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The Thought of John
Paul II on Suffering

During the last decades, theological meditation, stimulat-
ed by a growing need for interpreting, in the light of God,
the mystery of the world and of man in their concreteness,
has moved in special directions.

There is talk of political theology, theology of hope, the-
ology of development, and so on.! In more recent years, a
particular place was devoted to the theologia crucis, which
was almost officially sacred after the glorification of
Discalced Carmelite Edith Stein.

In fact, the cloistered nun, who was put to death in the
concentration camp of Auschwitz, left the testament of her
thought and life in the unfinished work Scientia Crucis, a
dramatic and theological reading of her sufferings.?

First of all, I would like to say that the thought of John
Paul Il on suffering is rather a deep and extraordinary elab-
oration of a real theology of suffering. The many things
written, said, and experienced by John Paul Il are closely
related and constantly referred to the Christian meaning of
human suffering.

In his first Encyclical, Redemptor Hominis, John Paul I1,
recalling a passage of Gaudium and Spes® about the deep
suffering of man, constantly torn between his tendency to
evil and his aspiration to good, says that this man is “ the
way for the Church. ™

In the Apostolic Letter Salvifici Doloris, the Pope takes
the subject up again and writes: “ It can be said that man in
a special fashion becomes the way for the Church when
suffering enters his life. ™ And continues: “ Assuming,
then, that throughout his earthly life man walks in one man-
ner or another on the long path of suffering, the Church at
all times should meet man . Born of the mystery of redemp-
tion in the Cross of Christ, the Church has to try to meet
man in a special way on the path of his suffering. In this
meeting man becomes ‘ the way for the Church, ’* and his
way is one of the most important ones,




I realize that to speak of theology rather than of the
thought of John Paul II on suffering implies a broad and
deep study of his magisterium and ministry, so emblemati-
cally marked by suffering. Indeed, there is a peculiar weld-
ing together of thought and action related to suffering in his
experience as Pastor of the universal Church. The coherence
created by this welding together of thought and action
makes his teaching extremely trustworthy.

I will only underline, or better, sum up, the cornerstones
of the Pontiff’s theology of suffering in a single fundamen-
tal assumption of Safvifici Doloris: “ At one and the same
time, Christ has taught man to do good by his suffering and
to do good to those who suffer. ”

After formulating this aphorism, the Holy Father contin-
ues, “ In this double aspect, He (Christ), has completely
revealed the meaning of suffering. ™’

Paraphrasing in pastoral and catechetical terms the ex-
pression “ theology of suffering, * we could speak of * suf-
fering which saves, ” of suffering as a way towards the
complete redemption of man.

We thus see how the theology of suffering of John Paul
II can be systematically summed up and organized accord-
ing to the two aspects that he clearly indicates.

1. To do good by suffering

A whole section of Salvifici Doloris is entitled “ the
Gospel of Suffering. »* Gospel means “ Good News, ” the
salvific announcement of Christ, the proclamation of the
Kingdom of God. If suffering is Gospel, it is because Christ
became man, announced the Father, and rose again by suf-
fering.

It is not a theoretical vision; on the contrary, it is a histor-
ical interpretation of Christ’s mission. In fact, as the Pope
states, “ The Redeemer himself wrote this Gospel, above all
by his own suffering, accepted in love, so that man would
not perish but have eternal life ” (Jn 3:16). This suffering,
together with the living word of his teaching, became a rich
source for all those who shared in Jesus’ sufferings among
the first generation of his disciples and confessors, and
among those who have come after them down the cen-
turies, **

One might think that the theology of suffering is just the
accentuation of a certain interpretation of the mission of
Christ. On the contrary, it seems interesting to me to note
that the key of suffering is able to open the door to an
integral vision of Christ’s life and message, up to the point
of embodying in itself all of their aspects. In fact, the Pope,
in the consideration of suffering also includes the Mystery of
Mary, Mother of Christ and of the Church, affirming, “ It
is especially consoling to note and also accurate in accor-
dance with the Gospel and history that at the side of Christ,
in the first and most exalted place, there is always his moth-
er, through the exemplary testimony that she bears by her
whole life to this particular Gospel of suffering. In her, the
many and intense sufferings were amassed in such an inter-
connected way that they were not only a proof of her un-
shakeaable faith but also a contribution to the redemption of
all.

To do good by suffering relates to Christ’s choosing pain
as a tool of redemption, because the only way to escape
from the destructive power of suffering is the very extolling
of it.







Saint Paul, teaching us that in accepting the human condi-
tion Christ accepted becoming a slave, that is to say, the
“ least of men ” (Phm 2:9), reaffirmed the truth of the
Gospel of suffering.

Suffering is Gospel, it is Good News, it is the announce-
ment of salvation,but only because it can be turned into
good, become an instrument of good. “ The Gospel of suf-
fering signifies not only the presence of suffering in the
Gospel, as one of the themes of the Good News, but also the
revelation of the salvific power and salvific significance of
suffering in Christ’s messianic mission and, subsequently, in
the mission and vocation of the Church. ™"

The Pope speaks of extolling suffering as revelation: the
expression does not seek to be merely emphatic but theolog-
ically exact and precise.

Thus, the Christian is called to suffer as Christ did," to
suffer together with Christ.”

“ The more a petson is threatened by sin, the heavier the
structure of sin which today’s world brings with it, the
greater is the eloquence which human suffering possesses in
itself. And the more the Church feels the need to have re-
course to the value of human suffering for the salvation of
the world "

In the past, the revelatio of the Gospel of suffering could
appear rationally unacceptable and absurd. The path of pro-
gress and civilization is a path aiming at conquering suffer-
ing and death. The illusion of the modein era got to the
point of hypothesizing the possibility of man’s victory over
suffering and death. Today science itself recognizes, as the
Council recalls, that the fundamental questions about the
reason for suffering and death not only remain unchanged
but become even more dramatic and threatening.

Christian intuition reveals the possibility of reconciling
the rightful fight to conquer suffering and the possibility of
grasping its creative and redeeming value. Nevertheless, this
reconciliation, not in accord with the philosophy of Plato,
who considered pain and joy as contending forces within
man trying to take him in opposite directions, but in the
light of the teaching of Christ, who, in accepting, though
innocent, the consequences of sin, suffering, and death,
annihilated the destructive power of suffering and revealed
its 1edeeming and healing power.

That is why the Pope, from the beginning of his ministry,
openly asked people suffering in their bodies and minds, for
the support stemming from the gift of suffering accepted as
a tool of redemption and life.

In all the speeches of the Holy Fathet, an enormous space
is devoted to meditation upon suffering. In every apostolic
journey, every audience, every meeting with people, the
Pope gives priority to the suffering. And the root theme of
his words is not primarily that of sympathetic solidarity, but
the request for support for announcing the Gospel con-
tributed by those who accept their own cross. The theology
of the cross and of suffering is theory and practice joined
together; it is the measure of the effectiveness of every single
apostolate.

Allow me a short digression which would, howevet, de-
serve further study to note that to take into account the
theclogical vision of the Holy Father is the only way to reach
complete understanding and interpretation of his pastoral
action. His most difficult and controversial apostolic pil-
grimages must be analyzed in the light of this vision. For
example, when he appeals to peoples for reconciliation, he




does not sing the praises of submission and a forced accep-
tance of suffering, but asks all those who suffer to bestow
upon their suffering a constructive meaning, as a premise
for redemption and liberation from the human point of
view. Indeed, the civilization of love cannot exist unless
suifering acquires a positive value.

2. To do good to the suffering

The second aspect which deeply reveals the meaning of
suffering is, according to Christ’s teaching, to do good to
the suffering.

In the document instituting the Pontifical Commission
for the Apostolate of Health Care Workers there is an ex-
pression which will never be studied enough and which, in
the pastoral field, could play a fundamental role in Christian
testimony . The Pope says that solicitude for the suffering is
an “ integral part ” of the Church’s mission '®

Thus, this is not a marginal or optional aspect, but rather
co-essential, an integral part, as could be easily demonstrat-
ed historically, and also in the light of the very nature of the
mission of Christ and of the Church.

To do good to the suffering is the response, or better the
implication, the consequence of extolling suffering; it is the
transformation of suffering into an act of love. In Salvifici
Doloris, John Paul II explains this truth by means of mas-
terful exegesis of the parable of the Good Samaritan."”

Let me now quote one of the most profound and insight-
ful pages by the Holy Father on the theological aspect of this
truth. He pronunced these words on March 30th, 1983, dur-
ing a general audience for the Holy Year of Redemption. Let
us tead them together: “ It is true that universal experience
teaches also that suffering implies beneficial effects on many
people, as it generates maturity, wisdom, good, understand-
ing, solidarity. In this sense, it is possible to speak of the
fertility of suffering. But this assumption does not solve the
main problem and does not wipe out the temptation of Job,
which is also part of the spirit of the Christian when he is
induced to ask God: Why? For many people, the problem of
evil and suffering is an objection against the Providence of
God, if not against his very existence. Then the reality of the
cross becomes a scandal since the talk is about a Christless
Cross. The heaviest and most unbearable, tertible one,
sometimes to the point of tragedy!

“ The Cross of Christ is the great revelation of the mean-
ing of suffering and of the value that suffering has had in the
course of life and history .. The Cross is proof of an infinite
love that, precisely in the Host of expiation and pacification,
has placed the principle of universal restoration and espe-
cially of human redemption: redemption from sin and, basi-
cally, from evil, pain, and death.

“ But the Cross invites us to respond to love with love.
We can give to God, who loved us first, the sign of our
deepest participation in his saving plan. Not always are we
able to understand, within the limits of this plan, the reason
for the pain marking the path of our lives. Nevertheless,
supported by faith, we can be sure that it is a loving plan,
within which the immense range of crosses, big and small,
tends to fuse into the one Cross. '

And to do good to the suffering means to respond to pain
with love, to make suffering positive through love.

To do good to the suffering is the greatest, the most
important and unsettling revolution that the Church is
called to carry out in the course of history.




The parable of the Good Samaritan, the Pope says, “ be-
longs to the Gospel of suffering and goes hand in hand with
it throughout the history of the Church and of Christianity,
throughout the history of man and humanity. This parable
witnesses to the fact that Christ’s revelation of the salvific
meaning of suffering is in no way identified with an attitude
of passivity. It is exactly the opposite. The Gospel is the
negation of passivity in the face of suffering. Christ Himself
is especially active in this field. "

The commitment deriving from this integral part of the
Church’s mission is so important that we will be judged
according to the good done to the suffering. * I was hungry
and you gave me food. I was thirsty and you gave me drink .
I was a stranger and you welcomed me. I was naked and you
gave me clothes. I was ill and you visited me. I was in prison
and you came to see me ” (Matthew 25:34-36),

It is possible to base a complete theology of suffering or
of the Christian meaning of human suffering upon the dual
concept of doing good by suffering and doing good to the
suffering . In this sense, we can deeply interpret the whole
life, teaching, and work of Christ, the history of the Church
and its holiness. All pastoral programing can be included
within this simple, essential framework, for pastoral action
in its real meaning is not possible if the commitment to
doing good by suffering and to the suffering is missing.
Without forcing ideas to fit within the confines of this Meet-
ing, I wish to add that the theology of suffering is a form of
theological reflection of particular current interest In the
course of history man, tried by suffering, has always sought
the reason for pain. Nowadays the question is not only
becoming more acute and generalized but also, I would say,
moie homogeneous and definitive. The collapse of the
myths of positivism, materialism, consumerism, and an un-
limited faith in the possibilities of technology poses once
more the question of suffering in more universal and unan-
imous terms.

The appreciation of suffering reached through love,
which makes us similar to Christ and, with Him, leads to
the healing of all suffering, is the only prospect of liberation
for man and for creation, which, together with the children
of God, suffers while awaiting the definitive completion of
redemption

v« FIORENZO ANGELINI
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Religious in the
World of Suffering
and Health

This is the title of a little volume which
the Pontifical Commission for the Aposto-
late of Health Caie Workers has just pub-
lished. It represents the first in a series of
topics which the Pontifical Commission
wishes to make available to all those who
work in the wotld of health.

It is only fitting to initiate this collection
of publications with a very specific allusion
to a group of men and women who conse-
crate their entire lives to the service of
health, of the sick, and of all the values
connected with this mission.

Religious engaged in health care have dis-
tinguished themselves thoroughout the his-
tory of the Church at the forefiont of such
service and are now making a firm commit-
ment to renewal and vitality. The book
places emphasis upon this vocation,
marked by generosity, enthusiasm, faith,
and effectiveness, and poses many ques-
tions for religious which arise in medicine at
this time of rapid, throughgoing change.

On this occasion we have asked four Gen-
eral Superiors of Institutes serving the sick
to comment on the presence of religious in
this field. All four are also members of our
Pontifical Commission.

Their responses do not coastitute a com-
mentary on the book we have referred to,
but rather serve to accompany its publica-
tion. We have welcomed their remarks and
tegard them as instructive for the readers of
our journal, Dolentium Hominum. Above
all, the authors stress the following ideas:
religious engaged in the health ministry
should be witnesses and moral guides, com-
petent, and endowed with a great capacity
to love; indeed, it is seen that these religious
have always participated in the life of the
Church as pioneers in evangelization and
defenders of life,
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1. Witnesses and
Moral Guides

The presence of religious in the health
field, as in all others, should be maintained
under banner of newness within continuity.

We are living in a period of profound,
rapid changes which often threaten to ren-
der our lifestyle, our way of being Brothers
of St. John of God, out-of-date and, there-
fore, less effective as a sign.

Today’s hospital — where new types of

patients are to be found as well — is charac-
terized by the massive participation of lay
workers and by increasingly advanced tech-
nological contributions. This frequently
provokes a trial for religious, arousing infe-
riority complexes, almost a feeling of use-
lessness, and even frustration over a certain
loss of power.

Such changes make necessary a critical
analysis of our behavior, up-to-date exami-
nation of our professional positions and re-
lations — as individual religious and as a
community — with the environment which
obedience has reserved for us.

We must become aware of such demands
to avoid being left on the fringe of reality.
It is certainly not easy — we sometimes ap-
pear frightened by the press of recurring
temptations, like that of retreating to posi-
tions of comfort, security, or mistaken res-
ignation, for instance, or cutting out a niche
for ourselves s¢ as to carry on professional
activity, even in competition with our
brothers o1 lay collaborators, or, finally, of
relegating to the laity or, still worse, to so-
phisticated technologies the care of the sick,
triggering the trap of our own loss of identi-
ty and the patient’s anonymity.

The idolatry of efficiency sometimes
creeps into our framework as well; and that
is the time to confirm forcefully, to mani-
fest clearly the essence of our charism, our
true physiognomy as Aospital brothers, wit-
nesses to merciful love in service to suffer-

ing humanity. Above all, then, men
“ warmed ” by the fire of the Gospel who
bend over other men, seeing in them not

- abstract, anonymous “ clinical cases, ” but

rather brothers to be cared for and comfoit-
ed in body and soul. This may be called
making the hospital a humanized and hu-
manizing structure, whete the patient is our
university.

In this vein, the role of us religious is
more clearly defined as novelty in continu-
ity: we are, in fact, called to be WITNESS-
ES, MORAL GUIDES, CRITICAL CON-
SCIENCE, INNOVATORS, and FORE-
RUNNERS.

Witnesses, in the footsteps of the
Founders, of how to assist the sick and the
needy today, appearing under new aspects:
the elderly, the terminally ill, drug addicts;
the emerging culture, which has removed
the Christian concept of pain, death, and
eternity, poses very serious problems for
them for which there are no medical pre-
scriptions or at least these are insufficient,

Moral rather than technical guides, as
technological leadership is now the preroga-
tive of the laity. Our know-how is drawn
from the Gospel: it is a question of convey-
ing our * passion ” regarding the patient
and our faith motivations to collaborators.

Critical conscience: Whenever the sacied-
ness of man is threatened and an attempt is
made to impose the fluctuating ethic of the
practice in fashion, owr voice and our ac-
tion must emerge courageously, without
vielding to pressure, with no consent o1
compromise. We are obliged by the respon-
sibility of our state and fidelity to our reli-
gious profession,

Forerunners and innovators: With the
speed of the transformations taking place,
even just halting may mean retreating. St.
John of God (and so many after him), in
spite of the indifference, disdain, and hos-
tility of the majority, managed to identify
new pathways: with our Founder, the mod-
ern hospital appeared; the hospitality of the
yvear 2000 must be originally shaped by his
sons. To this end, it is necessary to meditate
and project intrepidly, in the logic of the
Gospel.

Fra PIERLUIGI MARCHESI

Prior General
Hospitaler Order of St John of God




II. Participation by
Religious in the
Church and in the
World of Health

Care

For some time psychophysical well-being
has been defined as “ health. ” There is
increasing awareness at present that this
term possesses much broader scope, extend-
ing from conception to death.

Health concerns the whole man in all his
dimensions — family, social, moral, spiri-
tual, physical, mental, and collective.

As women religious in the world of health
today we are faced precisely by those who
have been stricken, wounded, in their bod-
ies, in their spirits, or in their social rela-
tions.

We must there confront suffering, which,
as the Holy Father himself has stressed, re-
mains an “ unapproachable mystery ”
{Apostolic Letter Salvifici Doloris, Febru-
ary 11, 1984).

A question is then posed for us: Is it im-
portant for the world, for the Church that
we women religious should be engaged in
health woik, in this struggle against evil,
against suffering?

The French Conference of Major Superi-
ors unanimously approved the following
statement in 1984: “ At the center of their
professional activity, where they renew the
works of Christ the Savior for today’s
world, women religious collectively partici-
pate in the Church’s mission in the field of

health. ”

It is this certainty which channels and an-
imates our mission of diaconia needed by
the Church. Three roles seem to summarize
our testimony as apostolic religious sent by
our Community — and thus by the Church
— into the health care field:

1. Qur FAITH in life — ”life which is a
perpetual birth ” (Paul VI) — aims to devel-
op life, and we commit ourselves to doing
so by means of action. To this mission we
must contribute not only the competence of
our techniques and our devotion, but atten-
tion to the dignity of persons above all.

In dealing with the serious ethical prob-
lems posed by abortion, therapeutical obsti-
nacy, and euthanasia, the woman religious
engaged in health care must not be afraid to
recall the Gospel demands; she must, in a
sense, be a prophetic sign, i. e. manifest by
word and deed — and sometimes through
her refusal to act — that the present life has
a future beginning here and now.

We must not forget that we are responsi-
ble for one of the “ faces of the Church, ”
and the decisions we make or help to make
have a symbolic importance — they reveal
this “ face of the Church. ”

2. In dealing with the patient threatened
by anonymity, by loneliness, immersed in a
wotld of science and technique, where he is
no longer considered in terms of his person-
hood, but only with regard to his disease,
we also have a significant role to play in
establishing a TRUE RELATIONSHIP,
entering into contact, accompanying....

Thete is a great deal for us to create in the
area of relationships, support, listening.
We have to speak out, testify to our accep-
tance of the person’s human - and mortal
— condition. We must ask ourselves and
those around us about respect for man’s

freedom, in its twofold dimension, in the

conviction that life comes first, but that in
Christ, we are called to a new life.

3, Finally, our mission is situated within
a TEAM — in working with other profes-
sionals, with health personnel, the province
of each must be respected . This team has a
common goal which requires broad solidar-
ity, loyal and courageous collaboration. We
do not supply answers which repeat formu-
las learned by rote when encountering the
questions posed and reflected upon within
the team, but in the light of the Gospel seek
to comimunicate with the same zeal.

As team members in the place assigned to
us, each of us must make a commitment to

13
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defending human life.

These much-discussed points give rise to
the behavior proper to a woman religious in
the health field. We shall rest content sim-
ply with recalling the essential aspects:

Our missionary message is conveyed
above all by the quality of our BEING . We
are witnesses to the Good News, not only
through what we do, but particularly
through what we are.

Another attitude corroborates this guide-
line: the gratuitousness of love,, of which we
must be messengers The instruction Moth-
er Guillemin gave us in 1968 is always up-
to-date: “ Your task is to humanize technol-
ogy to make it the vehicle for Christ’s ten-
derness. ”

The third exigency to which we are radi-
cally invited is CONSISTENCY — between
Faith and what we do, what we say, what
we live. We must never allow there to be a
break between what we live and what we
believe. We must “ account for the hope
which is in us ” {cf. 1Pet. 3: 15).

This hope which dwells in us is Tesus
Christ. “ By means of Him, who has taken
upon Himself the suffering of men, this suf-
fering acquires a new dimension, linked to
Love.. ”(Cf.the Apostolic Letter Salvifici
Doloris). The dimension of the Redemp-
tion recalled by the Holy Father sputs us to
turn incessantly towards Christ, recog-
nized, welcomed, contemplated, and served
in the patient we attend {(cf. Mt. 25: 31-46).

Through our vocation as women reli-
gious in the health care field, in the name of
Jesus Christ, in the name of the Church,
following our particular ecclesial chatism,
we are asked to continue in some degree the
mission of Christ, “ who spent his life on
earth doing good ” (cf. Acts 10: 38).

And we ask the Virgin Mary, so intimate-
ly united to the mystery of the Redemption,
to penetrate our hearts and our spirits with
the very Love of the Savior so that we may

learn to /ove our neighbor as God Himself

does — become the “ sqcrament of the Fa-
ther’s love. ”

Sr. ANNE DUZAN

Superior General
Daughters of Charity

III. Love and
Competence

Many and varied are the Institutes of
men and women teligious prompted by the
Holy Spirit and endowed with specific
charisms to be witnesses to and the van-
guard of that loving service to the sick
which distinguished Jesus’ activity and con-
stitutes an essential element in the Church’s
mission.

Issuing forth from the heart of the
Gospel and situated in the heart of the
Church, these charisms of merciful love are
destined to last as long as there are sick
people, provided they succeed in changing
to remain themselves. They have, in fact,
arisen to serve the sick in the concrete situa-
tion in which they exist, to respond to their
real needs, which are diversified and change
according to time and place. It is quite dif-
ferent to become ill in Europe, South Amez-
ica, or Africa, just as becoming ill today is
quite different from what it was in the times
of our Founders and Foundresses,

All of us can readily observe the radical
changes which have taken place in recent




years and which are still occurring in the
world of health care in society at large, and
in the manner of conceiving the tasks of the
Church and government.

The drastic reduction in the number of
men and women religious engaged in the
health ministry has led us to grasp many
things. The State, which rather hastily
thought it could do without their presence,
has very quickly realized that it is one thing
to create facilities and turn out technicians
(and government is in a position to do s0)

and quite another to train people capable of

serving with love and paying closer atten-
tion to the patient than to the hands of the
clock.

And we have also grasped that the quality
of our presence is more impozrtant than its
quantity; that it is more important to serve
than to issue commands, to bear witness
than to preach; that the personhood of the
consecrated is of greater value than their
role; that obedience does not replace com-
petence.

We have grasped that we must offer the
maximum love and the maximum profes-
sionalism if we wish to be credible. For if
competence without love is like hands with-
out a heart, love without competence is a
heart without hands.

Hence the urgency of the spiritual, theo-
logical, pastoral, and professional training
of our men and women religious working in
such a significant and sophisticated field,
where science and faith, technology and
wisdom, death and life come face to face.
Love spurs us to gain technical and scientif-
ic knowledge so as to serve better. Every
door in the health care world — and, above
all, the door to man’s heart — opens to
someone who radiates love and is com-
petent.

And the Church will continue to be
present in the world of health as both qual-
ified and qualifying, with no need to multi-
ply her own structures, for wherever there is
a man who suffers, there men and women
religious — bearers of life and hope — have
their admission tickets guaranteed.

Fr. CALISTO VENDRAME
Superior General
Ministers aof the Sick {Camillians)

IV. Religious:
Pioneers in the
Health Apostolate
and Defenders of
Human Life

What was once preached by Christ the
Lotd, or fulfilled in Him for the salvation
of mankind, must be proclaimed and
spread to the ends of the earth (Ad Gentes
3).

It is the mission of the whole Church to
partake in fulfilling this mandate. The
prophecy of Isaiah 61: 1-2 to which Jesus
points as being personally fulfilled by him-
self (Luke 4: 21) might be summed up as the
healing of all human ills. Later Jesus de-
scribes his own activity and its results: the
blind see, the lame walk, lepers are cleansed
and the deaf hear, the Good News is pro-
claimed to the poor (Lk 7: 22).

This is the Christ in whose mission all
people share by their life and their words, in
the family, in their social group and in the
sphere of their profession (Ad Gentes 21).
Religious by their own particular charism

are called to highlight various aspects of

Christ’s personality, as Lumen Gentium
puts it: Christ in contemplation on the
mountain ... or healing the sick and
maimed or ... doing good to all (I.. G. 46).
Religious in the field of health are called to
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heal the sick, excluding no one. They work
with all people of good will, pooling re-
sources with them, striving to promote the
wholeness of man and his milieu so as to
bring about a world where true human de-
velopment is fostered and human dignity
and rights are respected. They proclaim the
sactedness of life and the meaning of hu-
man life and death that “ all may have life ”
and have it in abundance. In this way they
are torch bearers lighting the way for their
fellow pilgrims in a total pilgrim Church.
Frequently in all the Gospels we find the
wotds: “ He healed the sick and proclaimed
the Kingdom. ” The experience of mission-
aries bears out that this is a natural se-
quence, healing the sick is a witness to the
Kingdom. It is also a sign of the love and
compassion of Christ, for the poor, the
marginalized and the handicapped.
Religious participating in a health service
bring to it total dedication, which helps the
sufferer to appieciate his own human worth
and dignity and come to a full understand-
ing of the meaning and value of suffering,
and the true meaning of life and death.
History 1ecords that the Churches have
established most of the health services of
the world. This is especially true of under-
developed missionary countries, many of
them only recently independent. Whete the
1esources of the country are limited,social
services are meagre., The missionary looks
to the total good of all the people and
strives to provide incentives for them to
meet their own needs. In 1936 the Sacred
Congregation Propaganda Fide urged the
formation of new religious Orders of Wom-
en for maternity and other health services,
especially in missionary lands. The Congre-
gation urged that such nuns be fully quali-
fied as doctors and nurses. The Congrega-
tion also recognised that a Religious Con-
gregation having expertise and personnel
available could provide the basic team nec-
essary to meet the health needs and main-
tain the long term continuity and stability
such a service demands. This assistance
should include a total range of services
from Health Education to Prevention and
Treatment, caring for the physically and
mentally handicapped and geriatric pa-
tients. It also involves disaster medicine,
coping with calamities such as famine,
floods, economic distress, and other crises
of our day.
Methods used in the healing apostolate

must always conform to the varying needs
of the time, and in the past 1eligious have
very often seen a need and blazed a trail for
Government and others to take over. Now,
above all else, religious are called to pro-
mote health and healthy living, encourag-
ing, enabling, and facilitating people’s re-
discovery of their tremendous inner re-
sources and the deeply human spiritual val-
ues touching the whole person.

Society today is scarred by suspicion and
division. Human brokenness is universal.
Fear and emptiness stalk our world. A min-
istry of listening has become of paramount
importance in the field of health. So has the
ministry of encouragement, enkindling and
sustaining hope, not only of the patient but
also of the family and community.

As well as being medical missionaries,
Religious have, it seems to me, a mission to
modern medicine. Elitist technological
medicine, scientific research, and genetic
engineering are tempted to use members of
the human species as material for experi-
mentation irrespective of the rights and dig-
nity of the human being. It is imperative
that we continue to raise a “ health profes-
sional ” voice in defense of humanity which
Christian Ethics serves. The good of the pa-
tient is the ultimate purpose of health ser-
vices. Medicine must return to being peo-
ple-oriented rather than problem-oriented.
The love of God and the compassion of
Christ must motivate the field of health and
wholeness.

Religious must continue to look at the
needs which others are not meeting, to take
the risk to find ways and means of respond-
ing to those needs, spearheading the re-
sponse and mission of the local community
and society of our day. In this way the
Church will indeed respond to the signs of
the times, to the needs of humanity, and
continue to represent a loving and compas-
sionate Christ in our world.

Sr. CATHERINE DWYER

Superior General
Medical Missionaries of Mary
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Fears for the State of Health of Polish
Society

Christ is called to visit a sick person:
“ Sir, my servant is lying at home para-
lyzed, and in great pain. 7 “I will come
myself and cure him ” (Mt 8:6-7).

This is just another instance — there are
s0 many, the Gospel is full of similar
events. Christ Is called to the sick, they ask
for him. Christ is at the service of those
stffering,

The words of Sacred Scripture that have
been chosen for this meeting, are meant for

each and every one of us who finds himself

face to face with another person who suf-
fers, our brother or our sister.

We are always called, all of us, in a cer-
tain sense, though in different ways. The
call or request which the centurion made to
Christ is being constantly repeated. In dif-
Jferent places, people are suffering, at times
finding themselves “ in great pain. * They
ask for someone to come, as they need his
help and the comfort of his presence.

So, dear sisters and brothers, every time
it happens that one of us here in Poland is
called to the scene of human suffering, let
this passage of Holy Writ be present before
us. It is Christ who says to the centurion; I
will come myself and cure him. 7 At times,
we feel intimidated by the fact that we are
unable to “ heal, ” we cannot really help.
But let us try to overcome that embarrass-
ment. The important thing is to go there, to
be near the suffering person. What he is
primarily looking for may not be to be
healed but to feel the presence of another
human being, of ¢ human heart beating for
him in true compassion.

Provide Suitable Conditions for Care
of the Sick

The passage we heard from the Gospel
speaks in a special way to those of you who
have made it yowr profession and vocation
in life to serve those who are suffering. That
is true for you, medical doctors, you phar-
macists, you nurses, you technical assis-
tanis in the medical laboratories, you who
help sick people to rehabilitate themselves.
All of you who are engaged in the health
services.

Dear brothers and sisters, vou should al-
ways have before your minds the picture of
Christ called to the paralyzed servant of the
centurion,; Christ who says: “ I will come. ”

This is also your response. “ I will come
vy T I will do all that is possible for yvour
recovery ... ”

While I am speaking here, I think of all of
you present before me: doctors, nurses, ail
the other representatives of those engaged
in the health services. But I also think of
your colleagues throughout Poland. I think
of all the institutions dedicated to care for
the sick: medical and dental out-pa-
tients 'departments, hospitals, clinics, spas,
sanatoriums, nursing homes.

I have always had and continue to have a
deep admiration for this vocation, which
seems so profoundly rooted in the Gospel,
and at the same time in the whole human -
itarian tradition of the human race, both
pre-Christian and non-Christian.

Christ says: © I will come myself and cure
him. ” And each one of you should say, and
does say: “ I will come, I will do all within
my power to restore your health. ”

“ All within my power > — that means
that I am willing and ready, and it even fills
me with joy to bring help to one who is
suffering. To be near someone who is suf-
fering and give proof of that sensitivity and
compassion that the sick person needs so
much, to let him feel that I am the Samari-
tan who gives himself for his brother.

The state of health in Polish society does
give rise to serious considerations. Circula-
tory diseases and tumors continue to in-
crease. Many persons, among them young
people, continue to show signs of excessive
dependence on qlcohol, drugs,and tobacco.
Not even the children show a good state of
health. There is wide scope for preventive
and therapeutic action in the heaith sector.
It is a depressing fact that medical facilities
are being used for large-scale interruption
of pregnancy.

Modern medicine has developed enor-
mously and become very specialized. So in
order to be able to do “ all that is possible ”
for the ailing, it is necessary to create condi-
tions that are well adapted to deal with
them, such as a sufficient number of hospi-
tals and well-equipped health centers as well
as the provision of suitable medicines. Un-
fortunately, the scarcity of these is keenly
feit here in Poland. There are not enough
hospital beds, the waiting lists at health cen-
ters are long, as well as those for opera-
tions. All this creates more difficulties for
medical workers and adds to their burden
of responsibility. At the same time, it de-




mands of them even greater moral sensitivi-
ty, high professional ethics and a profound
understanding of their role in the service of
the ailing.

The medical profession is also a
vocation

At all costs, we must keep up the beauti-
Jul Polish tradition that the work of the
doctor and of the nurse is not just a profes-
sion but also — even primarily — a voca-
tion. The care of the physically handi-
capped and of old people, the way we look
after the mentally handicapped — these are
sectors of the social sphere which highlight

the standard of culture of the society and of

the state.

Trying to understand the daily tasks of all
those engaged in the health sector and
thinking of all those who place their knowl-
edge and their whole capacity at the dis-
posal of their suffering brethren, I wish in
the name of the Church to express to them
thanks and gratitude.,

“ My servant is in great pain. ” Christ is
not only the one who “ heals ” and is thus a
model for all those engaged in serving the
sick and ailing. He also says of himself. “ 1
was sick. * These are words taken from that
picture of the last judgement we find in the
25th chapter of St Matthew: “ I was sick
and you visited me ” (v. 36).

The Gospel does not present Our Lord
lying in bed in pain but we find him at the
very summit of suffering. martyred, sub-
jected to all sorts of terrible torture of body
and soul. We see him during that terrible
spiritual agony in the garden of Gethse-
mane, and the following day when he suj-
Jers the terrible agonies of crucifixion. He
did indeed reach the very heights of human
suffering, both physical and moral — he
was despised and rejected by men. Indeed,
“a worm, not a man, the scormn of men,
despised by the people ” (Ps 22:7). The Son
of God “ humbled himself, becoming obe-
dient unto death on a cross ” (Phil 2:8).

So he could say, speaking of the judge-
ment day, “ I was sick, I have emptied the
very chalice of suffering,

He could indeed say so.

His listeners were surprised at his words
and asked: “When did we do this to you?”
And he answered, “ In so far as you did this
to one of the least of these brothers of mine,
vou did it to me ” (Mt 25:39-40).

Dear brothers and sisters, both you
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present here, and all of you in our country
who are sick and suffering! It is an extraor-
dinary thing that Christ says. What is most
extraordinary is the way he identifies him-
self with every one of you. But this is the
identity card that the Gospel gives to every-
one. St Paul carried the words of the Re-
deemer to their logical conclusion and
writes. “ In my own body ... I make up all
that has still to be undergone by Christ for
the sake aof his body, the Chuich * (Col
1:24).

This Is a fundamental point, both for in-
dividua! Christians and for the whole
Church, on which I have written more fuily
in my apostolic letter Salvifici Dolotis.

“ Born of the mystery of Redemption in
the Cross of Christ, the Church has to try to
meet man in a special way on the path of his
suffering ” (SD 3). Through the priestly ser-
vice, the Church tries to meet those who
suffer at home or in the various institutions
of the health services. In the Church, the
ailing person himself “is also called to
share in that suffering through which the
Redemption was accomplished * (SD 19).
“In so far as man becomes a sharer in
Christ’s suffering — in any part of the
world and at any time in history — to that
extent he in his own way completes the suf-
Sering through which Christ accomplished
the Redemption of the world * (SD 24).
Thus the suffering person “ discovers a new
dimension, as it were, of his entire life and
vocation ” (SD 26). Here the priest and the
doctor can together assist the sick person
whose suffering has now been diversified
and become multi-dimensional, just as hu-
man existence is multi-dimensional. This
common service of a medical-pastoral char-
acter itself is particularly important when
the ailing person is getting near the limits of
earthly existence.

Human suffering is always a mystery

I am thinking of the hospice which has
started to function here at Danzig and sets
an example for other cities. It has its roots
in the joint care of the pastoral apostolate
to the sick and of the doctors present at the
sick-bed, in the place and conditions suit-
able for the terminally ili. This care is
shown by working together to tend the sick
person in his home, in a willing and free gift
of self. But an even greater gift is the wis-
dom and maturity that they experience in
their patient; “ When this body is gravely

ill, totally incapacitated, and the person is
almost incapable of living and acting, all
the more do interior maturity and spiritual
greatness become evident, constituting a
touching lesson to those who are healthy
and normal ” (SD 26).

Human suffering is always a mystery.

It is very difficult for man to make his
own way through this darkness.

On the horizon of our faith, there is just
one point of reference left: the Cross of
Christ, this summit of human suffering and
of the suffering of one who Is the most in-
nocent of all, the Lamb without blemish.

During the Eucharist, just before Holy
Communion we say. “ This is the Lamb of
God, who takes away the sins of the
world,. ”

“ Lord, Iam not worthy to receive you.

These are words utiered by the centurion.
Theyv are part of the invitation to the Re-
deemer on behalf of the stricken servant
who is “in great pain. * “ Sir, I am not
worthy to have you under my roof; just give
the word and my servant will be cured ” (Mt
8:8).

“ ... But only say the word and I shall be
healed. ”

The Eucharistic Congress in Poland is an
occasion for every one of us to renew our
awareness of these words, which on the first
occasion were spoken by the centurion.

Dear brothers and sisters! You who are
sick and suffering! All of you participate in
this deep mystery of the faith: the Cross,
the Eucharist, the Cenacle, the words of the
centurion.

Remember that Christ “ loved us unto
the end ” and showed it on the Cross, and
this love of his continues in the Eucharist,

Remember that! May it be your strength
in weakness. You are also called to love
“unto the end. ”

You, dear brothers and sisters, dociors,
nurses, all of vou who are engaged in the
health services, you are also called to * love
unto the end. ”

Meditate on what this means.

What does it really mean?!

2




Not science but charity will transform
the world

... The man whom we shall henceforth
invoke as a saint of the universal Church
presents himself to us today as the concrete
realization of the ideal of the lay Christian.

Giuseppe Moscati, head physician in a
hospital, illustrious researcher, university
professor of human physiology and of
physiological chemistry, carried out his
many duties with all the commitment and
seriousness that the exercise of these deli-
cate lay professions requires.

From this point of view, Moscati consti-
tutes an example not only to be admired,
but to be imitated, especially by health-care
workers: doctors, nurses, volunteers and
those who are involved, directly or indirect-
ly, in assistance to the sick and in the vast
world of health care. He is an example even
Jfor those who do not share his faith.

Still, it was precisely this faith which con-
ferred upon his efforts new dimensions and
qualities, those typical of the authentically
Christian layperson. Thanks to them, the
professional aspects of his life became har-
moniously integrated, supporting one an-
other and being lived out as a response 10 d
vocation, and thus a collaboration with the
creative and redemptive plan of God.

By nature and by vocation, Moscati was
first and foremost a doctor who healed, re-
sponse to people’s needs and to their suffer-
ings was for him a pressing and inalienable
demand. The suffering of a sick person
reached him like the cry of a brother, fo
whom another brother, a doctor, needed to
run with the ardor of love. The moftive force
of his activity as a doctor was not merely
professional duty, then, but the awareness
of having been placed in the world by God
to act according to his designs; to provide,
then, with love, the comfort which medical
science offers in easing suffering and restor-
ing heaith.

Mindful of the Lord’s words: “ I was sick
and you visited me ” (Mt 25:36), Moscati
saw Christ himself in the sick person who,
in his weakness, his misery, his fragility and
insecurity, turned to him asking for help; he
saw the one standing before him as a per-
son, a being possessing a body needing
treatment, but also a being in whom there
resided a spirit also in need of help and
encouragement.

“ Remember, > he wrote to a young doc-
tor who was his pupil, “ that it is not only
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bodies that you must treat, but souls, with
counsel — and ftouching the spirit — rather
than with cold prescriptions to be sent to
the pharmacist.

He also stated, “ A doctor so often finds
himself before persons on the verge of dy-
ing, anxious for some consolation, assailed
by pain. Blessed is that doctor who is able to
comprehend the mystery of these hearts and
to inflame them once again. Blessed are we
doctors, so often unable to heal an illness,
blessed are we if we remember that besides
bodies we have before us immeortal souls,

Jor whom we must feel the urgency of the

Gospel precept of loving them as
ourselves. ”

So the human warmth with which
Moscati visited the sick — especially the
most poor and abandoned — drawing near
to them in the hospital and in their own
homes, was such that the people sought him
out, his manner was rich in that respectful
and delicate goodness which Jesus Christ

radiated as he traversed the roads of

Palestine doing good works and healing all
{cf. Acts 10:38}. He was thus a forerunner
and protagonist of the humanization of
medicine felt today to be a necessary condi-
tion for remewed attention and assistance
with respect to those who are suffering.

In his constant relationship with God,
Moscati found the light to better under-
stand and diagnose ilinesses and the warmih
to be able to draw near fo those who, in
their suffering, looked for sincere participa-
tion on the part of the doctor assisting
them. From this deep and constant refer-
ence to God he drew the strength that sus-
tained him and that allowed him to live with
total honesty and rectitude in his delicate
and complex setting, without giving in to
any form of compromise. He wuas a Head
Physician in the hospital, but without ambi-
tion for positions; if he was appointed to
them, it was because his merits could not be
denied, and when he occupied them, it was
with total integrity and for the good of oth-
ers. An upright man and a faithful Chris-
tian, he did not hesitate to denounce abus-
es, working to abolish practices and systems
which were injurious to true professional-
ism and science, to the nurses, or to the
sStudents, to whom he felt obliged to com-
municate the best of his knowledge. Stu-
dents are the doctors of tomorrow. Con-

scious of this, Moscati concerned himself

with the quality of the future doctors, even

taking a public stand so that their prepara-
tion and formation would be in no way
weakened. He embodied this preparation
and formation in the example he gave. even
the moment of his death found him attend-
ing a sick woman.

Truly, every aspect of the life of this lay
doctor appears to us animated by that most
typical of Christian traits: love, which
Christ left to his disciples as his * com-
mandment. ” His personal experience of
this central value of Christianity is shown to
us by numerous passages in his writings.
These are words which to us, foday, seem
almost a testament: “ Not science, but char-
ity, has transformed the world; only a very
few men have made history through sci-
ence, but all can remain imperishable, sym-
bols of the eternity of life, in which death is
only a stage, « metamorphosis for a higher
ascent, if they dedicate themselves to the
good. ”

How can we fail to note in these words a
sort of echo of the Gospel we have heard
today? “ You gave me food ... you gave me
drink... you welcomed me .. you clothed
me... you visited me.... *

When? How?

My wish for vou, beloved brothers and
sisters — those of you gathered here in St
Peter’s Square or scattered throughout the
world — is that at the end of your lives you
may be able to repeat these questions ... and
to receive this same response from Churist!

Then ... “ shall vour light break forth like
the dawn (says the prophet) ... and the glory
of the Lord shall be your rear guard ... ” (Is
58:8).

Love “ will never end .. ”

“The greatest of these is love ” (1 Cort
13:8, 14).
Amen!

(From the Holy Father’s homily during the
Sacred Rite of Canonization of Blessed
Giuseppe Moscati, October 25, 1987).
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sion for the Apostolate of
Health Care Workers

1. The faith which has al-
ways and everywhere joined
men together is the faith in
life. Christ, in his earthly
ministry, sought an encoun-
ter with the whole man and
with all men to respond to
their request for life and for
physical and spiritual
health. The Church, follow-
ing Christ’s example, “ over
the course of the centuries
has felt strongly that service
to the sick and suffering is
an integral part of her mis-
sion. ™'

2. This aspect of Christian
Revelation — a permanent
aspect — has today become
particularly significant.
John Paul II affirms, “ The
Church born of the mystery
of Redemption in the Cross
of Christ is obliged to seek
an encounter with man espe-
cially along the way of suf-
fering. In such an encoun-
ter, man becomes ‘the way
of the Church’, and this is
one of the most important
Ways.- »2

3. The health apostolate,
by virtue of the charism of
suffering which provides its
substance, is very often seen
to be the only moment or
means to associate and com-
municate with a great many
of our brothers who have
not vet received the Gospel
or who, after having re-
ceived it, rediscover the way

of grace: this is the forceful-
ness of the “ Gospel of suf-
fering. ™ To borrow a bibli-
cal image, suffering is the
truest and most compelling
call which can draw men —
whatever their faith, culture,
or condition may be — into
the net of salvation cast by
Christ.

4, The history of world
evangelization demonstrates
that the health apostolate
cannot at all be regarded as a
marginal aspect of the
Church’s general mandate;
it is essential and almost al-
ways — Missionaries bear
authoritative witness to this
fact — the humble but effec-
tive beginning of the propa-
gation of the Kingdom of
God.

5. The ministry or dia-
conate of health care in-
volves the entire Church.
The common priesthood of
the faithful finds noble and
lofty expression in service to
those suffering in body and
in spirit. The lay health pro-
fessional, however, while
sharing in the priesthood
common to all the baptized,
has for this very reason
many points of contact with
and resemblance to the work
of those upon whom the
ministerial priesthood has
been conferred, though with
a substantial difference in
essence and degree. The his-
torical datum, as John Paul
IT has stressed, offers strik-
ing confirmation. Indeed, in
no other pastoral field are
the three states — priestly,
religious, and lay — so con-

stantly joined as in that of

medicine and health, the
apostolate of service to the
suffering.*

6. Sensitive to this priority
pastoral need, to a degree
unprecedented in the history
of the Church, John Paul 11,
charting a course of further
progress in the process of
adjustment and 1enewal
spurred by Vatican 11, after

promulgating the first broad
pontifical document on the
Christian meaning of human
suffering — the Apostolic
Letter Salvifici Doloris
(February 11, 1984) —
wished to institute the Pon-
tifical Commission for the
Apostolate of Health Care
Workers (Motu Proprio
Dolentium Hominum, Fe-
burary 11, 1985). This provi-
dential intuition, greeted
with unanimous and justifi-
able enthusiasm by the vast
world of health care and not
only by Catholics, has be-
come an instrument serving
the entire Church, from the
pastors to the laity, fully
open to all who, prompted
by the need for justice, are
by vocation and mission
health professionals: physi-
cians, researchers, biolo-
gists, nurses, pharmacists,
technicians, and administra-
tors of Catholic medical fa-
cilities, experts on the social
and health problems proper
to specific groups requiring
assistance: acute and long-
term patients, the terminally
ill, AIDS victims, and those
experiencing the effects of

drug addiction and also of

the multiple forms of vio-
lence induced by certain ir-
rational expressions of sci-
entific and technological
progress itself.

7. Direct contact with the
Conferences of Bishops, vis-
its by representatives of the
new Office to health facili-
ties in different parts of the
world, the publication of the
first catalogue of Catholic
health institutions and of a
journal in five languages
providing formation and in-
formation, and other initia-
tives all seek® — in rigorous
fulfillment of the goals as-
signed to the Pontifical
Commission — to express
ecclesial service open to all.

8. The health apostolate
today is unfortunately
forced to move in the con-

23




24

text of the growing practice
of attempts on life: abor-
tion, euthanasia, uncon-
trolled genetic experimenta-
tion, hunger, endemic dis-
eases, ecological decay, and
so on; health professionals
must thus act in a border
zone marked by the variety
and complexity of ever new
problems in bioethics.® Pas-
tors and priests are called to
support health care workers
tirelessly, from the scientist
to the practicing physician
and their colleagues, teach-
ing the doctrine of the
Church and providing for
their moral and spiritual
training. This, too, is au-
thentic evangelization. John
Paul II,” in putting into ef-
fect a precise indication of
Vatican II, has offered and
continues to offer us an ex-
ample with his magisterium
and ministry. It is not proper
to require Christian consis-
tency of health professionals
if we are not always guides
and masters in their regard.
It is our duty to have confi-
dence in the laity, for those
fully living out the sacred-
ness of their vocation and
mission are legion. Giuseppe
Moscati, in the rolls of the
Saints, constitutes living tes-
timony; and many health
care workers faithfully fol-
low his example.

9. In the health aposto-
late, through the converging
action of the pastors and the
laity, the Church becomes
the promoter of a service to
man which, for lack of spiri-
tuality, not even the largest
international public health
bodies are often in a position
to ensure. The places of suf-
fering and of care are
mankind’s most frequently
visited temple, where Christ
takes on the face of our suf-
fering brothers, whose call
for assistance is, consciously
or unconsciously, a call for
truth, justice, and grace: a
call for life.®

In closing, I take this op-
portunity to request that in
this Synod’s final document
adequate attention be devot-
ed as well to the Health
Apostolate — that is, to the
Church’s effective presence,
especially today, in the
world of medicine and
health. This presence is
largely sustained by the
laity. I pointed out to some
Fathers who were surprised
that no medical auditor was
present at the Synod that
doctors and nurses are
present with another respon-
sibility — these consecrated
lay people of the Hospitaller
Order of St. John of God;
they belong to the health ser-
vice which no one wishes to
encounter, while earnestly
hoping never to find their
door closed.

Cn behalf of everyone, 1
fraternally thank them: they
are laity providing direct ser-
vice in the Church, for the
Church.

¥+ FIORENZO ANGELINI
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AIDS: Some Christian Reflections

Often Episcopal Confer-
ences analyze Health Care in
its different aspects: the
rights of the ill, humanity in
medicine, bioethics, profes-
sional training, and so on.

Recently AIDS became
the subject of pastoral decla-
rations and suggestions by
Episcopal Conferences and
individual Bishops. With the
text issued by the Spanish
Episcopacy we want to point
out the concern of the other
Conferences that considered
the subject. We report some
comments below.

SPAIN

Meditation of the
Episcopal
Conference

In recent years, growing
anxiety in the face of the
threat of AIDS has affected
the whole world. The same
thing is happening in Spain.
According to the experts,
the acquired immunodefi-
ciency syndrome, which is
spreading quickly, has
reached a mortality rate
practically equal to 100%.

The characteristics and
the peculiar pathways of
AIDS infection, together
with the social reaction this
disease has caused, go far
beyond the mere scientific
and medical aspects and give
birth to moral questions
about which we have tosay a
word of guidance and exhor-
tation. We also want to help
those who will welcome our
meditations.

1) Suffering, an occasion
of purification and
solidarity

Nowadays, both human
science and power have de-
veloped so much that we of-
ten cherish the illusion of be-
ing able to master nature, to
avoid all sufferings and to
achieve any goal we set
ourselves,

But suddenly an epidemic
disease like AIDS abruptly
shows the reality of our lim-

its. We don’t know the exact
origin of AIDS and don’t
even know how to defend
ourselves against it. Its tan-
gible consequences strike
terror into our heaits.

Maybe somebody, in such
a situation, is pushed to re-
bellion against God. Fear
and suffering could prevent
man from putting his trust in
God. Some make this prob-
lem even more difficult by
considering these sufferings,
in an excessively simple way,
as a divine punishment for
the sins of the world.

In order to explain the ex-
istence of these and other
misfortunes, it will suffice to
consider the human condi-
tion, which is, at one and the
same time, admirable for its
greatness and vulnerable for
its physical and moral weak-
ness.

However, we know that
God made us able to master
the world in order to co-op-
erate with Him in perfecting
our life and the whole cre-
ation.

God wants us, with His
help, to increase our wisdom
and power in order to de-
fend ourselves against all the
troubles we meet along the
path of our lives.

In this specific circum-
stance we are determined in
the belief that God wants re-
searchers to discover the
cause of AIDS, wants effec-
tive solutions to the disease
to be found, and wants Gov-
ernments and the Church,
institutions and individuals
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AIDS: SOME CHRISTIAN REFLECTIONS

to make a commitment to
the fight against this threat
to the life and happiness of
many people. This belief in-
duces men of faith to fight
against the disease and to as-
suage suffering, each ac-
cording to his skills.

Thus, for those who be-
lieve in God and trust in
Him, the onset of AIDS rep-
resents a further stimulus to
work, to solidarity, to inner
purification and salvation,
instead of being a scandal or
a 1eason for despair.

2} To approach the ili and
to relieve suffering

The fear of contagion and
the characteristics of some
categories of 1isk are causing
an attitude of rejection to-
wards people affected by
AIDS. Thus it would be ex-
pedient to have a clear idea
of what can cause contagion
in order to control panic re-
actions and so that the pa-
tient will not feel he is treat-
ed in an indiscriminate and
unfair way.

It is right to act with cau-
tion to avoid unnecessary
risks of getting the disease.
Furthermore, from a moral
point of view, to take ade-
quate measures to prevent
the spreading of the virus is
one of the most serious obli-
gations to be fulfilled. After
taking these measures, it is
important, however, to take
into account the dignity of
man and the need of the pa-
tient so that an attempt at
isolating the disease will not
arouse humiliating situa-
tions or thoughtless atti-

tudes of rejection, From the
Christian point of view, all
the suffering, AIDS patients
no less than others, deserve
attention and care, love and
mercy. Jesus Christ, the
Good Samaritan of man-
kind, would welcome and
cure them with the same af-
fection with which He treat-
ed and cured the lepers who
went to Him (see Matthew 8:
1-4).

In his name we exhort the
teligious institutions devot-
ed to health care to extend
their Christian love to these
brothers tried by misfor-
tune. We know that some

initiatives are under way.
However, adequate struc-
tures to welcome and treat
them are still lacking. There
is a marked need for the
elaboration of a plan at the
service of this urgent neces-
sity, under the guidance of
the Church with its long tra-
dition in the field of health
care.

Every effort in this field
will require our most deter-
mined support. In the name
of Christ we ask Catholics,
especially those who work in
the medical field and in hos-
pitals, to assist these patients
at their best professional lev-
¢l with human and Chiistian
sympathy.

3) Total fight against the
disease

Ouw faith induces us to
think that it is part of God’s
plen that man, thanks to his
mental skills and his efforts,
and supported by the grace
of God, will conquer this
disease as has happened in
many other cases in the
course of history. We want
to thank all those who work
in the field of science and re-
search for the success of this
admirable effort. They glo-
rify the wisdom and mercy
of God, the Creator, in de-
fending human life.

But, until effective solu-
tions are found against the
disease, all efforts must be
concentrated on preventing
its spread. A reliable form of
prevention is represented by
information and awareness.
It is necessary that people be
well informed and it is im-




portant to know how many
AIDS cases there are in our
country, the symptoms that
can be most easily observed,
the most commeon and dan-
gerous forms of contagion,
the precautions to take in ev-
ery single case. The informa-
tion campaign must be car-
ried out by the authorities
with caution and responsi-
bility in order to wipe out
both false calm and ground-
less fear. The ill themselves
must do everything in their
power to prevent the spread-
ing of the disease. From the
first moment they know they
are affected by AIDS, or
they know they could propa-
gate it, the ill, o1 simply the
virus carriers, must notify if

there is the possibility of

contagion.

Up to now, health care
workers have particularly in-
sisted on certain points: to
use comdoms during sexual
intercourse and to use new
syringes when making use of
narcotics by intravenous in-
jection. We feel the need of
saying a few words on this
subject. To give a few limit-
ed suggestions o1 to exagger-
atedly repeat them could
give the false impression
that these few suggestions
suffice to wipe out the risk
of contagion and that it is
not fundamental to modify
one’s behavior. On the one
hand, behavior patterns fa-
vor indirectly the spreading
of the disease; on the other,
willingly or unwillingly, it is
possible to instill in people’s
minds and in young individ-
uals some forms of behavior

that are seriously condi-
tioned from a social and
moral point of view. Actual-
ly, in this way the necessity
of correcting sexual promis-
cuity and permissive habits
in the use of narcotics is be-
ing misinterpreted. In this
case, these two elements not
only represent an offense to
human dignity but also be-
come 1eal ins{ruments of de-
struction.

How can we ignoie the
moral aspects of the gues-
tion? According to the doc-
trine of the Chuich, based
upon tevelation and con-
stantly announced by its
magisterium, human sexual-
ity may be consummated on-
ly in accordance with the
dignity of man and the Law

of God within the sphere of

matriage.

This is the Catholic doc-
trine that the children of the
Church share and try to ap-
ply to life.

It would be right to recog-
nize that proper sexual be-
havior, as seen in this doc-
trine, represents the most
suitable solution even
though, unfortunately, it is
not enough to act against the
propagation of AIDS.
Moral righteousness is an in-
tegral part of social wealth,
as is clearly demonsirated by
the facts we are talking
about. The governments and
the trustees of the wealth of
society must take into con-
sideration the moral aspect
of behavior patterns in order
to allow and favor the imple-
mentation of certain mea-
Sures.

4) A word for AIDS
patients and their relatives

We don’t want to end this
meditation without saying a
consoling word to those
who, at present, are bearing
the burden of this disease, to
those who are terminally ill
or are victims of the rejec-
tion of their friends and rela-
tives. Believe that God loves
you, that He always forgives
those who look for Him,
that He welcomes us with
endless indulgence and mer-
cy. The image and the mem-
ory of Jesus Christ, dead on
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the cross and resurrected,
will help you to face your tri-
al with courage and to have
a hopeful view of the future.
We want to address a few
brotherly and consoling

words to the relatives of

these suffering people. Help
them by your love and solici-
tude to live with serenity the
trial they are forced to expe-
rience. Let them know the

spiritunal consolation of

prayer and the sacraments,
together with the relief and
the help given by medical
care. Always remember
that, even in the worst-mo-
ments, God is at your side
with His love and He sows in
our hearts the seeds of con-
solation, There is no doubt
that to share the suffering of
your relatives will make you
more human and merciful,
stronger in the face of the
difficulties of earthly life.

5) Conclusion

In offering our meditation
to the people affected by
AIDS and to everyone else,
in the solidarity of the whole
Christian community, we
want to conclude by express-
ing our wish that the Spanish
Health Care Service be bet-
ter organized and ready to
welcome and attend AIDS
patients. We hope that the
citizens and our brothers
find the physical and moral
support they need to go on
and, if possible, to recover.

If pain comes, may it be
always accompanied by con-
solation and brotherhood.
Thus, once more, the word
of Jesus will be realized:

“ That you do to me”
(Matthew 25: 40).
Madrid, 12 June 1987,

United States

The U.S. Catholic Bish-
ops founded a Commission
for the study of subjects
concerning AIDS, particu-
larly with respect to educa-
tional and moral aspects.

France

“ AIDS: From Fear to
Solidarity ” is the title of a
brief document elaborated
by the Social Commission of
the French Episcopacy.

Germany

In West Germany, the
Catholic Church, together
with the Evangelical Church
affirmed, among other
things, its opposition to any
discrimination against AIDS
patients.

Belgium

The Episcopal Conference
deems insufficient the pre-
ventive information cam-
paign against AIDS since it
ignores all ethical aspects.
“ A change in sexual beha-
vior could have represented
a more significant contribu-
tion to curb AIDS conta-
gion, ” declared the Dutch

Episcopal Conference.

Brazil

The Brazilian Church has
undertaken various human
and pastoral initiatives in
the fight against AIDS.
Among them we mention
the realization of specialized
hospitals.

Ireland

The Permanent Council
of the Episcopal Conference
made a declaration about
AIDS and appealed to peo-
ple for fidelity within mazr-
riage and for abstinence
from extra-marital relation-
ships. Furthermore they say
“ We pay homage to the
chaplains, physicians, nurs-
es and warders, and all the
persons at the service of
AIDS patients and their rel-
atives. ” They insist on the
point that a common effort
is fundamental to meet the
social and religious needs
originated by AIDS,

Geneva (Ecumenical Coun-
cil of Churches)

The Central Committee
met in January 1987 and is-
sued the text “ AIDS and the
Church, a Community for
Health Care, ” elaborated in
June 1986. The text gives
medical information and
reaffirms the support and
solidarity of the Church to
find concrete solutions in
the pastoral field, in preven-
tive education and in the so-
cial ministry.




Therapeutical Obstinacy and
Euthanasia

The “ Not Yet Born ”:
A Life to Be Saved

Technology and Questions
Concerning Health
Care and Education

Clinical Experimentation,
Laws, and Ethics Committees

Giuseppe Moscati:
A Holy Physician




30

Therapeutical Obstinacy and Euthanasia

Icannot think of the terms
used in the title of my paper
as referring to two different
subjects to be dealt with: ob-
stinacy and euthanasia. As I
said on another occasion,’
nobody defends therapeuti-
cal obstinacy.

No physician wants to toi-
ture his patient. I even feel
obliged to say that it would
not be fair to explain by as-
suming technical-scientific
exhibitionism or base eco-
nomic interest the seeming
cruelty of a physician who
insists on prolonging,
against every hope, the irre-
versible course of a process
towards death.

This may, rather, be ex-
plained by the concentration
of the physician’s attention
on the technical possibilities
from which his patient could

theoretically draw a benefit,
and his ensuing lost of sight,
in some desperate cases, of
the lamentable practical
consequences for this pa-
tient.

Since therapeutical obsti-
nacy must in my opinion, be
discarded along with an irra-
tional will to prolong the life
of a patient with no hope of
recovering at all costs, my
paper will focus on eu-
thanasia. In the first part, 1
shall try to justify the great
interest the subject arouses
nowadays by setting forth
three aspects of the prob-
lem, with their ensuing ethi-
cal and juridical questions.
In the second, I shall indi-
cate the right of the patient
to live with dignity the last
moments of his life. I shall
then mention the conditions

to be created to achieve this
purpose. Euthanasia, when
understood as suitable clini-
cal assistance to the patient,
even during the process of
his death, becomes some-
thing not only right, but
meritorius as well, greatly
praiseworthy for the medical
profession.

My thesis could be word-
ed as follows: the task of the
physician is not, surely, to
help death but life; however,
he can and must help people
to die as humanely as possi-
ble, namely, according to
those qualities in keeping
with respect. Such a way of
dying may be described by
the term “ dignified. ”
Death in itself cannot be dig-
nified, but one should be
able to live and must live his
own death with dignity.




1) Great interest of the
subject

I spoke of a threefold for-
mulation of the euthanasia
problem. Perhaps there is no
other topic regarding which
it is so necessary to begin
discussion by showing the
diversity of existing pre-sup-
positions and conceptions.

In the days of Francis Ba-
con, who is considered a pi-
oneet in the introduction of
the term “ euthanasia ” and
a leading supporter of its
practice, when diseases were
incurable, or judged to be
such, death arrived inex-
orably. This explains why he
did not contrast euthanasia
with the obstinate prolonga-
tion of life, as the case is to-
day, but with the abandon-
ment of the dying patient to
the future triumph of death,
when this seemed unavoid-
able. Bacorn propounded on-
ly the duty of the physician
to continue his treatment of
the incurable patient for the
purpose of seeing if he could
still save him, or at least
soften and alleviate the con-
clusion of his life. The term
“ euthanasia ” applied only
to the way of dying (not the
time) and kept its etymologi-
cal meaning. He called it
“ exterior euthanasia ” to
distinguish it - these are his
words - “ from euthanasia
regarding the preparation of
the soul, ” which is the
priest’s concern, while the
former is the task of the
physician 2

The extraordinary pro-
gress of medicine in this last
century has made it possible
to intervene in various ways
in the very process of death,
sometimes stopping it,
sometimes at least slowing it
down or speeding it up: dis-
eases thought to have a fatal
issue up to a few years ago
today can be cured, and with

others, still mortal, their
course can be slowed. Car-
diac valves of plastic or tak-
en from animals, pace-mak-
ers, artificial kidneys, etc.
indefinitely prolong the life
of many persons. Organs
unable to function are re-
placed with organs of living
or dead persons or animals,
or with the application of
suitable prostheses. Resusci-
tation techniques have made
it possible for many men and
women to survive after an
apparent death which, up to
a few years ago, would have
been judged real and final.
But not every ensuing type
or quality of life proves envi-
able, because of the invalidi-
ty, suffering, or disfigure-
ment which follow, not to
mention the cases where fac-
ulties suffer irreparable
harm, o1 patients remain un-
conscious. It is understand-
able that many patients find
such a type of existence un-
desirable and prefer to give
up this way of living.
Several groups, which
were previously in a minori-
ty but are every day growing
more numerous, realize with
horror that the increase in
“ successes ¥ obtained by
medicine as regards old age,
incurable diseases, and acci-
dents heretofore fatal, have
been paid for with a prolon-
gation of life in very disad-
vantageous conditions. So
as not to be submitted to
these conditions they
grouped themselves into
pro-euthanasia associations
for the purpose of having
their own members choose
not only the way, but also
the time of their death.
One of the most recent
reasons for which the sub-
ject of euthanasia has be-
come a welcome topic for
the mass media is precisely
the proselytism of these as-
sociations, which see in eu-

thanasia the only means to
protect their members from
therapeutical obstinacy. But
the term “ euthanasia ” in
this second perspective un-
doubtedly keeps its original
etymological meaning, cen-
tered on the manner of
death: ‘good’, ‘sweet’; but
since the first half of this
century what has prevailed is
the clamorous insistence of
these groups upon the right
to choose the time and even
the mode of their death,

Against this enlargement
of meaning and with the ex-
press will to condemn what
could not be accepted in the
euthanasia claims, the
Catholic Church reacted,
giving euthanasia a very re-
stricted definition. The term
is kept only for actions and
omissions (we must not for-
get that omission presuppos-
es an undoubted duty of in-
tervention) which, “ owing
to their nature or the intent
with which they are per-
formed, cause death in order
to eliminate pain. ™

Such a precise definition
of euthanasia has the advan-
tage of avoiding all ambigui-
ty. Apart from the inten-
tion, all actions and omis-
sions which are the effective
cause of death — and these
only — are reproved by the
Catholic Chuich and stig-
matized as “ euthanasia. ”
By giving to this term no
other meaning, the Church
may condemn euthanasia in
all its manifestations, with
no distinction whatsoever.
But this same clarity be-
comes a source of confusion
when the restricted meaning
by which the Church’s con-
demnation refers to eu-
thanasia is not sufficiently
understood, a meaning
which, by the way, is in com-
pliance with the traditional
ethos of the medical profes-

sion, from the oath of
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Hippociates to the most re-
cent wordings of its deonto-
logical codes.

Many times some of your
colleagues pleasantly joking
with me have said that they
felt compelled by a sense of
professionalism in given cas-
es to practice euthanasia,
going against what they sup-
posed to be my religion-
based ethical opinion. The
amiable and joking tone
would heighten when 1
pointed out that, in my mod-
est opinion, they could have
gone even farther without
deserving any blame from
the ethical point of view. All
the more so because such be-
havior had for many years
been approved by the
Supreme Pontiff Pius XII.
But this is not called eu-
thanasia by the official
Church Magisterium. I have
been accused in religious
spheres of creating confu-
sion by using the same term,
“ euthanasia, ” while refer-
ring to both acceptable and
unacceptable ways of pro-
ceeding. In the latter case —
they say — I should use the
terms “ benemorthasia, ¥
“ orthothanasia, » “ an-
tidisthanasia, ” etc. They
may be right, but it is a con-
fusion I had already found,
and deeply rooted, in the
common parlance of the
physicians I know. I prefer
to use the term in its vague
common acceptation and
then immediately make clear
the presupposition I refer to,
without paying too much at-
tention to the distinction be-
tween active and passive eu-
thanasia (also because not to
practice it when it must be
practiced is censurable) or
insisting either on the dis-
tinction between direct and
indirect euthanasia because
this would prove incompre-
hensible for many a physi-
cian (may I be allowed to

speak so frankly), and con-
sequently, this distinction
might strike someone as a
form of pharisaism and
hypocrisy.

Before going into further
details, let me repeat that I
am speaking and shall speak
only from the ethical point
of view. I forgot to under-
line this when I began lectur-
ing on euthanasia in this cor-
dial city of Milan. After a
few days a famous jurist, in

a brief article in the Corriere .

Medico (I keep the clipping
in Barcelona), warned that,
as regards euthanasia, if
someone acted according to
my advice, he might end up
in jail. Perhaps the alarm
would not be justified if the
various shades of meaning
had been grasped by the
judge in his interpretation of
Atticle 40 of the Code of
Medical Deontology ap-
proved on January 7, 1978,
now in force. But, in any
case, I leave to the experts
the juridical interpretation
of criminal laws and deonto-
logical rules and limit myself
to the ethical aspects.

When the old (and Iuckily
now revised) Italian Code of
Medical Deontology read,
“ The essential purpose of
the physician when taking
on the treatment of a patient
should be, from the first mo-
ment, the preservation of his
life: not even an action
aimed at alleviating suffer-
ing may oppose this princi-
ple ” (Article 47), Pius XII,
when questioned by a group
of anaesthetists, answered
that it is legitimate to have
recourse to analgesics and
narcotics to relieve pain,
provided that their adminis-
tration does not prevent the
performance of a more seri-
ous duty, even if the action
of these drugs may indirectly
accelerate the process of
death.’




More generally, starting
from the twofold reflection
that all temporal activity is
subordinated to the attain-
ment of a supernatural pur-
pose and that, apart from
any religious creed, we all
agree that the temporal is
subordinated to personal re-
alization and that this pur-
pose (this realization) would
be within reach of very few
people if there were a press-
ing moral obligation for ev-
erybody to act heroically, he
concluded that we are not
obliged to maintain health if
we cannot do so by ordinary
means.®

Scientific and technical
progress, together with the
improvement of living stan-
dards, makes very uncertain
even for a given place and
time the distinction between
ordinary and extraordinary
means.

In morals there cannot be
formulae or measures {0 be
universally applied. To
reach a correct opinion on
the ordinary or extraordi-
nary character of a means in
a given case, different fac-
tors must be taken into con-
sideration and contrasted.
The final opinion depends

on: I} a fair expectation of

success; II) the level of the
human quality of the pre-
served life (mainly of con-

sciousness and the level of

effective freedom); IIT) the
foreseen type of survival;
1V) the troubles (for the pa-
tients and their families)
caused by the treatment; V)
the cost of the intervention
or therapy from an individu-
al, family, national, and in-
ternational viewpoint (here
what is involved is the
“ economy of health ”).
Some of these factors can be
pondered objectively. Oth-
ers, on the contrary, depend
on the patient’s subjective
evaluation and condition,

his behavior when confront-
ed with suffering, his own
available funds in relation to
the required cost, etc. On the
other hand, it should not be
forgotten that the “ objec-
tivity ” of some elements of
judgement has only a statis-
tical value and that the esti-
mated percentage of success-
es and survival time does not
determine whether the pa-
tient in question will con-
firm the percentage judged
to be positive or negative.
On the other hand, though
the recourse to extraordi-
nary means is not an obliga-
tion, the right of the individ-
ual to have recourse to them,
if he feels he has good rea-
sons for doing so is not elim-
inated.

The above-mentioned de-
caration on euthanasia,’
published in 1980 by the
competent body of the Holy
See, to the consideration of
the quality — ordinary or
extraordinary — of the
means of treatment, adds
and lays stress on the atten-
tion to be given to the pro-
portion or disproportion ex-
isting between the diffi-
culties involved in their ap-
plication and the advantages
of the reasonably hoped for
results (the balance of cost/
benefit analysis). And, in or-
der to facilitate the applica-
tion of this general princi-
ple, it is further specified
that, failing other alterna-
tives, it is legitimate, with
the consent of the patient, to
run the risk involved in re-
course to a remedy still in its
experimental stage. Should
the results of the forecast
not be reached, the therapy
started may be discontinued
without abandoning, for
this reason, normal treat-
ment. The recourse only to
normal means can be justi-
fied and is in no way to be
compared to suicide. It

could not even be compared
to homicide.

These last statements need
to be justified because for
the physician it is difficult to
understand that to give up a
remedy that might prolong
life, in particular if this oc-
curs in a rather indefinite
way, is not tantamount to
the euthanasia condemned
by the Church.

No privilege is granted to
the sin of omission. But
omission presupposes the
duty of making a given inter-
vention. In agreement with
the papal doctrine and with
what reason tells us can be
demanded from the com-
mon mortal, nobody is
obliged to suffer dispropor-
tionate discomfort of any
kind for the sake of a
claimed possibility of ob-
taining results, when he does
not feel inclined to do so. It
is not the same to give up
normal expectations of
global realization (which
would imply turning one’s
face away from the sover-
eignty of God and his de-
signs of love, simply dis-
obeying the ethical impera-
tive) and to put an end to the
slavery of a particularly
troublesome treatment or re-
fuse it owing to its conse-
quences when the interested
patient feels unable to give a
meaning to the quality of life
he could obtain. The sup-
pression of a treatment in
these conditions does not
imply direct contempt of
life, even if liberty is left to
the triumph of death. Its ap-
proach is the indirect effect
of honest behavior. In order
to impute ethically an effect
to one who refrains from do-
ing something because he
foresees the result, there
must be an absolute obliga-
tion to avoid this conse-
quence.

When the most precise
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and up-to-date scientific in-
formation is not sufficient
to assure an improvement
the advantages of which
would counterbalance the
inconveniences of the treat-
ment, with the permission
of the patient or of the per-
son who acts on his behalf,
it is legitimate, from the
moral point of view, not
only to discontinue the ap-
plication of the extraordi-
nary means which are being
carried out, but even to
give up therapies which
would uselessly prolong the
distressing situation of an
incurable patient and his
family. It follows that there
is no obligation to indefi-
nitely prolong artificial res-
piration in a patient 1e-
duced to merely vegetative
life or in still worse condi-
tions and that it is not nec-
essary to extirpate the
metastasis in impending
contact with a vital organ
when the neoplastic process
is at such a point of irre-
versibility that a surgical in-
tervention would only pro-
long the suffering of the
patient and the patient him-
self refuses it. Physicians
are confronted with a still
greater difficulty when it
comes to giving up the
practice of their profession
notwithstanding the
availability of the technical
means needed to prolong
indefinitely the patient’s
life. But we have to admit
that when a patient with
leukaemia or renal failure
must periodically have re-
course to blood tranfusions
or dialysis, with a maigin
of autonomy increasingly
reduced, and if his frame of
mind makes him unable to
give meaning to this type of
existence and he deems un-
justified the cost that the
treatment would impose on
his family or society, whose

health funds are limited, he
can conclude that it does
not suit him to prolong a
life full of suffering for him
and his relatives.

We cannot deny the pa-
tient the right — which is a
duty — of reasonably ad-
ministering his own life.
Usually deontological codes
explicitly refuse the physi-
cian the right to impose
treatment on a patient
against his will, The patient
alone can decide the contin-
uance or discontinuance of
therapy which should be of
advantage to him.

It is worthy to recall that
the suppression of an effec-
tive therapy presupposes a
desire — expressed or rea-
sonably assumed — of the
patient. When he is not
able to decide personally,
his trustee, who legally or
occasionally must give the
consent on his behalf, must
conform to what he has
reason to suppose the pa-
tient, at the moment uncon-
scious, would wish wete he
capable or, if his will can-
not even be guessed, to
what can be foreseen would
give him the gieatest advan-
tage. The obligation of the
trustee and of the patient’s
relatives, on the other
hand, must be in line with
that of the patient. Their
only real obligation is to
employ ordinary and pro-
portionate means.

The opinion of Francis
Bacon, as well as the origi-
nal purpose of the pro-eu-
thanasia associations (to de-
fend their members from
therapeutical obstinacy),
presuppose the presence in
the patient of a cause — ill-
ness or lesion — capable by
itself of causing death. The
term euthanasia should nev-
er be used without the im-
minence of the end. This is
the specific feature of eu-

thanasia which clearly dis-
tinguishes it from homicide
and suicide. In these there
is a will to take life and
seek death, which, on the
¢contrary, is in some way
present in the cases of real
euthanasia. To tell the
truth, with euthanasia one
does not flee from life,
from death itself, ie., the
fact of dying; the patient
wants to spare himself the
painful process which will
bring him to the unavoid-
able and foreseen end. This
is the will clearly expressed
by the members of the pro-
cuthanasia associations in
so-called “ biological treat-
ment ? and “ vital treat-
ment. ¥ But in their eager-
ness to obtain from the
public powers the acknowl-
edgement of a sort of legiti-
macy for the document,
they emphasized the mo-
tives of mercy toward them-
selves and others as a justi-
fication of their decision so
much that they gave 1ise to
a third feature of the eu-
thanasia issue: its identifi-
cation with mercy killing.

I don’t want to go into
the juridical and legal as-
pects of the problem. It
suffices to ascertain what is
aimed at with this third
meaning of the term eu-
thanasia, withdrawing it
from the physician’s proper
competence. Undoubtedly a
law on this matier involves
enormous dangers. 1 think
that their root and source
may be discovered in the
practical impossibility of
typifyving this supposed
right to dispose of one’s
own life without causing
doubts that the right to pre-
serve it is protected. The
presuppositions that the
“ moral minimum, * in the
technical sense of this ex-
pression, should exclude do
not contain anything essen-




tially different in the light of
personal rights: legal per-
mission to put an end to the
life of an incurable patient
near death seems to imply as
well permission to act in the
same way in the still more
painful situation of the not
yet dying patient; the irrevo-
cably insane, the invalid
who has no moie interest in
life, etc. “ If the law, in per-
fect harmony with ethics,
does not punish these cases
of euthanasia..., the general
prohibition of killing would
also be seriously affected in
men’s consciences. Besides,
only a very short step would
suffice to legalize the sup-
pression of the subjects most
seriously hit by malforma-
tions, the most dangerously
insane, handicapped, incui-
able, elderly, etc. ™’

A law aiming at regulating
euthanasia would jeopardize
as well necessary confidence
in the relationship between
the dying patient and the
physician, inasmuch as the
latter’s intervention could
no longer appear to the pa-
tient as unfailingly good for
him; he would know that the
means at the service of
health and life (injections,
drugs, etc.) could be used
against him. And the physi-
cian himself, in the long run,
would lose those inner
checks that today 1estrain
him from the temptation of
shortening life, not to run
the risk of prejudicing the
real interests of the patient
(primum non nocere) or of
some relative or others.
“ Choices by the medical
class are only apparently
free and based on technical
evaluations, even if ethically
motivated. Actually, the
pressure of public opinion,
often supported by the inter-
vention of the Bench, is 1e-
markable, ”* Little by little,
the physician would find

himself drawn away from
his loyalty to the domain
corresponding to him in ac-
cordance with the way in
which his profession has
been conceived since its be-
ginning,

Attention should also be
paid to the fact that death
usually involves economical
advantages or disadvantages
which could upset the rela-
tive’s judgement and condi-
tion that of the physician.
The danger is made more se-
rious today by the fact that,
in an increasingly aging soci-
ety, where the most appreci-
ated values are efficiency
and productivity, the old are
marginalized and considered
as useless. The step from eu-
thanasia expressly requested
by the patient to euthanasia
only supposedly requested
by unconscious patients, the
insane, and others would be
gasy.

A Dignified Death

It was my intention to
dwell more briefly on the
first part of my exposition so
as to better develop the posi-
tive aspects of a praisewor-
thy euthanasia which would
enabie the dying patient to
exercise his unquestionable
right to die with dignity.

We have seen that the
term “ euthanasia ” involves
manifold variations and nu-
ances. Summing up, three
different conceptions are re-
flected. First, the one set
forth by Bacon, which ap-
peals to the physician’s duty
to assist his dying patient in
order to relieve his suffer-
ings, if nothing else can be
done; second, that of the
modern “ pro-euthanasia ”
associations, which claim an
assumed right of every man
to choose the way and time
of dying; third, that pre-
ferred by jurists, tending to
favor mercy killing.
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As regards the second as-
pect, I have tried to make it
clear that the strictest ethics
offers the physician many
possibilities not only of
avoiding therapeutical obsti-
nacy but also of sparing the
incurable patient an unde-
sired prolongation of his life.
The physician, however,
should not et himself be car-
ried away by the negative and
minimalistic conception,
i.e., to see how and up to
what point he may quicken
the process of death without
failing professionally and
ethically. To shorten the time
of life contradicts his profes-
sional calling and goes
against the very purpose of
the most important tech-
niques in which he special-
ized. As to medical interven-
tion, stress should be laid on
the reduction of pain — ex-
cept for a will to the contrary
of the patient for reasons un-
derstandable only from the
point of view of faith — and
the strengthening of those
qualites which give dignity to
the human being and fre-
quently diminish in the last
phase of his life because of
undue conditioning of the
exercise of his freedom of
conscience, lack of informa-
tion, and difficulty in assert-
ing his iniiative in matters of
his own concern, and isola-
tion which prevents social
contacts.

Against these drawbacks,
in favor of the dving patient
we must claim: a) the right
not to suffer uselessly; b) the
right to freedom of con-
science; ¢) the right to know
thetruth; d)theright tomake
his own decisions about him-
self and his own affaiis; e)
the right to maintain a confi-
dent dialogue with physi-
cians, relatives, colleagues,
and successors in his work.
a) The right not to suffer use-
lessly

Apart from possible reli-
gious imperatives, no other
consideration, though noble
and high, should be placed
by the physician before what
is proper to his profession
and shapes his identity: io
protect life with competent
promotion of health and
well-being inasmuch as the
latter is dependent on the for-
mer. And, on the other hand,
the physician must first of all
therapeutically and preven-
tively fight against disease
and debility as well as the
pain or discomfort which ac-
company them. Movements
in favor of euthanasia are
right in their effort to remind
physicians of the second as-
pect of their task. They have
too often forgotten it.

Pain as a symptom is use-
ful as long as it helps us for
the diagnosis and the sup-
pression of the disorder
which causes it. Maturity
and other human values ac-
quired by the individual who
has learned to withstand suf-
fering with dignity do not
necessarily originate from
suffering itself, and the ethi-
cal value of this experience
presupposes a mature ¢xer-
cise of freedom and suffi-
ciently noble motives in with-
standing. The physician
faced with pain has the una
voidable duty of eliminating
its cause or at least relieving
its effects. When he cannot
do so without diminishing
the patient’s awareness, we
have a certain dehumaniza-
tion (which, however, is
counterbalanced by the fact
that it avoids the depression
caused by pain itself).

The ethically best dose of a
substance producing narco-
sis should be that combining
the minimum of pain with
the maximum of responsible
consciousness. The patient
should not be deprived of the
right to experience his own

disease and his death as well,
but there may be medical rea-
sons prompting us to submit
the patient to deep sleep be-
fore death puts an end to his
life.

Finally, going into the
sphere of faith and mystical
theology, we must acknowl-
edge that sufferings have a

“ beneficial value at a personal

level as well as an apostolic
value for the person who un-
dergoes them voluntarily and
with this motivation, in
union with the oblatory love
of Jesus Christ. Without the
presupposition of a super-
natural vocation, the patient
tisks falling into the ethical-
philosophical dangers which
always threaten individuals
in the throes of pain: moral
egoism, physical regression,
sterile self-concentration to
the detriment of their neigh-
borts.

Hence, these ate the con-
clusions: I) there is the obli-
gation to fight the cause of
pain; II) fear of causing drug
addiction, at least in the final
stage of life, isirrelevant; IIT)
the fight against pain would
justify, should this be neces-
sary or responsibly claimed
by the patient, an indirect
shortening of the time of life
or free consciousness; I'V) at-
tention should be given to be-
lievers who sincerely want to
moderate the use of anal-
gesics and narcotics for true
religious motives.

b) The right to freedom of
conscience

Clearly formulated in At-
ticle 18 of the Universal
Declaration of Human
Rights and included in the
Constitutions of most mod-
ern States, it is demanded by
the ethical dimension of the
human being and the self-
understanding of his exis-
tence as a gift and a task to
be carried out. One feels
obliged to be what one must
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be, proceeding towards one’s
purpose, in agreement with
one’s conscience, in all the
decisions of one’s life. The
Declaration Dignitatis Hu-
manae of the Second Vatican
Council lays the foundations
for thisright and develops its
consequences. A disrespect-
ful proselytism would in-
crease the anguish of the pa-
tient at the terminal stage and
could severely prejudice him.
No moralist doubts that God
will reward the man who dies
sincerely reconciled with his
own conscience, even if he is
in error, objectively speak-
ing. A leap to the objective
truth against his own feeling
and understanding could, on
the contrary, ruin him. It fol-
lows that it must be made
possible for the patient to be
easily contacted by priests,
religious, or other persons
capable of helping him to
reach peace with his con-
science and give meaning to
his illness, and even his
death, whatever his sincere
creed and ideology may be.

The medieval presentation
of the moment of death as
that on which one’s destiny
depends is repugnant to our
modern sensitivity, but we
cannot deprive the dying of
the right to an option, in the
last moments of life, to cor-
1ect errors o1 crown their
contributions to the ideals
that gave meaning to their
work. The ethical task of re-
alizing and actually improv-
ing oneself during one’s life
implies the corresponding
right to complete it by decid-
ing, in agreement with one’s
own conscience, the process
of one’s death.

On the threshold of death
we shall all recall life and
death in the framework of
our ideology and beliefs, The
physician may not always be
the most suitable person to
help the dying patient facing

the necessity of accepting the
reality of the terminal stage
from the viewpoint of his
own conception of world and
life, The physician, there-
fore, cannot deny the patient
— onthe ground of not abso-
lutely necessary exigencies of
medical treatment — the
range of possibilities which
may help him. He must, on
the contary, make it easy for
him to be approached by per-
sons capable of giving him
help, as we shall later state.
The last service to a life is
that of helping it to live its
end, namely death, personal-
ly and responsibly, whether
the patient thinks his exis-
tence is coming to an end or
lives his death as an opening
to transcendence. A meaning
to death can be given only by
one who succeeds in giving a
meaning to life.

The individual benefited
by medical intervention is al-
ways a person who has the
right to continue his growth,
even in the process of death,
before himself, others, and
God, when he believes in
Him.
¢) Theright to know the fruth

The awareness of matters
concerning the patient and
the corresponding obligation
to inform him on them
derives from the person’s
dignity and is at the base of
human society as an abso-
lutely necessary condition
for the exercise of one’s own
responsibility in the full real-
ization of oneself. Not only
lies, but even a lack of sincer-
ity would destroy the trust
which is necessary in aninter-
personal dialogue, and in
particular in the patient’s re-
lationship with his physician.
Hence the importance of the
latter’s credibility and, as a
prerequisite of such credibili-
ty, his option for truth, even
when this implies the need to
reveal to the patient facts

having a high psychological
impact, such as a bad prog-
nosis. Precisely in this case it
is more urgent, in my modest
opinion, to follow the rule
deemed to be right in normal
circumstances: the patient
has the right to know the di-
agnosis, the therapy he is
submitted to, and the prog-
nosis, the risks he is running,
the probability of recovery,
the time it would forseeably
require.

Without truth it is impos-
sible to perceive the needs of
the hopeless patient. For a
correct relationship with the
patient, it is baneful to let
oneself be taken into the so-
called “ infernal ciicle of
lies, ” the source of decep-
tion and injustice. The op-
tion of t1uth opens enormous
possibilities for humanizing
even the last stage of life.

The right to the truth of
the terminal patient may, of
course, come into conflict
with the physician: relief
from his pain. The solution is
not the elimination of one of
the two contrasting values,
relief or truth, but in over-
coming the tension between
them through a progressive
and pedagogical disclosure
of the situation. Thus the
physician can enable the pa-
tient to become each day
more and more aware of the
truth, up toits full disclosure
when he realizes that the pa-
tient can positively accept it.

When there is ground for
doubt, the right of the dying
to know the truth must be
given priority because their
situation requires particular-
ly important decisions. The
primary criterion must be
the good of the patient’s per-
son, in its integrality, which
cannot be limited to the
maximum possible of well-
being here and now, without
taking into account the tran-
scendence proper to the




whole human being, howev-
er the patient may under-
stand it in agreement with
his own conception of the
world and life (his own
Weltanschauung).

Every experienced physi-
cian shows humility and dis-
cretion when formulating an
opinion about the hopeless
condition of the patient. It
would be cruel to exaggerate
the meaning of the progno-
sis and even more to set
forth as a well grounded
conclusion the not yet con-
firmed fear or suspicion.
But the morally certain
knowledge of an unavoid-
able and imminent death
must be made known to the
patient so that he may real-
ize himself even in the last

phase of his life. This duty
presupposes the capability
of the subject to enter into
his role and play it well in his
decisive moment. To leave
him some hope (“ a bit of
open sky, ” as it is called by
some) would help, but we
cannot forget that to take
away false hope may open
the way to hope of another
type which enables the pa-
tient to accept truth with
greater relief and thus fully
realize himself as a man.
This occurs also in the case
of persons who do not be-
lieve in a future life, but
have succeeded in giving
meaning to their life and
their relationships with oth-
er people. The ambiguous
expression “ right of the pa-
tient to die ¥ has a true
sense: no human being
should be deprived of his
right to live his own death,
thus crowning with death his
own realization. We shall,
therefore, avoid telling this
truth only when we realize
that the other is not able to
bear it. The right to the truth
disappears when it would
plunge the patient into a fa-
talistic despondency and an-
nihilation of his personal be-
ing, when truth would be
peiceived only as a death
sentence devoid of any rea-
son or meaning. The obliga-
tion to tell the truth disap-
pears when we know for cer-
tain that it will do only
harm. It would never be
honest simply to keep silent
or to delegate someone else
in order to escape one’s own
difficulty, which is originat-
ed by the dislike we all have
of being faced by death be-
cause we know our death as
future only through the oth-
er’s when present.

This would perhaps ex-
plain why physicians tend to
escape from confronting
death and avoid speaking of

it to the patient in impending
danger, when they do not
entrench themselves outright
in exclusively technical assis-
tance centered on the biolog-
ical process, leaving aside
the patient’s personality and
disappearing into the team
impersonally attending to
him.

d) The right to decide per-
sonally

Ever since modern culture
became aware of the “ com-
ing of age ¥ of humanity,
the right to decide personal-
Iy on what is of concern to
each has been increasingly
claimed in the various fields
of social activity, and not
without reason: what makes
a procedure proper and hu-
mane is precisely its being
decided upon by the free will
of the interested party.

The recently issued Deon-
tological Codes of the dif-
ferent associations of physi-
cians and even more the cat-
alogues summarizing the pa-
tient’s rights cotrect the
physician’s tendency to im-
pose his own will on the pa-
tient, for his good of course,
but through a paternalistic
style, already discredited in
the field of work relation-
ships. Particular care must
be given to sensitizing physi-
cians to the value of person-
al decision, because only
thus can an interest for the
person as such be easily felt.

I think we cannot justify
the practice of some physi-
cians who manage to keep
the dying patient in igno-
rance and whose care is only
that of informing relatives
so as to know their opinion
on what is or is not appro-
priate to do.

They have understood
that the subject of the right
to know and decide is the in-
dividual, at whose service
medicine places itself.

The freedom of the pa-
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tient — informed and ready
to decide, particularly as re-
gards his undelayable deci-
sion making with respect to
important and definitive
matters, as frequently hap-
pens in the case of terminal
patients — is a must. To en-
able the patient to act as a
protagonist, 1esponsible for
what is related to his illness,
we must provide him with the
data of diagnosis, prognosis,
and all possible therapeutical
alternatives. Only thus will
he be able to choose and ac-
cept or 1efuse the treatment,
starting from good knowl-
edge.

It is the physician’s task to
objectively inform the pa-
tient of the above data, per-
sonally or through other
more suitable persons.

It would be a breach of
trust to make use of the pow-
er conferred by the condition
of dependence of the patient
to influence his decision and,
even worse, to act in his
place. The physician would
deceive himself, notwith-
standing his claim to be help-
ing the patient and perhaps
his relatives and legal repre-
sentative as well, should his
information lay stress on
some facts rather than oth-
ers, thus conditioning their
decision in the direction he
desires. He would be the only
one responsible for the deci-
sion, with the aggravating
circumstance of deceit.

To help to choose respon-
sibly does not mean to deter-
mine the direction of the
choice, but to offer the pa-
tient all the information and,
if possible, all the needed
time 8o that he can under-
stand the elements which
may have an influence on the
result. When we speak of
time, we are aware of the
shortage of time often avail-
able to the physician; we only
want to call his attention to

the slow pace of idea assimi-
lation by the dying patient
for both physiological and
psychological reasons. Time
is needed to overcome one’s
resistance and even to “ lis-
ten, ” thiough repetition, to
what sometimes has more
than once been said.
Leaving aside the problem
of whether to discontinue or
go on with the normal treat-
ment, the condition of the
patient at the terminal stage
frequently warrants using a
drug or technology still in its
experimental period. Any
change in the medical inter-
vention, which cannot be
held to be implicitly accepted
by the patient because of its
normality in similar circum-
stances, requires the latter’s
or his representatives permis-
sion. Should the patient de-
cide by himself (refusing, for
instance, the treatment), the
physician ought to comply
with his wishes, provided

e i
e
A

il

-

z
e
.=
e

that from the ethical point of
view he is in agreement with
this way of acting and there
is no reason to suspect that
the decision is due to some-
one else’s constraint or to cir-
cumstances which might
change. What matters in this
caseistosafeguard what can-
not be set aside if the option
is to favor the ethical perfec-
tion of the human being.
But to defend someone else’s
freedom should never mean
to renounce one’s responsi-
bility. When the physician
judges the patient’s decision
ethically unacceptable, he
should find a colleague who
might take his place in treat-
ing the patient, since respect
for such a decision would not
justify his formal coopera-
tion in an action or omission
which he regards as not hon-
est. The value of the consent
cannot be exaggerated. What
justifies a surgical interven-
tion or a treatment is not the
patient’s permission but the
cause which motivates it and
the appiropriateness of the
system employed. The pa-
tient’s consent does not
make homicide licit.

€) Right to a confident dia-
logue

The human being realizes
himself in the social context.
The patient at the terminal
stage has the right — which
is a duty as well — to com-
plete his social contribution
and not miss the help of his
fellow men before his end.
Special attention must be
given to relationships with
his physician, his 1elatives,
his closest friends, and the
world of his profession or
work activity.

The physician, awatre of
the importance that the pa-
tient’s trust in him has for
the good result of therapeu-
tic and sedative measures,
behaves in such a way as to
obtain it from the first con-




tacts, through an interper-
sonal relationship of under-
standing and welcoming
which invite the patient to
disclose his fears and suspi-
cions. This attitude and the
intercommunication with
patients must be maintained,
chiefly in the final stage.

Technical progress, with
its interposition of gears,
graphs, and cards between
physician and patient, not to
mention the distance im-
posed by the white overall,
the sterilized rooms, the
chief physician’s being en-
throned at the head of the
team supplying him with
data, make human syntony
difficult and physical close-
ness impossible. The
predicament of the patient,
more marked towards the
end of his life, makes him
yearn for physical contact
capable of soothing him.
Medical interventions, and
particularly the physician’s
person, must recover bodily
closeness to the patient,once
necessary and obvious and
now withdrawn from him by
an excess, not of scientific
technology, but of cold aca-
demic technicalness. Noth-
ing so tranquillizes the last
difficult moments as a confi-
dent and open dialogue with
the expert on the causes of
the trouble. Nothing makes
pain and anxiety more un-
bearable than the feeling of
being abandoned by the
physician. And this may
take place without any ex-
press will, but only through
the mere interposition of the
usually zealous individuals
who decide upon a separa-
tion or of equipment which
makes dialogue impossible,
or the creation of sterile ar-
eas to which access is forbid-
den.

We should submit to criti-
cal judgement the use of cer-
tain controls which, to pro-

tect the terminal patient
from harmful germs, with-
draw him from relatives and
friends and leave him in the
cold company of the ma-
chine. Compassion is
aroused by the condition of
abasement and foresaken-
ness of some dying patients
whose face and body are
drilled by a quantity of tubes
and probes, who ate obliged
to keep themselves bound to
dead instruments to keep life
going on, if we may decribe
as life a condition of such
degrading prostration. In
this situation he cannot
avoid feeling that his dignity
is held in contempt, especial-
ly if he wishes to express his
opinion, communicate with
someone, and has no possi-
bility of doing so.
Surmounting the natural
repulsion for closeness to
him, some physicians stud-
ied the course of the emo-
tions, not always identical,
which follow one anothet
after the knowledge of a
prognosis pointing, with
more ot less immediacy, to
the fatal end.’ The physi-
cian’s knowledge of these re-
actions and their deep mean-
ing would extraordinarily
facilitate the interpersonal
dialogue needed by the pa-
tient. It would even enable
physicians to wain his clos-
est relatives that the reac-
tions of indifference and ag-
gressiveness of which they
are the victims are not in-
tended to, and must not, of-
fend them It would be
wrong to feel guilty because
these are not caused by theit
behavior. They belong to a
stage of the process, as a
natural expression of the un-
easiness of the dying patient,
who shows it in this way.
The victims become the
most beloved ones. In their
presence he lets himself go
and loses any inhibitory re-

straint and self-control.
The physician must not

jealously keep to himself

personal communication
with the patient, even as 1e-
gards matters of health. Re-
lief, which he must always
offer, may be looked for,
and better felt, by the pa-
tient from another person to
whom he can more easily
show his inmost wishes. By
making it easy for this per-
son to contact the patient
and supplying him with data
and appropriate advice, the
physician would accomplish
in the best possible way his
duty towards the dying pa-
tient, assisting and helping
him to accept death as some-
thing of his own, personal,
which nobody can take away
from him, which he has the
right to live as a consumma-
tion of his own life, in com-
munion with others.

In the panel summoned by
the Pontifical Council Cor
Unum with the aim of study-
ing some ethical issues rele-
vant to severely invalid and
dyving patients (November
12-14, 1976), the representa-
tives of the Third World
called the attention of their
colleagues to “ the impor-
tance for man to end his life
as much as possible in the
integrity of his personality
and the relationships he has
with his milieu, in particular
with his family. *'°

Up to the last century, the
process of death and death
itself took place, also in our
world, at home, among
members of the family.

The therapeutical means
due to technical progress
and greater facility in having
recourse to them in the best
equipped institutions have
banished the presence of
death from everybody’s life
and turned death into a real
“ taboo. ” Society tends to
ignore its presence and,
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though a sound trend to-
wards the reintegration of
death, which is a sector of
life, in life’s complete span
may be perceived in some mi-
nority groups, it is not easy
for the physician to work in
this direction. To see him in
closeness to death does not
favor his prestige as a sup-
porter of health; further-
more, the hospitals and clin-
ics where he works have

made the concealment of

death a sort of principle.

It would be unjust to place
the blame on physicians only
as a result of a cultural phe-
nomenon which withdraws
from human society the
“ death factor, ” an every-
day event as much as birth,
but what is by no means un-
doubted is their inflience on
the arrangement of the medi-
cal structures where they
work and even on the cre-
ation of the scale of values
which characterizes the com-
mon way of feeling about all
that touches upon illness and
also death. Even the minis-
ters of religion today less
than in the past dare to speak
of the termination of life and
have almost completely
ceased to promote acts of
mercy aimed at preparing for
a good death, notwithstand-
ing its key function as re-
gards the understanding of
the truth and the transcen-
dent dimensions of the hu-
man being to whose promo-
tion they consecrate theit
lives. Once the meaning of
life is lost, we also lose the
meaning of its end . Direct ac-
tive euthanasia is a “ flight
forward ” from death itself
and owes the great interest it
excites nowadays to the fear
we have of death. Even from
the merely human point of
view, a sort of familiarity
with death makes it easier to
meet it and, if we wish to fear
it less and live it with greater

simplicity, it is worthwhile
not to conceal what is, after
all, unavoidable.

To destroy the “ taboo ”
of death, to put an end to
self-deceit, will facilitate
man’s finding himself again,
enabling him to give a new
dimension to his own sense
of responsibility in the face
of death.

Usually, it will be a wrench
for the dying to give up theit
professional activities and
social responsibilities. To re-
alize that their relatives are
not and will not be neglected
is for them a great relief. We
cannot avoid thinking of the
solicitude with which Tesus
Christ, from the height of the
cross, committed His mother
to His dearest disciple, and at
the same time entrusted to
her motherly protection his
disciples and all his work in
the person of John.

The forecast of death on a
middlé or short-term basis
enables the patient to resign

himself to being replaced in

his social responsibilities. If
the patient can contact the
person who will replace him
and knows that the latter will
act according to his guide-
lines, he will feel greatly re-
lieved. To solve, prior to his
death, some of the problems
that his absence will create
for his family and others de-
pending on his professional
activity, enables him to get
over the egoism which noi-
mally goes together with the
instinct of self-preservation
and facilitates his finding
pleasure in his work as long
as he will be able to manage
it well. He even finds relief as
regards dimly surfacing fears
and anguishes, He may
crown the task of his own
realization in a social per-
spective. From the dirth of
his possibilities he can shout,
“ Consummatum est ”; “ It
is finished ” (Jn 19:70)

I have abused your pa-
tience by dwelling too long
on this subject. In the three
concepts of euthanasia I
have dealt with we may see
the common denominator of
the duty, a true must, to
have mercy on the dying
during theur passing away,
which is greatly different
from mercy killing. But this
is not enough. A positive
view of euthanasia must al-
low the physician and who-
ever cooperates with him to
sive the dying the possibility
of dying with dignity, i.e,
relieved in their suffering
and helped in the exercise of
theit own personal and so-
cial responsibility.

FR. MANUEL CUYAS, S.J.

Professor of Bioethics at the Faculty of
Medicine of the University of Barcelona
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The “ Not Yet Born ”: A Life to be Saved

In the subject I intend to
set forth, what interests me
is to show the indissoluble
link existing between the de-
fense of the life of the not
yet born and love for our fel-
low beings. This love, called
also the recognition of man,
is the essential content of the
main ethical rule: this rule —
termed “ personalistic ¥ —
states that it is mandatory to
recognize the person for his
own seff, in other words,
that each has in himself the
sufficient reason to be r1ec-
ognized. And it is precisely
this rule which excludes the
possibility of recognizing
any person at the cost of an-

other. What I have said 1ep-
resents the very foundation
of ethical thought and ac-
tion, the very core of ethics
and morals.

Assuming that the issue is
for us clear, we should con-
sider as something simply
superfluous and rhetorical
the question “ Why recog-
nize man? ¥ And if it is so,
the demonstration of the ne-
cessity of the logical link be-
tween the assertion of the
human person and the de-
fense of the life of the not
vet born should change the
question “ Why the defense
of the life of the not vet
born? ” into something

equally rhetorical.

I think that for us this is
the sense of this question.
Should it not be so for some-
one else, we must identify
and eliminate the only rea-
son which — following the
personalism principle —
may be imagined: that the
recognition of man and the
recognition of the not yet
born has not been realized.
This relationship, in fact, is
not always felt by every-
body, if not simply denied.
And it is exactly this which
makes clear the ethical
weight and the moral impor-
tance of the query “ Why de-
fend the life of the not yet
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born? ¥ Fortunately the
query need not be changed
into something purely
rhetorical, because what
renders it a problem also ex-
pressly shows the way in
which the difficulty arising
from it may be successfully
overcome.

And it is in this very point
that I see my task as a schol-
ar of ethics. The path to fol-
Iow in order to fulfill it is
therefore simple and implies
two moments: first of all,
the demonstration that to
recognize man is impossible
without recognizing his life,
as well as — and this is the
second moment — the
demonstration that the not
yet born man is a man.,

However, before dealing
with this matter, I should
like to call attention to what
is stated by the present-day

declaration on the rights of

man.

1) The personal dignity of
man and the condition for
its recognition in the
declaration of the rights of
man

Opinion, even if uniform
in its views, is not a suffi-
cient condition, or a neces-
sary one, for truth. Let it
suffice to think about
Copernicus, who one day,
all by himself and against
the common opinion,
“ stopped the sun and
moved the earth, ” Opinion,
however, is an index, and
not a banal one, of truth, an
index which we cannot ig-
nore especially when every
attempt is made to darken
that truth.

From this point of view,
particular attention is de-
served by the present procla-
mation of the dignity of the
human parson. It is ex-
pressed in a particularly elo-
guent way in the movement

which is developing
throughout the wotld for the
defense of the inalienable
rights of man,

The scholar of ethics sees
in this movement above all
an indication of the constant
and generally sound moral
sensitiveness of contempo-
rary man, especially if we
consider the enormous tech-
nicalization of life which
conditions human con-
science. The resistance of-

fered by the conscience of

man to the temptation of re-
ducing the morality of act-
ing only to its effectiveness is
astonishing. Man, here, is
always a person, a “ for
himself, ”» a * somebody *
who must be affirmed in his
selfhood.

Would this perhaps mean
that for the sake of the
morality of action no ac-
count is to be taken of its
efficacy? Not at all! We wish
only to emphasize the preva-
lence of the morality-of-the-
action criterion above that
of its effects, or, in other
wotds the subordinate char-
acter of the action-efficacy
criterion as compared with
that of morality. The matter
here is only to show the limit
beyond which the criterion
of efficacy turns against the
person and, at the same
time, the limit within which
the effectiveness of acting is
something demanded by the
very innet logic of the recog-
nition of the real person.

And this is precisely what
inalienability — so often

emphasized in the context of

the defense of the rights of
man — seeks to express.
What does in fact the in-
alienability of these rights
mean 7 It means that it is
impossible and simply illu-
sory to recognize the real
man without recognizing
what the good of man is —
s0 strictly linked to his “ to

be or not to be ” — and that
to injure it is tantamount to
injuring the being of man in
his very essence.

That is why moral 1ules,
the object of which is to de-
fend that essential good of
man and assure what for
him is so absolutely neces-
sary, must possess exactly
the same binding force as the
main rule — the personalis-
tic rule — and, therefore,
the absolute force of a rule
that is binding, with no ex-
ceptions whatsoever. Any
attempt to admit an excep-
tion to the rule which de-
fends such a good would
mean — from a moral point
of view — a quite absurd op-
eration: the denial of man in
the name of his affirmation.
The declaration of the in-
alienable 1ights of man,
therefore, is first of all the
proclamation of the invio-
lability of everything on
which dignity is based, his
very existential structure; in
other words, the proclama-
tion of the absolute validity
and sacredness of natural
moral aw,

Thus, we should not be as-
tonished if, on the list of the
inalienable rights of man,
we find in the foreground
the right of man to freedom
of conscience and religion,
that is, the right to maintain
faith in his own convictions,
the right to secrecy, to which
the absolute reprobation of
tortures is linked, and, final-
ly, the right to life, a right in
which we are particulatly in-
terested here.

2) The right to life is an in-
alienable right of man

Biological life is not the
highest good of man; how-
ever, it is a fundamental
good . Life is not the highest
of values. Already in ancient
times we find that Socrates




reminded his contempo-
raties, “ The point is not so
much to live, but rather to
live well. ” Life is given to
bear witness to values higher
than life itself, values for
which, as in the case of a
tragic choice, one must be
able to sacrifice it as one’s
own choice. And to faithful-
ly serve the values superior
to life is just what makes us
realize that our life is worthy
to be lived, a life worthy of
what we are. Man is howev-
er, what he is insaofar as he
is: he is, therefore — at least
in the dimensions of the
earthly world — insofar as
he lives .. © Viventibus vivere
est esse, ” says St. Thomas
Aquinas. For the human be-
ing, to live is to exist. For
man, therefore, life proves
to be the fundamental value.
1t is that good on the basis of
which all the “ remainder *
finds support. Consequent-
ly, a sincere “ yes ” to man,
to all the * rest ” of the
goods of man himself, is
possible only by saying
“ yes ” to his life. The recog-
nition of life is, in other
words, the condition neces-

sary for the recognition of

man as man. The acknowl-
edgement of human life be-
comes, let us say, the test of
the truth of the real ethical
relationship of man with the
“ other, ” that is, the verifi-
cation of real morality, of
true love for our fellow-
creatures.

At this point, however, we
must take another step for-
ward: philosophical analysis
of human existence in fact
reveals to us ifs unnecessari-
ness, thus revealing, its radi-
cal gratuitousness Man be-
gins to exist and continues
inasmuch as he is a gift. Gift
by whom? Not only by his
parents, because there is al-
ways some parent who
weeps disconsolately over

the death of his or her chil-
dren. A gift by whom, then?
By him who, being the Per-
sonal Absolute of existence,
is the Only One who can be-
stow a gift of personal exis-
tence on “ another. ” It is
only thanks to the direct,
creative intervention of the
Personal Donor of life that
man begins to exist, to be a
man. Man begins to live —
and lives — as the one whom
God creatively calls by
name. Owing to this call and
this creative presence, man
simply “is. ” He lives as a
theophany.

He lives by taking part in
the sacrum and, at the same
time, revealing it. For this
reason, not only to the Jews,
brethren in faith, but also to
the Greeks St. Paul could
say, “ In Him we live, we
move and are ” (Acts of the
Apostles, 17: 28).

He who deals with the life
of man has to deal with
God. The Creator is there
where man is: that is why the
“ yes ” of man is impossible
if not through the “ yes ” to
his Personal Creator. And
this he cannot express except
by a “ yes ” to human life as
a “ Gift from God, ? the
highest giff in which the very

Giver of life makes Himself

present “ in actu et in Per-
sona. ” Hence it follows
that the recognition of life at
once becomes “ the test of
truth, * that is, the verifica-
tion of the true relationship
of man with every other man
and with God: verification
of sincere love for God and
his fellow-creatures. The
way we relate to human life
becomes the indissoluble
“ measure ” of true morality
and religiousness. St John
says, “ Every one who be-
lieves that Jesus is the Christ
is a child of God, and every
one who loves the par-
ents loves the child. ” (St.
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John, 5: 1). It is probably
impossible to express this
concept more deeply and
concisely.

It is fitting to remark that
the modern proclamation of
the rights of man highlights
— by virtue of an inner logic
— this fundamental position
of life as compared with all
the remaining values. in this
connection a great signifi-
cance is to be ascribed to the
request often put forward
and accepted by the laws of
many countries of the elimi-
nation of the death penalty
by making reference precise-
ly to “ the logic of the good
for man. ” It is consequent-
ly impossible to defend the
right of anyone — particu-
larly that of ourselves — to
anything whatsoever as a
right of man if in reference
to anyone we challenge the
very foundation by which
man has a right to anything
whatsoever: his right to life.

And then, in this sphere,
shall we not acknowledge as
contradictory the action of
those Members of Parlia-
ment who, while appealing
to the inalienable right of
man to life, declare them-
selves to be for the elimina-
tion of the death penalty for
criminals whose crime was
proved, but afterwards le-
galize the mass murder of
completely innocent and de-
fenseless persons: those not
yet born? It is impossible to
imagine a greater logical and
ethical absurdity. An at-
tempt was thus made to
avoid such an accusation in
the only possible way: by de-
ciding that the suppression
of the unborn does not
amount to suppressing a
man only because the for-
mer is not a man. But on
what grounds? we ask
ourselves. Perhaps only on
the basis of the power of the
“ born ” over the not yet

born, a basis that does not
take truth into consider-
ation? A really fatal claim.
As if the so-called referen-
dum on the legalization of
pregnancy interruption im-
plies after all that the voters
usurp the power to estab-
lish, through their own deci-
sion alone, who is or is not a
man!

3) The not yet born man is
a man.

And we have thus reached
the central point of the not
yet born issue: Is there some
essential difference between
the man who is still waiting
to be born and the born?
There is no essential differ-
ence; from the point of view
of existence, this represents
a problem, but whether or
not he who is alive has the
momeni of his birth before
or behind him is a question
devoid of significance.
From this point of view, the
only essential meaning is to
be seen in the moment when
man begins to exist and to
be a man, when, in other
words, he is conceived. To
this question there is only
one reasonable answer, an
answer which represents the
data of both experience and
logic: at the moment of his
conception.

This seems to be the most
concise expression of what is
here obvious: in relation to
the unitary process, charac-
terized by continuity, the
principle of reason which
sufficiently explains this
process excludes the possi-
bility of not contradictorily
identifying such a process
(as is precisely ours) without
recognizing that it is the
same at the point where it
began and afterwards, dur-
ing the whole time, unceas-
ingly, from the moment of
its beginning. It does not

seem necessary to convince
anyone that the life of man
constitutes such a process:
continuing and, at the same
time, identical and homoge-
neous thanks to the identity
of its subject: We must,
therefore — in the name of
the logic of the process —
acribe the beginning of hu-
man life to the moment of
conception. From the bio-
logical point of view it takes
place when the father’s sper-
matozoon meets the moth-
er’s ovule. Any other at-
tempt to place in time the
beginning of man’s exis-
tence has against it the prin-
ciple of sufficient reason
and, together with it, the
principles of noncontradic-
tion and identity. Embryol-
ogy as an empirical science
supplies us with a more pre-
cise description of concep-
tion. It explains 2Zow human
life starts and succeeds with
fair precision in assigning it
a point in time. Let us recall
that the Chinese legislation,
as well as that of other Far
Eastern countries, would
add to the newborn one year
of life.

Philosophy, however,
finds here a further problem
to face; starting from the as-
sertion of the spirituality of
man {and here we arrive by
another way) for its expla-
nation direct intervention
of a cause is required, a
cause in keeping with the ex-
istence of such an effect as
the spiritual existence of
man is. And this interven-
tion takes place precisely at
the moment when the exis-
tence of man has its begin-
ning, that is at the moment
of conception. This inter-
vention ¢an be only a direct
one by the Personal Abso-
lute of existence. A premi-
nently creative intervention.
That is why from the con-
ception of a new hu-




man life on, anyone who has
something to do with this
life has to do with man and
his Creator

A necessary conclusion of

our reflections is, therefore,
the following: from the
strictly logical point of view,
there is no need to build up
an ethics of the not yet born
as distinct from an ethics of
life in itself. Because all that
regards the recognition — or
the defense — of the life of
man as a sine qua non con-
dition for the recognition of
man and of God refers to the
life of man rout court from
the moment of his concep-
tion till his death. The mo-
ment of birth has here an es-
sential role and, on princi-
Dple, only one single ethics ex-
ists, of the respect for man
through respect for his life
as the fundamental value,
and respect for the only Be-
stower of the gift of life: for
the Personal Creator.

However, what does not
need to be demonstrated
from a logical point of view
needs, on the contrary, to be
particularly pointed out for
psychological and pedagogi-
cal reasons, especially in
connection with this con-
crete threat to the unborn by
the born. To this threat an-
other one is added — a
threat which is less frequent-
ly remembered — the threat
of man himself. Let us there-
fore dwell a little longer on
this point, which constitutes
a particularly meaningful
verification of man’s moral
sensitiveness,

4) Who is threatened
in particular?

Man in his pre-birth state
is almost not taken into con-
sideration and completely
defenseless. He cannot de-
fend himself with the means
by which, in their own way,

the born defend themselves,
even if only by using sight
and hearing, or, for in-
stance, by crying. He is com-
pletely in the hands of the
inventive power and will of
those on whom he depends.
It is also possible not to see
in him what he is in reality:
someone who must be ac-
knowledged for himself.
And it is possible to suppress
him without realizing —
sometimes — that by doing
50 it is murder that is com-
mitted and that it is a man
who is eliminated from soci-
ety. In the case of such igno-
rance — often terrifying —
it is thus possible to kill him
without even taking the
blame upon oneself or feel-
ing guilty, killing a man just
the same. Innocens sed no-
cens. The voice of the
moralist must thus resound
particularly loudly in the
name of the defenseless and
of the Creator Who in them
keeps silent.

Ethics must do all possible
to lay bare and thus elimi-
nate the paradox of people’s
lives in maximum peril from
assailants who are quite dan-
gerous because they are
“ armed ” with the absence
of sense of guilt. The ethics
scholar must step forward
and strenuously take the de-
fense of those who pay with
their lives for the ignorance,
not considered culpable, of
their killers. Otherwise,
ethics would deny that
which it would serve, the
recognition of man.

However, when the killer
is aware of what he is doing
and, this notwithstanding,
does what he does by relying
on the privileges of anony-
mous murder in our case or
on the lack of legal im-
putability of his action, then
ethics must make known,
according to Socrates, who
has been principally
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harmed. I quote the words
of the great Athenian: “ It is
gasier to be the victim of a
crime than to commit it. ”

It is not possible to physi-
cally kill a person without
morally killing ourselves;
without thereby obliging our
milieu, first of all, those
closest to us, to live together
with a murderer. By silently
eliminating from our bosom
those not yet born, we be-
come ourselves a society of
morally dead persons.

For whom does the bell
toll? Perhaps, as a matter of
fact, it does not really toll
for anyone. Murderers, in
fact, are interested in silence
and in eliminating whatever
trace might 1ecall the exis-
tence of so many victims.

But how can we not hear,
in this deadly silence, the
voice of alarm of warning?
It is with precisely this voice
that ethics speaks of the not
yet born and for this voice
ethics is absolutely neces-
sary.

In the presence of the
threatened life of the not yet
born, the moral philosopher
cries out, * Spare! ” and
adds, “ yourself above ail!
Save the not yet born to save
yourself! ” While the moral
theologian, for his part, can-
not avoid recalling the
words of Christ, words
which may terrify and never-
theless fascinate (Matthew
25: 40): © In truth I tell you,
insofar as you did this to one
of the least of these brothers
of mine, you did it to me. ”

And precisely by them,
the least, we shall be judged
one day, in the name of
Christ Himself.

At the beginning I said
that I wanted to show the
necessary link between love
for our fellow-creature and
the defense of not yet born
life; the way to fulfill this
task is linear and brief; it

consists of two moments:
first, to demonstrate that
true love for our fellow-
creatures — that is, the
recognition of man as man
— is possible through the
recognition of life as a fun-
damental value for man;
second, to demonstrate that
the not yet born man is sim-
ply a man. From this it clear-
ly follows that in reality the
whole cthical problem only
confirms, after all, the single
preeminently anthropologi-

cal problem: the not yet
born person is a man, and
this is the necessary unum of
our subject, the only thing
which is here necessary and
sufficient to consider and at
which it is necessary and suf-
ficient to arrive.

That is why it is important
to insist on this subject,
however clear it may be.

Fr TADEUSZ STYCZEN
Consultor of the

Pontifical Cornmission

for the Family




Technology and Questions Concerning

Health Care and Education

The nuclear power plant
explosion in the Soviet
Union has aroused fear,
concern, and uncertainty re-
garding environmental
safety and the health of the
populations involved to such
a vast extent that it is com-
parable only to the most se-
rious periods of epidemic
and war experienced by
mankind in the past.

It is precisely this fact
which leads usto reflect on a
work program for the min-
istry of health professionals
in our time that must neces-
sarily confront new data and
new events, reformulating
— though in new clothing —
archetypes and very old situ-
ations.

The health care apostolate
has always been central to
the Christian world, a key
experience, for it is the min-
istry of suffering.

Christianity, which,
alongside Christ, has placed
suffering at the very core of
salvation, has represented
such an exceptional novelty
for man that it may be evalu-
ated only in terms of reli-
gion.

Situating the salvific value
of suffering at the heart of
man’s experience has exer-
cised and continues to exer-
cise a deep influence upon
the Christian’s behavior to-
wards the sick, the weak, the
marginalized, and the op-
pressed.

Behavior which was op-
posed to the dominant cul-
ture in Christ’s time and to
what, unfortunately, has
very often been the domi-

nant culture of the interven-
ing centuries as well.

Two thousand vears of
Christian history have
served to make this insight
bear fruit in numberless di-
versified, but always mean-
ingful episodes.

They have not, however,
managed to eliminate a real-
ity at the root of human na-
ture: the ever-recurring
temptation to place the weak
on the fringe of society and
culture, on the fringe of life
itself, and to reward the
strong, the powerful, the
victors.

It is thus a problematic
which is continually re-
newed, a challenge we Chris-
tians must accept and take
up again in every age on the
basis of the ancient roots,
but with responses that are
always new, adapted to dif-
ferent moments in history.

We must ask ourselves,
then, how the heaith min-
istty may be formulated in
these closing decades of the
twentieth century leading to
the threshold of the year
2000. And here the problems
and gquestions abound; un-
certainties and unresolved
doubts start to multiply — in
spite of the rationalistic, sci-
entific culture which be-
lieved, on the contrary, it
could provide reassuring an-
swers in place of faith, in
place of salvation.

Recent events have in fact
reminded us that humanism,
while arousing significant
inherent energies for the ra-
tional governance of nature,
has nonetheless unchained

dangers as well which can
lead us straight to destruc-
tion and render whole popu-
lations, whole continents
impotent in the face of phe-
nomena that are occurring,
though it was thought they
could be kept constantly un-
der control. We cannot
dwell at length hete on the
history of the health min-
istry over the course of past
centuries,

The brief consideration
we are attempting to offer
has value only as a reflection
on the past, and we must
specify that, with respect to
the ancient world, Christian
faith and culture sought to
influence not only with
words, preaching, but with
actions; for two thousand
years it has thus invented
and reinvented responses to
the suffering unceasingly —
we are referring exclusively
to pastoral responses involv-
ing assistance, not to the re-
ligious ones, which have 1e-
mained the same as they
were twenty centuries ago
and which, without a doubt,
consist of the message of sal-
vation.:

Human responses have,
however, been expressed in a
thousand ways in every field

— from the construction of

centers to treat the sick to
artistic manifestations, signs
of solidarity with the poor,
the creation of numerous or-
ders and confraternities — a
whole series of communi-
ties, groups, persons devot-
ed to alleviating suffering,
but also, in so doing, to giv-
ing it a meaning.
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This commitment has cre-
ated a structured organiza-
tion branching ocut into all
the traditional spheres of the
Catholic world, particularly
under the aspect of health
care, to such a degree that
there is a virtually unbreak-
able link between visible
Christian presence and the
medical attention offered to
the sick, the eldetly, and the
dying.

At the beginning of this
century that message was al-
so repeated institutionally
by modern societies, which
established a set of organ-
isms dedicated to health
care; hence the initial ap-
pearance of health insurance
for groups or categories of
workers followed by the
State’s gradual intervention
throughout society.

It is the period of the so-
called “ Welfare State, ”
which takes upon itself pro-
vision for the health of the
infirm, the handicapped,
and the marginalized, who
were previously entrusted to
volunteers, local efforts of
an altruistic nature, and reli-
gious or lay confraternities,
all of them, however, in-
spired by religious values.

In these vears, the
Catholic community has
thus attained a new perspec-
tive — it observes that one
of its ideals is about to enter
the domain of civil rights,
i.e., be accepted by the
whole of society. Such ac-
ceptance can only be seen as
a success, but, precisely be-
cause human history is the
history of salvation, this
fact, apparently positive in
every respect, is, in turn, a
mixture of light and shad-
ow, posing new challenges
and new problems for Chris-
tian culture, the Christian
world, and the Christian
ministry.

Concretely, there has

practically been a syndrome
of dispossession, as if Chris-
tians saw in public institu-
tions dealing with health
care & structure extraneous
to them; as a result, for
many decades two systems
have co-existed: a private
one frequently administered
by religious institutions and
a public one in a continuous
process of growth. Today
the focus is much more
open, much more uncertain.

The social state exclusive-
ly involving institutional in-
tervention is, in fact, start-
ing to become extremely
costly, with increasing out-
iays which do not provide
proportional resuits in terms
of economic effectiveness.

Hence the Christian too
wonders how he should in-
tervene, especially in the
face of current tendencies to
reprivatize these delicate sec-
tors.

In the course of this pro-
grammatic note, we do not
wish to deal with the subject
in depth, but shall limit
ourselves to stating that the
specific problem of a Chris-
tian health care presence in
public facilities should not
be posed in terms of compe-
tition , but above all as con-
tributing a different tonali-
ty, a different content to the
functioning of such facili-
ties,

The serious limitation of
these vast health care
megasystems today is really
twofold, bureaucratic and
technocratic.

On the one hand, the tech-
nocratic approach seeks on-
Iy to solve health problems,
the anguishing problems of
disease, by upgrading instru-
ments, equipment, comput-
ers; on the other, the uncon-
trollable cost explosion
tends to multiply bureau-
cratic checks which do not,
however, succeed in actually




holding back expenditures,
but rather often attain the
objective of complicating at-
tention precisely to those
most in need, thereby going
against the original impulse
to assist the weakest.

There is a risk that certain
categories will once again be
given priority and that the
ill, the poor, the marginal-
ized, and the elderly will be
burdened with the not al-

ways humane methods of

excessively elephantine sys-
tems.

In our view, therefore, the
first point of a commitment
to the health ministry at
ptesent involves reintroduc-
ing Christian humanism into
public and private medical
facilities.

Quantitative forms, pro-
cedures, techniques are use-
ful; they may offer efficien-
cy, serving to organize
wards, work shifts, or bal-
ances — all of which are
quite important. Yet if we
do not bear a content within,
a specific content charged
with the energy of the will,
the profound decision to re-
gard the moment of illness
as one of salvation, these bu-
reaucratic machines threaten
to go mad by themselves,
ceasing to produce the bene-
fits expected.

Hence an overwhelming
initial task for the health
ministry appeais, one with
at least two facets. The first
entails training health per-
sonnel in values much deep-
er than those associated with
mere professionalism — i.¢.,
applied technical precision.

When health fails, techni-
cal intervention is, of
course, indispensabie; but it
is also indispensable to cre-
ate a favorable climate, a
thrust, an enthusiasm which
will overcome the madden-
ing moments of bureaucracy
and technologism.

The other aspect concerns
health education. It is neces-
sary to help the poor and the
weak, those who do not un-
derstand, perhaps amount-
ing to millions of people,
those who do not know what
to do in the face of obscure
threats, like that of the toxic
cloud or the Seveso disaster
or the multiple attacks upon
health by harmful agents or
pollution — those who
know not, who fearfully
guestion, who ask science
for light and do not always
receive it.

Through an intensive ef-
fort in health education, we
must, then, provide them at
once with necessary con-
cepts on physical well-being
and disease prevention, but
also a new and pirofound
sense of solidarity.

We feel the health min-
istry in the immediate future
should intially hinge upon
these two points.

But we ate faced with oth-
et demands as well.

A new and extraordinary
field has been opened up by
the biotechnologies.

In and of themselves, bio-
technologies are not anti-hu-
man; on the contrary, as has
been authoritatively re-
called, man has been apply-
ing them for centuries, since
initiating the fermentation
of wine and beer with bacte-
ria.

He employed biotech-
nologies to some degiee in
the past, but the latest ac-
tions in this field tending to
influence the genetic patri-
mony are especially delicate
and difficult, posing ex-
tremely serious questions.

The intellectual effort as
well to create a sense of re-
sponsibility among those
working in these areas is
thus very important, for, as
the recent catastrophes
demonstrate, science is

reaching confines beyond
which the individual or a
small group can suddenly do
harm to ali mankind, in an
instant, like the ancient
pestilences or disasters
viewed as inevitable,
wherein man was impotent
in the face of the elements.

A situation is, then, re-
produced requiring the max-
imum conmitment of all of
us — a cultural, pastoral
commitment by each one in
the place where he finds
himself, including the most
advanced frontier of science
demanding reflection on
man’s use of instruments,
maxi-instruments, so that
they will not eventually de-
stroy man himself. It is in
this reflection that not for-
mal limits, but the limits im-
posed by conscience, faith,
the finality of any act — in-
cluding research, which
must always keep human ex-
perience at the center of all
— can prove valid.

After professional train-
ing, health education, and
the biotechnologies, we feel
the fourth main battlefront
involves the fight against
famine and mortality rates
in the Thitd Woild. Herein
lies another central objective
of the health ministry, one
which, in our view, cannot
be reached by the methods
being employed today —
i.e., simply exporting West-
ern medicine to the Third
World countries.

One of the consequences
of this approach has indeed
been to cure certain illness-
es, but it has also created
further imbalances of a most
serious nature such as death
from famine, expansion of
deserts, and the flight to the
cities of great Third World
masses leading to even worse
violence and disorder than
had been initially feared on
taking action.
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We must, then, promote
the development of a local
culture linked to local his-
torical values enabling the
entire society to grow har-
moniously, not only in at-
tention to illnesses, but in
overall attention to its own
equilibrium as well. Other-
wise the only goal attained
will be to treat certain afflic-
tions with Western tech-
niques while horribly aggra-
vating many others related
to psychological, sanitary,
and environmental factors.
We must take into account

tragedies like that of

Bophal, India, which could
be dangerously repeated in
the coming years unless all
our cultural energy is devot-
ed to carrying out this ex-
change of experiences, tech-
niques, and products — in-
cluding Western science and
technology — with other
countries and social realities
in the light of Christianly in-
spired humanism and not
through mere trade rela-
tions, as is happening today.

We realize that we have
traced out some vast fields
of endeavor here for the im-
mediate future, fields which
may exceed the capacity of
individuals and require a

collective mobilization of

the Catholic world for the
year 2000 that must neces-
sarily take on diverse forms.

Perhaps it will partially
retain ancient, deeply rooted
traditions and pastoral expe-
riences concerning health,
suffering, and care of the en-
vironment typically ground-
ed in the close bond between
nature and man already in-
dicated by St. Francis.

But it will probably be
necessary to invent new in-
struments, organisms, and
movements as well to shape
public opinion and take ac-
tion not based on purely me-
chanicistic or rationalistic el-

ements, but on a new and
profound solidarity wherein
the pathways of science,
technology, and man are re-
united, not divided, frag-
mented, and splintered, as is
presently evident to all of us.
The Pontifical Commis-
sion for the Apostolate of
Health Care Workers must
tespond to all of these de-
mands and others, thereby
sanctioning a renewed pres-
ence of the Church in the de-
fense of man’s health
throughout creation.

FRANCO SPLENDORI

Professor of Medical Statistics and
Biometrics

Faculty of Medicine and Surgery, Agostino
Gemelli Catholic University of the Sacred
Heart (Rome)




Clinical Experimentation, Laws,
and Ethics Committees

It strikes me as opportune
to focus upon the relations
involving experiments con-
ducted on man, laws, and

the possible development of

ethics committees in the Ital-
ian juridical-health care sys-
tem.

A 1ecent Meeting held in
Milan (May 23-25, 1986) at
the International Family
Studies Center, with the par-
ticipation of the St. John of
God Foundation as well,
“ fixed our position ¥ with
respect to world develop-
ments in order to furnish
comparisons, ideas, and
valid proposals for the pos-

sible organization of Ethics
Committees at Italian hospi-
tals as elsewhere.

In some countries, there
are centralized models of na-
tional ethics committees
charged with supervising the
research conducted on man
through public financing
(e.g., Australia; cf. Report
by the Medical Research
Ethics Committee of the Na-
tional Health and Medical
Research Council, Novem-
ber 6-7, 1985) or working

out “ guidelines ” for clini-
cal research (e.g., France),

In other countries, howev-
e1, hospital committees of a
multidisciplinary nature
have been functioning for
some time now, with the aim
of protecting people from
being used for 1esearch lack-
ing in ethical prerequisites
(Institutional Review Boards
in the United States, for ex-
ample, were made obligatory
by the federal government’s
Department of Health, Edu-
cation, and Welfare),

In Italy, there are at
present only sporadic initia-
tives on a local level, partic-

ularly connected with clini-
cal drug research of an inno-
vative variety.

It is worth recalling, in ad-
dition, that some Italian re-
searchers participate in the
activity of the European
Ethical Review Committee,
which for nine years has
been examining the proto-
cols for clinical research
which are spontaneously
submitted by either individ-
ual scientists or the pharma-
ceutical industry.

Clinical Experimentation
from an Ethical-Legal
Standpoint

From a legal perspective,
the problem presents itself
under two aspects:

a) the ethical and legal po-
sition of someone subjecting
himself to an experiment;

b) the ethical and legal po-
sition taken by the experi-
menter with respect to any-
one subjecting himself to an
experiment.

Four substantial legal
principles are involved:

a) the right to “ health
care ”;

b) the right to “ physical
integrity ” and the correlat-
ed right to “ control over
one’s own body ”;

¢} the right to conscious
acceptance-refusal (in-
formed consent);

d) the definition of the ex-
petimenter-subject relation-
ship under its civil and penal
aspects.

In a highly summarized
manner, 1 aim to examine
the nature of these rights
and the consequences deriv-
ing from them for the prob-
lemn which interests us.

1) The right to “ health
care ”

The right to “ health
care ¥ has developed in
modern society in an in-
creasingly extensive and le-
gally binding fashion.

In our couniry as well, the
concept of health — from
which the foundations for
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the first paragraph of Arti-
cle 32 of the Constitution
derive — as a “ fundamental
right of the individual and
concern of the community ”
has been expanded to in-

clude not only the state of

“ physical integrity ” and
the related principle of law
protecting the person under
the aspect of an essential val-

ue, but also the state of

“ well-being » linked to the
expression of harmony be-
tween individual factors
(age, illness, sex, and so
forth) and socioenvironmen-
tal ones. The characteriza-
tion of health as a “ subjec-
tive right » strictly inherent
in the person has gained in-
creasingly open and explicit

acceptance on a jurispruden-
tial level as well,

In any event, it is asseried
that this “ protection * does
not represent a right of the
community, but one of its
interests.

It should also be acknowl-
edged that “ individual
health ”is not strictly identi-
fied with “ individual physi-
cal integrity ”: for some
time now there has been a
hierarchy of values granting
precedence to health with re-
spect to integrity; for exam-
ple, the sacrifice of a pait to
benefit the whole (provided
that such a sacrifice is objec-
tively necessary) is a princi-
ple which in the individual’s
domain has been applied

from the outset in surgical
practice.

The evolution of norms,
in keeping with variations in
common opinion, has em-
phasized that, on condition
that the value of “ health
is not disregarded, the prin-
ciple of physical integrity is
not inviolable, but may be
significantly attenuated even
when a direct, immediate
good for the health of the
subject is not involved, but
rather a “ figurative good ”
(psychological, emotional,
moral, and so on), particu-
latly if associated with the
principle of social solidarity.

Yei the priority of the
principle of solidarity over
that of protecting physical

integrity must not exceed the
limits imposed by respect for
the human person; his physi-
cal integrity should not be
affected without his con-
sent. In this connection, the
activity of scientific “ exper-
imentation ” may be includ-
ed as well, which cannot be
denied the goal of social sol-
idarity either (if correctly
formulated); rather, in en-
tailing potential risks for the
subject’s physical integrity,
it should, in turn, subject it-
self to his prior consent. If
the argument is so stated, it
is possible to examine some
more specific aspects of the
two “ key points ”: “ con-
trol over one’s own body ”
(as a principle mirroring the

right to physical integrity)
and the legal topic of “ in-
formed consent. ”

2) Control over one’s awn
body

In itself, the principle of
* control ” over one’s own
body for the purposes of sci-
entific progress and useful-
ness to the community seems
so evident that all the ethical
and legal norms are con-
cerned only with defining its
limits; they greatly reinforce
the general principle of con-
trol while establishing guar-
antees so that the indispens-
able rights of the person will
not be infringed upon.

In Italian law, this is
valid:

a) in accordance with Ai-
ticle 50 of the Penal Code on
the “ consent of the party
entitled, ” which sanctions
control, not over life itself
(the homicide of the con-
senting party is punished by
Article 579 of the Penal
Code), but over personal
safety and health, attribut-
ing discriminative efficacy
to the consent of the passive
subject if the injury does not
prejudice other equally im-
portant interests not subject
to control;

b) in accordance with Ar-
ticle 5 of the Civil Code,
where acts affecting one’s
own body are not all pun-
ished, but strictly regulated;

¢) in accordance with Ar-
ticle 728 of the Penal Code
on “ proper treatment in
suppressing the conscious-
ness and will of others, ”
which clearly provides for
the discriminative efficacy
of the “ scientific aim ”
(aside from “ care ™);

d) in the provisions on
registering branded pharma-
ceuticals (Article 162 of the
unified text on health laws,
Article 14 of the royal decree
of March 3, 1927, n. 478),




where the obligation that the
request for registration be
accompanied by proper doc-
umentation on the scientific
research involved constitutes
an admission that clinical
expetimentation on man is
indispensable.

Finally, we recall that A1-
ticle 32 of the Constitution,
Paragraph 2 was formulated
precisely to provide for
needed experimentation on
man, but with the intention
of prohibiting scientific ex-
periments on the human
body not voluntarily accept-
ed by the patient (thereby es-
tablishing the principle of
the ethical-legal inadmissi-
bility of the © human guinea
pig, ” with the exception of
medical treatments made
obligatory by law in the pub-
lic interest, provided they do
not violate the limits im-
posed by respect for the hu-
man person.

That being stated, it is
nonetheless true that the
“ principle ” of control over
one’s own body has differ-
ent limits according to the
circumstances.

It is necessary to define
precisely the differences ex-
isting between the content of
“ biological, nontherapeutic
experimentation ¥ on man
and that of “ clinical-thera-
peutic experimentation. ” In
the former, there is no cur-
rent or future personal inter-
est on the part of the passive
subject of the experiment; in
the latter, we recognize the
personal interest — usually
direct and immediate, but
occasionally on a remote ba-
sis as well — of the subject
himself, though there obvi-
ously remains an implicit
possibility that the results
obtained may be generally
applied to others.

It is clearly undeniable
that the different ends which
give rise to the classification

are often correlated and in-
terdependent; but it has
seemed useful in theory and,
above all, in medical-legal
practice to insist upon the
distinction, for the conse-
gquences vary considerably.

When the personal, direct
interest of the passive sub-
ject is reduced, his control
over his own body for exper-
imental purposes is regulat-
ed by certain legislative
norms which significantly
limit the scope of Article 50
of the Penal Code on the
consent of the party entitled.

In short, “ scientific, ”
“ biological, ” or “ nonthet-
apeutic ” experiments on
man are legally judged to be
illicit, and the professional
involved may be subject to
criminal charges (though
possibly with the attenuating
circumstance provided for in
Article 62, no. 1, in the event
he has acted out of “ mo-
tives of particular moral and
social vailue ) in the follow-
ing cases:

a)when research is con-
ducted without (or even con-
trary to) the consent -of the
passive subject or where
such consent proves to be
“ invalid ” as a result of nat-
ural or legal incapacity or
because it has been extorted
through violence, threats,
suggestion, or deceit;

b) if, in spite of the sub-
ject’s valid consent, it is con-
trary to “ the law, ” “ public
order, ® or “ morality ”;

¢) if it produces “ perma-
nent diminishment of physi-
cal integrity ¥ (a phiase
which, in our opinion,
should be understood in a
broad sense, also including
“ psychological integrity ),
i.e., a lessening of personal
integrity not only of a “ per-
manent ” nature, in the cor-
rect medical-legal accepta-
tion of the term, but with
harmful and appreciable

functional repercussions as
well;

d) where — if we prescind
from all permanent harm
and the foregoing remarks
— there derives from the act
a phenomenology of such a
nature as to constitute, from
a penal standpoint, a crime
of personal injury punish-
able not through an action
brought by the victim, but
rather ex officio: therefore,
in the case of fraud (very
rare indeed in experimental
practice), an illness exceed-
ing ten days; in the case of
culpability, an illness ex-
ceeding forty days; in both
instances, an illness endan-
gering life or an incapacity
foreseeable for ordinary oc-
cupations for a period ex-
ceeding forty days, or, final-
ly, if the victim is a pregnant
woman, the acceleration of
birth o1 an unwanted abor-
tion.

On the other hand, where
personal, direct interest ob-
tains — i.e., the experiment
is prompted by a tangible
benefit for the life, health,
or integrity of the passive
subject — the regulation
mentioned in Article 5 of the
Civil Code and that concern-
ing a crime of injury liable to
prosecution ex officio are no
longer binding; that is, when
there is a medical justifica-
tion (identifiable, though
not always — we may recall,
for instance, experimenta-
tion in the field of aesthetic

surgery — with a “ state of

need ), it is permitted to ex-
ceed the limiis previously
discussed; indeed, the imme-
diate danger of serious harm
to the person, especially
death, not otherwise avoid-
able, sometimes renders su-
perfluous even the consent
of the party entitled, if, in
the correct sense, the “ ac-
tion is proportionate to the
danger itself. ”
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In eventualities of this
kind, then, the preminent
and contingent “ clinical ”
interest, whether or not it is
“ therapeutic, ” permits
broad possibilities for exper-
imental action, above all if
the “ case ” appears not to
be treatable in any other
way; however, professionals
must in any event respect the
fundamental premises of an
ethical nature previously
mentioned; violating them
could easily involve profes-
sional conduct which is not
only deontologically cen-
surable, but also juridically
illieit.

3) “ Informed consent ®

The right to conscious ac-
ceptance/refusal (informed
consent) derives, in the sub-
ject under examination,
from the same right to phys-
ical integrity which inherent-
ly takes precedence over any
other private or collective in-
terest and pertains to the
general (and constitutional)
principle of respect for the
human person. “ Consent ”
enables the right to contiol
over one’s own body to be
applied, though only within
the objective limits we have
already cited, and, in the
case of very worthy justifi-
cations prompted by social
solidarity, also enables us to
push the principle of control
to the limit of permanent di-
minishment of physical in-
tegrity, as in the instance of
transplants between the liv-
ing.

The question as to
whether informed consent is
also needed for * therapeu-
tic experimentation ” should
be responded to affirmative-
ly in the pharmacodynamic
phase {i.e., at the outset,
with a large margin of un-
predictability in the resulis),
but the need for explicit in-

formed consent undergoes
numerous attenuations in
the phase of “ expanded ex-
perimentation ” (or * gener-
alized, ” according to Polli),
where the unpredictability
or risk quotient is quite lim-
ited, precisely because the
preceding experimental
phases have been completed.

The possibility of * pre-
sumed consent ” is valid on-
ly in case of need, when dra-
matic situations call for
rapid action: where, as has
already been stated, there is
danger of serious harm to
the person which cannot be
avoided with the aforemen-
tioned therapies (because
they are either nonexistent
o1 ineffective) and when it is
determined on the basis of
solid evidence that the risks
of experimentation are infe-
rior to the potential direct
benefits for the patient and
there are also only indirect

benefits for the progress of

medical science.

The principle of “ in-
formed consent, ” particu-
larly as developed in Anglo-
Saxon jurisprudence, in-
volves a definition of the
limits of its spontaneity (the
prerequisite of freedom in

the face of coercion, investi-
gation, pressure, or sugges-
tion) and of consciousness
of the content to which it has
been given; there would oth-
erwise be a “ defective will »
on the part of the subject,
and the extent of the experi-
menter’s responsibility

could be indirectly deter-
mined if the information
furnished were intentionally
incomplete or false.

In short, we point out that
“ informed consent ” in the
fullest juridical sense may
come into conflict with “ ex-
perimental techniques ”
which under some aspects
could become necessary in
order for the test to attain a
scientific status. This is espe-
cially valid for experiments
conducted on the basis of
randomization, with the ad-
ministration of drugs or
placebos and through access
to a completely fortuitous
protocol, according to the
single blind or double blind
methods.

These tests may become
necessary when the margins
of effectiveness in treatment
are hard to define  Informed
consent may objectively be
an obstacle to employing
such techniques, which
should overcome subjec-
tivism in evaluating results;
it is unlikely that a “ pa-
tient * would consent to an
experiment in which he, in
need of treatment, knows he
might also re-enter the
group of the “ untreated ”
by chance.

A priori, many clinical re-
searchers refuse this kind of
comparison between “ phar-
maceutical ” and “ place-
bo, ” structuring the experi-
ment in terms of an “ experi-
mental drug ” and a
“ known drug, ¥ which is
quite another thing both eth-
ically and juridically as well,
though the same problems
of “ informed consent ”
continue to appear.

4} Professional ethics in
experiments on man

The ethical-deontological

principles which apply to
the experimenter provide




what could be termed a mit-
ror image of the juridical
principles thus far cited.

In recent decades precise
documents have been drawn
up, and at the same time
there has been profound re-
thinking of the “ ethicality *
of experimental procedures
applied to man; the Nurem-
berg medical code (1947),
the Helsinki Declaration
(approved at the Eighteenth
World Medical Assembly in
1964), the Charter of Venice
(1969) dealing with pharma-
cological experimentation
on man, the Charter on the
Hospitalized Patient (adopt-
ed by the Hospital Commit-
tee for the European Eco-
nomic Community in 1979),
and other documents as well
bear witness to this fact.

In addition, the medical
deontology codes of the na-
tional associations of almost
all countries contain explicit
norms protecting the rights
of the person in the course
of therapeutic or nonthera-
peutic experimentation.

From this group of docu-
ments it may be concluded
that on an ethical-deonto-
logical level, the subject is
well “ codified. » Obvious-
ly, this does not eliminate
the possibility that ethical
and deontological norms
will be violated, and it is ex-
actly for this reason (and on
account of some recurring,
though rare, abuses) that
measures have been pro-
posed for stricter public con-
trol over clinical drug exper-
imentation, along with all
experiments affecting man
in general.

Ethics committees, clinical
experimentation, and
protecting the patient’s
rights

It should be pointed out
that in Italian society (and,
consequently, in the Italian

Parliament) there is also in-
creasing reflection on ethics
committees destined to rep-
resent one of the ways of
protecting the person with
respect to clinical experi-
mentation.

This increased reflection
may be discerned in pro-
posed legislation concerning
both pharmaceuticals and
the broadened specification
of the “ rights of the pa-
tient. ”

The appearance of certain
procedural norms on clinical
experimentation which are
in force on a regional level is
also worthy of mention (see
the Tuscan law of August
25, 1978, no . 59).

I shall briefly dwell upon
these topics.

Senate Bill no. 269 pie-
sented on October 26, 1973
and entitled * Norms on
Clinical Experimentation
with Pharmaceutical Prod-
ucts ” (Senator Bompiani
and others) for the first time
in Italian law provides for
obtaining the patient’s “ in-
formed consent * in accor-
dance with international
norms.

Moreover, it contains the
proposal to institute a local
“ Commission ” to ascertain
the concrete feasibility of
projected experiments, in
conformity with the ap-
proved research program.
All responsibility is, howev-
er, left to the experimenter.
It must, furthermore, be
stressed that, according to
Italian provisions, no
product may be submitted to
clinical testing unless it has
first been screened by two
ministerial commissions ini-
tially judging it to be
“ harmless, ”

In the bil], still in a prepara-
tory phase as regards the
“ protection of the patient’s
tights ” (Senator Bompiani
and others), there is, howev-

er, provision for instituting
ethics committees at large
hospitals with diverse spe-
cialties which could deal
with clinical drug experi-
mentation, along with all
other health care problems
offering significant ethical
aspects.

The committee’s specific
task is to express nonbinding
opinions on experiments and
those medical acts seen to be
charged with ethical over-
tones o1 religious implica-
tion and, thetefore, render-
ing decisions especially
problematic.

With respect to experi-
mentation in particular, it is
made obligatory for the ex-
perimenter as a first step to
obtain the Ethics Commit-
tee’s opinion through the
Health Care Director at the
hospital where the 1esearch
is being conducted.

In the event this opinion
proves negative, the experi-
menter may still begin his
study, but must 50 advise the
patient opportunely and also
teport the committee’s posi-
tion in both the experimen-
tal protocols and future sci-
entific papers.

It is the patient’s right not
to accept or interrupt his
participation in the experi-
ment at any time.

In addition, it is the Com-
mittee’s task to take direct
note of indications made by
patients and their relatives
touching upon the protec-
tion of their rights and to
stimulate the hospital ad-
ministration in this direction
through active collabora-
tion, especially in the pre-
liminary phase.

Committees may also
function culturally as fo-
rums for study and debate,

These are the essential
components of the proposal.

The Tuscan Region’s law
of August 25, 1978, no. 59,
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dealing with pharmaceutical
research on man, provides
for formal administrative
authorization of experi-
ments.

Moreover, at the three
University General Hospi-
tals in the Tuscan Region
(Florence, Siena, Pisa), ad-
visory commissions were in-
stituted to make known their
opinions on requests for
clinical-pharmacological au-
thorization.

The Commission, made
up of four “ specialists ”
and one * layman, ” was re-
sponsible for evaluating the
following factors:

a) the appropriateness of
the experiment and the ade-
quacy of the methodological
choices for 1esearch in rela-

tion to the requirements of

the bodies cited in the first
article of the law;

b) the competence of the
personnel and the suitable-
ness of the premises and

equipment at the disposal of

the experimenters;

¢) the degree of risk for
patients or others.

An affirmative opinion
may be subordinated to par-
ticular conditions or precau-
tions.

The opinion may also in-
dicate other wards in which
to conduct experiments and
advance proposals ad-
dressed to the regional com-
mittee on expanding the
tests to other facilities, with-
in the limits provided for in
Article 1, in order to obtain
more complete verification
of the success of the experi-
ment.

In the course of experi-
mentation, the Commission
may request checks or infor-
mation of the hospital or
those conducting the test. In
addition, it must provide the
regional committee with
data on the experiments be-
ing conducted within its ju-

risdiction and the instruc-
tions it has given in this re-
gard. The committee may
ask for reports or opinions
connected in some way with
these points. It should be
possible to make public the
experimental protocols, and
the patient’s authorization is
judged to have been ob-
tained by his consenting to
tests.

In short, the Commission
acts in part as an “ Ethics
Committee ¥ as well, espe-
cially in ensuring that proce-
dures receive * publicity. ”

Conclusions

Juridical-legislative re-
flection on ethics commit-
tees is also beginning in Ita-
ly.

The “ models ” proposed
are still quite varied, and
there is no uniformity in
criteria on the role such
cominittees should play.

Aside from personal opin-
ions on the topic, I feel it
may be maintained that any
research project, in order to
be acceptable from an ethi-
cal standpoint, must, above
all, be scientifically valid,
though a medical definition
of innovation is often deli-
cate in borderline cases.

It must be acknowledged
that procedures of no direct
benefit to the subject but
very possibly beneficial to
others are sometimes em-
ploved without sufficiently
considering all the implica-
tions for the freedom and
health of the experimental
subject. Finally, the ap-
praisal of the risk/benefit
criterion is frequently not
made through a precise
quantification of terms ei-
ther.

These and other reasons
as well provide the basis for
the utility of ethics commit-
tees, which should calmly

evaluate all the implications
of an experiment.

According to the afore-
mentioned Report of the
Australian National Health
and Medical Research
Council, ethics committees
on research can offer the fol-
lowing benefits:

a) for the patient: protec-
tion from physical harm,
protection of confidentiali-
ty, assurance of free and in-
formed consent, suppoit in
the face of possible legal im-
plications;

b) for the researcher: a
certification of experience
and comptence, explicit per-
mission to proceed with re-
search, at least partial pro-
tection as regards his legal
position;

¢) for the institution: pro-
tection of its own reputa-
tion.

Furthermore, ethics com-
mittees have specific educa-
tional effects in
— reminding the researcher
of his duty to respect human
rights;

— recalling national and lo-
cal research guidelines;

— promoting the adoption
of valid research protocols;
— stimulating the members
of the committees them-
selves to undertake in-depth
study of the ethical prob-
lems in new fields of re-
search;

— ensuring that research
will not be inhibited, but
stimulated.

On all sides the oppor-
tuneness of promoting, but
not imposing the re-
searcher’s access to the
ethics committee is recalled:
this seemns to be the responsi-
ble direction which has of-
fered the best results until
now.

Senator ADRIANO BOMPIANI

Professor of Clinical Obstetrics and
Gynecology. Catholic University of the
Sacred Heart, Rome
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When alive, Giunseppe Moscati
was already being called “ the doc-
tor-saint ” by the people of Naples.
The Church solemnly confirmed
this popular title by declaring him
blessed in 1975 and a saint on Oc-
tober 25, 1987

A physician thus ascends, as
they say, to the glory of the altars
to accompany the great founders
of hospital religious orders.

The peculiarity of Moscati — in
the view of his biographers -- lies
not so much in his serene testimony
of faith on every occasion and
without any fear, or in his religious
and devotional practices, as in hav-
ing luminously demonstrated that
the medical profession itself is an
exercise of religious life. He there-
by transformed this work of out-
standing social value into 2 mis-
sion, characterized not only by
“ good words * and edifying bor-
rowings from religious language,
but by compiete dedication to the
men he encountered along his pro-
fessional path That is why he had
chosen the medical profession —
to be close to the suffering But
there is an additional factor here as
well, a qualitative leap which only
an exceptional love can produce —
to succeed in bowing before the
majesty of every single soul.

Everyone recognized his extraor-
dinary capacity for making quick,
balanced, and precise diagnoses.
We believe that, unlike other doc-
tors, who stopped at bodily symp-
toms, he had deeper insights plac-
ing him directly in touch with what
he jokingly called ¢ the mistress of
the house ¥ — {.e. , the patient’s
soul.

Moscati’s life was short — bare-
ly 47 years. Born in Benevento on
July 25, 1880, he died suddenly in
Naples on April 25, 1927, halfway
through a busy, demanding work
day like any other, beginning at
dawn with Mass and Communion,
continuing with visits at the Hospi-
tal for the Incurably Ill, where he
had been chief physician since
1919, an hour of teaching at the
University, and then, after a light
meal, appointments at his office
which, for the poor, were free of
charge and, in cases of destitution,
accompanied by a sum of money

As the excelient scientist he was,
he could have paid more attention
to his university career, but did not
wish to abandon personal contact
with the common people for this
reason. He nonetheless authored

Giuseppe
Moscati:
A Holy

Physician

32 scientific studies, qualified
twice for professorships, and par-
ticipated in international congress-
es on physiology. His concern at
the university was to train physi-
cians who would practice their p1o-
fession as a mission.

“ Pain, ” he once wriote,
“ ghould be treated not as a muscu-
lar contraction, but as the cry of a
soul that a brother, the doctor,
rushes to with the fire of love,
charity, caring for the body and
the spirit, without limiting himself
to the cold prescriptions to be sent
to the pharmacist. ”

“ Blessed are we physicians, " he
further wrote, “ so often incapable
of overcoming a disease, blessed
are we if we recall that, beyond the
bodies, we are faced with immor-
tal, divine souls, whom the precept
urgently requires us to love as
ourselves. ”

The biographies narrate numer-
ous episodes wherein this ¥ beati-
tude ” of the physician shines
forth. He was perfectly familiar
with all the back streets and alleys
of the old part of Naples, where
most of his poorest friends lived,
and circulated there with a sureness
which surprised whoever went in
his company

And in the professional environ-
ment, in which attitudes of posi-
tivism and openly declared atheism
prevailed in those years, his frank
testimony of Christian faith always
won the maximum respect.

When initiating an autopsy in
the presence of students, he would
make the sign of the cross before
the corpse.

And in the anatomy theater he
had a crucifix placed with the in-
scription:

“1 will be your death, O
death ” He called his colleagues
and the young students to inaugu-
rate the theater, and a doctor later
observed, © We had been invited to
pay homage to Christ, to Life,
who, after an excessively long ab-
sence, was returning to that place
of death. ”

A physician by vocation from
youth onwards, Moscati thus
demonstrates that sanctity can be
in the world, in daily life, in work,
in one’s profession, without under-
going diminishment, but burning
peacefully as a light in the dark-
ness

DR. GIOVANNI FALLANI
Director of the 515 Agency
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Depression, a
Problem of our
Time, and the
Christians in
Psychiatry
Association

Psychiatry and mental hygiene, a
planetary problem

At the same time as basic prob-
lems in the fields of malnutrition,
infectious dieases and general hy-
giene are gradually being over-
come, it is becoming apparent that
mental hygiene is an important fac-
tor in all societies. This need,
which is medical in origin, also em-
braces many other fields: psychol-
ogy, sociology and culture are all
involved in the drama of mental
disturbance.

A Christian reflection

In 1947, seven chaplains joined
forces with Fr. Auguste Bernard
and Doctor Suzy Rousset, chaplain
and head physician at Rennes Psy-
chiatric Hospital, to lay the foun-
dations of an association for
pyschiatric hospital chaplains.
Pastoral care of the mentally ill
presents delicate problems; one has
to learn how to form worthwhile
relationships with frequently
changeable sick peole, how to
recognise their various types of ill-
ness .

The need was soon felt to bring
together in this association all
health care personnel in psychiatric
hospitals and to conduct a serious
discussion from a Christian point
of view on the many delicate prob-
lems posed by mental illness and
the therapies and theories espoused
by psychiatric and psychoanalytic
doctors in the field of mental ill-
ness.

It is for this reason that priests,
religious and health care workers

{doctors, nurses, social workers,
psychologists) working in psychi-
atry feel the need to study and dis-
cuss together, This is the scope of
the Christians in Psychiatry Asso-
ciation founded in France in 1947
and connected organically to the
Health Commission of the French
hierarchy. At first, only psychi-
atric hospital chaplains were mem-
bers Later, religious sisters began
organizing meetings and at length
all health care personnel and many
people interested in the Christian
problems posed by mental illness
came to swell the ranks. It is now
open to all Christians from every
confession, as can be seen from its
organizing commmittee.’

This group of Christians has fol-
lowed the evolution of psychiatry
step by step, as well as the pastoral
care which it involves The themes
discussed exemplify this: the sense
of guilt, the humanization of hos-
pitals, sexuality, suicide, psy-
chotherapy and individual free-
dom, the ecclesiastical apostolate,
etc Christian anthropology and
the ethical requirements that are its
consequence have been the guiding
light of these deliberations The as-
sociation has also obtained the
means necessary for the attainment
of its objectives. It organizes meet-
ings every two years in order to dis-
cuss the matters submitted to its
attention. It has founded a review:
Présences et perspectives en saluté
mentale; in October 1980 the 103rd
number was produced. There are
periodic formation sessions for
new chaplains. Various regional
pastoral days are organized.

Upon the initiative of one of its
founders, Fr. A Gebus, an inter-
national meeting is held regulazly
in the emblematic city of Stras-
bourg ? The 5th international con-
gress took place in Strasbourg
from September 15th to the 19th,
1986

Representatives from nine Eu-
ropean countries have taken part in
these meetings, which have dis-
cussed the major themes of Psychi-
atry. Famous specialists gave very
useful guidelines to the partici-
pants.

Among the major themes dis-
cussed, a principal one has been
the faith life of the psychotic per-
son, something which had never
before been the object of discus-
sion. A broad inquiry was
launched; out of 7,000 question-
naires sent out, some 500 replies
were returned, and these allowed a
picture to be drawn up of the diffi-
culties involved in the life of faith
of the psychotically ilt.

Psychoanalysis and faith were
the subject of another scssion, a
delicate matter which always
arouses much interest. There are
psychoanalysts who arrogate to
themselves the right to make judge-

ments about everything: for these,
Psychoanalysis is a philosophy;
there are others, closer to concrete
reality, who prefer to confine Psy-
choanalysis to its own fleld, that of
Psychology.

The last two congresses have at-
tempted to give a Christian per-
spective to the major problems of
today: “ Man, a problem of our
times, ” and “ Depression, a prob-
lem of contemporary man. ” (The
second part of this paper is a de-
tailed report of the September 1986
meeting} The previous one was a
most important congress which es-
tablished the principles of Chris-
tian anthropology as the basis of
judgement of the mentally ill and
their treatment The sick person
considered as a human being, re-
deemed by Jesus Christ, and hav-
ing an eternal destiny is someone
who is evaluated and treated in a
different mannet

These congresses have a partici-
pation 1ate of between 150 and 200
health care workers (chaplains,
doctors, nurses, and psychole-
gists), and they always enjoy great
prestige

A recent congress on depression

The problem of the growing im-
portance of depression in our soci-
¢ty was the reason behind the meet-
ing of September 1986.

Depression, known from the
origins of human history, is de-
scribed at great length in psychi-
atric treatises. Under this general
heading are grouped together vari-
ous illnesses of varying intensity
and etiology, from the great
melancholic psychoses to neurotic
depressions and those stemming
from origins as distinct as old age
and serious or painful illnesses
(cancer, etc ).

Progress and limitfations of
medicine

In the past forty years, Medical
Science has elaborated various
medical and psychotherapeutical
treatments, and these have known
marked developments. The phe-
nomenon of depression, however,
is not a monopoly of medicine, in-
deed far from it; failures of thera-
pi¢s are by no means rare.

Are we not faced, at least in
part, with an existential (spiritual if
you will) puzzle?

Environmental materialism

It is an easy affirmation to
make, but Professor Staehlin from
Zurig, with his results at hand,
proposes a real crusade since many
depressed people are, in his opin-
ion, victims of the wave of materi-
alism that is swamping us. He has
perfected a method of cure that




starts from Zen, relaxation as
taught by Schultze, and the Spiri-
tual Exercises of St. Ignatius, as
well as physical training to streng-
then the body, pious invocations,
rhyming poetry and periods of lis-
tening to music.

On another level, Professor Lu-
kas, following his master, Frankl,
is trying to give new meaning to
the lives of young depressed peo-
ple, hosts of them victims of a
too-easy maiterialistic way of life,
undefended or fascinated by their
surroundings; they want to have
but do not know how to be. The
entire art of the therapist consists
in getting them to discover that
life wants something from them

Are there differences according to
religion?

Another interesting line of re-
search is the comparative study of
depressions and suicides in rela-
tion to the predominant religion
of a society or group.

The noble face to face of Pro-
testants tends to be at the price of
a higher risk of depression o1 sui-
cide, to judge from careful socio-
togical studies (Dr. Prinz). Pasto-
ral direction, confession, the dy-
namic of forgiveness among Ca-
tholics would appear somewhat
more reassuring. The experience
of guilt, melancholic ramblings,
are different in the various diffe-
rent Christian confessions. Fur-
ther, differences can be noted in
the case of Jews Even the Tal-
mud and the attitude of the
Jewish community have their own
special features (Dr. Jablon)

A wider interpretation is at-
tempted by those who see the dif-
ferent forms of depression in rela-
tion to the main categories of so-
cial and religious systems: (1) ani-
mistic, polytheistic societies; (2)
monotheistic and closely cohesive
groups; (3) individualistic mono-
theistic groups; (4) individualistic
technological societies (Dr. Mous-
saiou).

This sociological picture of de-
pression goes hand in hand with
the historical study of it, with its
three components inherited from
the past: the medical viewpoint,
or organic, supported since the
days of Hippocrates; the philoso-
phical standpoint {see: Seneca
and Cicero) which leads in the di-
rection of conscience and, even-
tually, psychotherapy; the reli-
gious point of view, supported by
Christianity: the © inaction * of
the hermits, which possibly has
modern reincarnations (Dr. Hu-
bert).

The biological bases of depression

A general study of depression,
however, cannot but make men-

tion of the important contribu-
tion of neurophysioclogy, neuro-
chemistry and genetics. At this
meeting in Strasbourg, Fr. Kam-
merer recalled the contemporary
hypothesis, well-known for its use
of the synaptic neuromediators.
He put us on our guard against
various illusions which would not
allow the administration of phar-
maceutical compounds even in
the classic, serious forms of de-
pression, risking thereby leaving
people to suffer intensely, waste
away and perhaps even commit
suicide in some cases

Moral forces and faith endange-
red. Appropriate pastoral care

The weakening of moral and
psychic forces in the depressed
person can sometimes lead to the
loss of the emotive and personal
basis of his faith (Fr. Hohle). The
primal basis of his devotion can
be a break in this personal disas-
ter but the force of depression
can wipe everything out. From
this derives the importance, for
the pastor and the people around
the sick person, of understanding
this phenomenon and letting me-
dical treatment take its course be-
fore attempting to restart a dialo-
gue. Starting from these facts
which the meeting brought to our
notice, the role of the priest {and
of those exercising pastoral care
in general) appears much more
specific. The contribution of a
chaplain from France, and ano-
ther from Italy, a Canon Law ex-
pert in the Roman Rota, Frs. Jar-
dine and Paolo, plus that of a
team of psychiatric nurses,
showed us the outlines of pastoral
car¢ of the mentally ill. Here are
the five most important points in
this:

— What sort of meeting, what
form of intelligent compassion
should be adopted?

— Only use the Sacrament of

Reconciliation in cases where
awareness is present,

— Know how to analyze the
patient’s sense of guilt.

— The importance of the ima-
ge of a Father-God - in reference
to that written into the history of
the depressed person.

— The sense of suffering of
the patient

This meeting sought to invite
all the participants, even the more
skeptical, to have more optimism,
less techmical aridity, and, above
all, to be more aware.

Dr. P. BROUSSOLLE,
Psychiatrist at C.H.S.P.
Vinatier, Bron

CANON A GEBUS,

Chaplain at C.H S.P.
Stepnasfeld  Brumath (France)
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Address by
Monsignor Justo
Mullor, Head of the
Delegation of the
Holy See, at the
Fortieth World
Health Assembly,
May 8, 1987

First of all, the Holy See Delega-
tion offers its congratulations to
the President of this Assembly on
his appointment and tce the
W.H.O. Director General for the
brilliant and constant activity that
the Organization has carried out
during the past year in order to im-
prove health conditions in the vari-
ous continents, '

Among the themes proposed to
this Assembly, my delegation, like
many others — has chosen AIDS
as the subject of its address to the
Plenary Assembly Actually it is an
epidemic which, beyond any super-
ficial consideration and particular
circumstances, raises fundamental
problems — social problems —
that require special attention

The effort made by the Execu-
tive Council and the Director Gen-
eral, in order to provide clearer in-
formation on this subject, provides
evidence of it, as well as the inclu-
sion of AIDS in the General Work
Plan for the 1990/1995 period,
which envisages the need to take
social and psycho-social measures
to curb a further spreading of this
disease (see doc. A 40/6, 13 13 —
612)

My Delegation agrees on the
idea that therapeutical measures
are not sufficient to curb AIDS.
The close relation between its dif-
fusion and man’s sexuality, be-
tween the latter and the control of
interpersonal relations, requires
the consideration of the physical,
ethical and social aspects of the
problem for the definition of the
right measures to prevent and wipe

it out.

If we consider medicine as “ the
art of treating and curing men, *
and not only a physiological tech-
nique, man, in his wholeness, with
his body and soul, his certainties
and mysteries, his strength and his
weakness, has to be the focus of all
our thoughts, when we look for the
most effective means to fight
against AIDS.

On the basis of this consider-
ation, scientifically proved data
have shown that interpersonal rela-
tions require an atmosphere of
confidence and mutual respect to
be correct and to avoid psychic
traumas. Otherwise physical or
motal relations that become its so-
cial expression would be distorted
and would lead to distrust, ex-
ploitation, oppression and to con-
sidering the partner as a mere ob-
ject without human charactes .

This occurs especially in the field
of sexuality owing to the close rela-
tion between its mechanisms of ac-
tion and the sphere of affectivity
and human fertility.

The lack of confidence — true
intimacy — makes sexual inter-
course artificial and deprives it of
that “ meaning * considered by
Victor Frankl, the great Viennese
master of modern psychiatry, as
the foundation of any human ac-
tion. Therefore, it is evident that
politicians and experts responsible
at the various levels for the health
care service, in their efforts to find
adequate measures to curb the
spreading of HIV and vaccines and
drugs necessary to treat AIDS pa-
tients, have to make all the people
concerned aware of the obligations
they are called to fulfill for the ac-
complishment of these fundamen-
tal choices Special care is needed
for young people who have to
make the important affective
choice which would lead them to
proper emancipation and to the
constitution of their families
What we have to accept is the idea
of the absclute need for a complete
formation of the human being in
his wholeness.

Therefore it is necessary to re-
store the proper dignity of mar-
riage, considered as a stable and
legally recognized union between a
man and a woman. This follows
from common sense and especially
from the elementary psychology
according to which the precepts of
the most important religions con-
sider marriage as the normal condi-
tion for the correct satisfaction of
human affectivity and fertility . Ig-
noring the psychological and social
importance of marriage, or consid-
ering it a mere stable union on dif-
ferent bases, not only is contrary to

what the history of mankind and
the noblest cultural traditions
teach us, but also represents an an-
thropological contradiction.

As John Paul II recently re-stat-
ed, sexual intercourse is necessarily
related to marriage, which finds its
fundamental expression in mutual
giving; without this sexual rela-
tions lose their original and deep
meaning.

One of the moral lessons of the
AIDS phenomenon was under-
lined, a month ago, by Monsignor
Fiorenzo Angelini, Pro-President
of the Pontifical Commission for
the Apostolate of Health Care
Workers. He said: * This new virus
concerns not only science, but also
the concience of men . ”

As a matter of fact, it is not pos-
sible to keep one’s integrity by
passing from a sometimes neurotic
puritanism to suicidal permissive-
ness, which looks for anaichic
pleasure, lacking any moral impli-
cation.

Fighting against the AIDS vitus
is right: WHO can be proud to be
a pioneer in this fight. It is neces-
sary to consider the victims of
AIDS as sick people who need spe-
cial care; that’s why, besides the
civil institutions directly involved,
the various churches are also giving
a good example of commitment in
this field, which is the fruit of
evangelic love and of the great ec-
clesial tradition of active charity
ensuing from that love. The initia-
tives promoted by the Cardinal
Archibishops of New York and
Sao Paulo are noteworthy. To find
efficacious vaccines and medicines
is & pressing problem: all the most
important laboratories in the
world devote most of their work to
this research But it is also right,
necessary, and urgent to clarify
some ideas and to give the proper
orientations to men, who must be
the masters, not the slaves, of their
most sacred and lofty instincts,

Medicine and politics cannot but
have concern for all the ideological
aggressions which try to reduce sex
to a mere mechanism of free and
uncontrolled pleasure

Refusing to admit the danger-
ousness of these aggressions would
amount to an attempt on the moral
and physical integrity of a large
part of the world population, and,
in particular, young people. An
objective and unbiased look at
some literature, which presumes to
inform, but, in actual fact, forms
on sexual behavior, suffices for us
to come to the conclusion that we
need to promote “ human ecolo-
gy. ” Flora and fauna are not the




only problems to be concerned
with.

In trying to avoid meaningless or
hypocritical moralisms, it is neces-
sary to be concerned with the
“ moral deterioration ” of men,
who have to bear sometimes viie
external pressures, which exploit
fears, ignorance, violence, sexuali-
ty and egoism, and which, as a con-
sequence, cause psychical and
physical trauma that is very hard to
control

AIDS is perhaps a providential
challenge Far from being consid-
ered as an apocalyptic punishment,
AIDS should be seen as an exhorta-
tion to a right revaluation of sound
morality concerning the intimacy
between a man and a woman, and
should help to get over the phase of
mere pleasure-seeking. Then, it will
be possible to cross the threshold of
a new era in harmony with the dig-
nity of a generation which has
reached the moon and looks at cos-
mic horizons The Director Gener-
al’s report is supported by the most
recent statistics on the “ geography
of AIDS . ” They show that, despite
the increase in AIDS cases regis-
tered in Africa from March 1986 to
March 1987, the insidious epidemic
is widespread in the Americas and
in Europe, where there are 41,514
cases of AIDS out of the 45,597
registered on the five continents.
Therefore, AIDS could be defined
as an endemic disease of rich areas.
This statement has a deep meaning
for those who, like my Delegation,
must be concerned with the ethical
aspects of human reality.

This problem has to be examined
on objective and unbiased bases.
The scientific method implies the
impossibility of pre-establishing
the relation of cause and effect be-
tween consumer society and AIDS.
But the cold examination of figutes
shows the existence of a real and
objective problem. This consider-
ation allows us to advance a hy-
pothesis: development ignoring the
imperatives of the most elementary
morality, and subjected to the law
of consumption, affecting natural
needs and the noblest human in-
stincts, is fictitious, merely quanti-
tative development. My Delegation
thinks that in the interdisciplinary
study of the “ AIDS phe-
nomenon * which is being carried
out by WHO and other organiza-
tions, the developing countries
should demand the consideration
of this hypothesis These countries
have often supplied the raw materi-
als — without being fairly paid —
necessary to the present stage of
development, which, in some ways,

has proved to be useless and nega-
tive

The third world has the right to
be exhaustively informed on this
development proposed from out-
side, and to choose other patterns
that could offer to the populations
of Africa, Latin America, and oth-
er countries a future free of any
fear for the physical mental and
moral integrity of their children It
also has the right to utilize the large
funds that the industrialized coun-
tries must grant for the control and
the prevention of the HIV epi-
demic. A further legitimization of
this right is given by the consider-
ation that, in the health care field,
the developing countries have to
bear other epidemics caused by
malnutrition and by underdevelop-
ment. Fighting against HI'V and, at
the same time, against onchocercia-
sis, the African sleeping sickness,
malaria or gastroenteritis caused by
polluted waters, means to oblige
the third world to fight on two
fronts. Obviously, all this will pre-
vent it from reaching the public
health standards which would give
it access to the developed world.
Following his usual impartial crite-
rion, the WHQO Director General
observed in his report that the
AIDS problem has to be considered
from an overall point of view, in-
cluding its logistic, epidemiologi-
cal, economic, legal, political and
ethical aspects. My Delegation per-
fectly agrees on this wise assertion:
It is the only one which can guaran-
tee the defeat of AIDS and can es-
tablish its deep etiology It corre-
sponds to the most enlightened
public opinion stated in a presti-
gious Genoan publication that can-
not be considered either over-de-
vout or moralizing At the com-
mencement of our sessions, it re-
ported that AIDS raises an impor-
tant ethical problem; it is the
biggest challenge to liberal society
in times of peace, and — as Paul
Henri Spaak said — we have to
want the consequences of what we
want ”

Mahler too, in his clear and
frank introductory speech, in 1986,
said, ® Some Member States follow
a political philosophy, others an
economic ong, others a cultural one
and the rest a religious one. I think
that our health care philosophy
may involve all of them, not with
the purpose of changing them, but
trying to give them an additional
dimension ”

Therefore, as far as AIDS is con-
cerned, it is necessary to find out
the right measures to fight against
it by considering all the conse-
quences that the HIV virus has
caused all around the world.
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MADAGASCAR

Address of the
Pro-Nuncio to the
Episcopal Health
Commission

I thank you, Monsignor Zevaco
and Monsignor Vollaro, for your
invitation to participate in this
meeting of information and reflec-
tion seeking to lay solid founda-
tions for the recently established
Madagascar Episcopal Commis-
sion for the Apostolate of Health
Services And many thanks to you
all who attend this meeting for
what you are and for what you do.

I am happy to be among you, not
only because I thus sce realized a
wish of the Holy Father, i.e the
establishment throughout the
world of the Episcopal Commis-
sion for Health, but also because
this initiative is in line with the par-
ticular attention and solicitude
which, in different forms, the Nun-
ciature has always shown for the
world of health

In fact, if I myself and my col-
laborator almost every Sunday visit
hospitals, we do nothing more than
continue with joy a custom that my
predecessor, perhaps after the ex-
perience of his hospitalization in
Girad and Robic, inangurated.

You have asked me to set forth
some ideas on the organization and
purposcs of your Commission,
which is starting its activity I find
it useful, in this connection, to
draw my inspiration, mutatis mu-
tandis, from the Apostolic Letter
in the form of a Motu Proprio,
Dolentium Hominum, by which,
on February 11, 1985, John Paul 11
established the Pontifical Commis-
sion for the Apostolate of Health
Care Workers

This document recalls, at its be-
ginning, the reasons for the perma-
nent solicitude of the Church for

the Apostolate of Health.

Let us, therefore, listen to the
Pope 50 as to strengthen ourselves
in the conviction of the value of our
commitment.

“ 1) The deep interest which the
Church has always demonstrated
for the world of suffering is well
known. In this, for that matter, she
has done nothing more than follow
the very eloquent exampie of her
Founder and Master . In the Apos-
tolic Letter Salvifici Doloris of
February 11, 1984, I emphasized
that in his messianic activity in the
midst of Israel, Christ drew in-
creasingly closer fo the world of
human suffering. He went about
doing good, and his actions con-
cerned primarily those who were
suffering and seeking help (no . 16).

“ In fact, the Church, in the
course of the centuries, has felt
strongly that service to the sick and
suffering is an integral part of her
mission, and not only has she en-
couraged among Christians the
blossoming of various works of
mercy, but she has also established
many religious institutions within
her with the specific aim of foster-
ing, organizing, improving, and in-
creasing help to the sick. Mission-
aries, on their part, in carrying out
the work of evangelization, have
constantly combined the preaching
of the Good News with help and
care of the sick.

“ 2) In her approach to the sick
and to the mystery of suffering, the
Church is guided by a precise con-
cept of the human person and of
his destiny in God’s plan. She holds
that medicine and therapeutic cures
be directed not onily to the good
and health of the body, but to the
person as such, who, in his body, is
stricken by evil In fact, illness and
suffering are not experiences which
concern only man’s physical sub-
stance, but man in his entirety and
in his somatic-spiritual unity. For
that matter, it is known how often
the illness which is manifested in
the body has its origins and its true
cause in the recesses of the human
psyche.

“ Illness and suffering are phe-
nomena which, if examined in
depth, always pose questions which
20 beyond medicing itself to touch
the essence of the human condition
in this world (¢f G.S., no. 10).
Therefore it is easy to understand
the importance, in the social-health
care services, of the presence not
only of pastors of souls, but also of
workers who are led by an integral-
ly human view of illness and who as
a result are able to effect a fully
human approach to the sick person
who is suffering. For the Christian,
Christ’s redemption and His salvi-
fic grace reach the whole man in his
human condition and therefore
reach also illness, suffering, and
death. ”

This sector, therefore, poses dei-
icate and unavoidable questions
concerning not only the social and
o1ganization aspect, but the ethical
and religious one as well, because
in it fundamental “ human ”
events, such as suffering, illness,
and death are involved, with prob-
lems related to the function of
medicine and the physician’s mis-
sion towards the sick.

Consequently, the new frontiers
for the progress of science and its
possible technical and therapeuti-
cal applications touch the delicate
area of Hfe in its very beginning and
deepest meaning. (Cf . the taking of
a position on this matter by the
Holy See through its Instruction on
Respect for Human Life in Iis
Origin and on the Dignity of Pro-
creation).

This requites a coordinated an-
swer at both the international and
national level (and this is why the
Pontifical Commission and the
Episcopal Commission, respective-
ly, were established). In fact, the
necessity of better coordinating the
Catholic bodies at the service of the
world of health had alieady been
realized in 1983 by the Pope, who,
in his address to Catholic physi-
cians delivered on October 3, had
preconized it.

“ For this purpose, ” His Holi-
ness stated, “ individual action is
not sufficient. What is needed is
intelligent, planned, constant, and
generous work collectively carried
out ... within every country ... and
on an international scale. ”

Such coordination should aim
primarily to foster and spread ever
more adgquate ethical-religious
training of ali Christian health
workers throughout the world, tak-
ing into account the situations and
specific problems they must face in
the practice of their profession. In
the future these efforts must fur-
ther support, promote, and intensi-
fv the indispensable activities of
study, research, and planning re-
lated to the above-mentioned prob-
lems of health service, in the Chris-
tian vision of the true good for
man. Serious and delicate ethical
problems arise in this sector,
wherein the Church and Christians
must courageously and unequivo-
cally intervene in order to protect
the essential values and rights
deeply rooted in the dignity and
supreme destiny of the human per-
son.,

Spiritual assistance should hence
be accompanied by an effort aimed
at the forming of an ethical con-
science among health workers and,
I think, the commitment to help
those Christians and believers who
s0 wish to be true to the actual real-
ization and not only the doctrinal
enunciation of responsible parent-
hood in affirming real freedom
and the defense of life.




Another problem attracting our
attention today is the rehabilita-
tion of drug addicts, while continu-
ing with the huge task of helping
the undernourished {wherein we
provide help to the State’s struc-
tures).

After having stated all the fore-
going, allow me to express my con-
viction that the role of the Reli-
gious is essential.

In the light of these consider-
ations, I feel that I can tell you that
the tasks of your Commission
could be the following:

— to stimulate and promote the
work of study, training, and action
in the world of health;

— to coordinate the activities
concerning the services of health
and their problems;

— to spread, explain, and de-
fend the teachings of the Church
about health care and favor their
penctration into the country’s
health practice;

— to establish a dialogue with
the Ministry of Health as well as
contacts aiming at fruitful cooper-
ation with our fellow Christians
who are not yet in full communion
with us but are nonetheless also
aware that in the sector of morality
some really important principles
are not known;

— to observe carefully and
study the programmatic trends and
actual initiatives of health policy in
otder to realize their importance
and implications for the apostolate
of the Church;

- to make the Church aware of
new demands arising from new sit-
uations in those sectors where the
State’s bodies do not intervene or
cannot work .

In fulfilling its mission, the Epis-
copal Commission might, of
course, ask for the cooperation of
experts, establish ad hoc panels for
some particular questions and also
seek the collaboration of other
Episcopal Commissions and bod-
ies of the Church.

With all my heart, T wish you
cvery success!

v AGOSTINO MARCHETTO

Titular Archbishop of Boseta
Apostelic Delegate in Madagascar
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SPAIN

University Institute
for the Health
Care Apostolate,
Pontifical
University of
Salamanca (Spain)

The University Institute for the
Health Care Apostolate (Iupasa)
was founded by the Spanish Asso-
ciation of Health Care Religious
Women (Fers)

Iupasa secks:

— to be the gathering place for
those persons who want to give a
Christian answer to the great ques-
tions today affecting the world of
Health Care;

— to give a different answer to the
new ecclesial, social, health and
cultural conditions, in order to
guarantee proper formation and to
2o throughly into the motives of a
good pastoral service;

-— to consider men in their whole-
ness, with special regard to the real
or potential sick

— to involve society in some pas-
toral problems that have to be sup-
ported by biblical, theological, an-
thropological and sociological
sources and by the theological,
moral human, and juridical as-
pects;

— to form the members of the
Health Care Apostolate according
to the needs of the Church and of
society itself (see the Official Gov-
ernment Bulletin, 21 December
1985, Agreement on Catholic As-
sistance in Government Bodies, 24
July 1985);

— to establish an agenda of the
pastoral plans which arc being car-
ried out in the field of health care
and, for this purpose, research on
new methods of doctrinal and an-
thropological examination based
on the new discoveries is needed.

IUPASA is associated with the
Pontifical University of Salaman-
ca. It is governed by its own
Statutes approved by the Commis-
sion of the University Rectorate on
24 June 1986,

Its purposes are the following:

a) training agents for the Health
Care Apostolate capable of per-
forming their evangelizing action
in any sector of the health care
field.

b} training persons responsible
for evangelizing action in the
health care field.

The Pontifical University of
Salamanca will grant a Diploma to
the official students who complete
examination, seminars, and work-
shops included in their Syllabus.

DOCUMENIS FOR ADMIS-
SION:

1. Certificate attesting that ap-
plicants have passed the selection
exams, for all the students who
have never attended university
courses.

2. Any University degree re-
ceived in public Universities ot its
equivalent. {The Nursing Diploma
obtained in the Course of Official
Recognition is included).

The Syllabus comprises three
Academic Courses. The classes will
be held at the Pontifical University
of Salamanca, from Monday to
Thursday, in the afternoon, from 5
to 7:30
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Preventive
Medicine
and High
Technology
as Applicable
to the First
and Third
Worlds

Most Excellent Brothers in the
Lord!

First of all, please permit me to
express my profound gratitude to
the organizers of this important
meeting not only for having invited
me to attend, but above all for hav-
ing bestowed on me the honor of
opening your deliberations.

The invitation you have given
me and the theme you have chosen
for these days of study demon-
strate that the Episcopate of the
United States has understood per-
fectly the importance and the tasks
of the health care apostolate and
therefore also the new Pontifical
Commission, of which I am the
representative here.

One of the objectives and duties
of the Pontifical Commission for
the Apostolate of Health Care
Workers is to “ follow carefully
and to study organizational orien-
tations and concrete initiatives of
health care policies on both the in-
ternational and the national levels,
with the purpose of discerning
their relevance and implications
for the Church’s apostolate, ™

The apostolate is such in the full
meaning of the term when it takes
upon itself that care for the suffer-
ing which is “ an integral part of
the mission of the Church. "

The plea for health, and there-
fore for medical help, which rises
up from the world today is a direct
summons to the human and Chris-
tian duty of justice. A duty to
which there coriesponds a clear
right on the part of our brothers. A
most serious duty, one which

Christ has indicated as the basic
standard for measuiing our faith-
fulness in following Him. A duty,
both of justice and of that so-
calted “ charity ” which we often
reduce to a sort of almsgiving that
can be left to a discretional use of
a feeling of compassion ’

The theme you have chosen for
your deliberations, the imbalance
between medical resources and so-
cial justice, is one of the most ur-
gent and dramatic of our time.

It is an urgent and most serious
problem, in terms of quality as well
as quantity. Indeed, never as today
have Science and Technology
reached such awesome possibilities
in the service of medicine . In spite
of this, however, there are still
great gaps, entire regions of the
world that have not benefited yet,
even in countries that have been
overwhelmingly Christian for cen-
turies.

I would like at this point to pay
heed to the memory of the Scholas-
tic axiom distingue frequenter in
order to make some introductory
definitions of the terms Preventive
Medicine, High Tecnology, First
and Third Worlds. We are all well
aware that the wider the meaning
we assign to a term, the more we
risk ambiguity. These phrases have
become stereotypes by now; they
have been worn almost bare by
constant use. For this 1eason, I
consider it always helpful, when I
want to be clear about the status
guaestionis, to give at the begin-
ning a clear explicatio terminorum.

Introductory definitions

Let me begin with the last two
phrases: First and Thitd World.
“ Third World * has rightly taken
the place of “ underdeveloped
countries, ” which is restrictive
and offensive towards peoples
who, while living in the poverty
that is a consequence of economic
underdevelopment, are neverthe-
less the repositories of significant
cultural and ethical values; peoples
who, therefore, refuse to consider
exemplary and desirable the notion
of progress as currently under-
stood in the First World More-
over, while carrying connotations
of deprivation, the concept of
Third World is applicable not only
to political or geographical areas
of underdevelopment. The Third
World can be found too inside the
industrialized nations of the woild,
in the great waves of migrants of
our age and as a consequence of
economic systems which by their
very nature are discriminatory
Even in vour very rich country, it is
possible to speak of the presence of
the Third World *

For those of us who regard this
problem with a mainly Christian

and ethical vision, the Third World
is wherever anyone is left outside
and deprived of basic human
rights. It was in this sense too that
the Second Vatican Council
widened out the concept of the
“ missionary ® Church, stating
that the Church is everywhere in a
state of mission, not just in the so-
called mission territories.’

From the point of view of the
apostolate of the Church, the
terms First and Third World have
to be understood as interacting re-
alities, not conflictual ones. Here,
too, I would just like to note — 1
shall return to it later — that there
is now a spiritual underdevelop-
ment which is becoming a really
pathological phenomenon, on
both the individual and the social
level; this must also be taken into
account when we speak of First
and Third Worlds

Likewise, the notion of High
Technology is not be understood in
just a univocal, almost mechani-
cal, sense.

“ If placed in a materialistic —
Marxist or Capitalist — context,
technology is supreme; the in-
frastructure prevails over the su-
perstiucture and conditions it.
Identical technological processes
are employed in both the North
and the South of the world and
eventually lead to identical social
relationships. ™*

But, if seen in a cultural context,
the perspective alters. If the human
genius is so diverse in its manifesta-
tions that we have a whole variety
of different cultures, why should
the same not hold good in the field
of technology? The mere exporting
of technologies to Third World
countries, for example, does not
fill the gaps, but rather exacerbates
the imbalances. The introduction
of technology — especially high
technology — requires discern-
ment, wisdom and gradualness.
The drama of the lack of spare
paits, for example, in countries
where high technology systems
have been imported in a wholesale
manner, has resulted in the con-
signment of these systems to the
museum of unrealized dreams.’

So the concept of high technolo-
gy has to be placed in relation to
the level of growth reached by a
Third World country in social and
economic terms . I would almost be
inclined, without wishing to in-
dulge in mere word play, to speak
rather of technology able to meet
the requirements of a country than
of high technology as such. Final-
Iy, we come to the notion of Pre-
ventive Medicine This is a reflex
concept. Its extension is that of
medicine itself The time has come
when Christians especially have to
be promoters of an idea of health
that does not just mean the absence
of disease, or mere physical well-




being but instead something which
extends to the whole human per-
son Health which is the real oppo-
site of every type of pathological
condition physical, psychic, and
spiritual.

After all the necessary distinc-
tions have been made, even if in a
summary manner, it must be rec-
ognized that all medicine, by its
very nature, is preventive and is
able to ensure the well-being, at
least in the psychic and moral
sense, of even the terminally ill.

The relationship between Pre-
ventive Medicine and High Tech-
nology can, and must, become the
standard by which to measure to
what extent scientific progress is
truly progress of the human race
and civilization itself.

The reflections that follow re-
volve around two themes: 1) Pre-
ventive Medicine and High Tech-
nology in the Third World; 2) Pre-
ventive Medicine and High Tech-
nology in the First World.

1) Preventive Medicine and High
Technology in the Third World

The inversion of terms — First
and Third World — with respect to
what is usually assumed, is inten-
tional.

An erroneous custom which has
been encouraged by the criteria
usually employed by the mass me-
dia induces us to consider medical
conditions at large in Third World
countries in terms of what I would
call their most visible expressions:
the persistence in wide strata of the
population of endemic diseases
long since defeated in the First
World; the lack of medical and
paramedical structures; the ab-
sence of social assistance.

Rjoul Follerean, who gave his
whole life to the fight against lep-
rosy, used to repeat over and over
again that the real urgent need was
to combat all forms of leprosy.

It is vain to talk of Preventive
Medicine for the Third World and
the introduction of High Technol-
ogy to combat specific diseases and
create conditions that prevent theix
outbreak if we do not get to the
root of the objective injustice as
well

Health education and technical
progress imply the previous as-
sumption of clear notions of the
basic, inalienable rights of the hu-
man person: from the right to life
to the right to education, nutrition,
freedom, health and so on Values
which do not eliminate each other
but which are cumulative

No one person’s health will be
safeguarded if care is not taken
that all peoples and their rights are
protected. Preventive Medicine is
not a concept that can be separated
off on its own. The proof of this
comes precisely from its connec-

tion with high technology

Endowing the Third World, per-
haps even by means of forms of
extraordinary assistance, with the
achievements of High Technology
80 as to encourage the development
there of Preventive Medicine
would degenerate into a mere fi-
nancial equation unless such a pro-
gram formed part of a service 100t-
ed in the concrete recognition of
the basic human rights of all peo-
ple. In this regard, Preventive
Maedicine, in its technical sense, is
something which comes later on; it
could be considered as part only if
understood in its relation to the
general idea of health.

Moreover, this is the meaning of
your recent statement on your
country’s economic systemi: tech-
nology must be at the service of all,
precisely because technological
achievement is not an end in itself,
but a means for civilized progress.
You referred to the Third World
element in your country, the most
advanced in the world, stating that
having so many poor people in a
nation as 1ich as yours is a social
and moral scandal that cannot be
ignored.®

The same judgement, if in oppo-
site terms, needs to be made about
countries that structurally and eco-
nomically are part of the Third
World. The importation of High
Technology must be scaled to cor-
respond to their cultural and social
conditions. It must not be em-
ployed in a selective manner but in
order to create the conditions of
independent growth on a general
scale without force.

John Paul II has stated, in his
recent Message for the World Day
of Peace, that, with reference to
Science and Technology, new and
marked divisions are emerging be-
tween those who have the support
of technology and those who do
not. Such inequalities do not make
for peace or harmonious develop-
ment but instead aggravate already
existing situations of inequality.
The Pope goes on to add, however,
that if people are subjects of devel-
opment and its objective, a wider
sharing of the progress achieved by
technological processes with the
less advanced nations becomes an
cthical imperative of solidarity, as
is also the refusal to make such na-
tions the proving grounds for very
dubious experiments or the dump-
ing ground for questionable prod-
ucts.’

We are aware that it is precisely
Preventive Medicine that can pro-
long life expectancy which, in
Third World countries with rare
exceptions is at a Iow level. But,
from the Christian point of view, it
is absurd and contradictory, ac-
cording to the Natural Law, that a
program designed to raise life ex-
pectancy should be based on demo-

graphic campaigns which involve
the sacrifice of human lives It is
incredible to think that we have ar-
rived, in more than one instance, at
presuming the improvement of
medical conditions in Third World
countries if human beings that
might be subjects of disease, star-
vation or abandonment in later life
could be suppressed at birth.

I have visited very many
Catholic medical organizations in
Third World countries In some,
they are the only, oi at least the
major, existing medical structures.
The urgent need to introduce tech-
nology, especially to aid Preven-
tive Medicine, is something noted
everywhere among them. The pri-
ority problem, however, is not that
of introducing high technology,
but rather technology which assists
and supports gradual and homoge-
nous development of present and
possible medical care. This brings
me to a consideration of something
which I do not think has been suf-
ficiently studied as vet

In Third World countries, the
population is generally young . Ac-
cording to the annual statistics
published by UNESCO for 1981,
only 39% of the population in I at-
in America was over 25 years of
age, as against 60% in Furope. Itis
true that youth “ can be reduced to
a mere word ” -— it can represent
just a biological fact that can and is
subject to sociological manipula-
tion. The importance of the pres-
ence of many young people in the
Third World cannot be equated
with their importance in the First.
But the fact that the majority of
people are young can be an impor-
tant factor in bridging the gap be-
tween the need for Preventive
Medicine and the introduction of
technology. It would be sufficient
to ensure that technology does not
enter the Third World in the form
of preassembled products, but
rather as an apprenticeship for the
young, so that they can themselves
become the principal agents in the
application of large-scale Preven-
tive Medicine in their own coun-
tries.

In order to achieve progress
along these lines, we need to create
a mentality that is lacking still,
even in our own midst I have al-
ways been of the opinion that med-
ical help and pastoral care are not
two separate entities; they are two
convergent facets of the care of the
sick. Furthermore, here we are
dealing with two aspects of the
same reality: evangelization and
human development — never one
without the other, but always the
two together, because it is one indi-
vidual that has to be saved.

Two concepts, therefore, should
guide us in examining the relation-
ship between Preventive Medicine
and High Technology with refer-

71




72

ence to the Third World,

First, the development, spread,
and effectiveness of Preventive
Medicine cannot exist if there is
not a foundation of commitment
to the recognition and defense of
the basic human rights of the per-
son. As regards sharing in the ad-
vantages offered by High Techno-
logy, this must be understood as
something which is gradual, in pro-
portion and scaled to meet the real
needs of those to whom it is offe-
red and aiming at producing las-
ting results in the medium and long
terms.

2) Preventive Medicine and High
Technology in the First World

I should like to start from a dis-
concerting consideration in sharing
some reflections on this point.

When we think of the situation
of Third World countries in Pre-
ventive Medicine, there come to
mind the great endemic diseases . If
we turn our gaze to the First
World, a startling observation
must be made: the big social dis-
ease of the rich and industrialized
nations, drug abuse, originates in
the Third World.

This sort of mysterious nemesis
or vendetta on the part of the
Third World countries leads to the
creation of exactly the same kind
of Preventive Medicine challenges
that are scen in those Third World
countries with regard to other dis-
eases. And this is without mention-
ing the menace of the spread of
AIDS and the many varied forms
of hypertension and neuroses to be
found in the First World.

High Technology, which has led
to fascinating advances in
Medicine in the First World, ap-
pears impotent in the face of the
drug problem.

Without wanting to force the
parallel, it can be truly said that to
the pathological condition of the
Third World there corresponds a
psychic and spiritual pathological
condition in the First World. This
observation shouild make us pru-
dent in speaking about High Tech-
nology, in regard to Preventive
Medicine, as an exclusive privilege
of the First World.

Thus we come back to the fun-
damental problem: the recovery o1
safeguarding of ethical and moral
values as the basic condition for
the realization of Preventive
Medicine in the real service of the
whole person and the entirety of
the human race.

In your last statement, to which
I have already made reference, you
rightly maintain that economic
questions are part of a wider vision
of the human person and family. 1
do believe, however, that besides

this evaluation in general terms, it
is necessary to take into account
another aspect of the guestion.

Preventive Medicine and High
Technology have extraordinary —
inexhaustible — possibilities in the
First World. But it is precisely
these possibilities that, while open-
ing roads to ever new technological
achievements, often involve con-
siderable risks. Scientific experi-
mentation has led to the well-
known temptations of genetic ma-
nipulation, demographic planning
and the practice of euthanasia.

At the same time, there are
growing areas of outcasts in the
First World countries, entire sec-
tors of the population that are un-
able to enjoy the achievements of
High Technology, and not even the
most elementary forms of techno-
logical assistance now available. It
is sad, not to say tragic, that in the
heart of a First World city that has
the broad problems that are typical
of a Third World city public opin-
ion is urged to rejoice because of
the succesful predetermination of
the sex of one baby.

Leaving aside for the moment
the ethical and scientific implica-
tions of such an event, its social
evaluation is sufficient to give us a
measure of the extent to which
High Technology can trample un-
derfoot every order of priority in
the field of medicine and health
care.

This paradox, not the least cause
of social unease and moral disor-
der on both the individual and the
collective levels, is a direct chai-
lenge to the pastoral concern of the
Church,

1 think we have to be very clear
on this point.

The Church is called upon, in
First World countries especially, to
be an exponent of Preventive
Medicine, that is, of the defense
and promotion of the basic human
rights of every person. We should
be grateful to John Paul II for hav-
ing given us some basic ideas stermn-
ming from the unrelinquishable
principle of the integrity of the per-
son From Redemptor Hominis to
Dives in Misericordia, from La-
borem Exercens to Salvifici Do-
loris, there is a pressing plea to
look at the whole person and at the
redeeming and healing action of
God as the priority in the aposto-
late, something that must reach
each and every person.

An erroneous vision, even — to
my way of thinking — inside the
Church, often forces us to magnify
the importance of individual ethi-
cal questions. We have always been
aware of the wise distinction be-
tween a doctrine of faith and a dis-
ciplinary directive; while the for-
mer is unchangeable, at least as re-
gards its object if not the terms
used to formulate it, the latter is




based on criteria of pastoral op-
portuneness and therefore can be
subject to progressive refinement.
I consider certain polemical de-
bates about particular disciplinary
directives superfluous and even de-
vious, in that they can call into
question basic truths of the faith
that ¢cannot be challenged . An illu-
minated moszality is not lllumin-
ism, nor must rationality be con-
fused with Rationalism.

It has always been difficult to
obtain the needful harmony be-
tween Science and Faith and to re-
spect it in practice But it is never-
theless a necessary, and a fruitful,
harmony. Sometimes it may seem
that faith and respect for the
Church’s directives are a brake on
Science and Technology. But this is
not so and cannot be so, since the
vision of mankind afforded us by
Christian Revelation broadens out
the horizons of Science; it does not
restrict or narrow them.

If the connection between Sci-
ence and Faith -— and by Science I
mean Technology as well — had
been, perhaps also through our du-
tiful concern, more close and con-
stant, then today we would per-
haps not have had the threat of nu-
clear disasters, environmental con-
tamination and all the other cosmic
tragedics that are now possible

One thing in the directives of the
Church is often forgotten, espe-
cially in First World countries: the
constant effort of the Magisterium
of the Church to respect, in the
light of the Revelation of Christ,
the basic laws of nature. Cautious
waiting and the suspension of
judgement have often been found
to be providential

But, to return to our specific
theme, Preventive Medicing, it is a
primary duty for us Christians —
and particularly for us Pastors —
to insist that assistance, even in the
strictly medical sense, be inspired
by the principles of the dignity of
the human person.

Christ, who showed himself in
his preaching and ministry to be
“ a doctor for both bodies and
souls ” — in the felicitous phrase
used by the Fathers of the Church
— asserted that he had come to
give life, life in all its fullness, The
Preventive Medicine which we
must support, promote, and de-
fend is Medicine for Life

Nothing would be more danger-
ous in the way of acting of the First
World than to pretend that the
great achievements of technology
have already given man more that
he dared hope. The downward im-
balance between Preventive
Medicine and High Technology in
Third World countries must not be
transformed into an upward one in
First World Nations.

The Pastoral Theology of medi-

cal care is called upon to promote a
constant balance between
Medicine and Technology. The
working ciiteria of this balance —
as speakers will have the opportu-
nity of describing shortly — can
only be based upon an integral vi-
sion of the dignity of the human
person,

John Paul H has written in his
Apostolic Letter Salvifici Doloris:
Medicine, as the science and also
the art of healing, discovers in the
vast field of human suffering the
best known area, the one identified
with greatest precision and rela-
tively more counterbalanced by the
methods of “ reaction ’ (that is, the
methods of therapy). The field of
human suffering is much wider,
more varied, and multi-dimension-
al. Man suffers in different ways,
ways not always considered by
medicine, not even in its most ad-
vanced specializations. Suffering is
something which is still wider than
sickness, more complex and at the
same time still more deeply rooted
in humanity itself. ”

This profound statement con-
verges with the concept of Preven-
tive Medicine and, I would say,
marks a constructive meeting-
point between medicine and the
pastoral care of the sick.

It is starting from this idea that
the Pope goes on in the same docu-
ment to speak of the medical pro-
fession as a vocation. Vocation im-
plies a pastoral commitment to-
wards those who suffer . There are
different vocations according to
the differences between illnesses,
but they are united in the objective
of healing, precisely because the
object is always the same, the
unique and entire human person.

Cenclusion

The therne you have chosen for
vour deliberations is evidence
enough of the effort the Chuich in
the United States is making in the
field of concrete pastoral action di-
rected towards contemporary
problems.

Let me end with an invitation. I
have often said that the present
Pope, intervening for the first time
in the history of the Church with a
solemn and wide-ranging letter on
the theme of human suffering, and
with the establishment of a Pontif-
ical Commission for the Aposto-
late of Health Care Workers, has
accomplished something of his-
toric import The apostolate is
such only when it is also concerned
with the field of medicine and
health. A glance at the problems of
the First and Third Worlds shows
the seriousness and the scale of the
plea for health that rises up from
mankind. So a new field opens up
for the Church, a field in which
She is called upon to work with

new spirit and with creative initia-
tives. All this, however, will be
possible and effective only if car-
ried out in a spirit of complete co-
operation. In Christian terms, co-
operation is called communion
An action inspired by fraternal co-
operation is in itself a credible wit-
ness. We Pastors should be the
first to be convinced that the maxi-
mum we can achieve alone is less
than the minimum possible work-
ing together.

The first, partial survey con-
ducted by the Pontifical Commis-
sion for the Apostdlate of Health
Care Workers has shown how
widespread is the Church’s pres-
ence in this priotity area of the
apostolate.

In brief, every void that still ex-
ists in the area of medical assis-
tance, above all in the area of Pre-
ventive Medicine, is a black mark
for us. I refer especially to Preven-
tive Medicine because the Church
is present in this field of health care
on a vast scale in Third World
countries, and often too in the
most neglected and abandoned a:-
eas of the First World.

In asking ourselves what we
should do, it is imperative that we
examine the areas we have neglect-
ed and continue to neglect

Contact with suffering is a pri-
mary and immediate form of con-
tact and communication with the
person. We draw near to persons
who are suffering not in order to
discuss their pain, but to love, and
in loving we become receptive to
their plea for help

Technology in all its forms is a
tool of incalculable value and ef-
fectiveness, but it always remains
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an instrurnent . The starting point is
the vocation to serve the human
persoin, the most perfect image of
the Creator. The Son of God, ta-
king flesh, chose to assume the
condition of the “ least. ” Jesus, if
I may be allowed to put it thus,
made himself “ Third World * in
order to be completely human and
to remind us today that our catego-
ries have to be seen in a broader
light. Third World is every place
where someone is suffering, every-
where in the Person of Jesus
Christ, who wished to be so perso-
nified, we meet our brothes.

v+ FIORENZO ANGELINI
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Activity of the Pontifical
Commission

KERALA - INDIA

For a more
effective presence
of the Church in
the world of
health

Vatican Radio’s newscast of JTuly
31, 1987 included the following re-
port on our trip to the State of Ker-
ala, India:

“ The Pro-President of the Pon-
tifical Commission for the Aposto-
late of Health Care Workers,
Archbishop Fiorenzo Angelini, ac-
companied by the Commission’s
Secretary, Fr Redrado, is making
a 10-day visit, from the 2nd to the
12th of August, to the Indian State
of Kerala, where he will meet with
local bishops and government offi-
cials in the field of health, stopping
at hospitals and leprosariums and
participating in a Congress of
Catholic Health Professionals at
Cochin, from the 7th to the 9th of
August. The main points of this
long itinerary covered by Msgr
Angelini and Fr. Redrado are
Bombay, Trivandium, Quilon, Er-
nakulum, Cochin, Trichur, Cal-
cutta, Kottayam, and Kanjirappal-
ly. As was previously stated, in
Cochin Msgr. Angelini will preside
over an important convention of
Catholic health professionals
devoted to the topic ‘Towards Bet-
ter Health’ and will speak on ‘The
Effectiveness of the Church’s Pres-
ence in the World of Health, Espe-
cially in Mission Countries’

These days were certainly work-
filled, but also marked by giowing
enthusiasm and hope on the way to
realization.

We visited twenty-four medical
centers, ten bishops in their respec-
tive sees, and nine religious com-
munities

The medical centers visited be-
long to the Catholic Hospital Asso-
ciation of India in the State of Ker-
ala These facilities range from the
simplest, most concrete level to the
full technological development
characteristic of Europe. There is

no great complication, only basic
activity, preventive medicine, hy-
giene, pressing social problems.

At each facility we encountered
a religious community, sometimes
quite numerous. We noted the
bishops’ keen interest in the sub-
ject of health, in terms of develop-
ment, the intensity of the Church’s
piesence, and the good being done
Contacts with religious communi-
ties outside the realm of health care
were only sporadic, but we were
able to observe the Church’s voca-
tional strength in the State of Ker-
ala and furnish a list of existing
communities.

We are duty-bound to thank Fr
Ferdinand Kayavil and Fr. George
S Pereira, Presidents of the
Catholic Hospital Associations of
India and of Kerala, respectively,
for their preparation, coordina-
tion, and presence during our trip.
They accompanied us in depth and
provided us with precise explana-
tions clarifying situations, reasons,
and environments.

In an effort to summarize what

caught our attention most force-
fully, we may merntion
— the genecrous, quiet dedication
on the part of 1eligious which is so
widely apparent;
— a great many sacrifices by those
who believe in what they are doing;
— a task which is never finished;
— clear signs of evangelization in
the midst of health care activities;
— fresh, youthful faith; a seedbed
of vocations, an immense forest of
young plants in need of orienta-
tion, growth, transplanting, and
communion with the universal
Church.

We take this opportunity to
thank the members of the hier-
archy we have encountered for
their kind hospitality and generous
welcome. We are most grateful to
the numerous religious, priests,
and chaplains or bishops’ repre-
sentatives at the hospitals.

VISITS

1. Diocesan Health Center,
Palayam  Dispensary-clinic under
construction.

2. Missionary Sisters of Charity
of Mother Theresa of Calcutta,
Sishu Bhavam, Kunnukuzhi Cen-
ter for the children of unwed moth-
ers and school for adolescents.

3. Sisters of the Divine Savior,
Deepa Sadam, Pulluvila,
Karumkulam, P.Q Trivandrum.
Fishermen’s quarter. Dispensary,
preventive medicine, home care.

4. Missionary Sisters of Charity
of Mother Theresa of Calcutta.
Kochuthura, Reivandrum. Center
for the eldetly and underweight
children.

5 Carmelite Sisters. Kochuveli.
Dispensary and home care.

6. Sisters of the Holy Cross. St
Anne’s Nuising Home. Pettah,
Trivandrum . Maternity (12 beds),
dispensary, and home care.

7. Sisters of the Holy Cross
Bernarda Nursing Home Sanku-
mughom, Trivandrum. Dispen-
sary, 12 home care teams, parish
with several elderly priests.

8 Canossian Sisters.
Poonthura, Trivandrum. St
Philomena Dispensary. Fifty per-
sons a day. 375 families receive
weekly check-ups for the children.
Elementary school.

9 Canossian Sisters. Fatima
Hospital Maternity Home. Thum-
ba, $t. Xavier’s College, P O.
Trivandrum. Orphanage (87 girls),
maternity (20 beds}), home visits,
and dispensary

10. Sisters of Bethany. St.
John’s Hospital (belonging to the
Malabar Oriental Rite) Leprosari-
um (40 beds), home care, 2, 790
leprosy victims in the area under
treatment. Pirappencode, P.O.
Trivandrum.

11. Benzinger Hospital (belong-
ing to the Diocese of Quilon). Gen-
eral hospital with 350 beds, clinic,
nursing school, religious commu-
nity.

12. Holy Cross (Sisters of the
Holy Cross). Kottayam. General
hospital (400 beds) owned by the
Sisters, dispensary.
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13. Sisters of the Holy Cross St
Joseph’s Hospital, Thanky Jn,
Shertallai, Alleppey. Maternity-
children’s hospital with 80 beds.

14 . Sisters of Mary Immaculate.
Greengardens, Shertallai. General
hospital with 200 beds, leprosari-
um with 200 beds.

15 §t. Joseph’s Poor Home.
Punnapia, P.O . Alleppey. General
hospital, elderly women

16 Lisie Hospital Ernakulam,
Cochin. General hospital with 650
beds owned by the Diocese of Er-
nakaum of the Syro-Malabar
Catholic Rite 100 sisters.

17. Sisters of Charity (the Child
Mary) Lowdes Hospital, owned
by the Archdiocese of Verapoly,
Cochin. A general hospital with
150 beds, nursing school, 42 sisters
of the Child Mary and 10
Carmelite nuns

18. Little Flower Hospital. P. B.
23, Angamalli. General hospital
with 600 beds owned by the Syro-
Malabar Rite Diocese of Ernaku-
fam, nursing school.

19. Caritas Hospital. Thellakon,
Kottayam General hospital with
200 beds owned by the diocese.
School of Pharmacy Secular insti-
tute with 70 membeis

20. Little Lourdes Mission Hos-
pital. Kidangoor, Kottayam . Gen-
eral hospital with 100 beds owned
by the diocese. School for nurse’s
aides.

21 Mercy Hospital Chengalam,
Kottayam. 125 beds, owned by the
Hospital Sisters of Mercy.

22, High Range Medical Centre
Pallikunnu, P.O. Peermade,
Idukki. A small hospital for tea-
growers in the region. Religious
community.

23, St John of God Hospital.
Kattappana 250 beds, general hos-
pital, dispensary. property of the
St. John of God Hospital Order.
11 Religious. Women’ s communi-
ty and novitiate

24. Assisi Hospital. Mukkoot-
tuthara, Kottayam. General hospi-
tal with 100 beds, owned by the
Franciscan Sisters of All Saints.

Bishops

1. The Most Reverend Simon Ig-
natius Pimenta, Archbishop of
Bombay

2 The Most Reverend Jacob
Acharuparambil, Latin Rite Bish-
op of Trivandrum

3. The Most Reverend Benedict
Thangalathil, Syro-Malankar
Bishop of Trivandrum

4. The Most Reverend José Fer-
nandez, Latin Rite Bishop of
Quilon

5. The Most Reverend Peter M
Chenaparampil, Latin Rite Bishop
of Alleppey

6. The Most Reverend Cornelius
FElanjikal, Latin Rite Archbishop
of Verapoly

7 The Most Reverend José
Kureethara, Latin Rite Bishop of
Cochin

8. The Most Reverend Francis
Kallarackal, I atin Rite Bishop
elect of Kottapuram

9. The Most Reverend Kuri-
akose Kunnasserry, Syro-Malabar
Rite Bishop of Kottayam

10. The Most Reverend Mathew
Vattacuzhy, Syro-Malabar Rite
Bishop of Kanjirapally

Religious
Communities

At all the hospitals we encoun-
tered women religious, generally in
large communities. We also visited
other residences and novitiates, in-
cluding the following:

1 St. Bridget’s Convent, Vel-
layambalam, Trivandrum 695003

2. Franciscan Sisters of the Im-
maculate Heart of Mary, Pat-
tathanam, Quilon 691001

3 Missionary Sisters of St
Therese, Cherupushpa Nivas Con-
vent, Umayanalloor, Industrial Es-
tate P O. 691371, Kottayam

4, Mount Carmel Generalate,
Alwaye 683106,

5.St. Joseph’s Generalate, S H.
Mount P.O. 6860306.

6. Visitation Congregation,
Generalate House, Nattasserry,
§.H. Mount P O., Kottavam
686006.

7. Caritas Secular Institute,
Thellakom P.Q. 686016.

8. The Christ Child School,
Quilon.

9 Canossian Convent Nir-
malashram, Nahakali Caves Road,
Andheri (East), Bombay.

F1. JOSE LUIS REDRADO,
OH

Secretary of the Pontifical
Commission for the Apostolate
of Health Care Workers

JAPAN

As we indicated in the last issue,
the Pontifical Commission’s pres-
ence in Japan this past June was
especially significant. The country
has only a small Catholic minority,
representing 0.35% of the total
population of 120 million. © Made
in Japan ” is a phrase which con-
sumer society constantly places be-
fore our eyes, reflecting a land
where work, technology, industry,
and social progress are well-estab-
lished facts of life

This situation might strike one
as an obstacle for our trip, but the
truth is quite the opposite. It
served as a barometer to measure
— precisely in this environment —
the space available for the
Church’s evangelization and the
type of language which proves ap-
propriate We have seen and felt
that our visit was effected with
complete normality; the words
“ health, ” “ illness, ¥ “ hospi-
tal, * “ death, ” and “ patient ”
pertain to the universal dictionary
of mankind and equally affect the
Catholic, the Protestant, the
Moslem, the Buddhist, the believ-
er, and the nonbeliever. We might
say, “ We got through to every-
one. * Accordingly, it is through
such language and common signs
that the Church may penetrate
with its values, go beyond, evange-
lize, be present — that is, we stress
the importance of this Health Of-
fice in the Church as a universal
means of outreach, dialogue, and
evangelization.

In spite of the Church’s being a
small minority, the Japanese peo-
ple highly esteem the spiritual and
intellectual activities of the
Catholics, particularly in the fields
of education, medicine, and nurs-
ing.

The general public greatly ap-
preciates the expert attention in so-
cial service and medical care pro-
vided by personnel at the Catholic
facilities.

Most of the long-established
Catholic hospitals were created for
the victims of leprosy or tuberculo-
sis They successfully met social
and medical needs in the periods
before and after the first and sec-
ond world wars.

They have now been trans-
formed mostly into general hospi-
tals serving local residents, with
special emphasis on respect for the
human person, with all his spiritu-
al, physical, psychological, and so-
cial needs; respect for life in our




maternity clinics is well known and
highly regarded.

Our Japanese visit focused on
two cities, Tokyo and Nagova.

In Tokyo, we were guests of
Archbishop Peter Seiichi Shi-
rayanagi, local Ordinary and Pres-
ident of the Japanese Bishops’
Conference. We visited three facil-
ities: St. John’s Home Hospital,
Bethany Hospital, and Seibo
Home Hospital. At all of them we
were grected by signs of respect
and fraternity, in a spirit of close-
ness. We asked about their health,
organization, and available means,
and visited individually many of
the patients and elderly, along with
some of the Missionaries at Seibo
Hospital

A short stop at the Jesuits’
Sophia University enabled us to
contact the infirmary and greet
several elderly religious and pa-
tients there.

We also paid a courtesy call to
the Nuncio of His Holiness, the
Most Reverend William Apuin
Carew, with whom we conversed at
length on the meaning and content
of our visit.

Our final act in Tokyo was to
attend a reception and collogquium
with several leading 1epresentatives
of Japan’s Catholic physicians at
the Edmont Hotel. The following
ideas stood out in the discussion:
the importance of our presence,
the significance of the Catholic
Medical Association, the favorable
evaluation of Catholic hospitals in
Japan, and the need to work with
non-Catholics.

In Nagoya, we were also guests
of the local Ordinary, the Most
Reverend Aloysius Nobuo Soma
We visited a center for the physi-
cally handicapped and Holy Spirit
Hospital, run by the Sisters of the
same name

But our presence in Nagoya was
principally motivated by atten-
dance at the National Convention
of Catholic Health Care Institu-
tions, in which we actively partici-
pated at both the inaugural and
closing sessions. Msgr. Angelini at
the end of the Convention stressed
the nobility of the mission of serv-
ing the sick, the need for training
to assist human life, and the uni-
versality of health and illness, ex-
pressing his special thanks to the
Pope — so close to the world of
medical care -—— for having institut-
ed this Pontifical Commission,
called to animate, coordinate, and
spread such noble ideals.

Fr. JOSE LUIS REDRADO, O H.
Secretary of the Pontifical

Comumission for the Apostolate

of Health Care Workers

JERUSALEM

International
Congress on
Epilepsy

From the 6th to the 11th of Sep-
tember, 1987 the Seventeenth In-
ternational Congress on Epilepsy
was held in Jerusalem  The Pontif-
ical Commission for the Aposto-
late of Health Care Workers was
invited to participate in the session
devoted to “ Epilepsy and Reli-
gion ” by the Congress organizers
and asked Dr. Gian Luigi Gigli,
neurologist at Rome University II,
to represent the Catholic viewpoint
in interconfessional dialogue.

Dr. Gigli addressed the topic by
bringing out, first of all, the image
of the epilepsy patient deriving
from the Gospels He stated that,
according to the Gospel account,
the cpileptic does not appear so
much in the guise of the diabolical-
ly possessed, but rather as a privi-
leged witness to the passion, death,
and resurrection of Christ prefig-
ured in the different stages of his
crisis, as is seen particuiarly in the
episode following the Transfigura-
tion. Dr. Gigli went on to deal with
the historical evolution of the
Church’s attitude towards candi-
dates for the priesthood afflicied
with epilepsy, especially in the light
of the Code of Canon Law. Dr
Gigli concluded by mentioning the
contribution the Church can make
to break the barrier of prejudice
and disctimination still surround-
ing the epileptic patient in our day.

The other papers presented at
the session, moderated by our rep-
resentative together with a leading
Israeli magistrate, dealt with
Protestant attitudes towards
epileptics; epilepsy in ancient He-
brew sources, in Arab literature of
the Middle Ages, and in Buddhism
and the Far Eastern religions; and,
finally, the influence on human
history of manifestations of epilep-
sy associated with religion {pre-
sented by an atheist neurologist
from Australia)

The session on “ Epilepsy and
Religion ” opened the Congress
and was attended by most of the
1500 participants On the after-
noon of the same day there was
another session with free commu-
nications devoted to this subject.
The Congress Proceedings will be
published in volume 17 of Ad-
vances in Epileptology (Raven
Press).

AVIGNON -
FRANCE

The Nineteenth
International
Congress of the
Federation of
Catholic
Pharmacists

Nearly four hundred members
of the Federation of Catholic
Pharmacists participated in a Con-
gress in Avignon, September 5-8,
1987

Archbishop Fiorenzo Angelini,
Pro-Piesident of the Pontifical
Commission for the Apostolate of
Health Care Workers, and Fr Re-
drado, Secretary of the Commis-
sion, were special guests of the
Congress.

The theme — “ Mass Media,
Communication, and Health * —
was truly suggestive, bringing out
these key terms which the Federa-
tion wished to recall in establishing
the following principle: “ Good
communications practice on the
part of the pharmacist makes the
patient more responsible in the
proper use of medicines and im-
provement of his own health. ”

In the context of these ideas pa-
pers and reports were read, and
Msgr. Angelini delivered the inau-
gural lecture on * The Catholic
Pharmacist: A Living Presence in
the World of Suffering. ”

The atmosphere was genuinely
fraternal, and there was a visible
dynamic of growth within the Fed-
eration, along with enthusiasm and
the search by these professionals
for a specifically Christian role

In the course of the Congress,
Dr. Jean Dréano relinquished his
post as Federation President. For
the past six years he has encour-
aged the members with enormous
dedication. He is succeeded in the
office of president by Dr. Edwin
Scheer We wish him every success
in his work.

MADRID - SPAIN

Twelfth National
Meeting of Diocesan
Delegates for the
Health Apostolate

From the 27th to the 29th of
September, the Twelfth National
Mecting of Diocesan Delegates for
the Health Apostolate was held in
Madrid. Msgr Osés, the Bishop re-
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sponsible for the health ministry in
Spain, opened the sessions. He was
accompanied in the presidency by
Fr. José Luis Redrado, Secretary
of the Pontifical Commission, the
two presidents of FERS, Fr. Adri-
ano Yugueros and S1. Antonia
Azpilicueta, and the national dele-
gate, Mr. Rude Delgado.

The main topic for reflection
was “ The Most Needy and Ne-
glected Patients. ” The contribu-
tions concerning these patients —
chronic, elderly, terminal, psychi-
atric, addicted, severely retarded,
and AIDS victims — provided ex-
ceptional clarification and gave
rise to work groups and a perspec-
tive on the challenges these patients
offer to society and the Church in
Spain Eight experiences involving
such people were commented on
which indicated continued concern
and the implementation of solu-
tions, though on a small scale. An
excellent paper by Piofessor Juan
Antonio Pagola supplied and shed
light on the major guidelines for
assisting these patients

The Diocesan Delegates then
presented a proposal for “ Pa-
tients’ Day, 1988 * and also in-
formed on the projects of the vari-
ous Commissions which have now
begun to work within the National
Delegation — those devoted to
Pastoral Cate in Hospitals, the
Parish Health Ministry, Mental
Health, Education, and Christian
Health Professionals. The entire
national team had prepared this ac-
tivity at an earlier meeting.

After closely observing these ses-
sions, we may state that a great
deal of progress is being made in
Spain in the health apostolate.
There is a clear awareness of the
problems, and the national organi-
zation is becoming increasingly
consolidated, along with the re-
sponsibility of the Diocesan Dele-
gates; there are many difficulties,
but also a healthy dose of experi-
ence. The book Religious Assis-
tance in the Hospital. Pastoral Ori-
entations, the fruit of the efforts
and reflections of many, was also
presented at the meeting — a gen-
uine instrument, not only for hos-
pital chaplains, but for all working
in this arca, especially administra-
tors and heads of hospital depart-
ments. The conclusion which
might well be reached is that in
Spain the health apostolate is en-
joying good health

VATICAN CITY

Second
International
Conference: “ The
Humanization of
Medicine ”

For the second time, the Pontifi-
cal Commission for the Apostolate
of Health Care Workers took the
initiative of organizing an interna-
tional conference, held at the Vati-
can City Synod Hall This year’s
topic was “ The Humanization of
Medicine, * The Synod Hall at-
tracted attention in October as the
meeting place of the Synod Fathers
where many voices were heard on
the role of the laity in the Church
A few days later, November 10-12,
it was the scene for world-
renowned authorities to deal with
subjects like # life and the right to
life, ” “ man and health, ” and
“ man and medicine. * Three No-
bel Prize winners were invited to
chair these sessions:

Professor K. Sune Bergstrom,
Nobel Prize winner in Physiology
and Pontifical Academician (Swe-
den);

Professor Carleton Gajdusek,
Nobel Prize winner in Medicine
UsA);

Professor Rita Levi Montalcini,
Nobel Prize winner in Medicine
and Pontifical Academician (Ita-
1y).
The highlight of the meeting was
the Pope’s presence and words
stressing the centrality of man and
calting for the fullest humanization
of medicine today.

The Conference was character-
ized by an atmosphere of search,
study, and genuine contact among
professionals who had come from
all over the world and represented
diverse responsibilities in the
health field.

The Proceedings of this Second
Conference will be published in the
first 1988 issue of our journal,
Dolentium Hominum .

ITALY

Other Activities

Our work “ at home ” over the
past summer and in early fall has
been quite intensive: responding to
requests for commemorative cele-
brations at hospitals, blessing the
first stone of a new hospital in

Pietralata, Archbishop Angelini’s
and Fr Redrado’s attendance at
the centennial of Padre Pio’s birth,
participating in Suffering Day at
the Garbatella Center, a meeting at
the French Embassy to Italy with
officers of the Bioethics Section to
deal with the subject of Ethics
Committees, exchanges with the
members of the Pastoral and Laity
Secretariats of the St. John of God
Brothers’ General Curia, contacts
at our headquarters with Spain’s
National Health Apostolate Team
and several diocesan delegates,
and, finally, our presence on
November 7th at the official inau-
guration of the CAMILLIANUM
Institute for the Pastoral Theology
of Health Care, which will train fu-
ture professionals through mas-
ter’s and doctoral programs in this
field.

Organizing and holding the Pon-
tifical Commission’s second Inter-
national Conference, devoted to
“ The Humanization of
Medicine, ” also involved numes-
ous contacts by guests with our
Secretariat and Committecs

The canonization of the physi-
cian Joseph Moscati on October
25th required our active collaboia-
tion on a number of levels, but
most especially the untiring efforts
of our Pro-President, Msgr An-
gelini.

With the Synod of Bishops, in
the month of October our work
certainly “ peaked ” in intensity.
Archbishop Angelini was named
by the Pope to participate in the
Svnod, and this fact undeniably
entailed an appreciable but
“ healthy * and gratifying increase
in the workload. The sick and the
world of the laity associated with
health care clearly had a
spokesman in the Synod Hall, not
only on the occasion of his address
and in giving the Synod Fathers
copies of the book on The Laity in
the World of Suffering and
Health, but also in daily encoun-
ters and dialogue with those in at-
tendance. Many Synod Fathers in-
vited by Msgr. Angelini visited our
offices individually or in groups.
This was a truly joyful occasion for
us, marked by fraternal exchanges
centering upon the objectives and
activities of our Commission, the
importance the Pope attaches to
this area, the need to broaden pas-
toral vision of the world of health,
the training of future ministers of
the health apostolate, and the new
questions being posed today by
medicine and biology for the con-
science of health professionals
These encounters and commen-
taries were genuinely constructive,




Bishops in Charge of
the Health Apostolate

Shortly after the establishment
of the Pontifical Commission for
the Apostolate of Health Care
Workers, we contacted all the
Conferences of Bishops, one hun-
dred in all. Among other things,
we requested that they name a
bishop who, on behalf of the Epis-
copal Conference, would be re-
sponsible for the health ministry
in each nation. On several occa-
sions, we further pressed this
point, particularly during our vis-
its to various countries. At this
time, a little over two years after
the Pontifical Commission’s com-
ing into existence, more than half
the Conferences of Bishops have
responded, and fifty-eight bishops
have now been named: Africa, 18;
America, 16; Europe, 15; Asia, 6;
Oceania, 3. We hope to complete
this list gradually with appoint-
ments to the posts which remain
to be filled

The aim of these designations in
relation to our work is to provide
knowledge of the Health Aposto-
late by way of a specific interlocu-
tor in each Episcopal Conference
and encourage the bishops in or-
ganizing and coordinating the
Church’s presence in this sector.
In many countries, not only has a
bishop been named to take charge
of the health ministry, but a na-
tional director has been appointed
as well or a small Commission or
Secretariat has been created to
program and coordinate all the
pastoral activity being carried out
in this area.

These steps deserve our praise
and congratulations and will cer-
tainly entail new action, a new
style, and an increasingly abun-
dant, rich presence in the world of
the sick, health professionals, and
all the values associated with
health and illness.

We have now had a number of
contacts with the bishops appoint-
ed, either in writing, or during out
ttips, or in their visits to Rome,
especially fo1 Ad Limina visits

It is our hope that these rela-
tionships may be solidly struc-
tured, and as the list is being com-
pleted, we are considering differ-
ent formulas likely to contribute
to a better knowledge of reality,
more effective service, and a fruit-
ful exchange of experiences.

We include below the name and
address of these bishops

Africa

Most Rev. Mathias Isuja, Bish-
op of Dodoma, P.O. Box 922 -
Dodoma - Tanzania.

S.E.R. Mgr. Jacques de Bernon,
Evéque de Maroua-Mokolo,
Evéché, B.P 49 - Maroua - Camer-
oun.

S E.R. Mgr. Charles Vandame,
Archevéque de N’Djamena,

Archeveche, B P. 456 - N’Dja-
mena - Chad.

S.E R. Mgr Hubert Michon,
Archéveque de Rabat, 1 rue Abou
Inane, B P. 258 - Rabat - Marocco.

S ER. Mgr. Chretien Matawo
Bakpessi, Eveque de Sokode, BP.
55 - Sokode - Togo.

Most Rev. Dr. Boniface Dalih,
Bishop of Cape Palmas, Catholic
Mission, P O. Box 11 - Harper -
Cape Pailmas - Liberia.

Most Rev, JTams Owusu, Bishop
of Sunyani, P O Box 9712 - Accra
- Ghana.

Most Rev. Felix Alaba Job,
Bishop of Ibadan, P M B. 5057 -
Ibadan - Nigeria

S.ER. Mgr. Lucien Monsi-Ag-
boka, Evéque d’Abomey, Bvéché,
B P. 18 - Abomey - Benin.

SE.R. Mgr. Anselme Titianna
Sanon, Evéque de Bobo-Dioulas-
so, Evéché, B.P. 312 - Bobo-Diou-
lasso - Burkina Faso.

S.E R. Mgr. Pierre Zévaco,
C.M , Evéque de Fort-Dauphin,
B.P. 47 - 614 Tolagnaro - Mada-
gascar.

Most Rev. Bishop Allan Chamg-
wera, Zomba Diocese, P.O. Box
115 - Zomba - Malawi.

Most Rev. John Njenga, Bishop
of Eldoret, P O. Box 842 - Eldoret
- Kenya.

Most Rev. Mansuet D. Biyase,
P.O. Box 941 - 0002 Pretoria -
South Africa,

Most Rev. Helmut Recketer,
S.J., P O. Box 680 - Chinhoyi -
Zimbabwe

Most Rev. Bishop Adolph
Furstenberg, Bishop of Mbala,
Bishop’s House, P.O Box 55 -
Mbala - Zambia.

S.E. Mgr Bakole Za Ilunga,
Archéveque de Kananga, B.P. 70 -
Kananga, Kasai Oce, - Zaire,

S E R. Mgr. Evariste Ngoy-
agoye, B.P. 1390 - D.S. 213 Bu-
jumbura - Burundi.
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America

S E.R. Mons. Hector M. Riv-
era, Obispo Aux. de San Juan, Ar-
zobisapdo, Apartado S-1967 - San
Juan, 00903 - Puerto Rico

S E.R Mons Priamo Tejeda
Rosario, Obispo Aux. de Santo
Domingo, Arzobispado, Apartado
186 - Santo Domingo - Rep Do-
minicana.

SER Mons Carlos M. Ariz,
Apartado 343 - Colon - Panama.

S.E.R. Mgr. Rodrigo O. Cabr-
era, Obispo de Santiago de Maria,
QObispado, Santiago De Maria
Usututan - Salvador

Rev. Mgr Carlos M. De Ces-
pedes, Apartado 105, Camaguey -
Cuba.

S.E.R. Mons. Cartlos Talaver
Ramirez, Apartado 118-055 -
07050 Mexico - Mexico,

His Eminence Card. John
O’Connor, Archibishop of New
York, 1011 First Avenue - New
York, N Y. 10022 - USA.

Most Rev. Mgr. John A.
O’Mara, Bishop of Thunder Bay,
1306 Ridgeway Street, P.QO. Box
756 - Ont. P7C 4V5 Thunder Bay -
Canada

S.E.R Mons. Rodrigo Escobar,
Obispo de Girardot, Calle 19, n
11-65 - Girardot, Cundinamarca -
Colombia.

S.E.R. Mons. Augustin R. Al-
varez, Qbispo tit. de Nasbinca,
Plaza Bolivar, Machiques 4021 -
Est Zulia - Venezuela

S E.R. Mons. Favier Prado
Aranguiz, SS.CC., Obispo de
Iquique, Casilla 18D, Bolivar 588 -
Iquique - Chile.

S E. Mons. Carlos Parteli, Av-
da. Millan 3279 - Montevideo -
Uruguay.

S.E.R. Mors. Oscar Paez
Garcete, Alberdi 782, Cas Corieo
1436, Asuncion - Paraguay .

Emo Rmo.Card. Pablo Munoz
Vega, Av America 1866 y L a Gas-
ca, Ap. 1081, Quito - Ecuador

S E.R. Mgr Jesus A. De Lama,
Ceb-Casilla 2309, La Paz - Bolivia.

S ER Mgr. Alfonso Felipe
Gregory, Rua Benjamin Constant,
23, 20241 Rio De Janeiro - Brazil

Asia

Most Rev. Diosdado A. Tala-
mayan, Archibischop of Tugue-
garac, Archibishop’s Residence -
Tuguegarao - Cagayan - Philip-
pines.

Most Rev. P.S. Hardjosoemar-
to, Bishop of Malang, J1. Cut Mu-
tiah 10 - 1002 Jakarta - Indonesia

Most Rev. Joseph Cordeiro,
Archibishop of Karachi, St.
Patrick’s Cathedral - Karachi 3 -
Pakistan

His Eminence Card. Michael
Michai Kitbunchu, Archibishop of
Bangkok, Assumption Cathedral,
51, Oriental Ave. - Bangkok 10500
- Thailand.

Most Rev. Gabriel Kap-Sou Lee,
Bishop of Pusan, 4-81 Dae Cheong
Dong - 600 Busan - Korea.

Rev. Fr. Giuseppe Datla Ricca,
MI, Medical Affairs Committee -
Chinese Bishops Confr., P O. Box
36603 - Taipei Taiwan.

Europe

S.E.R. Mgr Guy Herbulot,
Evéque de Corbeil, Cours Mg
Roméro - B P. 170 - 91006 Evry
Cedex - France.

His Excellency Msgr. Joseph
Mercieca, Archibishop of Malta,
P O. Box 29 - Valletta - Malta.

Most Rev. Czeslaw Domin,
Bishop of Katowice, ul. Jordana
39 - skr. Pocztowa 331 - 40-043 Ka-
towice - Poland .

S.E R. Mgr. Theodor Hubrich,
H H. Weinbischof, Max-Tosef-
Metzeger-Str. 1 - 3010 Magdeburg
- German Democratic Republic.

S.E.R. Mgr. Elamar Kredel,
Erzbischof von Bamberg, Obere
Karolinenstr. 5 - 8600 Bamberg -
Fed Rep. of Germany.

Most Rev. Philip Harvey, Aux.
Bishop of Westminster, 4 Egerton
Gardens - NW4 4BA Hendon -
England.

Most Rev Donald Brendan
Muiray, Bishop aux. of Dubiin, St.
Kevin’s, St. Agnes’Road - Crumlin
- Dublin 12 - Ireland

S.E R. Mons. Ugo Donato Bi-
anchi, Piazza Pascoli 2 - 61029
Urbino Pesaro - Italy.

S.E.R. Mgr Ante Bogetic, Prilaz
Jurja Dobril 3, 51440 Porec -
Yugoslavia.

S.E.R Mons. Antonio Baltasar
Marcelino, Apartado 441 - 3808,
Aveiro COdex , Portugal.

S E.R. Mons. Javier Osés, Ap-
do. de Correos 2, 22080 Huesca -
Spain.

S.E.R. Mgr. Jean Tcholakian,
Sakizagaci cad. 31, B P 183, Beyo-
glu-Istanbul - Turkey.

S.E. Mgr Henii Schwery, Eve-
que de Sion, Avenuc Moleson, 30 -
1700 Fribourg - Switzerland.

S.E.R. Mgr. Roger Bourrat,
Eveque de Rodez, 1, rue Frayssi-
nons, 09000 Rodez - France.

S.E.R. Mgr Maximilian
Aichem, Herrenstr. 19, Postfach
251, 4010 Linz - Austria.

Oceania

Most Rev. Peter James Culli-
nane, Bishop of Palmerston
North, P.O. Box 8003, 36 Ihaka
Street - Palmerston North - New
Zealand.

Most Rev. Petero Mataca, Arch-
bishop of Suva, Box 393 - Suva -
Fiji.

Most Rev Eric G. Perkins, Aux-
iliary Bishop of Melbourne, 383
Albert Street - East Melbourne
Victoria 3002 - Australia.




News from Around the World

THE UNITED
STATES

Physicians’
Training in
Clinical Medical
Ethics

The Center for Clinical Medical
Ethics at the University of Chicago
has announced the creation of a
National Leadership Training Pro-
gram for Physicians in Clinical
Medical Ethics  Beginning in July,
1988 and continuing for three
years, this innovative program will
offer three training positions each
year to preparc mid-career physi-
cians as leaders of clinical medical
ethics programs at their institu-
tions. The program is supported by
The Pew Charitable Trusts and
The Henry I. Kaiser Family Foun-
dation.

Physician-scholars wiil receive a
stipend of $45,000 plus $7,000 in
support allowances during their
first vear of training at the Center.
For the following three vears,
when physician-scholars have re-
turned to their sponsoring institu-
tions, training will continue
through an outreach network coor-
dinated by the Center for Clinical
Medical Ethics. The sponsoring in-
stitution will receive 345,000
(315,000 per year for three years)
to help support the physician and
to develop an institutional clinical
ethics program.

The Center has recently been
seeking nominations for the first
year’s program (July 1988-June
1989) from the deans of United
States medical schools and from
the directors of major health orga-
nizations and ethics institutions.
Inquiries should be addressed to:

DR. MARK SIEGLER
Professor of Medicine

Director, Center for

Clinical Medical Ethics

University of Chicago Hospitals
5841 S. Maryland Avenue, Box 72
Chicago, llinois 60637

(Tel : 312-702-1453)

USA.

INDIA

Catholic Hospital
Association

Introductory Notes

The Association was founded in
1943 by the Australian doctor
Mary Glowrey, who was the first
religious to practice medicine in In-
dia. Today its active members
number nearly 2000, Several gov-
ernment bodies arc involved in the
Association’s activities, but an Ex-
ecutive Director is in charge of its
management. The Association is
concerned with many important
activities such as distributing the
medical supplies coming from the
Catholic Medical Mission Board
(New York), acting as intermedi-
ary between its members and gov-
ernment bodies, issuing publica-
tions, helping people to find a job,
promoting family reconciliation
(this is one of India’s greatest
problems), distributing funds
granted to the basic welfare struc-
tures, examining and supporting
the various projects submitted to
its attention, getting high quality
supplies with the collaboration of
the national government. In the
near future the Association will
devote all its efforts to the field of
health care services and basic wel-
fare structures.

Health Care Department of the
Association

Among the Association’s main
activities there is the organization
of courses, seminars, and round-
table discussions connected with
the health care workers’ training in
the field of public services; support
for plans having the same purposes
and therapeutic means in keeping
with local needs and resources (for
instance: medicinal herbs). The
Association acts as a meeting point
for the various national and inter-
national organizations working in
the field of public health in order
to successfully perform its activi-
ties, especially in South Asia.

Three Issues of the Association’s
Journal Medical Service

The issue worked out by the
team for Public Health and Devel-
opment and entitled “ Health and
People’s Power ” outlines the the-
ory and practice of local health ac-
tivities carried out especially in
poor and rural areas. The main
target is pointing out suitable
methods for all those concerned
with the process of making people
responsible and capable of making
the proper decisions for their wel-
fare. In pursuing this goal, special-
ists’assistance should be envisaged,
in order to help people acquire an-
alytic awareness of the factors af-
fecting their health and of the
remedies at their disposal. The in-
volvement of workers coming
from the poorest classes and the
democratic experience of people’s
participation in public activities
are fundamental in this perspec-
tive. Another issue of the journal
deals with the development of pco-
ple-oriented policies

CHILE

Assistance to the
Sick

Assistance to the sick is a con-
stant concern of the Chilean
Church, which has indeed institut-
ed Ordinary Pastoral Action with
this aim. Ifs task is to evangelize
and prepare the sick to receive the
Sacraments . It acts in hospitals and
other similar facilities under the re-
sponsibility of the Episcopal Dele-
gate of the Department of the Min-
istry to Hospital Workers and the
Sick or directly at home through
parish priests. The Crusade of
Chilean Caritas’ Volunteer Service
organized Assistance to the Sick in
collaboration with the above-men-
tioned Department, for the pur-
pose of promoting and spreading
this apostolate among lay volun-
teers through their participation in
hospital groups and in the parish
team of Assistance to the Sick.
These volunteers previously attend
a National School which periodi-
cally organizes specialization
courses. Their work is the fruit of
their love for God and for their
brothers and promotes the sick
person’s encounter with God

81




82

ITALY

Catholic
Association of
Health Care
Workers (ACOS)

The Study Congress and the T hir-
tieth ACOS National Day, which
took place in Rapallo on March
22nd, 23rd, and 24th, 1987, gath-
ered more than 300 participants
from all over Italy to discuss the
theme “ Environment and
Health. ¥ In accordance with the
trend emerging from the Third
ACOS National Congress, “ Pro-
posals for a Different Health Cul-
ture, ”inOctober, 1986, the partici-
pants thoroughly examined the
themes connected with the health
care workers’ commitment to serv-
ing man in his wholeness and sup-
porting a more human and Chris-
tian life.

ACOS is aware of and receptive
to the most recent guidelines result-
ing from the work of world and
community organizations . It points
out the need for a wotld commit-
ment to an “ environmental policy
considered as amain element of eco-
nomic, industrial, farm, and social
policies ” and to “ the awareness of
one of the greatest challenges of our
time, aimed at mobilizing citizens
and all the people responsible for
seeking suitable solutions. *

ACOS follows the precepts of the
Church expressed in the Council
documents and in John PaulIT’s ad-
dresses concerning the risks threat-
ening all mankind because of devia-
tions in understanding and exploit-
ing technological progress, which,
on the contrary, should aim at the
improvement of men’s life and ac-
tions.

ACOS seekstoavoid therisk of a
limited and unilateral outlook that
could lead to simple utopian exalta-
tion of a return to nature or to an
unreserved condemnation of tech-
nological progress, seen as a threat
to nature and mankind .

ACOS pursues the following
goals: tomakeits own contribution,
on the local, regional, and national
level to the elimination of the causes
of environmental pollution; to call
for changes in the production pro-
cesses by means of safe and
“ clean ”tecnologies; to suggest the
proper steps inthe development of a
health culture based on prevention
and oninstilling a sense of personal,
family, and community responsibil-
ity for well-balanced and sound atti-
tudes and a more sober way of life,
respectful to natural goods Taking
into account the specific respons-
ability of the groups belonging to
the Association, ACOS thinks that

the training of health care workers
of any kind and on any level is still
centered today on the treatment and
relief of the sick.

It calls for a change in teaching
programs for the purpose of train-
ing workers who think and act in
terms of health rather than discase,
preventing diseases and promoting
health as well as treating and reha-
bilitating the sick; not only to the
advantage of the individual sick per-
son, but also of the family and of the
community; as members of a health
care team, contributing to and try-
ingto find themost effective ways of
utilizing the available financial re-
sources and supplies, in view of the
condition of the country’s health
care situation and of the order of
priorities it imposes.

Permanent training of all health
care workers is held to be funda-
mental, in order to inform them and
make them capable of informing
and acting in the field of preventive
medicine and of environmental and
personal hygiene, in health care or-
ganizations, families, schools,
work places, and in the community
in general.

In this perspective, ACOS calls
on its regional centers and local
groups to promote and actively par-
ficipate in initiatives (such as cours-
es, meetings, debates, campaigns,
and radio and TV programs) aimed
atdeveloping health care education.
ACOS seeks to act on the trade
union, political, and parliamentary
level, in order to pass the National
Public Health Plan, not yet in force,
and to promote the goals that, in
accordance with those of European
WHO, the health care structures
putsue for the achievement of the
target of “ Health for All.

Considering the basic structures
and the prevention services as an es-
sential instrument for the accom-
plishment of health defense and ed-
ucation, ACOS promotes and sup-
ports every local initiative aimed at
pointing out flaws and deficiencies
and at reinforcing health care work-
ers’ freedom of action in the plan-
ning and management of services.

ACOS is convinced that the im-
provement of health, lifestyles, en-
vironmental conditions, and ser-
vices requires the intervention of
other sectors of the public adminis-
tration and of intermediate groups
and large-scale information for the
active participation of every citizen
as well as of the community . ACOS
thus confirms its availability for ac-
tive collaboration with public and
private professional associations,
unions, volunteers, Church groups,
and movements interested in the
problem of environment and
health.

Educating and promoting health
means evangelizing, as stated at the
Congress, and ACOS asks all its

members to take on this responsi-
biliy in the most coherent way .

ENGLAND

AIDS: Meeting the
Community
Challenge

This is the title of a book which
deals with ministry among AIDS
victims. The book contains many
testimonies and specialists’ opin-
ions and tries to fill the gaps existing
in this field.

ARGENTINA

Bienvenido, Juan
Pablo 11

These were the words on one of
the placards posted in Buenos Aires
for the Pope’s visit on June é6th,
1987.

With this greeting many profes-
sors, doctors, and consultants at the
Medicine Faculty of Buenos Aires
University expressed their agree-
ment with the following principles
of medical ethics:

1) Yes to life from the moment of
conception;

2) Yes to the human being, with
equal dignity for both sexes;

3) Yes to family responsibility in
the upbringing of children;

4) Yestonatural family planning;

5) Yesto the natural insemination
of women;

6) Yestothechastity and purity of
life and morals;

7) Yes to the dignity and safety of
work;

8) Yestoresearchwithin thelimits
of morals;

9) Yes to the dignity of natural
death;

10) Yes to God’s own image in
every man and woman,

SPAIN

No to the Extension
of Legal Abortion

The Spanish Supreme Court re-
jected the Socialist government's
proposal to apply the abortion law
for economic reasons as well. The
law passed in 1985 remains in force
according to which abortion is legal
in case of danger of the mother’s
death, of the fetus’ malformation,
or of pregnancy due to rape or in-
cest.




)

.

o

Two Recent Documents Prepared
by the Pontifical Commission

The Laity in
the World

of Suffering
and Health

Summary of the Main Topics

1. Health and salvation
Life as a gift of God.

To save man is to place oneself

at the service of life.

An integrated vision of health
and illness.

Being healthy involves balance,

2. The ministry or diaconate of
health care

Specific, qualified attention by
the Church in her concern for the
sick reflecting her vocation

Whereas professionalism simply
involves doing a job, vocation
leads to performing a service -
ie., a ministry, which the Chris-

tian tradition also terms a “ dia-
conate ® — which is becoming in-
creasingly specialized in view of
technological progress.

3. Vocation and mission of the
laity

The laity’s mission derives from
Baptism .

Lay witness is most commonly
and meaningfully associated with
the areas of work, technical exper-
tise, and specific professions.

The vocation and mission of the
lay health professional approxi-
mate the ministry of Christ Him-
self, who concentrates on bringing
about the conversion of man’s
heart while prodigiously curing his
physical illnesses. His apostolate
may thus be regarded as a particu-
larly distinguished ministry.

4, The laity and concern for the
sick

Concern for the sick is an obliga-
tion of every Christian.

The individual level (witness),

The collective level {coordina-
tion, cooperation, technical
means)

The ecclesial level (integration
into the Church’s organic pastoral
practice in harmony with the dif-
ferent charisms and ministries)

Openness, dialogue, commu-
nion with all groups.

5. The professional function of the
laity

Advances in science and technol-
ogy demand ongoing professional
training for the laity.

Honesty and professional com-
petence are indispensable condi-
tions for the apostolate.

The laity’s role in caring for the
sick includes:

scientific research
health education
practical assistance for the ill

6. Profession and mission of the
laity

The lay health worker fulfills a
true diaconate of charity in practic-
ing his or her profession.

Health professions are at the ser-
vice of life (the problems of eu-
thanasia, abortion, experimenta-
tion, conscientious objection, and
others).
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Awareness of health problems
(new illnesses, nutrition, etc).

The humanization of medicine
and the need for coltaboration.

Accompanying the patient in the
final stages (service in a spirit of
faith).

7 The hopes of the Church

Research, prevention, rehabilita-
tion.

Lay health professionals will
find an indispensable resource for
providing care in prayer and the
Eucharist, inspired by Christ’s own
concern for those who suffer.

The lay health worket should im-
itate Mary in dedication and gen-
erosity; She is hailed by the Church
as Salus infirmorum .

Religious in
the World
of Suffering
and Health

Summary of the Main Topics

1. Contacts with Religious

A vast army of consecrated men
and women throughout history at
the service of the sick.

They ask about their mission and
how to fulfill it today by creating
new forms of presence.

2 New situations

Complexity of the world of
health: contradictions, experi-
ences

The world of health involves the
whole person and his or her values.

3 Profound transformations

Greater scope of health care.
A new vision of health

The secularization of society.
The hospital as a crossroads.

4 Problems and challenges for Re-
ligious

Questions: How should man be
helped today?
A loss of leadership roles.
Challenges in professional activi-
ty:
professional qualifications
renewal
adaptations, relationships, re-
sponsibility, availability
The cry of the poor and charism
Specific gifts:
confronting the Gospel
revision
identity
credibility
relativity
broad horizons

5. Light along the way

Christ’s way of dealing with the
sick.

Religious called to be present like
Jesus in the world of health: an-
nouncing the Good News to the
poor

“ 1 have come that they may
have life ”.

“ Whatever you did to these .
you did to me. *

“ Go and do likewise. ”

6 The sign of religious life

Bearing witness to God: Con-
verted to God, transformed into
new men and women, Religious
have undertaken this mission
alongside the sick.

Bearing witness to communion:
the experience of God, commu-
nion, service.

7 The world of health as a place of
consecration

Consecrated to God in the ser-
vice of man
Health care involves more than
treatment .
Man is the center of life (sensitiv-
ity, concrete commitments):
to promote life
to fight for justice
to educate for health
to catechize the healthy
to humanize care
to opt for “ the least *

8 Service to the sick is evangeliza-
tion

The testimony of charity
Announcing the Word
Celebrating the Faith
Building the Community

9 Prime concerns

To provide adequate theological,
pastoral, and technical training.
To render service to the sick
more ecclesial:
collaboration of the laity
involvement of the Church
community
To review activities.






