the institutional activi-
ties of hospitals. The first mod-
els of the process of medicali-
sation came from military
groups and the navy, and were
intended for members of the
armed forces who were sick or
wounded in a Europe that was
undergoing expansion. Later,
medical professionals which
worked in civil hospitals began
to demonstrate with success
that their way of treating pa-
tients constituted a new factor
and a factor of notable impor-
tance, which was united with
the rest and diet that was given
to those who were admitted to
religious care centres. During
the last part of the eighteenth
century and the beginning of
the nineteenth century, medical
goals profoundly reshaped hos-
pital rules as regards the admis-
sion of patients until their dis-
charge or death. Preference was
given to the treatment of acute
illnesses over chronic illnesses,
and young patients were admit-
ted more than elderly ones. The
objectives were rehabilitation
and recovery’ (TSM-H).

B. Hospitals in the
contemporary world

1. Hospitals during the
nineteenth century.

The quotations in this section
are intended to attest to the
paradox presented by the his-
torical evolution of hospitals
during the nineteenth century:
they admirable at a scientific
level but deplorable at the level
of care. In these hospitals med-
ical doctors and surgeons more
than justified their claim to be
seen as authentic scientists and
they even transformed medi-
cine into a ‘new positive-scien-
tific religion’ (Rudolf Wirchow)
and hospitals and their labora-
tories into the ‘temples’ of this
religion (C. Bernard). In these
centres, however, patients be-
came the preferential field for
scientific observation and this
was carried out with the criteria
of the crudest enlightened




despotism, and the conditions
that were offered by hospitali-
sation were very often beneath
the minimum allowed by ele-
mentary human decency and
dignity.

‘Until the eighteenth century,
excluding elements of a reli-
gious character, hospitals had
one or two infirmaries, a phar-
macy and probably a room for
treatment. Subsequently an au-
topsy room was added. During
the course of the nineteenth
century operating theatres, a
chemical laboratory, a microbi-
ological laboratory, wards, one
was dealing with a decent hos-
pital, and in some cases a de-
partment of physio-pathology
and experimental pathology, al-
so came to form a part of hospi-
tals. At the end of this process,
by the twentieth century, hospi-
tals constituted a small world
all of their own with their own
characteristics’ (PLE-HM, p.
675).

‘As regards what was avail-
able at the level of health care
during the second half of the
century, what clearly emerges
is the institution of the hospital
even though the creation of
public clinics was also impor-
tant. For this reason, the char-
acteristics that hospitals adopt-
ed illustrate the nature of the
encounter between medical
doctors and patients during this
epoch. Intended, to begin with,
to deal with the illnesses and
the sufferings of the lower
classes, institutionalised as
charity, they showed them-
selves to be an increasingly ef-
fective instrument. This was
the moment when there was an

enormous growth in both gen-
eral and specialised and private
hospitals, above all for mental
illness. But all of this took
place when there was still re-
liance upon an authoritarian
pyramid-style organisation
where a patient of low social
origins had to adopt a passive
approach, of total dependence,
with a lack of access to general
practitioners and in definitive
terms with a lack of a relation-
ship to the needs at the level of
care of society as a whole and
the organisation of health care.
In secularised bourgeois soci-
ety... the poor in difficulty
[were treated] in hospitals; the
middle classes were treated in
their own homes or in those of
their family doctor; the upper
classes were treated at home or
at the clinic of a specialist or by
a high figure in medicine.
When a medical doctor reached
the rank of one of these two
categories he had to divide his
clinical activity — and thus his
days — into two halves: a hospi-
tal morning when he treated the
poor and a private afternoon
when he treated the less poor
and the rich. A sick person
went to a hospital... convinced
that he was going to receive the
medical care given to poor peo-
ple, supplemented by the fol-
lowing three ingredients: an ex-
cellent diagnosis given that the
medical doctors of the hospital
were on the whole the best in
the area; a treatment that of ne-
cessity was limited to the
scarce or precarious economic
opportunities (structures, drugs
and medicines, auxiliary staff,
etc.) offered by the charitable
funds; and a scrupulous necrop-
sy if the illness was fatal. “We
sick people of Vienna’, de-
clared with great resignation
the poor of Vienna in about
1860, ‘have the great good for-
tune to have good diagnoses by
Skoda and good autopsies by
Rokitanski’. To this belief was
added in general an approach
of resignation and acceptance...
The sick had more faith in the
doctors than in the hospitals
and they entrusted themselves
to them with two principal ap-
proaches which can be reduced
to equally expressive phrases:
‘here is my body, do with what
you want’, and, if the hospital
was a teaching hospital ‘look
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how interesting my illness is’.
‘In addition to being treated a
hospital patient was obliged to
offer his living body for the
purpose of clinical teaching
and his corpse for anatomical
teaching. When it fell sick the
body of a poor person became
res publica or at least res publi-
canda... The reality of hospital
life... was enough to justify this
protest (the rebellion of the pro-
letarian classes against the di-
vision of medical care into
medicine for the rich and medi-
cine for the poor)... Maraiion
has illustrated in a way that is
never demagogic but always
sober what the large number of
wards of the General Hospital
of Madrid was when he began
his medical career. Hospital
meat our people declared for
many years to refer to what had
in front of it no other hope than
illness and misery’ (l.c. p. 218-
220).

‘The heads of the surgical
services of the Hotel-Dieu of
Paris had placed over their
mouths and nostrils a sponge
impregnated with vinegar in to
order to be able enter their re-
spective infirmaries during the
morning so great was the fetid
odour that they breathed in’
(PLE-LMA, p. 93).

‘In his book Society and
Medical Progress (1941), B.J.
Stern describes nineteenth-cen-
tury hospitals in the following
way: the patient had to enter
them for his death throes. It is
not surprising that the admis-
sion of a patient to hospital was
a sort of announcement of his
death... Windows that were al-
ways closed, wooden beds with
patients who were never
washed and sheets that were not
changed regularly produced a
terrain favourable for lice’
(PLE-HUM, 1.6).

C. Centeno and P. Arnillas
rightly stress the historical utili-
ty and the alternative at the lev-
el of health care that underlay
in the middle of the nineteenth
century the creation of the
Maisons du Calvaire by Mrs.
Garnier and her companions.
These homes were the immedi-
ate precursors of the hospices
for the terminally ill of C. Saun-
ders’ St. Christopher movement
(1967).

‘The Maisons were founded
as alternative institutions to the
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hospitals that provided care to
the sick poor during the nine-
teenth century, whose lamenta-
ble hygienic and accommoda-
tion conditions meant that there
was an authentic refusal of peo-
ple to die inside them’ (quoted
in JCH-CP, p. 58).

2. A hospital for all social
classes (1870-1945).

The third and last part of the
nineteenth century may be seen
as the moment when the evolu-
tion of hospitals acquired a new
impulse which, during the
course of the first half of the
twentieth century, defined these
institutions with specific phys-
iognomies which, at the level of
by no means a few features,
have continued to the present
day and which I will illustrate
with the following quotations.

a. From charity to state-fund-
ed health-care. ‘At the end of
the nineteenth century many
hospitals continued to be build-
ings where poor people who
had nowhere else to go to die
betook themselves. But in the
first decades of the twentieth
century this situation changed
radically... for the first time in
history, indeed, hospitals were
used to diagnose and treat sick
people of all social classes’
(MAS-LHH, p. 52).

‘In 1882, with the introduc-
tion of social insurance in the
case of illness, which over the
next decades covered employ-
ees and their family relatives,
there was a marked broadening
of the market of health because
it included treatment by a doc-
tor, the costs of drugs and med-
icines, and, where this arose,
the costs of admission to a hos-
pital. At the same time the med-
ical doctors who worked within
the state-funded framework
found that they had to decide
between the patient’s need to be
treated and their ability to work.
This power of decision and of
clarification by the medical
profession, which had grew
gradually and progressively in
what until then had been the
private sector, was designated
the medicalisation of society’
(JB-MCPC, p. 285).

b. Hospitals — centres for the
diffusion of the medicalisation

of society. Thanks in part to the
advances in medical knowledge
and technology, the process in-
volving the medicalisation of
western society made notable
strides before the Second World
War. Prior to 1914 in Europe
and the United States of Ameri-
ca patients of the upper and
middle classes sought to pay for
treatment in hospitals and did
indeed do this. Endowed with
skilled professional doctors and
nurses, and equipped with clin-
ical laboratories and other in-
struments by which to carry out
diagnoses, hospitals became the
preferred location for acutely ill
people who needed medical
care and surgery. The new de-
mand for health care, propelled
forward by urbanisation and in-
dustrialisation, expanded even
more and came to include ob-
stetrics and care for infants and
mothers after birth® (GBR-
HMH).

c. Hospitals in the new urban
and industrial context. The new
mission of hospitals was the re-
sult of the convergence of ide-
ologies, political strategies and
needs at the level of care, some
of which were traditional and
some of which were new. Reli-
gious values and charitable do-
nations still had an important
function at the beginning of the
twentieth century and the needs
of economic development
based on capitalism indicated
that the health of workers in the
industrial world was of great
importance both for the state
sector and for the private sec-
tor... Urbanisation was generat-
ed at an accelerating rhythm,
leading a growing number of
people towards neighbourhoods
in cities that were already high-
ly populated. Amongst these
people there was a wave of new
immigrants ~ with  multiple
health-care needs and few
funds. In exchange, industriali-
sation created a new panorama
of occupational illnesses and
accidents. Without money or a
family context from which to
obtain the help that was needed,
many sick people and many
wounded people found them-
selves forced to look for med-
ical care in hospitals’ (/. c.).

d. Hospitals become the first
and most important health-care
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resource. With their incorpora-
tion of scientific medicine, hos-
pitals became primary institu-
tions of reference and no longer
a last resort. Thanks to increas-
ingly sophisticated diagnostic
and therapeutic procedures,
such as radiology, electrocar-
diograms, and clinical laborato-
ries, the ability of hospital staff
to formulate diagnoses im-
proved enormously. In addition
to providing rest and a healthier
diet, hospitals increasingly con-
centrated on the treatment of
acute illnesses, above all those
that involved a high risk to life
and required sophisticated tech-
nical care. A new generation of
vaccines and chemical-thera-
peutic substances improved the
success rate in the battle against
certain illnesses. Through the
adoption of anaesthetics and
antiseptics, hospitals became
the most important centres for
surgery’ (I. c.).

e. The new professional nurs-
es. ‘To care for patients hospi-
tals increasingly turned to new
generations of nurses who came
from the middle classes and
were trained with educational
programmes based on the mod-
el established by Florence
Nightingale (1820-1910).*
These new hospital nurses
came to replace the religious
personnel that had traditionally
provided these services to pa-
tients. The nurses of Nightin-
gale became valuable assistants
of the medical profession in the
treatment of patients’ (/. c.).




f. Hospitals, centres of re-
search, specialisation and the
teaching of medicine. After hos-
pitals had been transformed in
the second decade of the twen-
tieth century into the primary
laboratory of medical doctors,
the medical objectives, includ-
ing specialisation, education
and research, became the prior-
ities of hospitals as institu-
tions... The hospitals of the
twentieth century displayed
considerable growth in spe-
cialised care through the cre-
ation of clinical departments,
the increase in medical students
and the creation of clinical re-
search. These activities were
crucial for academic and uni-
versity needs and conferred
prestige and greater profession-
al stature on those who were al-
lowed to work in these pre-em-
inent institutions’ (L. c.).

g. Other aspects of the new
hospitals. After the transforma-
tion of hospitals and the special
attention that was paid to the
application of scientific princi-
ples to medicine, new ethical
problems  appeared.  The
processes that involved the
medicalisation of life broad-
ened the level of vital experi-
ences involving medical prob-
lems for hospital professionals.
Birth and death, which previ-
ously had been events that took
place at home, now took place
in hospitals. From the begin-
ning of the nineteenth century a
depersonalised approach to ill-
ness, centred around the organs,
replaced the previous holistic
notions of illness. And as hospi-
tal practice became gradually
regulated and technical in char-
acter, patients became mere
containers of illnesses, and
these were the primary subject
of research and treatment. This
approach levelled a blow at the
nature of the relationship be-
tween medical doctors and pa-
tients because the professionals
concentrated first and foremost
on a positive resolution of the
problems of diagnosis and hu-
man pathology. The moral au-
thority of medical doctors,
based up to that time on person-
al qualities, was now founded
on scientific skill. Clinical ex-
perimentation became aggres-
sive and at time abusive when
compared to the few guarantees

for safeguarding patients that
were envisaged’ (I. c.).

3. The second half of the
twentieth century: hospitals,
the supreme scenario of
biomedicine.

The inherent characteristics
of the evolution of hospitals
during this period which has
continued to this day are in gen-
eral terms already known about
both because of the multitude
of studies and monographic re-
search works and because of
the information provided by the
parts of the various mass media
interested in the field of health.

In addition, the objectives of
the Campaign for Pastoral Care
in Health 2007, which include
special studies on the contem-
porary development of health
care taken as a whole, and also
of the new and growing socio-
health care sector, require that
this paper ends here its journey
of historical inquiry, leaving to
other people the task of describ-
ing the contemporary unfolding
of this development.” I would
like only to add two last obser-
vations: a simple and sum-
marising of what experts pre-
dict hospitals will be in the im-
mediate future; and, to end,
some conclusions beginning
with pastoral care in health to-
day, looking at past history, at
the present and at the foresee-
able future of hospitals.

D. Where are hospitals
going?

At the beginning of this pa-
per there is a quotation from a
historian who calls into ques-
tion at a deep level the future of
hospitals: ‘the evolution of hos-
pitals over the last centuries
raises the central question of
whether health care™ is still the
primary function of these insti-
tutions’. I will here direct read-
ers to a reading of this quota-
tion and I will not resist the
temptation to quote something
similar by way of a prediction.
A. Navarro ventures the ques-
tion: ‘what will happen to hos-
pitals in the future?, and then
answers: ‘one can identify the
answer by analysing the evolu-
tion of hospitals in recent times.
Probably, during our century,
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hospitals will have increasingly
less beds, they will be more
problem-solving in character,
they will continue to incorpo-
rate the knowledge of profes-
sionals, new technologies and
innovative drugs and medi-
cines, roles will disappear, data
information will travel in a flu-
id way through health-care sys-
tems with guarantees about pri-
vacy, high quality will be a pri-
mary objective, and efficacy
will be present in all the text-
books of professionals. Seen in
these terms, what will be the
size of hospitals during the
twenty-first century? The ques-
tion cannot have a classic an-
swer. Their size cannot be mea-
sured in terms of beds or in
terms of technology given that
these may be inside or outside
hospitals. It will be necessary to
introduce a new parameter,
namely the so-called ‘packet of
services’, which represents the
capacity to solve clinical cas-
es... Beds will be inescapable
and technology will increasing-
ly lead to a reduction in their
number... although in grave
case they will be indispensable.
Perhaps for this reason we will
have to open our minds to some
hospitals with beds and some
hospitals without beds’ (AN-
HCAD, p. ).

This prediction is based upon
characteristics that directly af-
fect all of us who see hospitals
from the perspective of health
care as a whole, that is to say
from the perspective of all the
areas of human society, because
health — its promotion, mainte-
nance and recovery — is a uni-
versal aspiration. However, the
historical inquiry that I am
about to finish has had as its
constant purpose that of empha-
sising what pastoral care in
health should adhere to and
what therefore the Catholic
Church should adhere to as it
establishes its evangelising mis-
sion in hospitals.

To answer this question with
the greatest lucidity possible, I
have thought it necessary to re-
call what I have considered to
be of greatest importance in the
history of the relationship be-
tween the Church and hospitals,
convinced, as I am, that this
history is not merely a matter of
the past and that there are many
important aspects of it that are
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still alive or which continue to
exist openly in the contempo-
rary life of hospitals. What hos-
pitals will be in the future will
be the outcome of decisions
that will open up, on the one
hand, new pathways, but
which, on the other, will close
others that already exist. To
take these decisions a wisdom
will be required that is able to
discern what is most beneficial
between nova et vetera, be-
tween the new and the old, as is
done, for example, will the pro-
duction of good wine. The fol-
lowing conclusions are only a
humble contribution to such a
discernment.

E. Conclusion

1. History tells us that the
Church created hospitals and
has had a decisive influence on
their evolution during the
course of the last one thousand
and seven hundred years.

2. In the modern age hospi-
tals started to shift from being
owned and managed by the
Church to being owned and
governed by various secular in-
stitutions, amongst which polit-
ical authorities and, later, med-
ical culture and science.

3. Hitherto this has not im-
peded the Church from continu-
ing to dedicate special attention
to the institution of hospitals. A
very succinct summary bears
this out:

a. The large number of reli-
gious Orders and Congregation
which from the sixteenth centu-
ry onwards chose for their own
charism the service of care and
pastoral care in hospitals, and
the foundation of their own
centres to put this charism into
practice.

b. The foundation of hospi-
tals in lands of mission, begin-
ning in the sixteenth century
and continuing until the present
day as well, as an action insepa-
rable from the work of evange-
lisation of the Church.”

c. The number of hospital
foundation which still today
have as their owners the dioce-
san Churches.

d. The number of hospital
beds which at the present time
the Church makes available in

the various sectors of health
care, such as the psychiatric
sector, without which, with a
few exceptions, it would be im-
possible to provide secular
health care in an adequate way.

e. The active and productive
contribution made to contem-
porary hospitals by such new
and pioneering initiatives as:
ethics committees; palliative
care units; and units for patients
with brain damage.

f. The agreements with pub-
lic authorities and private
health-care bodies to supple-
ment the services of Catholic
religious care in hospitals.

4. For all of this, we must up-
hold with vigour and clarity the
following, and this must be the
fundamental objective of the
Campaign of the Sick of 2007:

a. The Church, the whole of
the Church, must be faithful to
her Tradition and for this reason
must devote to hospitals the at-
tention, the people and the pas-
toral instruments that their evo-
lution requires.

b. What is at stake is nothing
else but faithfulness to Jesus
Christ, the Good Samarian, the
sick Healer and Physician of
souls and bodies.

c. The same may be said of
faithfulness to the Church
which in his name made hospi-
tals a fundamental instrument
of the encounter with the
health-care world, with sick
people, with their family rela-
tives, and with health-care
workers.

5. Lastly, and as a contribu-
tion to the concrete objectives
of the Campaign 2007, I ven-
ture here to propose:

a. Making all the members of
the our local Churches learn
about the history of hospitals
and their contemporary devel-
opment so that they can contin-
ue to be seen as a fundamental
place of evangelisation.

b. Revaluating and imple-
menting services of Catholic re-
ligious care so that they can
carry out in a satisfactory way
the pastoral commitments that
are required by the contempo-
rary development of hospitals.

¢. Making the dioceses more
aware and appreciative of the
efforts of Catholic hospitals to
respond to the new challenges
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of hospital care and launch with
them closer relationships of
pastoral cooperation.

d. Revising and renewing the
Ideario del Hospital Catolico
(1981)® amongst health-care
religious Congregations.

I would like to end this paper
with a final quotation which
moves me and gives me the
strength and which I here have
before me for the first time.
This is a paragraph taken from
the founding document of St.
Christopher’s Hospice, drawn
up by its creator, Dr. Cicely
Saunders. For me this is a clear
demonstration of the creativity
that Christianity is able to con-
tinue to have within the histori-
cal evolution of hospitals. This
is in its entirety an example to
follow:

‘St. Christopher’s Hospice is
founded on Christian faith in
God, through Christ. Its objec-
tive is to express in all ways
possible the love of god for all
who come: in the skill of nurs-
ing and medical treatment, in
the use of all scientific knowl-
edge to alleviate suffering and
malaise, in sympathy and per-
sonal understanding, in respect
for the dignity of each individ-
ual for the person he is, appreci-
ated by God and men. Without
barriers of race, colour, class or
creed’ (Cicely Saunders).”

Rev. JESUS CONDE HERRANZ

Diocesan Commissioner
for the Health Pastoral Care,
Madrid, Spain
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Notes

' This text was revised and summarised
for Dolentium Hominum from the paper
presented to the XXXI National Day of
Pastoral Care in Health (Madrid, 25-28
September 2006) and then published in
the monographic edition of the review La-
bor Hospitalaria.

> Given the frequency with which
many historians, whose work I have cho-
sen, are alternately cited and quoted, and
in order to make the identification of each
quotation as brief as possible, I have used
abbreviations in the form of acronyms
which are in brackets at the end of each
quotation or citation of an author. The
complete list of acronyms of authors and
documents quoted and cited can be found
at the end of this paper under the heading
‘Bibliography’. When the number of the
page is not indicated this means that the
work that is quoted or cited is in digital
form and is not always paginated.

* An annual campaign that has been
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promoted sincel986 by the Department
for Pastoral Care in Health of the Spanish
Bishops” Conference.

*In 2005 a book on the history of hos-
pitals was published - Los hospitales a
través de la storia 'y del arte (VA-LHHA).
The historical part of this volume is quot-
ed and cited on a number of occasions in
this paper. Other publications on the same
subject, with the common denominator of
the history of hospitals but not always
sharing the same approach, are referred to
with the acronyms GR-TH; JDTGG-
HSAH; JMP-HH; and LGRP-HH.

* The research methodology of Pedro
Lain Entralgo shows in many of his works
that the systematic moment — which de-
fines and explains a dynamic and chang-
ing reality — must always be preceded by a
description of its historical evolution.

° Cf. JMLP-MH, p. 109.

" Dieter Jetter alludes to the so-termed
hospitals of Asoka (264-228 BC) based
on Buddhism in ancient India (DJ-
LHEM). A. Casera also does this in AC-
LOAM, p. 16 without, however, entering
into details.

® “The ancient physicians were tired of
practicing medicine in public squares or in
small dispensaries known as watpelo
which did not provide for the permanent
admission of patients; and when the con-
dition or the gravity of their patients so ad-
vised it, the physicians went to provide
their services in their homes’ (MAS-LHH,
p. 16).

® A more detailed description of the
structure and the functions of the ascle-
pieia scan be found in MAS-LHH, p. 20s
and in AC-LOAM, p. 19s.

' Archaeological clues still remain to-
day regarding the move of the Greek as-
clepieia to the Roman world. For exam-
ple, the current hospital centre on the is-
land in the Tiber in Rome, owned by the
Hospital Order of St. John of God, was
constructed on the ancient Roman sanctu-
ary of Aesculapius and conserves various
vestiges of it.

"' This Latin term (in the singular vale-
tudinarium) comes from valetud which
means good or bad state of health from
which come valetudinarius, sick, and
valetudinarium, infirmary.

"2 Understood specifically beginning
with its meaning in the New Testament,
that is to say as ayann caritas, love of
giving.

" Cf. below in B.1.

“ In novitate vitae ambulemus, v
Kowvotn T Cong eputatnonuev (Rom
6.4).

' Cf. PLE-LRME, pp.104-107; cf. also
JCH-IPS, p. 26.

'* E1g Lotpog €0TLY, COPKLKOG TE KOIL
TVELUOLTLKOG... Inoovg XpLotog o Ku—
prog nuwv (DRB-PA, p. 451 s.). Those
who are interested in the theological de-
velopment of this subject I recommend
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the magnificent work of research of
Manuel Gesteira, Christus Medicus (MG-
CM).

"7 For more detailed information on this
subject with quotations and a bibliography
see J. Alvarez Gémez: Las “obras de
nuestra justicia” y de “nuestra misericor-
dia” JAG-YEC, p. 19-21).

" Hospitalitatem  sectantes, TNV
HLAoEeviay dLwKOVTEGS.

" Cf. JCH-IPS, pp. 26-30 where there
is the testimony of the Didascalia Apos-
tolorum, a work written during the first
decades of the third century according to
which the territorial demarcation of a
bishopric was divided into neighbour-
hoods, to each of which was assigned a
deacon who was to be the ears, the eyes
and the heart of the bishop as regards care
for the sick and those in need.

* JAG-YEC, p. 34, quoting the first
Apologia of St. Justine (67, 6).

' EMLOKETTOUEVOL TTAVTOS OLOOEVELS
(DRB-PA, p. 665).

2 A term made up of Egvog, foreigner,
stranger, pilgrim, and y doymn reception,
welcome, banquet.

» Cf. JAG-YEC, p. 43.

* A Roman city built by Pompey near
to ancient Samaria.

* On the appearance of Christian doc-
tors in the Greco-roman world in the first
centuries AD, taking on the Hippocratic
tradition and the magisterium of Galenus,
see PLE-LRME, pp. 127-132.

* Fragments of the text of these Rules
can be found on the web page web
www.geocities.com/milan313/indice.html
The Order of the Carmelites continues to
observe these Rules.

7 Cf. JAG-YEC, p. 45-47; MAS-LHH,
p.27.

% Indeed, until the time when Galenus
settled in Rome (roundabout the year 166
AD) these had not really triumphed in the
capital of the Empire. Previously from
Greece was only accepted the asclepieia,
the exponents of a medical science of idio-
syncrasy which was more popular and was
linked to religious beliefs (see note 8).

* The inequality referred to in this quo-
tation does not allude to the number of
centres that arose in Europe, which, as
will be seen below, were much more nu-
merous than in medieval Byzantium, but
to the allocation to, and integration within,
hospitals of services and structures that
were specifically medical in character.

* “To collect sick people from the
streets and treat the unfortunate people
who suffered from illnesses and poverty’
(cf. F. H. Garrison, citato in AN-HCAD,
p.-9).
' Cf. below 6.c.

* Nosocomio comes from the Latin
nosocomium, a word which in its turn
comes from the Greek voooxoutvv, hos-
pital, a composite word made up of
vooog, sickness, and youtog (comios),
which in turn comes from the Greek verb
Koueo, to treat (www .etimo.it). The word

nosocomio is still used in certain countries
to refer to a hospital.

** ‘First and foremost care for the sick
must be takeb on as true service to Christ
who is in them’..

* The quotation is taken from Hand-
buch der Geschichte der Medizin (‘Text-
book on the History of Medicine”), pub-
lished in 1903 (cf. DJ-LHE M).

* For the copying, amongst other texts,
if the medical writings of classical antiq-
uity that could then be kept or acquired.

* For the Benedictine monks this Reg-
ula vitae continued to be an approach to
daily life according to which every day
was made up of seven hours of prayer,
seven hours of work and seven hours of
rest. A portrayal of this can be found in
the entrance to the monastery of St.
Domenic of Silos. This was a version
transformed by St. Benedict of the Hippo-
cratic-Galenic diet (diaita). Other infor-
mation on the monastic concept of ‘diet’
can be found in FRH-CM, p. 67.

*7 The prioress Hildegard of Bingen
was a representative and fascinating fig-
ure of medical religious. She cultivated
mysticism, medicine and music and per-
sonally cared for sick nuns and those peo-
ple who came to her hospitale pauperum
(Cf. PLE-HM, p. 197 and 217; FRH-TC-
MA, p.92s.

* On the School of Medicine of Saler-
no see for example FRH-TCMA, p. 88.

* On the medieval military Orders, and
more specifically those mentioned in the
quotations of this chapter see RGV -HI, p.
697-703.

“ ‘Jerusalem became Islamic in the
year 638. However, access to the Holy
Sepulchre from that data onwards was not
totally forbidden to Christian pilgrims un-
til the arrival of the Seleucid Turks who in
the year 1071 occupied Jerusalem and for-
bade Christians access to the holy places.
This was the immediate cause of the Cru-
sades’ (JL-HI, vol. 1, p. 388).

# Saladin managed to restore the city
to Islam in the year 1187.

“ In addition to the kinds of hospital
mentioned below there are authors that re-
fer to others such as those for mothers and
the poor, abandoned children and the el-
derly (CGQ-LAMH).

* These were lay (neither ecclesiastic
nor monastic) associations created to pro-
vide care to the sick. Some of them have
survived until the present day.

“ This hospital still today provides ser-
vice and bears the name of Hospital of the
Holy Spirit in Sassia.

®Ctf.IIl. 1. a.and b.

“ Hotel-Dieu, lite rally, means accom-
modation house or hotel of God. That in
Paris was founded in 1195 near to the
cathedral of Notre-Dame and the resi-
dence of the bishop..

7 “Hospital of the poor built near to the
principal church’

“Cf.II. A. 6.

* ‘During the medieval period the term

‘leprosy’ was used to refer to any infec-
tious illness that involved changes to the
skin (for example syphilis). The repug-
nant character of these patients led to their
isolation from society. However, when the
Crusaders fell ill with leprosy, this dis-
eases ceased to be considered a sin and
became a holy disease. In 1179 the third
Lateran Council established that leprosy
was not a reason for exclusion. The Order
of St. Lazarus, which was founded in
Jerusalem in 1120, dedicated itself espe-
cially to caring for lepers in leper hospital-
s’(FRH-TCMA, p. 94).

* “‘In 583 the assembly of bishops of
the Council of Lyon decided in favour of
the creation of homes for lepers (leb-
brosari). These sick people continued to
live relatively isolated from the rest of so-
ciety and outside the walls of the cities
and monasteries... The Church, which
shouldered the principal responsibility for
maintaining these sick people, decided at
the Council of Orleans (549) to attend to
the feeding and clothing of lepers’ (FRH-
TCMA, p.68).

> There is an enormous bibliography
on the hospital Orders that came into be-
ing during the sixteenth and seventeenth
centuries and which contributed to the his-
tory of care the figure of the male or fe-
male health-care religious. See for exam-
ple on the subject: JAG-YEC, pp. 77-95
and JCH-AIS, p. 75s.

> On this subject cf. also JAG-YEC,
pp- 93-95.

> Where reference is also made to the
contribution of other religious Congrega-
tions for women to hospital care (p. 101s).

** Florence Nightingale was entrusted
with caring for the wounded soldiers of
the Crimean war (1853-6) at the Renkoi
war hospital, She had studied nursing at
the Kaiserwerth Institute and with the
Daughters of Charity in Paris. Because
she managed to reduce death rates in a
drastic way in the above-mentioned hospi-
tal she became the initiator of modern
nursing through the School of Nursing of
St. Thomas Hospital in London (cf. MAS-
LHH, p. 50).

* The web site of the Delegation for
Health of the Archdiocese of Madrid
(www.archimadrid .es/dpsanitaria) of-
fers various recent studies on this topic.
A good summary can also be found in
MAS-LHH, p. 61.

* This phrase is understood as meaning
a direct interpersonal relationship directed
towards recovery of health and the treat-
ment of patients and not a mere technical
action from far away carried out by those
responsible for treating patients.

*7 According to the latest statistics pro-
vided by the Holy See, the ‘Catholic
Church has 109,363 health-care centres in
the world; of these, 5,236 are hospitals in
the strict sense of the term’ (JLB-PSI, p.
29).
*# Ctf. CEP-DPS, pp. 257-269.
* Cf.JCH-CP, p. 59.
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The Progress of Pastoral Care in Health in Chile

For Chile the year 2007 was
one of great transformations at
an economic, political, social,
religious and cultural level. Be-
ginning with technological and
social progress in the sphere of
health and health care, concur-
rently there has been an im-
provement in pastoral opportu-
nities and today there is a new
pastoral context: the need to hu-
manise the world of health and
health care, the right of every
sick person and his or her fami-
ly to receive treatment and spir-
itual support, and pastoral care
in health in the academic world.

Historical Summary of
Public Health and Pastoral
Care in Health in Chile

With colonisation during the
sixteenth century the first hospi-
tals and health centres devel-
oped as a result of the Chilean
Church and charitable institu-
tions. Only in 1842 was the first
faculty of medicine founded —
at the University of Chile.
Forty-four years later with the
enactment of a special law
(Reglamento Orgdnico de Jun-
tas de Beneficiencia) the state
took gradual responsibility for
the hygiene and health of citi-
zens. In 1917 a High Council of
Social Insurance of the state
unified the health-care and tech-
nological levels in all the hospi-
tals of the country and in 1918
the Health Code was created. In
1924 obligatory health insur-
ance for workers was intro-
duced. In 1938 the state created
a health-care programme which
in 1952 became the Servicio
Nacional de Salud (SNS). In the
1960s a large number of health
centres were created throughout
the country with the provision
of major investments. From
1973 (the year of the coup) to
1979 state aid to the national
health service decreased and at
the end of this period two sys-
tems of health insurance were
created — a public system
known as FONASA (Fondo na-
cional de salud) and a private
one known as ISAPRE (Institu-
cion de salud previsional).
These are still active and assure
health-care services for almost

the whole of the population of
Chile. In the 1980s the decen-
tralisation of the health system
to the town councils began and
the expansion of the private sec-
tor also commenced. The 1990s
witnessed the division of the ad-
ministration of the health ser-
vice in Chile into twenty-nine
districts. The last great initiative
of the public system in Chile
was the activation in 2005 of
the AUGE (Atencion Unica con
Garantia Explicita) Project
which offers free and rapid
health services to an increasing
number of categories of patients
(by 2008 it was covering eighty
pathologies).

The Chilean Church in a cen-
sus of the Pontifical Council for
Health Care Workers of 1992
registered the presence of the
Catholic Church in the health-
care field as follows: one uni-
versity hospital, seven Catholic
hospitals (in 2008 there re-
mained just one), thirty-four
public hospitals, thirty-five old
people’s homes, twenty-five
rural clinics and other institu-
tions such as mobile clinics,
centres for the mentally dis-
abled, centres for rehabilitation,
etc. The total was one hundred
and five health-care institutions,
involving thirty religious con-
gregations.

According to other data, dur-
ing the 1990s the Church in
Chile had a very large number
of voluntary workers, four hun-
dred and forty-six Caritas cen-
tres, a national centre for the
distribution of drugs and medi-
cines, a centre for the treatment
of AIDS victims, and various
centres for the rehabilitation of
alcoholics. The Hogar de Cristo
(The Hearth of Christ) homes to
take in and look after the home-
less, which are spread through-
out the country and were found-
ed at the end of the 1940s by a
Chilean Jesuit, today a saint, St.
Alberto Hurtado, have been
transformed into a private asso-
ciation supported by charity.

Contemporary Challenges in
Health Care

Despite this progress in the
health-care field, the problems
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in Chile remain notable. The
rural areas have situations that
are completely different from
the urban areas where, indeed,
the majority of the population
and health-care services are to
be found. Because of the
poverty or material difficulties
that afflict a large part of the
population, there are problems
or obstructions in dealing with
certain types of pathology
(above all surgery and cancer —
this last has been officially
recognised in hospitals as hav-
ing a separate department as it
is ‘catastrophic’ in its conse-
quences).

Alcoholism is endemic with
levels at 29.9% (25% in 1990).
Men who are ‘strong drinkers’
constitute 5% of the adult pop-
ulation and there is an increase
in alcoholism rates in women
and teenagers. An even more
worrying national challenge is
depression (30% in neurotic
form and 13% in grave form);
suicides are increasing slightly
(in some provincial towns there
are as many as three suicides of
young people every month);
and there is also the drug prob-
lem: 19% of young people in
Santiago use drugs and levels
of drug abuse reach 90-95%
amongst teenagers in the out-
skirts of the city and in a num-
ber of the urban areas of Santi-
ago. Obesity (26.7% in men,
38.8% in women, on the in-
crease amongst children) is at a
higher level than many other
developed countries. Pathogen-
ic stress levels in women and
men over the age of twenty is
above the 31% level.

Backstreet abortions (Chile
is one of the few countries in
the Western world not to have
legalised abortion)' increased
between 1990 and 2005 from
180,000 cases a year to
280,000 cases a year. Over the
same period the number of
Catholic marriages declined by
a half and the birth rate fell to
1.9 children every family.

Other pathologies which
have a high incidence in Chile
are diabetes, with all its com-
plications and a higher fre-
quency than elsewhere; cancer
of the pancreas, gastric cancer
(17 cases for every 100,000 in-




habitants), prostrate cancer (20
cases for every 100,000 inhab-
itants), breast cancer and can-
cer of the womb

Disabled people (22% of the
population) receive very little
support from the state and
mentally ill people even less.
These are categories the re-
sponsibility for whom falls on
the shoulders of families who
often live silent dramas. Elder-
ly people with a lack of self-
sufficiency and economic
problems are an emerging
problem in Chile because of
the declining birth rate and ur-
banisation.

As one can observe, the
problems of globalisation, con-
sumerism, urbanisation (with
the growth of megalopolises
like Santiago), practical mate-
rialism, and post-modern phi-
losophy (an existential void)
have had a full impact in the
world of health and health care
in Chile. Increasingly felt
amongst people are the prob-
lems of illness in all its forms
(borne witness to by the large
number of pharmacies which
have grown up over recent
years), but also the problem of
values (bioethics), of dehu-
manisation, of depersonalisa-
tion, difficulties in relation-
ships expressed in health, a
lack of justice for the less well-
off classes, etc. In a word,
Chile today needs not only ‘to
treat pathologies’ but also ‘to
humanise the world of health
and health care’.

Public and Ecclesial
Responses

For all these reasons, when
in 2000 a number of Camillians
visited Chile who were experts
in the humanisation of the
health-care world and present-
ed an interdisciplinary model
of pastoral care (of a theologi-
cal character with medical hu-
manities), they encountered a
climate of great acceptance and
a wish to investigate the subject
of the humanisation of health
and health care.

The Catholic Pontifical Uni-
versity of Chile (in Santiago)
organised a Magister in ‘Hu-
manisation and Health’ thanks
to the programme for medical-
humanistic studies that had
been established a few years

previously at the Faculty of the
Medicine.

The same acceptance, this
time by the members of the
Ministry of Health, was experi-
enced in 2003 by a project that
the medical doctor and perma-
nent deacon Jos¢ Alvear had
experimented with in his pae-
diatric hospital in Santiago, the
Roberto del Rio Hospital. This
was an UAE (Unidad de
Acompariiamiento Espiritual)
for patients and their family
relatives. The Ministry of
Health decided to spread this
project to all the public hospi-
tals in Chile. The parliamen-
tary Bill, which was proposed
in 2007, was published on 11
August 2008, and will be oper-
ational in 100% of hospital
structures by 2010. This is a
law that obliges every hospital
structure to organise an ecu-
menical team (with representa-
tives who already work in the
health-care world), with a team
director who is a professional
of the same hospital with a spe-
cific training in this field and
an annual plan to humanise the
hospital concerned, to assure
spiritual assistance to all pa-
tients that ask for it or need it,
and to create a human climate
and human treatment and a re-
spectful reception.

Other initiatives to respond
to the health-care challenges
facing Chile after the year
2000 have been the following:
the annual congress and train-
ing in pastoral care in health in
the diocese of Santiago and
Concepcién, the school for
pastoral care in health organ-
ised by the pastoral team (ani-
mated by the Women Ministers
of the Sick) of the clinic of the
Catholic University of Santia-
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go, and the master’s degree in
psycho-spiritual assistance or-
ganised by the P. Hurtado Uni-
versity of the Jesuits.

But the real ‘big bang’ in
terms of initiatives in the field
of pastoral care in health and
humanisation in the world of
Chilean health care began in
2007. At a national level, the
Ministry of Health of Chile, in
addition to the Spiritual Ac-
companiment Units, also acti-
vated a project called Hospital
Amigo in order to bring the
family relatives of patients
nearer to health-care workers.
In addition, in all the health-
care districts of the country a
‘Day of Humanisation’ is being
set in motion. This Day will in-
volve conferences and oppor-
tunities created by a project of
health and humanisation which
demonstrates the therapeutic
and healing value of spirituali-
ty at moments of illness, suf-
fering and death. The charac-
teristic of this approach is, in
theory, ecumenism, the inte-
gration of faith and reason, re-
spect for the rights and reli-
gious freedom of the person
who has been admitted to hos-
pital, and defence againsr a
proselytising approach in the
health-care world.

In 2007 a person responsible
for pastoral care in health with-
in the Chilean Bishops’ Con-
ference was appointed — Msgr.
Marcos Ordenes, the Bishop of
Iquique. He created a work
group (made up of eight peo-
ple) whose goal is to ensure
that every diocese of Chile (of
which there are twenty-seven)
has a committee for pastoral
care in health to coordinate and
organise activities in this area.
The first activities to be
planned were: a census of
health-care institutions which
have a Catholic presence, an
increase in the importance of
the Day for the Sick (in Chile
this falls on 15 September, the
feast of the Suffering Virgin), a
course on pastoral care in
health to contact the represen-
tatives of this form of pastoral
care at a national level (held on
9-11 August 2008) and a
course on Internet to continue
training at a national level (this
will be organised by the
Catholic Pontifical University
September-November 2008).

The aim is to make the
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Church of Chile more aware of
a subject (namely pastoral care
in health) that has been ne-
glected for a long time, demon-
strating the value of profes-
sional evangelisation and the
presence of spirituality in this
pastoral  context, through
which pass 100% of the popu-
lation. A theoretical (theologi-
cal) and practical (pastoral) re-
sponse to the challenges of
health and health care can of-
fer, if adopted by the whole of
the Church of Chile, original
ways by which to evangelise
culture and inculturate the faith
in Chile and act in an increas-
ingly secularist world.

Another three initiatives
were created recently at the
Catholic Pontifical University
of Chile. As a result of the ‘Pro-
gramme for Medical-Humanis-
tic Studies’ of the Faculty of
Medicine, a diploma in human-
isation and health was estab-
lished. This involves a course
of a hundred hours organised
into four modules (medical an-
thropology, team work, theolo-
gy and morality/theology and
anthropology, and, lastly, psy-
chology). This course is ad-
dressed to health-care profes-
sionals in order to make them
promoters of humanisation in
their respective spheres of
work. The new feature of this
diploma is to present a new
concept of health and health
care (not only biological or bio-
psycho-social, but also bio-
graphical and transcendent) in
order to help work in relation to
oneself (as health-care work-
ers), to live out humanisation
and healing in one’s own life,
first of all, and then to offer it to
one’s patients, their family rela-
tives, colleagues, and the envi-
ronment. This is training to
help health-care professionals
think about and evangelise the
culture of health and health
care today. The various books
produced by this programme of
medical-humanistic  studies
help to produce a deeper
knowledge of all these ele-
ments.

The second initiative was or-
ganised by the pastoral group
of the clinic of the Catholic
Pontifical University. In 2007 a
course on pastoral care in
health on the Internet (Teleduc)
was activated with supervisors,
the correction of work by the

students, and interactive
groups. Enrolments have al-
ways been above the envisaged
maximum. The great advan-
tage of this course is that it
eliminates the problem of
‘physical distance’, which is
especially felt in a narrow and
long country such as Chile, and
the interaction between stu-
dents (by Internet) and be-
tween students and supervisors
compensates for the anonymity
of a virtual course. The wealth
of the contents offered in this
course (which are presented in
a published book) help an ap-
preciation of the technical and
practical value of pastoral care
in health.

The third initiative of the
Catholic Pontifical University,
which for many years has been
involved in the task of human-
ising the world of health and
health care, is the Bioethics
Centre, whose director is the
medical doctor and philoso-
pher, Paulina Taboada. This
centre engages in various ac-
tivities and the most presti-
gious expression of its activi-
ties is the master’s degree, in
which Msgr. Elio Sgreccia is
often involved as a lecturer.

Amongst the more localised
initiatives of the year 2007 ref-
erence may be made to the dio-
cese of San Bernardo, Val-
paraiso, and other dioceses,
which have appointed a figure
responsible for pastoral care in
health and have planned and
implemented their first courses
in pastoral care in health.

The Samaritan Association
is a self-help group that oper-
ates in parishes. The Calcutta
Project is an initiative involv-
ing university health-care vol-
untary work that enables stu-
dents to visit sick people.

DOLENTIUM HOMINUM N. 69-2008

Many Christian volunteers
work in all the hospitals of the
country (Damas de Rojo,
Damas de blanco, Damas de
Burdeos) but the most numer-
ous voluntary workers in Chile
are the volunteers of Caritas
Chile who are specialised in
providing spiritual assistance
to the sick. As is always the
case, the people who make up
these groups are adult women.
A major movement for human-
isation amongst the poor in
Chile is animated by the Hogar
de Cristo (The Hearth of
Christ) with the help of the P.
Hurtado University and public
charity.

At a non-ecclesial level, the
Centre for Quality of Life
Studies, which was established
in 2003 in the old hospital San
José di Santiago, as a part of
the ‘Second Convergence in
Humanised and Integrative
Medicine’, works in the field
of dialogue between (conven-
tional and non-conventional)
medical knowledge and the
medical humanities, being
open to the spiritual and reli-
gious dimension.

The whole list, which also
includes many other institu-
tions which seek to humanise
the world of sick people in
Chile today, demonstrates the
advances that have been made
in this sphere in recent years.

The First National Congress
for Pastoral Care in Health
Organised by the Bishops’
Conference of Chile, 6-8
August 2008

Amongst the various pas-
toral projects subjected to con-
sideration during this congress,
two in particular stand out: for-
mation and sensitisation. The
guidelines for action will be,
apart from those of the theolo-
gy of pastoral care in health
that come from the Camil-
lianum and pontifical docu-
ments, the most recent sugges-
tions produced by the ‘Final
Document of Aparecida’ (the
fifth general conference of the
Latin American and Caribbean
episcopate, 13-32 May 2007).
Some suggestions are directed
towards pastoral care in health
(nn. 417-426) and others, more
indirect ones, invite people to
be courageous disciples and




missionaries of Christ amongst
those who suffer, to be the
bearers of a hope that does not
disappoint, facing up to chal-
lenges and difficulties that in-
hibit and discourage pastoral
action today, above all pastoral
cultures and forms that are not
suited to the transmission of
the faith.

I will end with hope, which
arises from faith, that this new
chapter in pastoral care in
health in Chile, unified and co-
ordinated at the level of the na-
tional Bishops’ Conference,
will allow a new evangelisa-
tion that will follow the exam-
ple of Christ, who welcomed
and spoke with everyone, ate
with and forgave sinners, and
healed the sick (¢f. Docum.
conclusivo Aparecida n. 135).

Conclusion

The movement for humani-
sation and pastoral care in the
world of health and health care
that can be seen in the complex
and lively society and culture
of Chile today demonstrates
certain novelties, which are re-
ally seen and present at the
same time in the same country,
but which are to be found in
Chile at the current time.

— Pastoral ecumenism, al-
ready implemented with suc-
cess in two hospitals in Santia-
go and in the diocese of Con-
cepcion.

— The state (through the
Ministry of Health) promotes
spiritual assistance in hospitals
and makes available economic
resources for the building of
inter-religious places of wor-
ship where these do not already
exist.

— Humanisation organised
at an academic (university)
level with the production of
books and courses, with the in-
tention of engaging in experi-
mental research.

— Experimental projects of
humanisation in various hospi-
tals or hospital departments,
once the theoretical courses
have been completed.

— The spread of training in
humanisation and evangelisa-
tion of the world of the health
and health care at every level
(parishes, hospitals, dioceses,
schools, society) and to every
category of people (voluntary

workers, health-care workers
and professionals, sick people
and their family relatives, the
general population).

The difficulties of this move-
ment for humanisation in the
world of health and health care,
to achieve, as John Paul II said,
‘man becoming more human’,
are on a large scale and are
linked to the social and cultural
realities of the whole of Latin
America — a region of major
problems but great hope.

The principal difficulty,
however, is the fact that the
word ‘humanisation’ is liable,
like other very general words
(heart, love, spirituality, heal-
ing) to be manipulated and ex-
ploited by fashionable ideolo-
gies that use ‘man’ as a means
by which to acquire power for
themselves. The most impor-
tant challenge will not be so
much that of having a large
number of centres for humani-
sation and pastoral care in
health but for all of them to
have the same objective (or a
similar objective): to help the
person (above all when he or
she is most suffering, weak or
vulnerable) to live according
to a project of salvation, to de-
velop his or her most human
dimensions: relationships,
uniqueness or personalisation,
the wholeness of his or her be-
ing, and the biographical and
transcendent dynamism of his
or her life. For a Christian, all
of this acquires a transcendent
value, in an approach that is
Gospel-based and Trinitarian.

Another difficulty is that, as
indeed takes place in other ge-
ographical contexts, after ini-
tial moments of curiosity, eu-
phoria, interest and enthusiasm
about a new subject, the num-
ber of people who are interest-
ed in humanisation and pas-
toral care in health begins to
decrease. To prevent this it is
important to avoid repetition,
create a research engine in or-
der to create pastoral care that
grows and develops with data
and discoveries that are always
news in order to ‘provide care
evangelising and evangelise
providing care’. It is important
to create a form of pastoral
care in health which is incul-
turated (and Chilean) and
which grows and develops in
the Chilean context.
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Where these conditions exist
the ‘movement for the humani-
sation of the world of health
and health care’ in Chile could
be and become a light for the
Western world of health and
health care, aiming at some-
thing that goes beyond ‘psy-
cho-physical and social well-
being’ in order to create a form
of medicine and a health sys-
tem on a human scale, worthy
of the person, of a person ima-
go Dei, and Gloria Dei.

Rev. PIETRO MAGLIOZZI, M 1.
Member of the Diocesan Committee
for Health Pastoral Care,

Vicariate of Rome
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Notes

' That year (2008) in the new Chilean
medical deontological code (but not with-
out long and suffered discussions), the
concept of the duty of a medical doctor to
defend life from conception to its natural
end was upheld. The outcome of concep-
tion was seen as a person with his or her
own rights and not as an object dependent
on the will of the mother.
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Models of Evangelisation in the Health-care Field
Manuel Lozano Garrido, ‘Lolo’
Paralytic and Blind Man, Journalist and Writer
Twenty-eight Years Spent in a Wheelchair

‘The life of Manuel Lozano
Garrido was a long Good
Friday, presaging at
every moment the Easter of
the Resurrection’

1. Who was ‘Lolo’?

Manuel Lozano, ‘Lolo’ to
his friends, was born in
Linartes (Jaén, Spain) on 9 Au-
gust 1920 and he died there in
1971. His profile is the follow-
ing. At first he was an apos-
tolic, unsettled and militant
young man who was very ac-
tive in the youth section of
Catholic Action during his few
years of health. He had joined
Catholic Action and immersed
himself in its spirit from the
age of ten onwards. During the
years of religious persecution
in Spain (1936-1939) he
brought people the Eucharist
in a clandestine way and for
this reason he was put in
prison. From prison he was
taken to the front at the age of
seventeen.

Because his life as a militant
young man was on a major
scale, one must ask to what ex-
tent this period of profoundly
Christian formation, in his
places of study and in the piety
that Catholic Action promoted,
is the key to understanding the
over twenty-five years that he
spent totally paralysed (in his
last years he was also blind).
However, during these very
long years of pain (‘Lolo, the
sacrament of pain’, was what
Roger di Taizé called him)
were years of Christian maturi-
ty, of spiritual depth, and of
fertile apostleship, when he
wrote nine books and hundred
of articles; it was then that he
founded his work ‘Sinai’.

Valuable instruments by
which to explore our knowl-
edge of this Venerable Servant
of God are examine his spirit
of prayer, with its traces of

profound mysticism and his
devotion to the Eucharist and
to Mary, to such an extent, in-
deed, as to say that this was
the ‘secret diary’ of his life of
pain; or to study his fertile
apostleship, lived out of love
for the Church, from his
wheelchair, with a total immo-
bility in every part of his
body. I may refer here to the
bibliography already cited in
footnote 2.

At this point I would like to
dwell upon the ‘long Good
Friday presaging Easter’, that
is to say upon pain taken upon
himself as a pathway of his
life of ‘suffering with Christ’,
in order to make up for in his
own body that which was lack-
ing in the Passion of the Lord
(cf. II Cor 4:10 and Col 1: 24).
Despite this, Lolo lived out
this pain with contagious joy.

2.An Apostle and a Model
of Evangelisation
Beginning with Illness

Frequent themes in his writ-
ings are the joyful acceptance
of the cross, the redemptive
value of pain associated with
the passion of Christ, and the
purifying force that springs
from this acceptance. Lolo de-
scribed these realities in the
following way: ‘there are three
approaches to the presence of
pain: that of those who have
not yet gone beyond the burn-
ing of their wounds: ‘God has
abandoned me...’; those who
accept without entering its
spirit of sanctifying activity:
‘God has asked me...”; and
those who, understanding the
communitarian value of suffer-
ing, offer themselves fully to
the ideal of redemption: ‘God,
I offer you...””

The figure of this sick man,
who made his wheelchair into
a redemptive Calvary, without
doubt has a great deal to say to
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contemporary man, who is
brought up in a society that of-
fers easy pleasure and ensures
that the man of our times has
lost the meaning of pain and
even of life and death.

For Manuel Lozano strength
came from his faith, from his
devotion to the Eucharist and
from his devotion to Mary.

He felt pain which had not
‘fallen asleep’ in front of him.
For this reason, in one of the
pages that he wrote, when
speaking about it to the Lord,
he declares: ‘How great is my
tribulation; you, too, well
know what agony means,
without me having to tell you
what it is’ .

There can be not doubt that
what greatly characterised Lo-
lo was the very long period of
time that marked his painful
illness. He was an invalid and
during the last years of his life
he was also blind. The whole
of this illness was accompa-
nied by a context of permanent
events that brought him in-
creasingly close to death.

The work and the pain of the
world are symbolised by the
bread and wine that are the
materials of the Eucharist. This
man was a worker in pain or a
sick man who worked. During
his life, hard work and acute
illness were intertwined year
after year. But his profound
devotion to the Eucharist that
was present in his life made
him live his life united to the
sacrifice of Christ. His work
and his pain of each day of his
life were united — like bread
and wine — to the Eucharistic
sacrifice of Jesus Christ in the
daily welcoming of the Eu-
charist.

The Second Vatican Council
included the sick in the univer-
sal call to holiness: ‘They
should know that they are unit-
ed in a special way to the suf-
fering Christ for the health of
the world...”?




The immense force of hu-
man pain cannot be useless.
Redemptive action has its
supreme expression in the
Cross of Christ.

Perhaps for this reason, the
most abundant literary output
of the pen of this Servant of
God is that which seeks to re-
flect in a Christian way on
pain. He sought to do nothing
else in his first book, El sillon
de ruedas. But in another book
as well, namely, Cartas con la
sefial de la Cruz, he dwells up-
on pain, writing a Via Crucis,
commenting on its various sta-
tions, and adding a further
fourteen letters to the sick.’

The review Sinai had the
goal of uniting the pain of all
the sick people and the prayers
of the monasteries that be-
longed to this apostolic work
and of offering their suffering
and prayers for the Catholic
press. For this reason, this pub-
lic review, in all of its editions,
published writings on the val-
ue of pain.

The subject of pain permeat-
ed his diary-books: Dios habla
todos los dias, Las golondri-
nas nunca saben la hora and
Las estrellas se ven de noche.

When in April 1959 Manuel
Lozano began his first diaries
he wrote: ‘my biography could
be as follows: thirty-nine years
old. A bachelor and an Andalu-
cian, a teacher. An invalid for
almost eighteen years. Afflict-
ed by a rheumatic illness. My
life is confined to a
home...Think of a man rigor-
ously laid out in a position like
the number 4, his hands lightly
resting on his legs, with his
fingers curled, as though they
were holding a coin, and his
head laid back’”

However, more than what
Lolo wrote about pain, his ex-
perience of pain was what
counted; how he lived out his
‘identity’ as a sick person.®

Lolo saw pain as the path-
way of redemption; he thought
that his illness was a gift from
God: ‘In the end I fell on my
knees and gave free expression
to my gratitude... I did not
want to complain; bring me a
smile and allow happiness to
put garlands and roses in my
heart because the overflowing
of my heart is already shaping
the architecture of suffering’.

And thus he summed up its
benefits: following God who
was looking for him, faith,
Providence, spiritual tribula-
tion, affection, his personal vo-
cation, because ‘if one road
closes, other side paths are of-
fered which take its place’.’
He entitled one of the chap-
ters of El sillon de ruedas
‘Pain Kneels Down’'. What
he writes about in it is his life:
he lived acceptance of pain in
such a way that he came to

publicise his ‘creed of suffer-
ing’: ‘I believe in suffering as
a choice...I believe in the re-
demptive mission of suffer-
ing...I will draw near to those
who suffer as though they
were a reliquary that conserves
the lignumcrucis of the Pas-
sion...I believe that Christian
action and sacrifice are en-
veloped with each other like
wax and the flame of a candle:
the purer the immolation, the
more resplendent the wit-
ness...”"

3.Lolo’s Exultant Joy
in Pain

‘What is joy?’, he himself
asked in an article published in
the review Vida Nueva.” And
he answered: ‘Joy is a vital
manifestation of man and this
of essential importance in his
evolution’. And he quoted
Bernanon: ‘there is a great joy
in God and a poorer joy’. The
ideas spread throughout his
writings were rightly brought
together when his death was
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announced: ‘I am yours and I
renew with you my appoint-
ment in Joy’. Joy with a capital
letter, that Joy that is Christ
and the encounter with the Fa-
ther.

Everybody who knew Lolo
speaks about his joy, his smile,
his good mood, and his jovial-
ity. He wrote: ‘notwithstand-
ing the bitter or sugary sweet
men, beyond the silences or
the din of lips, we must believe
that joy makes a man dance as

the effect of a tension and
ascesis: joy is the fruit of a
conquest...”, and he added
‘Christianity is first of all an
operation of joy’."”

Lolo continually expressed
and transmitted this joy. An in-
ner joy and a happiness that in-
fected those who drew near to
him, to the point that one wit-
ness in the process of canoni-
sation called him ‘the saint of
joy’.

In a metaphor that portrayed
his life he wrote: ‘with a life
that gives off little more light
than a very small candle, I be-
lieve in you, spring...Now, to-
morrow and for ever, I believe
in God who gave us spring and
who made springs possible for
us’." This is what this Servant
of God wrote when he noticed
that the end of his life was
drawing near. This text is to be
found in his posthumous book,
the proofs of which were
brought to his home by the
printers a few minutes after he
had died, when he was already
in the eternal spring of his en-
counter with God.
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The life of this man, a man
of pain and a sower of joy, de-
served a separate study by the
Congregation for the Causes
of Saints. The Holy Father
Benedict XVI, on 17 Decem-
ber 2007, declared that his life
and his virtues had been hero-
ic, and granted him the title of
‘Venerable’. The process of his
canonisation proceeds apace
and we hope that one day we
will be able to see Lolo raised
to the glory of the altars.

The life of this young man, a
lay apostle of Catholic Action,
devoted to the Eucharist and to
Mary, a paralytic and a blind
man, a writer and a journalist,
joyous in his pain, who lived
an existence marked by an un-
usual condition of illness as
though it were a totally normal
situation, could be a kind of
mirror for many Christians in
this time now being lived by
the Church.

His apostolic fervour meant
that this paralytic was ‘useful’

(Ep. ad Philem, 12); that al-
though he was blind he shone
like a ‘star in the firmament of
the Catholic laity’ (Decree on
the heroic life and virtues of
the Venerable Lozano Garri-
do); and that as a journalist and
writer he implemented in his
life the rule of ‘serving the
fruit of vines, pure and full of
hope as it is’."” A joyful young
man who when dying invited
us to ‘meet each other in JOY’.

Don RAFAEL
HIGUERAS ALAMO
Postulator of the Cause
of Canonisation

Notes

" F.J. MARTIN ABRIL, i“Prélogo” to
Las estrellas se ven de noche, a postu-
mous work by M. Lozano Garrido.

? There are various biographies of the
Venerable Lozano Garrido: J. RuBio, Un
ciego a los altares; R. HIGUERAS, La
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Psychology in Nursing

Caring for the sick is an art;
and if it is to be practiced as a
art it requires total devotion
and training, as is the case with
the any work by a painter or
sculptor; but with the difference
that one does not have and one
is not dealing with a canvass
but with a body — the temple of
the Spirit of God. It is one of the
fine arts, indeed the most beau-
tiful of the fine arts.'

Florence Nightingale

If caring for the sick is an art,
as indeed it is described F.
Nightingale in a very evocative
way, it follows that in order to
learn this art one must learn
about its rules. Now a funda-
mental principle, a golden rule
of nursing care, is the follow-
ing: ‘the patient is a human per-
son’.

Caring for a sick person
means taking care of a human
person when he is passing
through a difficult and often
critical stage of his life. This
person suffers not only in the
physical dimension of his body
(soma) but also in the mental
dimension, that is the soul
(psiche). 1t is not sufficient,
therefore, for a health-care
worker in the care process to
concentrate exclusively on the
physical aspect of pain, ignor-
ing what the patient is experi-
encing in the depths of his spir-
it. A study of psychology and a
psychological training of nurses
are necessary for sick people to
receive suitable therapy and for
managing to establish between
the two individuals a true rela-
tionship of health with a health-
giving effect.

1. A Look at the Psychology
of the Patient

It is alarming to read in the
book Capire e aiutare il malato
(‘Understanding and Helping
the Sick Person’) the following
words: ‘although technical —
theoretical and practical — train-
ing occupies an essential place
in the training programmes of
health-care workers, little atten-
tion is paid to their relational

capacity. The psychology of the
sick person and theories of
communication have almost no
relevance in the training of
health-care workers’ 2

The psychology of the sick
person, which is concerned
with the psychological experi-
ence of that person, his forms of
behaviour and the psychologi-
cal aspects of the relationship
between the patient and health-
care workers, is fundamental
both in understanding the situa-
tion of the person who is suffer-
ing and in providing him with
suitable help. We may observe
that the Italian term ‘aiutare’
(‘to help’) in Latin is made up
of ‘ad’ and ‘iuvare’ and means
to be of use or to obtain benefit.
An individual who lives in con-
ditions of physical, mental or
social malaise perceives at an
individual level an unsatisfacto-
ry situation which limits his re-
actions. The relationship of
help is installed between he
who experiences this malaise
and he who possesses the in-
struments to intervene upon this
state of discomfort. The person
who provides help and the per-
son who suffers enter into a re-
lationship so that each one
gives to the other what he him-
self does nor have.

The experience of illness cer-
tainly varies from individual to
individual and depends on a se-
ries of factors: the gravity, the
typology and the modality of
the emergence of the illness it-
self; the moment at which it oc-
curs; the personality of the pa-
tient; his age and his previous
experiences in this field; and
the ability of the family and the
health-care environment to re-
spond to his needs. A nurse
must never forget that the pa-
tient who has been admitted to
a care centre is made insecure
by a thousand factors: by the
illness itself, by the newness of
the hospital environment and
by an ignorance of its laws, by
separation from his family rela-
tives, and by the difficulties he
encounters by placing and
knowing the medical doctors,
nurses and others that find
themselves at his bedside. His
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illness, as such, is experienced
as a collapse of his forms of se-
curity. Indeed, it presents itself
as the fall of all the forms of his
security.

As has already been observed
in this paper, those who take
care of a sick person cannot
concentrate exclusively on the
pathology of his body and ig-
nore his psycho-social aspects
or minimise their importance.
Instead, they should reflect on
the fact that an illness in the
context of the life of an individ-
ual always has consequences at
a psychological level. A person
who falls sick lives out a kind
of ‘disorientation of his own
identity’ which is not always
easily resolved.

The psychology of the pa-
tient helps the health-care
workers to understand the
needs and the reactions that are
to be met with in that sick per-
son. Both these realities are of a
biological and psychological
nature. They intensify propor-
tionately with the gravity of the
illness and the level of compli-
cation of a surgical operation.

As regards the needs of the
patient, first of all the funda-
mental physiological ones ap-
pear, but those of a mental kind
are no less important, such as
for example: feeling secure, be-
ing accepted, honoured, es-

75



76

teemed and even loved. Not at-
tending to any of them, neglect-
ing any of these needs, will
have a negative influence on
the process of care and treat-
ment.

Amongst the most character-
istic reactions of patients one
may list following: danger and
fear; loss and depression; and
obstruction and rage. These dif-
ferences in reactions can be in
part explained on the basis of
the way in which the patient
concerned perceives his illness,
on the basis, that is to say, of the
meaning that gives to his ill-
ness. This meaning can be con-
scious and evident to varying
degrees or unconscious and
linked to personal symbols or it
can the outcome of an elabora-
tion that takes place at deep lev-
els of his psyche.

It is important to know that in
the psychology of sick people
various typologies are to be en-
countered: the psychology of a
sick person who is dying, the
psychology of an elderly per-
son, the psychology of a child,
the psychology of a chronically
sick person or of an AIDS pa-
tient, etc. Analysis of all these
psychologies brings out a fun-
damental need that every sick
person perceives in the same
way, that is to say the need for
trust in those who care for and
treat him. Medical doctors and
nurses are called to do every-
thing possible so that the person
who is entrusted to them is
treated with dignity as a person
who is well received, esteemed,
respected, and who does not re-
main disappointed.

2. Psychological Aspects
of Nursing — the
Relationship of Help

Real nursing care, in English
the term is ‘nursing’,’ as is the
case with all the other fine arts,
is not to be found in the me-
chanical performance of details
or in the ability of the per-
former, but in creative imagina-
tion, in a spirit of sensitivity,
and in the intelligence that are
behind these techniques and
these abilities.

The developments in psycho-
somatic medicine and nursing
have emphasised the therapeu-
tic approach of the holistic and

overall approach, which in-
volves encountering the person
of the patient in his totality as a
bio-psycho-social-spiritual be-
ing. A joint approach to the
technical aspects and to the re-
lational aspects works to the ad-
vantage of the person who is
being subjected to care and
treatment.

In this context, the following
observation is worrying: ‘de-
spite the fact that the various
theories that have been formu-
lated on nursing stress the im-
portance of having a good rela-
tionship between the nurse and
the patient, the research that has
been recently carried out has
demonstrated that the average
nurse has few of the requisites
to establish such a relation-
ship’.* The study of psychology
and the theories of communica-
tions have as their aim that of
providing such requisites and
consequently improving nurs-
ing care. ‘In nursing’, Acuarolo
rightly observes, ‘it is necessary
to communicate in a creative
and effective way, otherwise it
is not possible to understand, to
care for or to help, that is to say
one cannot establish any posi-
tive interaction with the patien-
t2

The first step that a health-
care worker must take to
achieve a positive interaction is
to pay objective attention to
what the patient communicates
and to pay subjective attention
to his own emotional reactions.
In this relationship it is of fun-
damental importance to ‘see the
other as the other’. Indeed, the
relationship of help is described
as a relationship in which one
of the two interlocutors seeks to
create those conditions that pro-
mote in the other a capacity to
address and overcome creative-
ly the difficult situation in
which the person finds himself.

As regards the principal char-
acteristics of the relationship of
help we should emphasise the
following: listening, empathy,
accompanying, welcome, re-
spect, professionalism and trust.
Obviously enough, everything
begins with listening. Knowing
how to listen is without doubt
one of the most effective forms
of respect for the sick person,
who wants to communicate
with those who are caring for
and treating him.
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The subject of listening leads
on to that of empathetic under-
standing or empathy. Etymo-
logically, this term comes from
Greek and means ‘en’ (inside)
and ‘pathos’ (feeling), that is to
say entering into the intimate
reality of a person. As regards a
nurse this is a matter of entering
into the world of the patient, of
listening to what he says and of
placing herself in his point of
view in seeing the situation in
which that patient finds him-
self.

A relationship of help is
characteristic of every nurse
who acts with empathy, with
warmth, with respect, with
care, and with acceptance.
This is a complex process in
which the quality of the person
of practices it is reflected.
Every action, as an approach
centred around the person, pre-
supposes that each person al-
ready has inside them re-
sources to understand and to
modify realities. These re-
sources are favourable in a cli-
mate with facilitating condi-
tions and one is dealing not on-
ly with a resolution of prob-
lems but also with mutual
growth. It should not be for-
gotten that the need for love
certainly includes receiving
but it also includes giving. To
give affection and love to a
sick person is of fundamental
importance. But it is equally
important to recognise that he
is a subject who is able to love,
whatever his illness may be.

To sum up we may say that
the role of the nurse unites two
options: one is technical and
scientific in character and the
other is relational in character.
The underlying value shared
by both these options is that of
taking responsibility for a sick
person in all his complexity
and totality. In more practical
terms this means: being at his
side, taking care of him, listen-
ing to him, compensating him,
accompanying him, taking his
place, supplementing him, and
separating from him. All of
these forms of presence at the
side of a sick person form of a
part of the relationship of help
in which, as has already been
observed in this paper, what
matters is not so much the
presence itself but the way in
which a nurse is present.




Conclusions

In this paper of ours, even if
it has been arranged under gen-
eral headings, we have sought
to demonstrate that psychology
is an integral part of nursing.
Thanks to psychology it is pos-
sible to have a better under-
standing of the needs and the
fears of a patient and as a con-
sequence to establish with him
a suitable relationship of help.
A psychological training for
health-care workers is thus of
indispensable importance for
their professional training, from
the point of view of the famous
humanisation of medicine as
well.® Iandolo is therefore right
when he says: ‘my experience
as a hospital doctor has demon-
strated to me with what fre-
quency not only one of but all
the fundamental needs of a pa-
tient are not met; they are often
not met because they are not
known about or wrongly under-
stood by medical doctors and
nurses. The humanisation of
hospital care is not to be ob-

tained through laws and re-
forms but through a better psy-
chological training of medical
doctors and nurses’ (p. 56).

Prof. CATERINA SAVINA,
Student NELA SUKACH,
Degree Course in Nursing,
General Psychology,

Institute of the Sisters of Mercy,
St. John’s Hospital,

Catholic University

of the Sacred Heart,

Rome
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The Eleventh Congress of the European Federation
of Catholic Medical Associations (EFCMA)

The eleventh congress of the
European  Federation  of
Catholic Medical Associations
took place on 11-14 September
2008 in the Polish city of
Danzig (Gdansk). This is the
European branch of the Interna-
tional Federation of Catholic
Medical Associations (IFCMA)
and in terms of quality and
number of associations it is a
point of reference for Catholic
medical doctors around the
world.

Some groups of European
doctors began their visit by go-
ing to the birth place of John
Paul II in Krakow and then
went to Czestochowa, to War-
saw, and finished their journey
in Danzig, the so-called ‘three-
cities’ (Danzig, Oliwa and Gdy-
nia), the homeland of the Soli-
darity movement. They discov-
ered a cordial, welcoming and
very pious country, one pro-
foundly proud of the great Pol-
ish Pope Karol Wojtyla, as one
can observe from the large
number of sculptures and mon-
uments and fresh flowers that
adorn it.

The general subject of the
congress was ‘natural law and
human law inscribed in con-
temporary European medicine’.
The approximately four hun-
dred participants, with a strong
presence of medical doctors
and students from the countries
of Eastern Europe, were able to
take part in days of intense
study, follow very well pre-
pared liturgies, and participate
in vigils accompanied by music
and fraternal meals.

We were able to count upon
the presence of the Primate of
Poland, Card. Jozef Glemp, and
of Cardinal Javier Lozano Bar-
ragan, the President of the Pon-
tifical council for Health Care
Workers, who was the bearer of
a message from the Holy Father
and of a papal blessing. Also
present were the Archbishop of
the city and the Bishop respon-
sible for pastoral care in health
within the Polish Bishops’ Con-
ference. For the civil authorities
there was the President of

Poland, Mr. Sig. Lech Kaczyns-
ki, who sent a letter, together
with academic authorities and
the President of the IFCMA,
Dr. José M. Simén.

The deliberations of the con-
gress took place at the Col-
legium Biomedicum, with a
small commercial exhibition,
and the participation of stu-
dents, the Polish medical doc-
tors of the future.

The congress was opened
with the celebration of the Eu-
charist presided over by H.Em.
Cardinal Lozano Barragidn in
the cathedral of Danzig. The
deliberations began with the
magisterial paper by Cardinal
Lozano with the title ‘the natur-
al law in medicine’. An analysis
was then made of the social sit-
uation of European Catholic
doctors and the difficulties that
are encountered in making cer-
tain foundations of Christian
bioethics understood in the Eu-
ropean context, which is in-
creasingly secularised.

At the same time as the con-
gress, the elective General As-
sembly of the EFCMA also
took place. The voting led to
the following being elected: Dr.
Frangois Blin (France) as Presi-
dent; Dr. Hans Stevens (Hol-
land) as General Secretary, and
Dr. Alexandre Laureano Santos
(Portugal) as Treasurer. A
warm greeting of farewell was
given to the outgoing President,
Prof. Dr. Joseph Marek, of the
Czech Republic, who had so
worthily led the Foundation
over the previous years. One
may observe that the entrance
of the associations of the coun-
tries of the former Soviet bloc
after the fall of the Berlin Wall
constituted a breath of fresh air
for European Catholic medical
doctors. Since that time con-
gresses have been held in
Prague and Bratislava.

At the end of the congress the
Declaration of Danzig was is-
sued and a Holy Mass was cele-
brated in the Church of St.
Mary.

Dr. J.M*. SIMON,
President of the IFCMA
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The Danzig Declaration

Conscious of the trust placed
in us as physicians and defend-
ers of life, of the progress in
medical knowledge and tech-
nologies, and of the ever
greater understanding gained
about the physical, psychologi-
cal, educational, spiritual, reli-
gious and existential needs of
our patients and our society,

— while aware of the dangers
of ethical relativism and of
moral permissiveness around
us and in our midst;

—1in view of ongoing debates
over the permissibility of abor-
tion, euthanasia, the use of hu-
man embryos for research and
so-called therapeutic purposes,
human cloning, the creation of
human-animal hybrid em-
bryos, contraceptive and steril-
ization procedures and artifi-
cial reproductive technologies;

— faced with the silent as-
sumption that those carrying
out the above procedures will
be doctors;

authorized by the Christian
traditions and ethos of Euro-
pean and world medicine, in
dialogue with all doctors who
believe in the dignity and free-
dom of the human being,

1. We affirm that ethical
norms and principles precede
enacted laws and should influ-
ence their contents in accor-
dance with natural law and the
teaching of the Church.

2. We affirm that in making
decisions on the medical treat-
ment of the patients who place
in us so great a trust, we
should be guided above all by
our conscience. Moral evalua-
tion of medical practice must
not be based upon superficial
opinions or passing trends but
on the sensitivity of a con-
science formed according to
objective ethical norms com-
mon to all people and consis-
tently defended by the Church.

3. In order to guarantee the
freedom of practice of the pro-
fession, we have to uphold the




right to conscientious objec-
tion

4. We believe that one of the
basic demands made of doc-
tors should be ongoing person-
al development in both practi-
cal know-how and in moral
stature.

5. The special vocation of
the doctor to serve the life and
health of others requires a
clear formulation of the prin-
ciples of objective and univer-
sal ethics.

6. We affirm that the source
and basis for all ethical norms
is the inalienable dignity of the
human person throughout the
course of his or her life — from
conception to natural death.

7. Just as human dignity re-
quires the protection of human
life, it also demands special
concern for its initial phases
and respect for human procre-
ation and sexuality.

8. We promote activities
which permit the protection of
patients from procedures that
violate their human dignity:

— Decisively rejecting eu-
thanasia, we support the devel-
opment of palliative medicine.

— Refusing to agree to abor-
tion, we aim to ensure proper
all-round care for the family
and the sick child both before
and after birth.

— We choose the treatment
of the underlying causes of in-
fertility and not successive
techniques of artificial repro-
duction.

— We support the develop-
ment of research into the use
of stem cells taken from adults
and umbilical-cord blood, re-
jecting the use of human em-
bryos for this purpose.

9. We affirm and emphasize
that medical practice with re-
spect to such matters as genet-
ic manipulation and the end of
life has to be carried out with-
out the intentional loss of hu-
man life.

10. We want to protect our
children and young people
from neglect, abuse and other
threats to their health and dig-
nity. We have to ensure proper
education for all aspects of
life.

11. Aware of the number of
people in our midst who are
subject to abject poverty or are

under threats caused by mis-
fortune, we uphold the tradi-
tion of the freedom of physi-
cians to offer humanitarian and
charitable aid, especially in ne-
glected areas of the world, on
the basis of principles and cri-
teria that lie beyond econom-
ics.

12. Taking into account the
responsibility doctors bear for
the health and life of patients,
we are convinced that medi-
cine must be practiced in dig-
nified conditions, due to both
patients and to doctors, and
we consistently affirm that in
our activities the good of pa-
tients should have priority over
other obligations.

Prof. JOSEF MAREK

The President of the XI Congress
of the European Federation

of Catholic Medical Associations,

Dr. ANNA GREZIAK

The President of the

Catholic Association of Polish
Doctors,

Dr. HANS STEVENS

The Secretary of the European
Federation of Catholic Medical
Associations
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