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Message of His Holiness Benedict XVI
for the XIV World Day of the Sick

ADELAIDE, AUSTRALIA, 11 FEBRUARY 2006

Dear Brothers and Sisters,

The World Day of the sick will be held on 11 February 2006, the liturgical memor-

ial of the Blessed Virgin of Lourdes. Last year this Day was held in the Marian sanc-

tuary of Mvolyé in Yaoundé, and on that occasion the faithful and their pastors, in the

name of the whole of the continent of Africa, reaffirmed their pastoral commitment

to the sick. The next World Day of the Sick will be in Adelaide, in Australia, and the

events will culminate in the celebration of the Eucharist in the cathedral dedicated to

St. Francesco Saverio, the untiring missionary of the populations of the East. On that

occasion, the Church intends to bow with especial solicitude to the suffering, calling

the attention of public opinion to the problems connected with mental disturbance,

which by now afflicts a fifth of mankind and constitutes a real and authentic social-

health care emergency. Remembering the attention that my venerated predecessor

John Paul II gave to this annual event, I, too, dear brothers and sisters, would like to

make myself spiritually present at the World Day of the Sick, so as to pause to re-

flect, in harmony with those taking part, on the situation of the mentally ill in the

world and to call for the commitment of the Church communities to bear witness to

the tender mercy of God towards them.

In many countries, legislation in this field does not yet exist and in other countries

a precise policy on mental health is absent. It should also be observed that the pro-

longation of armed conflicts in various areas of the world, the succession of terrible

natural catastrophes, and the spread of terrorism, in addition to causing a shocking

number of deaths, have also created mental traumas in not a few survivors, whose re-
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covery at times is difficult. And in countries with high economic development, the

experts recognise that at the origin of new forms of mental disturbance we may also

find the negative impact of the crisis of moral values. This increases the sense of

loneliness, undermining and even breaking down traditional forms of social cohe-

sion, beginning with the institution of the family, and marginalising the sick, and es-

pecially the mentally ill, who are often seen as a burden for their families and the

community. I would like here to thank those who work in various ways and at vari-

ous levels to ensure that the spirit of solidarity does not decline and that people per-

severe in looking after these brothers and sisters of ours, basing themselves on hu-

man and Gospel-based ideals and principles.

I thus encourage the efforts of those who work to ensure that all mentally ill people

are given access to necessary forms of care and treatment. Unfortunately, in many

parts of the world the services for these sick people are lacking, insufficient or in a

state of decay. The social context does not always accept the mentally ill, with their

limitations, and for this reason, as well, difficulties are encountered in securing the

human and financial resources that are needed. One perceives the need to integrate in

a better way the tandem appropriate therapy and a new sensitivity towards distur-

bance so as to enable workers in this sector, in a more effective way, to help these

sick people and their families, who on their own would not be able to take care of

their relatives in difficulty in an adequate way. The next World Day of the Sick is a

suitable occasion to express solidarity to families who have mentally sick people de-

pendent upon them.

I would here like to address myself to you, dear brothers and sisters burdened by

illness, so as to invite you to offer your condition of suffering, together with Christ,

to the Father, certain that every ordeal received with resignation is meritorious and

draws the benevolence of God upon the whole of mankind. I express my apprecia-

tion to those who help and care for you in residential centres, day hospitals and wards

providing diagnosis and treatment, and I exhort them to strive to ensure that medical,

social and pastoral assistance for those in need which respects the dignity specific to
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every human being is never absent. The Church, in particular through the work of

chaplains, will not fail to offer you her own help, being well aware that she is called

to express the love and care of Christ for those who suffer and for those who look af-

ter them. I commend pastoral workers and voluntary associations and organisations

to support – in practical forms and through practical initiatives – those families who

have mentally ill people dependent upon them, in relation to whom I hope that the

culture of welcoming and sharing will grow and spread, as a result, also, of suitable

laws and health-care programmes that envisage sufficient resources for their practi-

cal application. The training and updating of the personnel who work in such a very

delicate sector of society is as urgent as ever before. Every Christian, according to his

specific task and specific responsibility, is called to make his contribution so that the

dignity of these brothers and sisters of ours is recognised, respected and promoted.

Duc in altum! This invitation of Christ to Peter and the Apostles I address to the

Church communities spread throughout the world and in a special way to those who

are at the service of the sick, so that, with the help of Mary Salus infirmorum, they

may bear witness to the goodness and the paternal solicitude of God. May the Holy

Virgin comfort those who are afflicted by illness and support those who, like the

Good Samaritan, soothe their corporeal and spiritual wounds! I assure each one of

you that you will be remembered in my prayers, and I willingly impart my Blessing

on you all.

From the Vatican, 8 December 2005

BENEDICT XVI
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Hospital Administrators
and Distinguished Authorities,
Dear Children,

At the end of my visit, I am glad to speak
to you and to thank you for your warm wel-
come. I am grateful to the President of the
“Bambino Gesù” Paediatric Hospital for his
words on behalf of you all, words of faith and
true Christian charity. I greet the Presidents
of the Region and of the Province, the Mayor
of Rome and the other Authorities gathered
here.

My gratitude then goes to the Administra-
tors, Directors and Coordinators of the Hos-
pital Wards, and to the doctors, nurses and all
the personnel. I address you in particular
with affection, dear children, as well as your
relatives who are beside you to care for you.
My heartfelt thanks go to your representative
who has paid me a kind tribute on behalf of
the entire family of the “Bambino Gesù”. I
am close to each one of you and want to
make you feel God’s comfort and blessing. I
would like to express these same wishes to
those in the branches of this hospital at Pali-
dor and Santa Marinella, who are equally
close to me.

I chose the “Bambino Gesù” for my first
visit to a hospital for two reasons: first of all,
because this Institution belongs to the Holy
See and is caringly watched over by the Car-
dinal Secretary of State, who is present here.
Passing through several wards, meeting so
many suffering little ones, I thought naturally
of Jesus who loved children tenderly and
wanted them to be allowed to go to him. Yes,
like Jesus, the Church too expresses a special
fondness for children, particularly when they
are suffering.

And this is the second reason why I have
come to see you: to witness personally to Je-
sus’ love for children, a love that wells up
spontaneously from the heart and that the
Christian spirit nurtures and strengthens. The
Lord said: “As often as you did it for one of
my least brothers, you did it for me” (cf. Mt
25: 40, 45). In every suffering person, espe-
cially if he or she is little and defenceless, it
is Jesus who welcomes us and is expecting
our love.

Consequently, dear friends, the work you

do is important. I am thinking of the ad-
vanced surgery that has made the “Bambino
Gesù” famous. But I am also thinking above
all of the ordinary everyday work: of the
welcome, hospitalization and painstaking
care provided to the small patients - and there
are so many of them! - who have recourse to
your health-care structures. This requires
great availability and a constant effort to in-
crease the available resources; it demands at-
tention, a spirit of sacrifice, patience and dis-
interested love to ensure that parents find
here a place where they can breathe hope and
serenity, even in moments of the most acute
anxiety.

Permit me to say another word precisely
about the welcome and care that is given to
those who are sick. Here you are concerned
to guarantee excellent treatment, not only
from the medical but also from the human
point of view. You seek to give a family to
the patients and those who are with them, and
this requires a contribution from all: the di-
rectors, doctors, nurses and staff in the vari-

DOLENTIUM HOMINUM N. 60-2005

Address of His Holiness Benedict XVI to Staff
and Patients at “Bambino Gesù” Children’s Hospital
GIANICOLO HILL, ROME - FRIDAY, 30 SEPTEMBER 2005
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ous wards, the personnel, and the many
praiseworthy organizations of volunteers
who daily offer their precious service.

This approach, which is effective for every
clinic, must be a special feature of those in-
spired by Gospel principles. For children,
then, no resources should be spared. May
every project and programme, therefore, al-
ways be centred on the good of the sick, the
good of the sick child.

Dear friends, thank you for your collabora-
tion in this work of great human value that is
also an especially effective apostolate. I pray
for you, knowing that this mission of yours is
far from easy. However, I am convinced that
everything will be easier if, in devoting your
energy to all your little guests, you are able to
recognize in their faces the face of Christ.

When I went to pray in the chapel I met the
priests, women religious and all those who
accompany your work with their dedication,
assuring in particular an appropriate spiritual
animation. May the Church herself be the
heart of the Hospital: draw from Jesus, truly
present in the Eucharist, from the sweet Doc-

tor of body and soul, the spiritual strength to
comfort and care for all who are hospitalized
here.

Lastly, as Bishop of Rome, may I be per-
mitted to make a supremely pastoral reflec-
tion. The “Bambino Gesù” Hospital, in addi-
tion to being an institution of the Holy See
that directly provides practical help for sick
children, is an outpost of the Christian Com-
munity’s evangelizing activity in our City.
Here a practical and effective Gospel witness
can be offered in contact with suffering hu-
manity; here, the power of Christ, who with
his spirit heals and transforms human exis-
tence, is proclaimed through deeds.

Let us pray that together with their treat-
ment, the love of Jesus may be communicat-
ed to the little ones. May Mary Most Holy,
Salus infirmorum - Health of the sick, whom
we feel yet closer as Mother of the Child Je-
sus and of all children, protect you, dear sick
children, and your families, the administra-
tors, the doctors and the entire Hospital Com-
munity. I impart my Apostolic Blessing with
affection to you all.

DOLENTIUM HOMINUM N. 60-2005
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Letter of the Holy Father
to Cardinal Lozano Barragán

To Our Venerable Brother
H. E. JAVIER Cardinal LOZANO BARRAGÁN
President of the Pontifical Council for Health Pastoral Care

I unite myself to all the beloved Mexican community both in Rome and your home-
land, Venerable Brother, and I willingly associate myself, at this happy moment, with
the shared and keenly-felt expressions of gratitude that will be expressed to you over
the next days, when the golden jubilee of your priesthood is celebrated.

Indeed, before our predecessor, John Paul II, of immortal memory, entrusted you
with the position of President of the Pontifical Council for Health Pastoral Care, you
had already completed most of your priestly ministry in various and numerous works
and services to the benefit of the Church in your homeland, where you shone forth
with your pastoral qualities and your awareness of duty.

It does not seem necessary to us to evoke in detail the useful advice that you pro-
vided in your role within the Theological Society of Mexico and the Pastoral Theo-
logical Institute CELAM, but above all else in your position as Bishop at the arch-
diocese of Mexico City and then for twelve years in the prudent guidance of the flock
of Zacatecas where, with a completely special love, you promoted the renewal of the
clergy, the strengthening of the structures of the diocese, and dialogue with culture.

In addition, with regard to the merits of your productive apostolate, we should add
the numerous and great services that you render as an active member of the various
Offices of the Roman Curia. And as we have already mentioned, your activity has
been characterised during these nine years by the benefit you have brought to pas-
toral care in health.

Thus, Venerable Brother, we have good reasons, through this letter, for personally
addressing to you our keenly-felt congratulations on the occasion of the fiftieth an-
niversary of your priesthood, which, by the grace of God, falls on 30 October 2005.

We are united to you, therefore, with a special benevolence, but also in this collo-
quium, giving thanks to God, the Author of every good, and expressing to you de-
served congratulations on such a fertile and varied ministry. Lastly, expressing our
best hopes and wishes of good health, for many years still to come, in the chosen
vineyard of the Church at the service of God, in a heartfelt way we impart to you Our
Apostolic Blessing, a secure pledge of celestial graces and an evident sign of our
benevolence.

From the Vatican, October 26, 2005,
the first year of Our Pontificate

BENEDICT XVI
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Most Reverend Eminence,

On behalf of the Pontifical
Council for Health Pastoral
Care and all those present, I
address to you, Your Emi-
nence, words of tribute on the
occasion of the fiftieth an-
niversary of your ordination as
a priest.

1. The circumstance which
brings us together this after-
noon in this very beautiful
Church of Holy Mary in
Trastevere is known by every-
one, namely the celebration of
the fiftieth mass, as is said
here in Italy, of Cardinal
Javier Barragán, President of
the Pontifical Council for
Health Pastoral Care.

2. Your eminence, the num-
ber ‘50’ is biblical as, indeed,
we all know. In your case it is
a matter of celebrating half a
century of generous and faith-
ful service to God and to the
Church.

3. Your jubilee is a Kairos in
the sense that it is celebrated at
the end of the Year of the Eu-
charist and in the month of the
Synod of Bishops on the Eu-
charist. I would like here to

emphasise the deep bond that
unites the priesthood with the
Eucharist, which we are about
to celebrate.

4. During these fifty years
of rich and fruitful priestly
ministry, as the Holy Father
observed in his letter, you
have certainly be able to expe-
rience the goodness and
benevolence of God towards
you, but also His love and His
mercy in calling you to, and in
bestowing upon you, the great
gift of priesthood. To this great
grace you replied by saying
‘yes’ to the project of God, to
the example of Our Most holy
Lady, entrusting yourself to
the full to God, who brings
about the growth of that spiri-
tual sowing which, in pastoral
charity, configures you to
Christ, the Eternal Priest and
Good Shepherd. In front of
such a sublime mystery, that
of the vocation to, and the gift
of, priesthood, we can only
sing with the Psalmist:

Misericordiam domini in
aeterno cantabo

5. In a little while you will
raise, as you did fifty years

ago, the chalice of the Blood
of Christ, the chalice of Salva-
tion, the source and summit of
your priestly life. The priest-
hood is a sacred ministry of
the Church for the ‘Salus ani-
marum’. The Eucharist is the
best answer there is to the fun-
damental question: how can
we give thanks to the Lord for
all the spiritual benefits that
have been received during the
course of these fifty years? I
will raise the chalice of salva-
tion, invoking his name.

May this Holy Eucharist in-
creasingly strengthen your
friendship with the Eucharist
Jesus and animate in the faith-
ful, in us, the desire to know,
love and serve God in every-
thing and in everyone.

Once again, on behalf of
everyone, very many best
wishes of peace, joy and well-
being in the Lord.

And may it be so.

H.E. Msgr. JOSÉ L.
REDRADO, O.H.

Titular Bishop of Ofena,
Secretary of the Pontifical Council

for Health Pastoral Care,
The Holy See

DOLENTIUM HOMINUM N. 60-2005

Speech in Honour of Cardinal Javier Lozano
Barragán on the Occasion of the Golden Jubilee
of his Priesthood
30 OCTOBER 2005
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Fifty years of priesthood are
a very special gift from the
Lord. The very vocation to the
ministry of the priesthood is al-
ready something that gives rise
to amazement.

Life in itself is a great gift
that the Lord has given to us.
To celebrate a anniversary such
as this is an even greater reason
for giving sincere thanks to
God. He has placed this gift in
our hands and to each one of us
He has entrusted a task which,
in the final analysis, is that of
further developing this gift
which has been received. God
distributes these gifts as He
thinks fit. Of these gifts, in my
opinion, the greatest is that of
making us become children of
God and, amongst the children
of God, of granting to us the
gift of the ministry of the
priesthood.

Thus in reaching the fiftieth
anniversary of the acceptance
of this gift which has shaped
the whole of my life, my re-
sponse can be none other than
that of thanking the Lord for
everything that these fifty years
have meant for me. The Lord
gave me life, he gave to me the
fundamental gift of divine filia-
tion through baptism and the
other sacraments, and fifty
years ago he wanted to offer
me the special gift that pro-
vokes in me even greater
amazement – that of my ordi-
nation as a priest.

Every gift also involves an
obligation that must be devel-
oped according to the way in
which the Lord has wanted to
express himself in each one of
us. He helps us so that the de-
velopment of this gift contin-
ues by belonging to him as
well. Today, I want to thank the
Lord for everything that he has
wanted to do through me over
these last fifty years. I am
aware that all good comes from
the Lord, and that all failings,
on the other hand, come from
me. For this reason, together
with my full thanks to the
Lord, I sincerely want to ask

from him forgiveness and mer-
cy for all the times that I have
failed because I was not of the
level that I should have been.
At my ordination as a priest my
motto was the glory of God; at
my ordination as a bishop it
was the witness of the Resur-
rection of the Lord, which was
also my motto at the time when
I was made a Cardinal. When,
last year, I commemorated my
silver jubilee as a bishop I cele-
brated the Eucharist as thanks
for this. Today, in commemo-
rating my golden jubilee as a
priest I would like to offer the
Eucharist as a prayer to obtain
mercy and forgiveness from
God.

But today is also a day to
give thanks to all of you and to
all those people who have
marked my life as a priest dur-
ing these last fifty years. Thus
in my mind I can see the dio-
cese where I began, Zamora;
my seminary; and my bishop
who called me to become a
priest, His Excellency José
Gabriel Anaya y Diez de
Bonilla. I can also see in my
mind the bishop who ordained
me: Cardinal Carlo Con-
falonieri, and also the Pontifi-
cal college ‘Pio Latino Ameri-
cano’ where I was ordained,
and my Superiors of those
days; my lecturers at the Pon-
tifical Gregorian University;
my fellow teachers at the semi-
nary of Zamora; the much
loved Cardinals and Bishops of
the Episcopal College for Latin
America with whom I worked
for over twenty-five years; the
various theological centres that
welcomed me as a lecturer
both in Europe and America;
the Archdiocese of Mexico,
where I was Auxiliary Bishop
for five and a half years; the
diocese of Zacatecas, where
the Lord allowed me to be his
bishop for twelve years; the
much lamented Pope John Paul
II who called me to work with
him in the Roman Curia; His
Holiness Benedict XVI who
deigned to confirm me in the

same position and who has
made himself especially pre-
sent today through his very
much appreciated letter of
good wishes, which we lis-
tened to a little while ago.

I also feel the special pres-
ence of the Cardinals’ College
which, through the Cardinal
Secretary of State, His Emi-
nence Angelo Sodano, sent me
the cordial letter of best wishes
which we have also read; of the
Pontifical Council for Health
Pastoral Care with its Secre-
tary, H.E. Msgr. José Luis Re-
drado, and its Under-Secretary,
Rev. Felice Ruffini; of my per-
sonal secretary, Msgr. Antonio
Soto and all the other Officials
of the Pontifical Council, to-
gether with its Members and
Consultors, whom I would like
to thank for having welcomed
me and for the work that we
have been able to do over these
last nine years; and of the
whole of the Roman Curia.

My family also deserves to
be remembered in a special
way. My mother, in particular,
who played such an important
part in my vocation as a priest
and who accompanied me
from close at hand during the
first twenty years of my life as
a priest until her death. And al-
so my brothers and sisters, my
nephews and nieces, and all

DOLENTIUM HOMINUM N. 60-2005

Homily for the Golden Jubilee of his Priesthood
BASILICA OF ST. MARY IN TRASTEVERE, ROME,
30 OCTOBER 2005
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the people to whom I owe so
much.

A special expression of grati-
tude must be extended to the
sisters who have accompanied
me during the whole of my life
as a bishop – Sister Estela and
Sister Eloisa.

When I arrived in Rome nine
years ago I was welcomed with
special friendship by many Ro-
man families who honour me
with their special attention.
They made me feel at home. I
would here like to thank the
Romagnoli-Castellano family,
the Magiarditi family, the
Giunchiglia family, the Padoan
family, the Colucci family, and
Prof. Giovanni Minisola, as
well as many other families to
whom I owe a great debt. I
thank them all.

The Lord has granted to me
fifty years of priesthood with-
out any worthiness on my part.
To act in persona Christi, at the
same time making his salvific
work present, is the most grati-
fying gift that I could receive;
it is the greatest fulfilment that
I could find to give meaning to
my life. I give infinite thanks to
the Father who granted His
Spirit to me so that I could
shape myself to Christ the
Head, the Shepherd, the Ser-
vant and the Spouse of his
Church. Allow me once again
to extend my most keenly felt
thanks, which he will receive
in heaven, to the Holy Father
John Paul II, who called me to

help him in his task of direct-
ing, promoting and co-ordinat-
ing pastoral care in health in
his name. And I want once
again to thank the Holy Father
Benedict XVI, not only for
having reappointed me Presi-
dent of the Pontifical Council
for Health Pastoral Care but al-
so for all the benevolence that I
received from him before he
was elected Supreme Pontiff.

I cannot end this homily
without expressing words of
sincere and very cordial thanks
to Don Matteo, the parish
priest of this parish of Rome,
which, indeed, bears the first
number of all the parishes in
the city, for his kind and help-
ful approach to his nearest
parishioner, given that my
home is at the corner of this
very beautiful basilica. Don
Matteo, from the moment I ex-
pressed my wish to celebrate
my jubilee here, accepted the
proposal with very much cor-
diality and great readiness to
help so as to make everything
even more beautiful and also as
efficient as possible. As well as
the parish priest I would also
like to thank the Comunità di
Sant’Egidio. Their concern and
effectiveness have been indis-
pensable for this significant
event. Thank you, thank you
for everything.

Life is in the hands of the
Lord. As regards that space that
the Lord will want in the future
to still grant me to work in his

Church, I ask you to help me to
implore from the Lord Jesus,
the High and Eternal Priest, the
grace to carry out my mission
in the best possible way.

Our Lady was at the begin-
ning of my priesthood, espe-
cially under the avocation of
Guadalupe. In her sanctuary, in
Mexico, I received my ordina-
tion as a bishop, I gave thanks
for the freely-given gift of the
Cardinalship, and I celebrated
the silver jubilee of my being a
bishop. Today, in this Basilica
of St. Mary in Trastevere,
which is one of the oldest and
most beautiful basilicas to be
dedicated the Most Holy Vir-
gin, I have the privilege of cele-
brating my golden jubilee as a
priest. In the central icon of the
apse we can contemplate Christ
as he tenderly holds his mother
and says to her: come my cho-
sen one and I will place you on
my throne. Our Lady answers:
his hand on my head and with
the right hand he holds me.
May Our Lady welcome me in-
to her maternal arms and may
Christ also hold me close in his
infinite mercy! May this be the
meaning of this Eucharist and a
pledge of the final embrace of
forgiveness and welcome that I
benignly hope to receive!

H.Em. Card. JAVIER
LOZANO BARRAGÁN

President of the Pontifical Council
for Pastoral Health Care,

The Holy See
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PART ONE

General Part

In order to have a better un-
derstanding of the study that is
analysed in this paper, we
would like to begin by present-
ing the most accredited defini-
tions of pain, of music (music
therapy) and of prayer that ap-
pear in the literature in the
field.

The definition of pain
In relation to pain we present

here 1) the definition of pain
offered by the Committee for
Taxonomy of the International
Association for the Study of
Pain: ‘pain is an unpleasant
sensorial and emotional experi-
ence associated with a real and
potential damage of the tissue
or described in terms that refer
to such damage’ (I.A.S.P.,
1979), and the definition of
pain of the Algological School
of Florence: ‘pain is a psycho-
physical entity with universal
meanings in the perception of
which individual, cultural and
religious factors are at work
and in the contextualisation of
which participate not only the
branches of medicine and biol-
ogy but also those of the hu-
man sciences (philosophy and
psychology) (P.L. Zucchi,
1983).

The definition
of music therapy

Rolando Benenzon defines
music therapy in the following
way: ‘music therapy is a psy-
cho-therapeutic technique
which uses sound, music,
movement and corporeal,
sound and musical instruments
to determine a historical
process of bonding between the
therapist and his or her patient
or groups of patients with the
aim of improving quality of life
and rehabilitating and retriev-
ing patients for society’

The definition of prayer
From the various definitions

of prayer we have chosen those
that appear in the Dizionario
Enciclopedico di Spiritualità
(‘Encyclopaedic Dictionary of
Spirituality’ (vol. 3, Città Nuo-
va, 1990) and in the Catechism
of the Catholic Church (CCC).
Il Dizionario Enciclopedico di
Spiritualità defines prayer in
the following way: ‘prayer is a
primary phenomenon of the re-
ligious life, it is its heart, its
central gesture, and this to the
point that prayer distinguishes
the religious man from the non-
religious man. It is, like reli-
gion, a universal fact that is to
be found in the popular piety of
all peoples and all cultures. It
presupposes faith in a personal
and present God. God is in the
consciousness of the praying
person not as a philosophical
idea but as a reality, a person
who is present. The relationship
with God is experienced as a
distance and also as contact.
The believer does not have any
doubts about the possibility of
communicating with God, even
though he or she does not see
God. He or she also knows that
he or she is obliged, in the
strictest sense of the term, to en-
gage in prayer. For this reason,
prayer is to be found in all the
theistic religions as a funda-
mental act of religious life even
when faith in a personal God
(or in personal gods) appears
only vaguely or is muddied by
false portrayals. This is a sign
that non-degenerate man cannot
live without prayer’. And the
Catechism of the Catholic
Church (CCC), for its part, de-
fines prayer in the following
terms: ‘Prayer presupposes an
effort, a fight against ourselves
and the wiles of the Tempter.
The battle of prayer is insepara-
ble from the necessary ‘spiritual
battle’ to act habitually accord-
ing to the Spirit of Christ: we
pray as we live, because we live
as we pray’ (CCC, n. 2752).

‘In the battle of prayer we
must confront erroneous con-
ceptions of prayer, various cur-
rents of thought and our own
experience of failure. We must
respond with humility, trust
and perseverance to these
temptations which cast doubt
on the usefulness or even the
possibility of prayer’ (CCC, n.
2753).

‘The principal difficulties in
the practice of prayer are dis-
traction and dryness. The reme-
dy lies in faith, conversion, and
vigilance of heart’ (CCC, n.
2754).

‘Two frequent temptations
threaten prayer: lack of faith,
and acedia – a form of depres-
sion stemming from lax ascetic
practice that leads to discour-
agement’ (CCC, n. 2755).

‘Filial trust is put to the test
when we feel that our prayer is
not always heard. The Gospel
invites us to ask ourselves
about the conformity of our
prayer to the desire of the Spir-
it’ (CCC, n. 2756).

‘‘Pray constantly’ (1 Th
5:17). It is always possible to
pray. It is even a vital necessity.
Prayer and Christian life are in-
separable’ (CCC, n. 2757).

‘The prayer of the hour of
Jesus, rightly called the ‘priest-
ly prayer’ (cf. Jn 17), sums up
the whole economy of creation
and salvation. It fulfils the great
petitions of Our Father’ (CCC,
n. 2758).

Historical Aspects

All historians agree that the
first example of the positive ef-
fect of music therapy on the hu-
man organism is to be found in
the Bible in the passage that we
reproduce here (1 Samuel
16:23): ‘And whenever the evil
spirit from God was upon
Saul, David took the lyre and
played it with his hand; so Saul
was refreshed, and was well,
and the evil spirit departed
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from him’. Other documents
that emphasise the influence on
the body of music therapy are
the ancient Egyptian papyruses
on medicine that were discov-
ered by Petrie in Karoun in
1899 and which are dated to
1500 BC. In these papyruses
emphasis is placed on the ther-
apeutic influence of music on
the fertility and the wellbeing
of pregnant women. This ap-
proach is also to be found in re-
cent studies (R. Coluzzi, Musi-
coterapica e Gravidanza, Il
Microtauro Editore, Rome,
2004). In ancient Egyptian cul-
ture it was believed that the god
Thot had created the world, not
through thought or action but
with his voice.

From the literature in the
field it emerges that studies on
the effect of music on various
pathologies have been carried
out primarily on an empirical
basis. In primitive societies it
was quite common to believe
that every living or dead being
could be identified with its own
sound, to which, indeed, it had
to respond. It was for this rea-
son that during magical rites to
secure the health of their pa-
tients that exorcist physicians
tried to discover the sound to
which the sick person could re-
spond.

The ancient Greeks used
music as a real and authentic
therapy for the prevention and
the treatment of many physical
and mental illnesses. Right up
until the pre-Homeric age of
the myth of Orpheus and Eu-
ridices, reference was made to
the beneficial therapeutic ef-
fects of music. It is narrated, in
fact, that Orpheus, the son of
Apollo, who was the god of
music, and Calliope, who was
the muse of song, created
pleasant conditions from his
art, and to such an extent that
birds came close to him and
created a halo around him; that
fish came out of the water to
listen to is singing; and that
trees bent down to draw closer
to him. In the texts of mytholo-
gy it is narrated that Orpheus,
who was in love with Eu-
ridices who had died because
she had been bitten by a snake,
went to the underworld to
meet his beloved and to take
her back to the land of the liv-
ing. At the Styx, the river that

separated the world of the liv-
ing from the world of the dead,
he met the ferryman Charon.
Orpheus began to sing to
Charon and enchanted by the
melody the latter ferried him
to the other side and even fol-
lowed him for a part of the
way. Cerberus, the beast with
three heads, on hearing the
singing of Orpheus became
meek and mild and lay at his
feet. The whole of Hades
stopped to listen to the singing
of Orpheus and from all parts
of Hades souls of the dead
came running to him, inebriat-
ed with his singing. Unfortu-
nately, Orpheus was cut into
pieces by a group of drunken
priestesses of Dionysius, and
Zeus, much saddened, placed
the head of this sublime singer
in the constellation of the lyre.

With Plato (427-347 BC)
was introduced the concept that
the world is constituted accord-
ing to musical principles, that
music has power over the irra-
tional part of the self, and that
philosophy is the highest ex-
pression of music. For Plato,
music was a form of mental hy-
giene, and thus he wrote: ‘the
whole of our lives need euryt-
mia (The Republic). For Aristo-
tle (384-322 BC), a musicology
expert, the arts of rhythm
helped to improve morale and
to obtain calm, serenity and the
disappearance of anxiety. Pliny
the Elder (23-79) relates that
Cato remembered a musical
motif for the treatment of pain
caused by muscular cramps,
and Varron (116-27 BC) listed
other motifs for the treatment
of gout. Enricus Cornelius
Agrippa (63-12 BC) correlates
the four vocal parts to cosmic
elements: the bass with the

earth, the tenor with water, the
contralto with air and the so-
prano with fire. He then com-
pared the Doric mode with wa-
ter and phlegm, the Phrygian
mode with fire and yellow bile,
the Lydian mode with air and
blood and the Mysolidian
mode with earth and bile.

However, in every culture
and every epoch music has an
evocative power, almost a mag-
ical power, for each individual.
One need only think in our tra-
dition of the sedative power of
the rhymes or chants said out
aloud to children.

Man has identified sound as
a cosmic force that has been
present ever since the begin-
nings of the world and which
has taken on a verbal form.
This concept is emphasised in
the first chapter of the Gospel
according to St. John: ‘In the
beginning was the Word and
the Word was with God and the
Word was God’. During the
course of history sound has not
only had an individual meaning
– it has also had a social signif-
icance. Some researchers be-
lieve that at the beginning of
Christianity the bells of church-
es were used to distance the
spirits of hell from these places
of worship through sound.

Aurelianus (214-275 AD) re-
called the use of music for the
general treatment of madness
and for the local treatment of
sciatica. St. Augustine (354-
430 AD), in the sixth volume of
his De musica, emphasised ex-
perience of music as being fun-
damental in the existence of an
individual. During the me-
dieval period, from the fif-
teenth century onwards, monks
were the custodians both of
musical science and of music.
In the Monastery of St. Gallus
in Switzerland highly benefi-
cial powers were attributed to
the musical compositions of the
monk Notker Balbulus. During
the sixteenth century the med-
ical schools of Salerno and
Montpellier stressed the impor-
tance of music as ‘universal
sympathy’, defined as such by
Arnaldo di Villanova of the
Medical School of Montpellier.

Paracelso (1493-1541), who
was certainly the best known of
the physicians of the Renais-
sance, defined illness as the re-
sult of a profound imbalance
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whose origins are at one and
the same time physical, mental,
emotional, of the passions and
musical. In his book Anatomy
of Melancholy (1632),

Robert Burton (1577-1640)
stressed the therapeutic bene-
fits of music as regards patho-
logical states of the mind, and
in particular as regards melan-
choly.

During the eighteenth centu-
ry Mesmer, a friend of Mozart,
Haydn and Gluck, and a sup-
porter of the famous thesis that
the planets have an influence
on physiological and pathologi-
cal phenomena, was a propo-
nent of the essential role of mu-
sic in the life of individuals. In
the thought of Schopenhauer
(1788-1860), as throughout the
whole Romantic period, music
was held to be the ‘science of
harmony’ and was the most di-
rect point of access with the
Absolute. Schopenhauer ar-
gued that whereas art in general
is the objectification of the will
to life, music is the immediate
or direct revelation of the will
to live. On this point he ob-
serves: ‘music is as direct an
objectification and image of the
whole Will as the world is; or
indeed as ideas are, whose mul-
tiplied phenomenon is the
world of individual objects.
Music is not, therefore, like the
other arts the image of ideas
but the image of the will itself,
of which ideas as well are ob-
jectivity. Thus the effect of mu-
sic is so much more powerful
and pervasive than the effect of
the other arts because these last
give us only the reflection
whereas music provides is with
the essence’.

For Kant (1724-1804) music
was a semantic a-priori and
thus a-semantic, that is to say it
provokes emotions that refer to
a meaning in a way that is dif-
ferent from verbal language in
which reference is made first to
meaning and then to emotion.
Hegel (1770-1831) exalted mu-
sic and stated that it is the ex-
pression of the Absolute in the
form of feeling: from Pythago-
ras’s notion of music as har-
mony to the Romantic theory
of music, the approach has nev-
er changed. In the view of
Stravinskij and Wackenroder
(1773-1798) music expresses
only itself. It is the language of

the interior man that has lost its
relationship with the world. In
harmony with the Romantics,
they believed that music is the
expression of the Interior Ab-
solute.

During the nineteenth centu-
ry it was the work of
Helmholtz (1821-1894; the
physiological theory of music)
and of Stumpf (Tonpsycholo-
gie, 1890) that emphasised the
influence of music on the psy-
che. In 1888 Knoblauch intro-
duced the term ‘amusia’ to re-
fer to an alteration in musical
perception. Nietzsche (1844-
1900) concentrated his thought
on music in his early work The
Birth of Tragedy (1872) in
which he called for a net dis-
tinction between Apollonian
art and Dionysian art. Apollon-

ian art is identified with plastic
and figurative art whose object
is the world of appearance.
Dionysian art is identified with
music, which is essence, differ-
ently from the other arts which
change the physiognomy of
appearance. Nietzsche under-
stood music as the primordial
language which expresses the
essential truth of life. Musical
language, for this thinker, dif-
ferently from verbal language,
does not have any direct refer-
ence to reality because it is the
language of emotion, which
has a close relationship with
the affective life of each indi-
vidual.

Sigmund Freud (1856-1939)
always demonstrated a sub-
stantial distance from the thera-
peutic effects of music in the
psychological and psychoana-
lytical field. Lenin (1870-

1924), like Freud, adopted a
negative position in relation to
music, and to such an extent
that the Russian dictator used
to declare: ‘I cannot listen to
music often, it works on my
nerves, I feel like saying fool-
ish things and to caress men
who, living in a sweaty hell,
manage to create so much
beauty. But today caresses are
not possible. They would tear
off your arm. Today you have
to hit people on their heads, hit
them without pity, even though
at the level of ideals we are
against every form of violence’
(R. Vizioli, La Musica e il
Cervello, Piccin Editore, Pad-
ua, 1987). In the case of Hitler
(1889-1945) and of Stalin
(1879-1953), the first of whom
was affected by a messianic

delirium and the second by a
persecution delirium, it appears
that music managed to make
them calmer when they suf-
fered moments of agitation.

During the twentieth century
Victor Bott declared that ‘an-
throposophic medicine draws
upon therapeutic painting,
modelling, music, the art of
speaking and eurytmia’
(Médicine Antroposophique,
Vol II, Paris, 1976, p. 177). At
the beginning of the same cen-
tury, musicians were sent to a
number of hospitals in the
United States of America, Ar-
gentina and Europe (England,
Belgium, Italy, Sweden, Den-
mark and France) to alleviate
the physical and moral pain of
patients.

Nicola Abbagnano (1901-
1990) argued that since the
Hegelian interpretation of mu-
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sic little has changed in the Ro-
mantic definition, which is still
strongly present. In his
Dizionario di Filosofia
(U.T.E.T., Turin, 2001), Abbag-
nano, indeed, states that: ‘this
definition has found and still
finds frequent embodiments in
the figure of the musician,
priest and prophet, who knows
how to listen to the voice of the
Absolute and to translate that
voice into the sound language
of feelings. Even today only
with difficulty do people not
gaze fondly on this Romantic
representation of music: this al-
lows those who cultivate it to
be swept up in a mystical hori-
zon within which the musical
chords are words of a hidden
divinity’.

Don Campbell and Rolando
Benenzon (R. Benenzon, Man-
uale di Musicoterapica, Borla
Ed., Roma,1998) are some of
the most important contempo-
rary experts in the field of the
relationship between music and
wellbeing. Don Campbell, in
particular, has studied the posi-
tive effects of music, and espe-
cially the music of Mozart, on
creativity, learning, health and
healing, and has referred to this
condition as the ‘Mozart ef-
fect’. By ‘Mozart effect’, in
fact, he means the positive in-
fluence of music on the emo-
tional, physical and mental
state of individuals. Don
Campbell, in his book L’effetto
Mozart (Baldini e Castaldi Ed.,
Milan, 2002), provides numer-
ous examples of the positive ef-
fects of classical music:

– In some monasteries in
Brittany monks make their ani-
mals listen to music because
they discovered that cows treat-
ed with Mozart produce more
milk.

– In the state of Washington
the officials of the Department
for Immigration play Mozart
and Baroque music during
English lessons for the people
who have just arrived from
Cambodia, Laos and other
Asian countries because they
argue that this accelerates the
learning process.

– At the Saint Agnes Hospi-
tal in Baltimore patients in the
intensive care departments lis-
ten to classical music. Dr. Ray-
mond Bahr, head consultant for
the heart department, states that

half an hour of music produces
the same effect as 10 mg of val-
ium.

– In Edmonton in Canada
the music of string quartets is
played in the streets to calm the
frenetic rhythm of the pedestri-
an traffic.

– In Japan the Ohara dis-
tillery states that the density of
the fermentation used in the
production of sakè (rice wine)
increases almost tenfold (there-
by improving the quality of the
product) if the fermentation is
subjected to the influence of
music by Mozart.

– In the early 1950s Toma-
tis and V.E. Negus observed
that in many cases chicks that
hatched from eggs brooded by
parents of a different species
did not sing or imitate the
sounds of the birds that have
brooded them. This led Toma-
tis to study the role of sound in
the womb. In contrast with
dominant medical opinion of
the time, Tomatis declared that
the foetus is able to feel and
discovered that the ear begins
to develop in the tenth week of
pregnancy and is completely
functional at the intrauterine
age of four months and a half.
This can be explained with ref-
erence to the fact that low fre-
quency sounds (such as those
produced by the human voice)
have a deep power of penetra-
tion in relation to the biologi-
cal tissues. Studies by other re-
searcher agreed on the ability
to distinguish melodies by a
newly born child from the first
months of life and that at the
age of four months babies are
already able to distinguish be-
tween consonant and dissonant
musical intervals: action po-
tentials induced by sounds in
succession and lasting less
than a hundred minutes deter-
mine the perception of disso-
nance or consonance (Trainor,
1933; Tramo, 1993; Cariani,
1996).

Studies on the relationship
between music and body tem-
perature have brought out that
relaxing music tends to lower
the heat levels of the organism
whereas stimulating music
tends to keep the heat levels
higher (Mc Farland, 1985). The
heart beat and breathing rates,
in a way similar to temperature,
tend to diminish with listening

to relaxing music and to de-
crease with listening to stimu-
lating music (Iwanaga,1997;
Staum, 2000). Iwanaga (1955)
also argues that music with
tempos between seventy and a
hundred and ten beats a minute
are preferred compared to
swifter or slower rhythms. The
preference of each individual is
directed towards musical per-
formances of a speed that most
conforms to that of his or her
heart beat.

Hughes (1998) emphasised
that to foster learning in chil-
dren the ‘Mozart effect’ had
been used in schools by mak-
ing them listen to a piano
sonata (K 448) by Mozart. In
the neurological field it has
been shown that listening to
this sonata by subjects affected
by epileptic crises is translated
into a reduction in the breadth
of the electroencephalographic
waves (Hughes, 1998).

Studies carried out on the
threshold of pain have shown
that this is raised during listen-
ing to pleasant music, which is
said to stimulate the liberation
of endorphins (Hetz,1992;
Jones,1992).

In a heart unit it has been
demonstrated that music pro-
duces the desired effect of re-
laxation in patients who have
had a coronary by-pass. (Bar-
nason,1995).

During the twenty-first cen-
tury the subject of music as a
therapeutic instrument was ad-
dressed in very rigorous studies
at the International Congress of
Venice on ‘The Neurosciences
and Music’ (25-27 October
2002), a congress that had been
organised by the Pier Franco
and Luisa Mariani Foundation.

In a recent book by Vittorio
Volterra (Melancolia e musica.
Creatività e sofferenza mentale,
Ed. Franco Angeli, Milan,
2003), the view of numerous
psychiatrists and physiologists
that music is a privileged treat-
ment for melancholy and de-
pression was given promi-
nence.

In music therapy one can
identify two different currents
of thought: the Benenzon-
Lecourt approach and the
Alvin-Nordoff-Robbins-Cre-
maschi approach. Rolando Be-
nenzon (Argentina) and Edith
Lecourt (France) include music
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therapy in psychoanalytical
theories. This therapeutic ap-
proach is followed above all in
the Latin countries. Reference
is made to the administration
of pre-recorded musical pieces,
and in the relationship between
the medical doctor and the pa-
tient there emerges above all
else the role of the music thera-
pist.

Juliette Alvin in Great
Britain, Paul Nordoff and Clive
Robbins in the United States of
America, and Giulia Cremaschi
Trovasi in Italy use music to
stimulate the inner world of the
interlocutor who is led to dis-
cover its potentialities. The pa-
tient is the active part of the
process and is at the centre of
the therapy. Music therapy is
solely a stimulus for the growth
process of the patient.

The Neurophysiology
of Listening

The part of the nervous sys-
tem that is specialised in
sounds is the auditory system,
with the ears which are placed
on either side of the head. The
auditory system is divided into
two parts: the central and the
peripheral.

The peripheral auditory system

The peripheral auditory sys-
tem involves the structures that
are located outside the en-
cephalon, namely the external
ear, the middle ear (ossicula),
which deals with transforma-
tion, and the inner ear
(cochlea), which deals with the
translation of the stimulus of
sound.

The central hearing system
involves the specific cortical
areas, to which the afferent and
efferent paths, with their inter-
connections, refer.

Sound waves are pressure
waves which, when received
by the ears, are transmitted
through the external ear to the
middle ear, where they are
transformed into mechanical
vibrations by a series of ossicu-
la and then sent to the cochlea
in the inner ear.

In the cochlea the mechani-
cal vibrations are transformed
into fluid vibrations by the liq-
uid that is present to the full in-

side it. The nerve endings, lo-
cated in the cochlea, transduct
the hydraulic vibrations into
electrochemical inputs which
are then sent to the encephalon
(Fig. 1).

The central Auditory system

The nerve activity generated
in the cochlea is transmitted to
the central nervous system
through the cochlear bundle of
the VIII nerve. From an onto-
logical point of view, the pe-
ripheral auditory system is very
similar in all animal species,
whereas the central auditory
system is rather different in
species of rodents and cats to
its corresponding system in pri-
mates.

The central auditory system
contains a large number of sub-
cortical centres in which the
discrimination can take place.
Auditory stimulation reaches
the cerebral cortex only after a
sequential activation of at least
four sub-cortical centres: the
cochlear nucleus, the upper
olivary complex, the nuclei of
the lateral lemniscus, and the
medial geniculate.

Both hemispheres play a role
in listening to sounds through
interconnections between the
right and left side of the brain,
as has been clinically demon-
strated in studies carried out on
patients with cerebral lesions.
The right auditory cortex is
fundamental in the perception
of tonality, melody, harmony,
timbre, and rhythm. This last is
identified and processed in the
outer zones of the cortical au-
ditory areas (Tramo, 1993;
Sidtis, 1988; Liegeois-Chauv-
el, 1998).

Neurophysiological studies
have demonstrated that differ-
ent areas of the encephalon are
affected according to whether

the movements have a metric
rhythm (tup-tup-tuptup) or do
not have a metric rhythm (tup-
tutup-tup-tu-tup), as happens,
for example, with the tapping
of a finger on a table (Sakai,

1998). If this tapping, which
has a metric rhythm, is done
with the right finger, the left
frontal cortex, the right parietal
cortex and the right cerebellum
are activated. If the beat does
not have a metric rhythm there
is also the use of the right
frontal cortex and the whole
cerebellum (Tramo, 1993). The
auditory cortex is very differ-
entiated, as is the case with the
visual cortex, in which sectori-
al lesions cause very specific
symptoms (Ungerleider, 1982;
Kaas, 1999; Calvert, 1977; Ro-
manski, 1999; Mendelson,
1993).

Words and music are identi-
fied as being different sides of
the same coin. Knoblauch
(1888) introduced the term
‘amusia’ to refer to an alter-
ation in musical perception,
and made a distinction between
sensitive amusia and motor
amusia. ‘Sensitive amusia’ in-
volves an inability to listen to,
read or understand music,
whereas ‘motor amusia’ refers
to difficulties in singling or
writing music or in playing an
instrument. The relationship
between aphasia and amusia
has been studied by prestigious
researchers (Auerbach, 1906;
Henschen, 1920; Kleist, 1928,
1962; Head, 1926).

Cerebral lesions have shown
that the loss of the verbal func-
tion (aphasia) is not necessarily
accompanied by the loss of
musical faculties (amusia), and
indeed cases of amusia without
aphasia have been described.
This clinical dissociation indi-
cates that there is a functional
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autonomy between the two
pathologies, even though it is
to be observed that verbal and
musical capacities usually ad-
vance together (Schuppert,
2000).

Observations on Music
and Music Therapy

From what has been ob-
served so far in this paper, im-
portant reflections can be made
on music and music therapy.
Music is: 1) a form of interven-
tion that seeks to foster forms
of interior expressiveness
through a special form of com-
munication; 2) an element of
important complementary sup-
port in the relationship between
the medical doctor and the pa-
tient; leads to a decrease in
every subject of tensions due to
affective-relational impulses; is
for the patient an undoubted
source of cognitive stimulation;
constitutes a cultural occasion
of individual and social rele-
vance; makes up a parameter
that can be shared and under-
stood by everyone in the med-
ical doctor-patient-environ-
ment because it transmits a uni-
versal language; and is an im-
portant point of union because
both when active – in which
the subject is the emitter of the
sound – or passive or involves
listening (where the subject al-
lows himself or herself to be
transported by it), it fosters
non-verbal communication, the
development of creativity and
the capacity for socialisation by
improving muscle sense, mood
tone, the empathetic capacities
of the individual and of the in-
dividual in his or her relation-
ship to a group.

Special Part

Introduction

No study exists, as Benenzon
has observed, that demon-
strates in a scientific way (the
recruiting of subjects according
to the random criterion; the ex-
amination of blind subjects;
and the assessment of data
through statistical calculation)
that external stimuli such as
music can strengthen pharma-
cological therapy, improving
both its mental and its physical

effects. The most plausible rea-
son for this seems to be the dif-
ficulties encountered in placing
music therapy in medical and
physiatric protocols in a way
that respects within hospital
structures the working system
of the paramedical staff and the
organisation of the services –
these are the limiting factors
within a therapeutic protocol
for the insertion of the musical
aspect as well, which for many
people does not even appear to
be useful for patients. Studies
previously carried out in the
theological field by distin-
guished scholars (Ratzinger, J.,
Bertone, T., 2000; Saraiva Mar-
tins, J., 2004) and by the au-
thors of this paper have demon-
strated that prayer can affect
the mental component (the
VAS) (Zucchi, P.L., Honings,
B., 1996; Honings, B., 2004)
and the physical component
(the diameter of the hyperal-
gesic area) of pain (Zucchi, P.,
Honings, B., Voegelin, M.R.,
2001; 2003).

In this study the authors
wanted to examine not only the
beneficial effects of prayer,
which, indeed, had already
been analysed, but also the pos-
sible effect of music on the
strengthening of therapeutic ef-
fects. The inquiry was carried
out by considering the effec-
tiveness of music on the inten-
sity of pain in subjects with
cervical myalgic headache both
as regards mental improvement

(a decrease in the VAS) and
physical improvement (a de-
crease in the diameter of the
hyperalgesic area). In this
study, in addition, the spiritual
position of the subject was also
taken into consideration in or-
der to explore the influence of
faith on a possible strengthen-
ing of pharmacological treat-
ment by music and prayer.

Material and method

A group of sixty patients
with cervical myalgic headache
were separated into three
groups by a randomised proce-
dure. All the patients were sub-
jected for ten consecutive days
to treatment with FANS; the
subjects of the first group (the
TER group) did not receive any
treatment. In the subjects of the
second group (the MUS
group), the pharmacological
therapy was accompanied by
listening to musical pieces, and
in those of the second group
(the PRE group) by the
thoughtful reading of a passage
from the Gospels.

In three sittings, on the first,
the fifth and the tenth days, the
intensity of perceived pain was
measured with the VAS method
(Tab. II) and the level of physi-
cal suffering was assessed wit
reference to the diameter of the
hyperalgesic area (ID) (Tab.
II), determined by the dermo-
graphism method (Zucchi,
Honings, Voegelin, 2003).
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Believers Agnostics
Days TER (9) MUS (8) PRE (7) TER (11) MUS (12) PRE (13)
0 8.4 ± .5 8.1 ± .8 8.4 ± .5 9.2 ± .6 8.6 ± .9 8.5 ± .6
0+2h 7.3 ± .6 5.9 ± .7 5.3 ± .6 8.9 ± .7 6.3 ± .8 5.8 ± .6
5 6.9 ± .5 5.1 ± .7 5.3 ± .5 7.8 ± .6 5.7 ± .8 5.5 ± .7
5+2h 5.6 ± .5 4.0 ± .8 3.7 ± .5 6.6 ± .6 4.5 ± .7 4.0 ± .6
10 5.4 ± .6 4.2 ± .6 3.3 ± .5 6.5 ± .7 4.2 ± .6 3.9 ± .5
10+2h 4.6 ± .5 3.8 ± .6 1.3 ± .4 5.7 ± .7 3.8 ± .6 2.7 ± .4

Tab. I - Average VAS Levels

Believers Agnostics
Days TER (9) MUS (8) PRE (7) TER (11) MUS (12) PRE (13)
0 13.4 ± 1.6 12.0± 1.0 13.4 ±1.9 13.0 ± 1.1 12.7± 1.2 13.1± 1.7
0+2h 12.5 ± 1.7 9.9 ± 1.1 9.1 ± 1.8 12.8 ± 1.3 10.1± 1.1 9.4 ± 1.5
5 11.3 ± 1.6 7.8 ± .9 9.5 ± 1.2 11.9 ± 1.2 8.7 ± 1.0 8.4 ±.1.3
5+2h 9.7 ± 1.5 5.5 ± .7 5.4 ± .9 9.5 ± 1.4 6.7 ± 1.0 5.7 ± 1.1
10 8.7 ± 1.6 4.8 ± .6 4.8 ± .7 8.7 ± 1.2 5.3 ± .9 5.2 ± 1.1
10+2h 7.2 ±. 1.7 3.1 ± .3 2.4 ± .7 7.6 ± 1.3 3.9 ± .9 2.8 ± 1.0

Tab. II - Average ID Levels

TER = only pharmacological treatment
MUS = pharmacological theraphy and music
PRE = pharmacological theraphy and prayer

TER = only pharmacological treatment
MUS = pharmacological theraphy and music
PRE = pharmacological theraphy and prayer
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At the first sitting these mea-
surements were carried out be-
fore the administration of the
therapy and two hours after this
administration. At the end of
the therapeutic cycle the sub-
jects were asked their spiritual
position in relation to religious
faith (the blind examination of
subjects). Following this in-
quiry each of the three groups
was divided into two sub-
groups – believers and agnos-
tics. In the TER group there
were nine believers and eleven
agnostics, in the MUS group
there were eight believers an
twelve agnostics, and in the
PRE group there were seven
believers and thirteen agnostics.

One may observe from this
table the following facts: a net
difference in the result of the
therapy in the thee groups be-
tween believers and agnostics; a
net difference between believ-
ers and agnostics in each group;
a strong decrease in the parame-
ter in the MUS and PRE groups
during the first two hours (the
rapidity of the action of the
pharmaceutical was greater) for
believers and agnostics alike;
and a decrease in dispersion in
the MUS and PRE groups at the
end of the treatment for believ-
ers and agnostics (the ho-
mogenisation of the group).

The results are represented
graphically in Fig. 2.

One may observe from this
table, in parallel with the VAS
data, the following facts: a net
difference in the result of the
therapy in the three groups for
believers and agnostics; a net
difference between believers
and agnostics in each group; a
strong decrease on the parame-
ter in the MUS and PRE groups
during the first two hours (a
more rapid action of the phar-
maceutical) for believers and
agnostics; and a decrease in dis-
persion in the MUS and PRE
groups at the end of the treat-
ment for believers and agnos-
tics (homogenisation of the
group)

The results are represented
graphically in Fig. 3.

In order to assess the effect
of different forms of treatment
an average was constructed of
the variations in the two para-
meters between the beginning
and the end of therapy (Tab III-
Tab IV).
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Fig. 2 - VAS levels on the first, fifth and tenth day of treatment
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21It should be observed that the
average decrease in the diame-
ter of the hyperalgesic area is
higher than the decrease of the
VAS, even in the case of FANS
therapy alone. 

Figs. 4 and 5 present the dis-
tributions of the variation of the
two parameters in the group of
believers and the group of ag-
nostics.
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Tab. III -  Average levels in the difference in the VAS 
between the beginning and the end of treatment

Tab. IV - Average levels in the difference of the diameter
of the hyperalgesic area

TER Nt MUS Nm PRE Np
Believers 3.88±.73 9 5.25±1.20 8 7.14±.64 7
Agnostics 3.54±.78 11 4.75±0.92 12 5.69±.72 13
U -.858 -1.039 -3.056
P NS NS <5%

TER Nt MUS Nm PRE Np
Believers 6.22±.1.31 9 8.87±1.05 8 11.00±0.76 7
Agnostics 5.36±1.06 11 8.83±0.89 12 10.30±0.72 13
U -1.41 -.16 -1.66
P <10% NS <5%
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Fig. 5 - Agnostics. Impact of music and prayer on the decrease in the VAS
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TER = only pharmacological treatment; Nt = number of subjects
MUS = pharmacological theraphy and music; Nm = number of subjects 
PRE = pharmacological theraphy and prayer; Np = number of subjects

TER = only pharmacological treatment; Nt = number of subjects
MUS = pharmacological theraphy and music; Nm = number of subjects 
PRE = pharmacological theraphy and prayer; Np = number of subjects

%  = percentage of subjects a) comparison between therapy alone and therapy with music
dV = decrease in the VAS b) comparison between therapy alone and therapy with prayer

%  = percentage of subjects a) comparison between therapy alone and therapy with music
dV = decrease in the VAS b) comparison between therapy alone and therapy with prayer
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In tables V and VI the signif-
icance of the difference be-
tween the different treatments
is presented in relation to be-

lievers and agnostics, with ref-
erence to the VAS and the di-
ameter of the hyperalgesic
area.
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Fig. 7 - Agnostics. Impact of music and prayer on the decrease in the diameter
of the hyperalgesic area
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Tab. V -  Significance of the difference in the decrease in the
VAS in different pairs of treatment in subjects who are believers
and subjects who are agnostics. 

Tab. VI - Significance of the difference in the decrease 
in the VAS in different pairs of treatment in subjects 
who are believers and subjects who are agnostics. 

Believers Agnostics
U N1-N2 P U N1-N2 p

TER-MUS 2.226 9-8 <1.‰ 2.696 11-12 <1‰
TER-PRE 3.4 9-7 <1‰ 4.06 11-13 <1‰
MUS-PRE 2.8 8-7 <5‰ 2.32 12-13 <5‰

Believers Agnostics
U N1-N2 P U N1-N2 p

TER-MUS 3.02 9-8 <5.‰ 4.05 11-12 <1‰
TER-PRE 3.36 9-7 <1‰ 4.21 11-13 <1‰
MUS-PRE 3.28 8-7 <5‰ 3.35 12-13 <5‰

%  = percentage of subjects           dI = decrease in the diameter (cm)

%  = percentage of subjects a) comparison between therapy alone and therapy with music
dI = decrease in the diameter (cm)           b) comparison between therapy alone and therapy with prayer

N1, N2: membership groups; TER: only pharmacological treatment; 
MUS: pharmacological treatment and music;  PRE: pharmacological treatment and prayer;
U: Mann-Withney U level; p: significance 

N1, N2: membership groups; TER: only pharmacological treatment; 
MUS: pharmacological treatment and music;  PRE: pharmacological treatment and prayer; 
U: Mann-Withney U level; p: significance 
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To bring out the difference
between believers and agnos-
tics both as regards the varia-
tion in VAS and in the variation
of the hyperalegesic area, Fig.
8 presents the distributions of
such variations in the two cate-
gories for the different treat-
ments.

Tables VII and VIII present
the significance of the differ-
ences between believers and
agnostics as regards variation
in the VAS and the hyperal-
gesic area in the three treat-
ments.                                           

Tab. VII - The significance of
the differences between
believers and agnostics as
regards variation in the VAS
in pharmacological therapy
alone (TER), in
pharmacological therapy
with music (MUS) and in
pharmacological therapy
with prayer. 

Tab. VIII - The significance
of the differences between
believers and agnostics as
regards variation in the VAS
in pharmacological therapy
alone (TER), in
pharmacological therapy
with music (MUS) and in
pharmacological therapy
with prayer. 
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FIG 8 : Distribuzioni  delle variazioni dV della VAS (sinistra) e dell’area iperalgesica
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            a)  terapia farmacologia;  b)   terapia farmacologica e musica;

            c)   terapia farmacologica e preghiera
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Fig. 8 - Distributions of the dV variations of the VAS (left) and the dI  hyperalgesic area (right)
for believers ( ___ ) and agnostics (…..) in the three treatments: a) pharmacological therapy;  
b)  pharmacological therapy and music; c) pharmacological therapy and prayer
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Conclusions 
and Discussion

In the study that was carried
out, the strengthening of the
therapeutic effect induced by
external stimuli such as classi-
cal music and the thoughtful
reading of a passage from the
Gospel was statistically signifi-
cant. The strengthening effect
of the musical stimulus on
pharmacological therapy can
be connected with the way in
which such a stimulus is re-
ceived on the part of the central
nervous system.

We know, in fact, that the
brain is divided into two hemi-
spheres and that each hemi-
sphere receives the information
coming from the counter-later-
al half of the body in priority
fashion. The notion that each
hemisphere has a specialisation
is more recent: the left hemi-
sphere controls logic, the ratio-
nal, and symbols; the right
hemisphere exams the intu-
itive, emotional and artistic as-

pects, the recognition of forms
and music. Learning, and espe-
cially Western learning, sees
the left brain as the dominant
hemisphere because it is the
hemisphere of speech and intel-
lectualisation. However, the
right hemisphere must also be
held to have the same value be-
cause it deals with forms,
sounds and emotions. And it is
in this hemisphere that artistic
and musical perception takes
place and thus the consequent
activation of the emotional
processes. It may thus be ad-
vanced that a gratifying emo-
tional stimulus can activate the
process of reaction and repair
in relation to suffering and
even in relation to the physical
damage caused by a pathology.

If we compare the scale of
the strengthening induced by
music with that induced by
prayer in both groups of sub-
jects (Figs. 9-10), we can ob-
serve a greater effect produced
in the case of thoughtful read-
ing than in that of music.

We can observe that the
process by which the two dif-
ferent stimulations interfere
positively with the action of the
pharmaceutical cannot be con-
sidered to be the same. Whereas
the perception of music and the
consequent emotional activa-
tion takes place in the right
hemisphere, reading involves
the left hemisphere and pro-
duces an amplified emotional
activation in the right hemi-
sphere through a process in-
volving the integration of the
two hemispheres  (Fig. 11). As
a result of a gratifying stimula-
tion there is an activation of the
peripheral nervous system and
of the circuit with relative con-
sequences for the diameter of
the hyperalgesic area (a de-
crease). In Italy the proverb
‘rice produces good blood’ is
well known. Unfortunately,
whereas there are many studies
that have examined the freeing
of chemical substances such as
the endorphins following
painful stimuli, there is little
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and imprecise information on
the nature of the substances that
are activated by pleasant stim-
uli, even though it is reasonable
to suggest that in such circum-
stances there is an activation of
the anti-pain pathways.

A further observation con-
cerns the level of the improve-
ment in pain induced by the
two kinds of stimulus in believ-
ers as compared to agnostics.
Indeed, from the data presented
in Figs. 9 and 10 one can see
that the difference between mu-
sic and prayer is greater in be-
lievers than in agnostics. From
this result one may advance the
idea that there is an effect in-
volving the raising of the pain-
receiving threshold (a decrease
in pain) induced by faith at a
mental level (a diminution of
the VAS) and at a physical lev-
el (a decrease in the hyperale-
gesic area), with a relative
strengthening of the pharmaco-
logical treatment (a decrease in
the taking of pharmaceuticals).

PART TWO

Theological Interpretation

According to the two defini-
tions, pain denotes a psy-
chophysical or unpleasant sen-
sorial and emotional experi-
ence associated with a real or
potential damage to the tissue.
The Florentine school per-
ceives, in addition, certain very
important specifying factors. In
the perception of pain different
individual, cultural and reli-
gious factors are at work whose
understanding requires not only
the participation of the branch-
es of medicine and biology but
also those of the human sci-
ences.

Within the context of this va-
riety of factors and elements,
the therapeutic influence of
medicine and thoughtful prayer
with a careful reading of a pas-
sage from the Gospel have
been studied, together with the

administration of non-steroid
anti-inflammatory pharmacies
(FANS), with special attention
being paid to the level of the
spirituality of the subject. 

The various tables bring out
a notable strengthening of the
therapeutic effects as regards
the intensity of pain experi-
enced in subjects affected by
muscular headache both at the
level of mental improvement (a
decrease in the VAS) and at
that of physical improvement
(a decrease in the diameter of
the hyperalgesic area).

With respect to music thera-
py, it should be stated that this
is a technique that uses sound
alone, that is to say music,
movement and corporeal,
sound and musical instruments,
to bring about a historical
process of bonding between the
therapist and his or her patient
or groups of patients. The aim
of all of this therapeutic
process between the therapist
and his or her patient is to im-
prove quality of life and to re-
habilitate and to retrieve pa-
tients for society.

With respect to prayer, this is
a dialogic relationship between
God and a human person who
meditates on a text from the
Gospel and in which God and
man speak to each other and
listen to each other. Prayer, be-
cause it is primarily a religious
phenomenon, thus marks out
the man who is a believer from
the man who is an agnostic.
Prayer, like religion, is a factor
that is universally present in all
forms of popular piety and in
the most varied of cultures. As
religious dialogue, prayer pre-
supposes belief in a personal
God who is present to speak, to
listen, to communicate, and to
be communicated with. 

After offering these clarifica-
tions as a premise, one comes
to the philosophical-theological
explanation of the therapeutic
effects of pharmaceuticals, mu-
sic and prayer, beginning with
the concept of pain as passion1

to actuate the reparation (thera-
py) of the disorder caused by
original sin (Fig.12).

Pain as Passion

The term ‘passions’ belongs
to the Christian inheritance and

DOLENTIUM HOMINUM N. 60-2005

Fig. 11 - Model representing the effect of the auditory input
(music) and the visual input (thoughtful religious reading) 
on the central and peripheral function
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means emotions or movements
in sensitivity that lead a person
to act or not act in view of what
is felt or imagined to be good
or bad. These emotions are nat-
ural components of the human
psyche and act as a conduit and
ensure the connection between
the life of the senses and the
life of the spirit.2 The principal
passions are love and hate, de-
sire and fear, joy, sadness and
anger.3 St. John of the Cross
knew four natural passions,
namely joy, hope, fear and
pain.4 Those movements in
which the will does not take
part either beforehand or after-
wards he termed natural and in-
voluntary. This is because in
this life it is impossible to elim-
inate them.5 Indeed, in them-
selves the passions are neither
good nor bad – they are neutral.
However, to the extent to
which they depend or other-
wise on reason and will there is
in them moral good or moral
bad. Thus the emotions and the
sentiments can taken be on in
the virtues or perverted in
vices. This humanising capaci-
ty and thus the morality of pain
as passion or sensorial and
emotional movement acts as an
interpretative principle. There
is confirmation of this in the
case of Saul that is related in
the first book of Samuel: ‘Let
our Lord now command your
servants, who are before you,
to seek out a man who is skilful
in playing the lyre; and when
the evil spirit from God is upon
you, he will play it, and you
will be well’. Saul said to his
servants: ‘Provide for me a
man who can play well, and
bring him to me’. One of his
courtiers answered: ‘Behold, I
have seen a son of Jesse, the
Bethlehemite, who is skilful in
playing’. Thus Saul sent mes-
sengers to Jesse to say: ‘Let
David remain in my service for
he has found favour in my
sight. And whenever the evil
spirit from God was upon Saul,
David took the lyre and played
it with his hand; so Saul was re-
freshed, and was well, and the
evil spirit departed from him’
(1 Samuel, 16:16-23). The Cat-
echism of the Catholic Church
makes clear on this point that in
the Christian life the Holy Spir-
it carries out his work by mo-
bilising all of the being, includ-

ing that being’s pains, fears and
sadness, as is evident in the
agony and the passion of the
Lord. In Christ, human feel-
ings, and thus pain as well, can
receive their perfection in char-
ity and blessedness. This is
why this Catholic doctrine on
morality acts for me as a source
by which to explain the thera-
peutic effects in question. Pain
as an unpleasant psychophysi-
cal experience, perceived at a
sensorial and emotional level,
and associated with a real and
potential damage to the tissue,
is an organic reaction of a
spontaneous or natural charac-
ter. As regards the theological
explanation, it is of the utmost
importance that the emotion of
pain as passion is a natural
component of the human psy-
che, that it acts as a conduit and
assures the connection between
the life of the senses and life of
the emotions of the body on the
one hand, and the intellective
and affective life of the soul, on
the other.

The Data of Science

The effect of the strengthen-
ing of the musical stimulus of
pharmacological therapy in-
duced by an external stimulus
involving the hearing of music
and/or an internal stimulus of
the religious dialogue of prayer
connects us from a scientific
point of view with the central
nervous system. The brain, in
fact is divided into two hemi-
spheres: a left hemisphere and
a right hemisphere. The left
hemisphere controls logic, the
rational and symbols, and the
right hemisphere examines the
intuitive, emotional and artistic
aspects. It is interesting to ob-
serve that the left hemisphere is
dominant because it is the
hemisphere of speech and intel-
lectualisation. I would also to
point out, as an important fact,
that the right brain is able to
process forms, sounds and
emotions. On the basis of these
data of science, musical per-
ception can activate the emo-
tional process of pain and in-
duce the right hemisphere of
the brain to have a gratifying
reaction to suffering and to the
physical damage caused by a
pathology.

The philosophical-theological
explanation

The scientific description of
the brain, with its two hemi-
spheres, leads the theologian to
dwell, first, on the constituent
features of man, that is to say
his unity of soul and body. In
recognising that he has a spiri-
tual and immortal soul, man is
not in error when he sees him-
self as being superior to corpo-
real things and considers him-
self as being more that a parti-
cle of nature belonging to an
anonymous moment in the hu-
man city.6 Hence the impor-
tance of a philosophical analy-
sis of the intellect and the will,
that is to say the spiritual pow-
ers of the soul…

The unity of the soul 
and body

The importance of the spiri-
tual faculties derive from the
fact that every man is a unity of
soul and body in which the
body is human specifically be-
cause it is animated by a spiri-
tual soul.7 Because of the fact
that the soul is the form of the
body, the intellect and the will,
precisely because they are fac-
ulties of the spiritual soul, can
exercise a determining influ-
ence on the body and its pas-
sions or sensorial emotions. An
attempt is made to explain this
when considering the efficacy
of music on the intensity of
pain in subjects afflicted by
cervical myalgic headache both
as regards mental improvement
(decrease in the VAS) and with
respect to physical improve-
ment (decrease in the hyperal-
gesic area). One begins here
with the observation that pain
as such is not a specific object
of the intellect and as a conse-
quence it is not a specific ob-
ject of the will either. However,
the ontological unity between
soma, psyche and pneuma, as
constituent elements of each
person, implies not only the
possibility but also the real ef-
fectiveness of a connection be-
tween the sensations and emo-
tions of the body and the
specifically spiritual operations
of the soul. One should specify
with St. Thomas Aquinas that
this does not compromise the
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specific spirituality of the soul
because a possible and effec-
tive dependency on the body
by the soul is not ‘subjective’
but ‘objective’. Indeed, when
the spiritual operations require
the body this is not requested as
an efficient causal instrument
but only as a means of a formal
causal order. This explains why
intelligere (intus-legere =
reading within by the intellect)
is not actuated through a corpo-
real organ but only needs a cor-
poreal object. St. Thomas
Aquinas explains this point in
the following way: ‘One must
say that understanding (intel-
lective knowledge) is an opera-
tion specific to the soul when

one considers the principle
from which the operation is
born. Indeed, it is not born
from the soul through a corpo-
real organ like sight is through
the eye. Its tie with the body
concerns the object: indeed
ghosts, which are the objects of
the intellect, cannot exist with-
out the reality of corporeal or-
gans’.8 In man there is only one
soul, the rational soul, which
also carries out the operations
of the lower souls, the vegeta-
tive and sensitive souls. Indeed,
‘although simple as to essence,
the soul is potentially many in
number because it is the princi-
ple of various operations, and
given that the form perfects
matter in order not only as to
being but also as to acting, it is
necessary for the soul, although
it is a unique form, perfect the
parts of the body in various
ways, as is useful to every indi-
vidual operation’.9 This is why
the external stimulus of music,
the specific object of the ear, a
corporeal organ, to be gratify-
ing and to strengthen pharma-
cological therapy must be the

object of the spiritual faculty of
the intellect. To interfere in a
positive way with the action of
the pharmaceutical, the sound
stimulus must still become an
object of intelligence or a for-
mal cause. Indeed, the ontolog-
ical uniqueness of the person of
the patient does not allow a du-
alistic division between the
emotional sensations of the
body and the spiritual opera-
tions of the soul. Not only the
soul but also the body belong to
the essence, the substance of
man. Man is a person, that is to
say, a subsistent in the order of
the spirit thanks to the act of
the unique and unrepeatable
being of the soul. His act of be-

ing is primarily a act of the be-
ing of the soul and through the
soul he becomes an act of the
being of the soul.10 For this rea-
son, the effect of gratifying and
the strengthening of the phar-
maceutical’s effect of the musi-
cal stimulus at a corporeal or
somatic level is caused by its
reception by the soul or by the
influence of the spiritual facul-
ties of the organism. From this
explanation of a more philo-
sophical character I will now
move on to a more specifically
theological explanation. 

Music and the reparation 
of intra-personal harmony

Interpreting in an authentic
way, that is say with the author-
ity conceded to her by God, the
Church teaches that the first
man was not only created good
but was also created in a state
of friendship with his Creator
and in harmony with himself,
with his neighbour, and with
the Creation. Our progenitors
Adam and Eve were created in

a state of ‘original holiness and
justice’, that is to say in a state
of ‘participation in the life of
God’, and as result in a state of
the strengthening of all the di-
mensions of life. The whole of
man was strengthened by the
irradiation of his friendship
with God, that is to say intima-
cy with God, so that he would
neither have to die nor to suffer.
In other words man was creat-
ed in a state of inner harmony,
of harmony between man and
woman, and lastly of harmony
between the first couple and the
whole of the Creation. Man
was integral and ordered in all
his being because he was free
from the triple concupiscence
that made him a slave of the
pleasures of the senses, of
greed for earthly goods, and of
self-affirmation that was in
contrast with the imperatives of
reason.11 St Thomas Aquinas
rightly observes on this point:
‘passions, such as fear and
pain, whose object is the evil of
the same subject in which they
are present, are incompatible
with the perfection of the prim-
itive state’.12 I would like to
make clear, because this is a
very important point, that this
harmony of original justice that
God in his design had previ-
ously envisaged for man was
lost because of the sin of our
progenitors. The harmony in
which Adam and Eve were
placed thanks to original justice
was destroyed; command of
the spiritual faculties of the
soul was broken; the union of a
man and a woman was subject-
ed to tensions; and their rela-
tionships would be marked by
concupiscence and by the ten-
dency to servitude. Harmony
with the Creation was frac-
tured: the visible Creation be-
came alien and hostile to man.
Because of man, the Creation
was subjected to the reality of
being perishable; man would
return to dust, that dust from
whence he had come.13 All of
this demonstrates that the sub-
ordination of the body to the
soul and of the inferior facul-
ties to reason was not due to
nature; otherwise it would also
have remained after sin be-
cause the natural endowments
also remained in devils after
sin. It is clear, therefore that al-
so the first subordination, that
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is to say the subordination of
reason to God, does not depend
exclusively on nature but on
the supernatural gift of grace’.14

From what has been argued
hitherto, the theological expla-
nation of the strengthening of
the stimulus of music on phar-
macological action could be the
following. Pain as  passion, that
is to say as an emotional sensa-
tion of the body, in no longer
being subordinated to reason
produces a state of disharmony
between the soul and body. The
use of music therapy denotes,
according to the various tables,
that the musical stimulus
strengthens the pharmacologi-
cal treatment at both a mental
and a physical level. Music
thus engages in, carries out, a
greater reparation of harmony
in the person suffering pain.
Between his or her soul and his
body, between the soma and
the psyche, less disharmony
takes place. Why does this take
place? Perceived as an object
of the spiritual faculties, of the
intellect and of the will, classi-
cal music acts in a gratifying
and strengthening way on phar-
macological therapy in relation
to pain. This rationalisation of
the stimulus of music makes
pain not only more bearable but
also reduces its threshold. The
nature of man and the grace of
God use classical music to re-
establish in a greater way the
lost harmony between the body
and the soul. Music therapy
thus enters the creative design
of God with the man of science
and technology, who is called
to ‘dominate’ the earth as a
‘steward’. In the image of the
Creator, ‘who loves all things
that exist’ (Wis 11:24), man
participates in divine Provi-
dence through the other crea-
tures. Hence his responsibility
towards the world that God has
entrusted to him.15 This expla-
nation seems to find a plausible
explanation in the strengthen-
ing part of prayer.

Prayer and inter-religious 
reparation

Man, who was created in a
state of holiness, that is to say
of friendship with God, was
destined to be fully ‘divinised’
by God in glory. Seduced by

Satan, man wanted to become
‘like God’ but ‘without God
and opposing himself to God
and not according to God’.16

Holy Scripture shows the dra-
matic consequences of this first
disobedience. Adam and Eve
immediately lose the grace of
original holiness. They are
afraid of that God of whom
they have created a false im-
age, that image, that is to say,
of a God jealous of His own
prerogatives.17 In the following
theological explanation what is
determinant is the break be-
tween man and God, that is to
say religious disharmony, on
the one hand, and the repara-
tion of the harmony produced
by prayer, on the other. Indeed,
in comparing the size of the
strengthening induced by mu-

sic with that induced by prayer
in both groups of subjects, be-
lievers and agnostics, one can
observe a greater effect pro-
duced by thoughtful reading
than is the case with music.
From the data that has been
presented, it is clear that the
difference between music and
prayer is greater in believers
than in agnostics. From this re-
sult, one can advance the idea
that there is an amplifying ef-
fect that faith induces at a cog-
nitive level on the emotional
reaction and thus on the
strengthening of the effects of
the pharmacological therapy.18

One has to explain why we
denote a greater therapeutic re-

sult because of thoughtful
prayer, that is to say of the dia-
logical relationship of man with
God. The explanation it seems
to me is relatively simple. Giv-
en that the radical cause of the
loss of original justice, that is to
say of the intra-personal harmo-
ny, inter-personal harmony, that
is to say social harmony, and
cosmic harmony, was sin, that
is to say distancing from God,
the absolute Highest Good, and
turning towards changing and
relative goods, then radical
reparation is necessarily pro-
duced by a drawing close to
God, the Highest and Absolute
Good. In other words, if the
disharmonies of God were
caused by his act of religious
disorder, it is obvious that the
reparation of harmonies re-

quire, at root, an act of a reli-
gious order. Now it cannot be
doubted that the use of prayer is
this act of order, precisely be-
cause it implies a theological
approach of faith, hope and
above all charity. ‘The revela-
tion of prayer comes between
the fall and the restoration of
man, that is, between God’s
sorrowful call to his first chil-
dren: ‘Where are you?...What is
this that you have done? (Gen
3:9-13) and the response of
God’s only Son on coming into
the world: ‘Lo, I have come to
do your will, O God,’ (Heb
10:5-7). Prayer is bound up
with human history, for it is the
relationship with God in histor-
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ical events’.19 In this sense,
prayer is not so much an act of
the spiritual faculty of the intel-
lect as an act of the spiritual
faculty of the will. The
youngest doctor of the Church
declares on this point: ‘For me,
prayer is an impetus of the
heart, a simple look thrown to-
wards heaven, a cry of gratitude
and love in trial as in joy’.20

Whatever the case, from a theo-
logical point of view it is more
than evident that radical repara-
tion is first of all and above all
else an act of the will. For an
authoritative confirmation of
this statement let us pass to the
words of St. Thomas Aquinas:
‘the whole of the order of origi-
nal justice was due to the fact
that the human will was sub-
jected to God. This was a sub-
mission that principally lie in
the will that has the task of
moving all the other faculties
towards their end. Thus the
will, with its distancing from
God (ex aversione a Deo) led to
disorder in all the other facul-
ties of the soul. This is why the
privation of original justice,
which ensured submission of
the will to God, is the formal el-
ement of original sin: whereas
all the disorder of the other fac-
ulties is its material element…
and this disorder can be given
the general name of concupis-
cence’.21 Thus does one explain
in theological terms the greater
strengthening of thoughtful
prayer on pharmaceuticals than
is the case with music therapy
at a causal level. With prayer,
man repairs at a root level the
cause of the disharmony be-
tween the body and the soul. In-
deed, in reconnecting a dialogi-
cal relationship with God, a liv-
ing and personal relation with
the living and true God, God
creates man anew in a state of
friendship, of intimacy with
Him. The theological explana-
tion for the greater efficiency of
prayer as regards pharmacolog-
ical therapy with music lies in
the fact that prayer repairs the
state of holiness in which the
state of original justice had its
origins, that is to say the subor-
dination of the body to the soul
and of the soul to God. From
pneumatic subordination, or
transcendent subordination, of
the soul to God is irradiated the
subordination of the body to the

soul, that is to say to its spiritual
faculties of the intellect and of
the will. Our study wants to be
a demonstration that salvation,
already carried out by Christ
and in Christ, is also manifested
in the overall care and treat-
ment of sick people.
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The parable of a lost sheep
is one of the most famous sto-
ries in the Scripture.  A man
who has one hundred sheep
will leave the ninety nine in
the hills and go in search of
the stray, if one of them goes
astray.  It is not the will of the
heavenly Father that one of
these is lost.  A good shepherd
always goes to find a stray
sheep by leaving a flock be-
hind. 

Ever since the emerging of
modern states in the course of
recent centuries, leaders of
nations have been giving their
priorities to state security. It is
true that in the past security
threats always emanated from
outside of boundaries. In re-
cent years many dangers have
not come from outside bound-
aries. Poverty, environmental
degradation, suffering from
infectious diseases, transna-
tional organized crime and
terrorism are a few examples.
Today a new consensus on se-
curity is really needed and we
should pay more attention to a
stray sheep by convincing po-
litical leaders that the small
interest of a stray sheep is a
core value and deserves to be
given careful attention. The
concept of human security is
a viable framework to bring
human-centered approach to
the values of political leaders
by making the interests of in-
dividuals a priority for gover-
nance and politics.

1. What is Human Security?

Since the end of the Cold
War, the structure of interna-
tional relations has changed
in a drastic manner. Rapid
waves of globalization cou-
pled with economic liberal-
ization and the progress of in-
formation technology are
shaking the fabrics of the tra-
ditional approach of sover-
eign nations.  This process ac-
celerates the degree of inter-
dependency of the world,
having brought not only bene-

fits to people, but troubles by
widening the gap between the
rich and the poor nationally
and internationally.

Today, as many as 1.1 bil-
lion people are forced to live
on less than one dollar a day.
The unprecedented moves of
people, goods, money and in-
formation sometime work to
accelerate transnational prob-
lems. Trafficking in persons,
arms smuggling and the
spread of infectious diseases
are only a few examples.
Furthermore, the end of the
Cold War, contrary to the
hope we had at that time, has
brought numerous civil con-
flicts whose root causes lie in
religious, ethnic and econom-
ic contexts, coupled with
refugees and internally dis-
placed persons. Each of these
challenges has a complex in-
ter-linkage to one other.

In 1945, when the United
Nations was created the secu-
rity of a state such as the pro-
tection of boundaries and
people of a state was the main
concerns of those who built
this system. Ever since the
world order has been shaped,
based upon this traditional
concept.  One of the main jus-
tifications for the military
governments of Latin Ameri-
can countries in the 1960s
was the concept of national
security.  Many innocent peo-
ple were imprisoned and
sometimes executed in the
name of National security.

Japan believes that to over-
come new and direct threats,
the traditional concept of state
security alone is no longer
sufficient.

Each human being is equal
in having his or her own po-
tential and should be respect-
ed as a human person regard-
less of nationality, race, gen-
der and other identities. The
basic concept of human secu-
rity is a call for a paradigm
shift of security from staying
on the narrow state security
ideas to expanding its focus to
include people’s perspective.
Mrs. Sadako Ogata and Prof.
Amartya Sen, together with
other ten prominent members,
submitted a report on the is-
sue of human security to the
Secretary General of the Unit-
ed Nations, Kofi Anan, in
May 2003 and the report de-
fines human security as pro-
tecting the vital core of all hu-
man lives in ways that en-
hance human freedoms and
human fulfillment and calls
for a strategy of protection
and empowerment to secure
people’s lives, livelihoods and
dignity.

Others sometimes wonder
what the difference between a
humanitarian response and
human security is. I say that a
humanitarian response is a
concept of helping and rescu-
ing people in enormously dif-
ficult situations, but stops
there.  It has sometimes pater-
nalistic connotations. Human
security is to make individu-
als stand on their own and the
initiatives of individuals are
essentially important.

2. Health and 
Human Security

Fr. Akio Nemoto, a Francis-
can priest, who has spent
many years in a hospice in
South Africa looking after
HIV/AIDS patients, once told
me a story of a patient. A
mother who knew she was
dying with HIV/AIDS wrote
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a letter to her beloved 3 year-
old daughter. The letter had
the condition that her daugh-
ter could read it when she be-
came 16 years old, mature
enough to understand the
meaning of the letter in which
her mother explained how she
was affected by HIV/AIDS
through her husband’s adul-
tery, how much she loved her
daughter and she really want-
ed to see her daughter’s first
boyfriend. The story tells us
that for all people health is al-
ways the primary concern and
they are ready to sacrifice
everything in order to get
proper health care.

In spite of the fact that
health is a core value of hu-
man beings the reality is far
from it. In many developing
countries, political leaders
pay more attention to tradi-
tional state security and ex-
penses on health care and ed-
ucation are the first targets to
cut when a government has to
economize its expenditure
since many political leaders
see these areas as not essen-
tial and thus expendable.  We
have seen many examples in
various developing countries
where many problems associ-
ated with non-provision of a
good health-care system are
more to do with a lack of po-
litical will and poor manage-
ment than shortages of re-
sources. The main challenge
here is how to convince gov-
ernment leaders that health
care should be given prior at-
tention.

Mely Caballerlo-Anthony,
Assistant Professor of
Nanyang Technological Uni-
versity, is right in saying that
“to generate political will and
commitment, the stake hold-
ers in government must be
convinced of the merits of hu-
man security. More impor-
tantly, they need to be con-
vinced that health is a priority
for governance and politics.
The most obvious strategy,
then, is to establish the clear
linkage between human secu-
rity and the values that appeal
to power holders.”

In order to achieve that
goal, there must be a system
in which human security is
well embedded. Civil society
should be included in a

process of formulating health
policies; unless political lead-
ers have great awareness
about the importance of
health care, their popularity
will not be sustained. The par-
allel existence of the poor
willing to lose everything in
order to save their lives and
the lack of political will to
pay due attention to the issue
of medical care should be re-
dressed.

3. Japan’s Initiatives
to Make the Concept 
of Human Security 
Operative

I believe that unless the
concept of human security is
put into action, the concept
loses its validity and refer-
ence. With this conviction
Japan takes a lead in translat-
ing the idea of human security
into operation.  This is also
based upon Japan’s own ex-
periences. Former Prime
Minister Ryutaro Hashimoto
in his speech in South Africa
in 1999 explained this back-
ground as follows: “As of to-
day the Japanese people enjoy
the longest average longevity
of over 80 years in the world;
however, it is only 50 years
ago that the average life of
Japanese people was only 50
years. There are three ele-
ments for this success. First,
people have full access to ad-
vanced health care. Second,
the provision of a safe water
system leads to the drastic re-
duction of communicable dis-
eases. The provision of safe
water constitutes a fundamen-
tal condition for health. Third,
eradication of parasites. I
would like to point out that
Japanese success is based up-
on the combination of a
health system and a well ad-
vanced education system.”  

In order to fight poverty,
“peace, security and good
governance” are prerequi-
sites. These three elements
will convince each individual
in society that “tomorrow can
be better than today”, and the
most important keyword to-
wards this end is “hope”.
Having “hope” in mind, peo-
ple can make an investment,
people can provide education,

which is an investment for the
future, and people can pay at-
tention to health. People can
afford to meet their partners
with affection and respect
which leads to gender equali-
ty. Japan believes that this
process of development cre-
ates the sense of ownership
among people based upon
partnership between donors
and recipients.

In the G-8 summit meet-
ings of 1997 and 1998, Japan
took an initiative for the net-
work building to fight para-
sites in Asia and Africa,
which led to a creation of the
“international parasite study
center” of the Mahidon Uni-
versity in Bangkok. In the
year 2000, at the Okinawa G-
8 Summit, Japanese Prime
Minister Yoshiro Mori em-
phasized the importance of
combating communicable
diseases, which led to the cre-
ation of “the Global Fund to
Fight HIV/AIDS, TB and
Malaria.”  For the first time,
Japan drew the attention of
world leaders to the issue of
these communicable diseases
in concrete terms, thus nar-
rowing the gap between the
people in need and the agenda
of world political leaders.  In
the past, policy-makers, even
summit leaders, cared less
about health than they did
about depression, jobs and the
exchange rate, but now world
political leaders realize the
importance of good health.
Since the creation of the
Global Fund in the year 2002,
in the course of 3 years of op-
eration the Global Fund has
raised nearly 4 billion US dol-
lars out of which Japan con-
tributed 250 million US$.
June 30th this year, Japanese
Prime Minister Junichiro
Koizumi made an announce-
ment Japan’s new commit-
ment of half a billion US$ for
the Global Fund for coming
years. The Global Fund was
established in a way to reflect
the concept of human securi-
ty.  In each country, its coun-
try coordination mechanism
was established in a process
of discision making in which
not only government officials
but representatives of faith-
based organizations and civil
societies were represented.
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Although States still hold
main responsibilities for pro-
viding health care to people,
there is also awareness that a
State’s capabilities are limited
and thus human security must
allow non-governmental ac-
tors and international organi-
zations to provide health care.
Health is too important to be
left in the hands of a few peo-
ple. This theory is also applic-
able to the awareness of the
people of rich countries. In
these days, medicines for
HIV/AIDS, TB and malaria
are affordable for common
people of industrial nations
and their small savings can go
a long way to saving the lives
of the people of developing
countries. The Global Fund
makes health of people in de-
veloping countries the busi-
ness of developed countries.
This is also the realization of
human security. 

4. The Primary Health Care 
Project (Lusaka, Zambia)

I would like to give another
concrete example of a health
project based upon human se-
curity concept. The Japanese

government has incorporated
the principle of human securi-
ty into its international devel-
opment assistance policy. The
Japan International Coopera-
tion Agency (JICA), an im-
plementation agency of Offi-
cial Development Assistance
of Japan, which Mrs. Sadako
Ogata, former UNHCR, is
heading, is also working on
ways to operationalize the
concept more specifically.

In George Compound,
close to Lusaka, the capital of
Zambia, JICA has been sup-
porting a series of health care
projects, whose activities are
carried out by community
volunteers. Unplanned settle-
ments were created by rapid
migration from the suburbs
before urban planning could
catch up. These people mi-
grated mainly from agricul-
tural areas as a result of eco-
nomic depression. Shortages
of health care and luck of in-
frastructure development in
the areas meant that the infant
mortality rate for children un-
der five was as high as 15%.
This lack of a health care sys-
tem caused a mass outbreak
of cholera during the rainy
season coupled with a rapid
increase of TB and measles.
Ever since the year 1994,
Japan has provided a grant to
build a water system. But
what is more important is the
starting of a community-
based model of primary
healthcare projects since
1997. Reducing the infant
mortality rate and improving
health and sanitation condi-
tions are carried out by two
main activities: a growth

monitoring program by health
center staff and trained volun-
teers from the community-
based health workers. A
health expert said that there
has been a growing awareness
in the community of the im-
portance of health and of im-
proving the situation in their
own living areas. The success
of these activities and the
completion of water facilities
has led to a significant reduc-

tion in the number of deaths
from cholera, from seventy
per 10,000 lives before the
project began (1994) to one
per 10,000 lives (2000). Sig-
nificant improvement of
health of children is also evi-
dent. The community also set
up a small fund for mainte-
nance of public toilets and the
expenses of volunteers. This
project illustrates that a sys-
tem can be made where peo-
ple in the community can be
self-reliant and critical links
can be sustained between the
community and the govern-
ment. We see here a good ex-
ample of making health care
everybody’s business.       

5. The Trust Fund for
Human Security

In 1999 Japan took another
initiative to translate the con-
cept into action. It established
the Trust Fund for Human Se-
curity in the United Nations
and by February 2005 Japan
had contributed approximate-
ly 256 million US$ to the
Fund. Applying the approach-
es of “protection” and “em-
powerment” in the action, the
Fund, focusing in on each in-
dividual, supports projects to
protect people and empower
people to enhance their re-
silience.

The Fund finances projects
to be carried out by organiza-
tions of the United Nations
system and in partnership
with non-UN actors to ad-
vance the operational impact
of the human security con-
cept. Japan welcomes the par-
ticipation of the “Good
Samaritan Foundation” as a
partner of UNICEF, WHO or
any other UN organizations to
carry out projects.  Projects
shall be selected according to
the following parameters:

(1) Providing concrete and
sustainable benefits to people
and communities threatened
in their survival livelihood
and dignity.

(2) Implementing the pro-
tection and empowerment
framework by comprehen-
sively including both top-
down protection and bottom-
up empowerment measures.

(3) Promoting partnership
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with civil society, faith based
organizations, NGOs and oth-
er local entities and encourag-
ing implementation by these
entities.

(4) Advancing integrated
approaches that preferably in-
volve more than one organi-
zation in planning and imple-
mentation.

(5) Addressing the broad
range of interconnected issues
that take into account the
multi-sectoral demands of hu-
man security, for example,
conflict and poverty displace-
ment, and health education
and conflict prevention.

(6) Concentrating on those
areas of human security that
are currently neglected and
avoiding duplication with ex-
isting programmes and activi-
ties.

The budget estimate of one
project is approximately one
million dollars in a year in or-
dinary cases, though explicit
upper or lower limits are not

defined. Budgetary require-
ments should be calculated
based upon the feasibility and
needs of each project. The
budget can be greater when
they are of a comprehensive
or regional nature or multi-
year projects.

6. Conclusion

The concept of human se-
curity has been already put in-
to practice. In these difficult
times of crises and uncertain-
ties, Japan believes human se-
curities offer hope. Hope is a
key for the development of
people who are under severe
conditions. This is a concept
that a small interest of one
stray sheep will not be sacri-
ficed in the name of state se-
curity but rather that one
sheep’s care is all sheep busi-
ness. Partnership, protection
and empowerment are key
words for human security and

Japan hopes that this new se-
curity concept will be widely
accepted to meet new chal-
lenges.
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1. Introduction

The topic of the following
article may suggest its sole
destination is for prison chap-
lains. Indeed, chaplains were
thought of as primary readers
of this study. The more so as
the subject is left unsaid in
most works on penitentiary
chaplaincy, focusing on typi-
cal pastoral problems. The
contents of this article, howev-
er, may also be of use to vol-
unteers visiting prisoners as
much as to the prison service
staff. In the case of the latter
recipients, one should hope
that reading this article will
contribute to their even deeper
comprehension of the sense of
the pastoral ministry in the
conditions of prison isolation. 

The paper concentrates pri-
marily on the clinical as well
as pastoral aspect of the prob-
lem of illness. The pastoral as-
pect of the problem has been
given attention in the form of
encouragement for a profes-
sional perception of the condi-
tions for certain diseases in the
prison, which may result in the
improvement in the pastoral
ministry.

Prisoners are likely to strug-
gle against the same illnesses
as people staying temporarily
out of prison or those enjoying
permanent freedom. Therefore
the selection of illnesses pre-
sented in this work has re-
quired careful thought. This is
because the development of
particular illnesses in prison
may proceed differently than
in the conditions of liberty.       

2. The neurological aspect

Many individual prisoners
have committed criminal or
paracriminal offences, involv-
ing the possibility of sustain-
ing both body injuries as well
as neurological injuries and

disorders, before being impris-
oned. Similar injuries may al-
so be sustained during one’s
stay in a penitentiary – as a
consequence of being beaten
by fellow prisoners, for in-
stance.     

One of the common neuro-
logical units is head injury
(Weiner, Levitt, 1994). Conse-
quently, it happens that prison
hospitals admit patients with
self-inflicted head injuries
(Szaszkiewicz, 1997, p. 114).
The above group usually in-
cludes mentally handicapped
or alcohol-addicted individu-
als, who – either thoughtlessly
or in a state of delirium – bang
their heads against the walls
and other hard surfaces. As a
result, they are likely to sus-
tain such serious injuries as
breaking the base of the skull,
concussion and haematomas.
A prisoner is also likely to
commit acts of self-inflicted
harm with the intention of
landing in the prison hospital
in which his accomplice has
already been staying, and,
consequently, engaging in a
communication in order to es-
tablish the common line of de-
fence during the forthcoming
trial, for example.  

Furthermore, some neuro-
logical disorders acquired al-
ready at liberty are likely to
deepen even further while
staying in prison. Among
these, one ought to indicate
headaches (cf. Diamond, Da-
lessio, 1986; cf. Dalessio,
1987), dizziness (cf. Weiner,
Levitt, 1994), epilepsy (cf. En-
gel, 1989), insomnia and sleep
disorders (cf. Weiner, Levitt,
1994), neurological disorders
resulting from alcoholism
(e.g. convulsions, delirium
tremens; cf. Victor, Adams,
Collins, 1971), neurological
disorders resulting from inter-
nal maladies (cf. Weiner,
Levitt, 1994; according to
these authors, prison is con-

ducive to the development of
digestive system diseases as
well as heart diseases).

Prison isolation may be de-
scribed as a continual and per-
manent situation of danger
and uncertainty (in the physi-
cal as much as psychological
sense; cf. Moczydłowski,
1991, for instance), which
may constitute another reason
why prison-confined individu-
als may prove unpredictable to

an extent inconceivable to free
individuals (cf. Britton, 1999;
cf. Hollin, 2001, pp. 99-125;
cf. Harrower, 2001, pp. 9-40;
cf. Schneider, 1980). At this
point, it is also necessary to di-
rect attention to the dissimilar-
ity between the world of free
individuals and the world of
the imprisoned. 

Another difficulty in com-
municating with prisoners is
likely to occur, namely the si-
multaneous occurrence of
neurological diseases together
with psychological and per-
sonality disorders. 
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3. Psychosomatics

The basic assumption under-
lying psychosomatics draws
attention to the role of emo-
tional tension, conflicting situ-
ations and psychological in-
juries in the genesis and
course of numerous somatic
diseases. A contemporary ap-
proach to the disease assumes
a multifactorial perception of
the etiopatogenesis of patho-
logical syndromes, including
the existence of not only bio-
logical factors, but psycholog-
ical and social factors as well.
Apart from their undoubted
impact on conditioning the
course of illness (which is of a
different extent in the case of
different patients), the latter
factors enable the determina-
tion of the appropriate thera-
peutic approach (Jarosz,
1983). In the etiology of psy-
chosomatic diseases, F.
Alexander, T. French and G.
Pollock (1968) indicate, inter
alia, stressful situations of fre-
quent complexity, linked with
the central conflict. Such situ-
ations either result in the re-
lease of the somatic disease
symptoms or they escalate its
symptoms periodically.    

M. Sufczyńska-Kotowska,
A. Golczyk-Wojnar, and M.
Wojnar (2000, pp. 139-155)
include bronchial asthma,
peptic ulcer disease of the
stomach and intestines, ulcer-
ative colitis and inflammatory
bowel disease, arterial hyper-
tension as well as headaches
in the category of psychoso-
matic disorders. E. Ścigała
(1993) divides psychosomatic
disorders into three groups.
The first group includes
pathologies having a psycho-
logical stimulus as their etio-
logical factor, and it encom-
passes the following disor-
ders: vegetative neuroses,
headaches resulting from a
psychological tension (ten-
sion-type headaches), habitual
vomition, mental anorexia
(anorexia nervosa), as well as
certain types of obesity. The
main (although not the only)
factor common to pathologies
in the second group is psycho-
logical disorders. The group
includes such pathologies as
peptic ulcer disease of the
stomach and duodenum, in-

flammatory bowel disease (in-
flammation of the large intes-
tine), essential hypertension
(spontaneous arterial hyper-
tension), coronary heart dis-
ease, bronchial asthma, aller-
gic diseases. The third group,
possibly, encompasses those
pathologies in which the psy-
chological factor is the main
factor aggravating the course
of the pathologies. Conse-
quently, it includes diabetes,
hyperthyroidism and primary
chronic rheumatism.            

Psychosomatic disorders
may undoubtedly deepen in
prison conditions, which is
connected with a broadly un-
derstood notion of prison
stress. The stress is linked to a
pre-stress, arising from the
criminal activity and the risk it
involves.

The research involving pris-
oners I have been conducting
by means of, among other
things, the method of partici-
patory observation, has shown
that the criminal prisoner does
not admit his fear despite the
obvious fact that his living is
largely affected by fear. Such
an approach to fear stems from
a formula claiming that “attack
is the best defense”, which
constitutes one of the basic

rules explaining the conduct of
criminals. The term “fear”
seems to be absent from crimi-
nal conduct, or at least it is not
mentioned during conversa-
tions with the great majority of
prisoners. The latter are strict
to their fellow-prisoners who
are not afraid to confess to
their fear. Nevertheless, the
population of prisoners may be
characterized by the type of
fear that can be named as sub-
cultural criminal fear (the fear
of being a criminal) and sub-

cultural prison fear (the fear
which stems from being a pris-
oner). The former occurs while
committing a crime, and it
refers to the fear of bodily
harm, of sustaining injuries,
and, finally, of death (which is
understood as the fear of being
killed, and not as the fear of
failing to achieve salvation).
The latter refers to the fear of
being inferior and of being
perceived as a nonentity. Simi-
larly, one may distinguish two
types of stress, namely subcul-
tural criminal stress (the stress
which stems from being a
criminal) and subcultural
prison stress (the stress result-
ing from being a prisoner). All
of this, in turn, is closely
linked to psychosomatics. 
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4. The necrophilic character

G. W. Allport describes per-
sonality as the dynamic orga-
nization within the individual
of those psychophysical sys-
tems that determine his unique
adjustments to his environ-
ment (1949, pp. 43-48). Ac-
cording to H. J. Eysenck, it is
a more or less stable and en-
during organisation of a per-
son’s character, temperament,
intellect, and physique, which
determines his unique adjust-
ment to the environment
(1970, p. 2). Both definitions
are basically identical to each
other, although the latter is
more detailed and more struc-
tural than the first. S. Siek puts
forward a dynamic view of
personality, defining it as the
organization of instructions
and patterns of reacting, creat-
ed as a result of development
and adjustment as well as be-
ing designed for adjustment
(1986b, p. 14). 

As late as the 1920s and
1930s, character was wrongly
identified with personality.
The structure of personality
involves the following ele-
ments: temperament, charac-
ter, psychological needs, im-
pulses, aptitudes, attitudes,
values, motives, and self-im-
age. 

According to A. A. Roback,
character is an enduring psy-
chophysical disposition to in-
hibit impulses in accordance
with a regulative principle
(1952, p. 568). W. S. Mierlin
describes character as the indi-
viduality of personality. In his
view, character is the organi-
zation of such psychological
traits that occur in certain situ-
ations only and that condition
an individual and specific way
of fulfilling particular disposi-
tions and social attitudes
(Siek, 1986a, p. 121). H. Rem-
plein endows character with
an axiological dimension, con-
sidering it as an aspect of per-
sonality expressed in one’s
ability to sense values as well
as in one’s active aspiration
for particular values (1963, p.
135). In his work devoted to
character, J. Pastuszka links it
– among other things – to will.
The term “will” is still used in
philosophy and idealistic psy-
chology, while contemporary

experimental psychology has
replaced the term “act(s) of
will” with the notion of “deci-
sional process”. In point of
fact, contemporary psycholo-
gy challenges the classic mod-
el of the conscious act of will
(particularly the stage of
thought), considering the ma-
jority of our acts as deter-
mined subconsciously. In this
respect, the above theory re-
flects the impact of psycho-
analysis and existentialism. J.
Pastuszka, on the contrary,
perceives character as a cer-
tain system of the will, refer-
ring to one’s self-control, con-
sistent obedience to particular
rules, the constancy of one’s
conduct, as well as the effec-
tiveness of the operation of
one’s will (1962, pp. 25-29). 

The  necrophilic character is
shown here against the back-
ground of one’s personality –
on account of the fact that its
fatalistic power is so mighty
that it is able to take over and
usurp the whole personality,
subordinating its individual el-
ements to itself. E. Fromm
carries out a deep analysis of
such a character (1999). The
term “necrophilia”, in the
most general terms, stands for
the attraction to all that is
dead. It used to be applied in
the description of two differ-
ent phenomena, namely: a)
sexual necrophilia, i.e. a male
desire to have a sexual rela-
tionship or another type of
sexual contact with the body
of a dead woman; b) non-sex-
ual necrophilia, i.e. the desire
to be near to corpses, to watch
and touch them and, primarily,
the desire for the dismember-
ment of corpses. The above
term, however, was not usual-
ly applied with reference to
character-rooted passions. It
was only Erich Fromm who
went beyond the popular us-
age of the term as a result of
his study of the biographies of
brutal figures, including
Hitler. According to Fromm,
“necrophilia can be described
in a characterological sense –
as a passionate attraction to all
that is dead, decaying, and
sick; it constitutes the passion
to transform anything alive in-
to something unalive; to de-
stroy for its own sake; to focus
the whole of one’s attention on

anything that is purely me-
chanical. It is a passion to tear
apart living structures” (1999,
p. 372). 

Necrophilia understood as a
character disorder, and thereby
a personality disorder, is a
very rare phenomenon. In fact,
we are more likely to en-
counter the traces of this char-
acter. An individual of this
type may undoubtedly be
found in the prison population,
for which the chaplain ought
also to be prepared.

5. A disordered personality

“A disordered personality”
is also defined with the term
of “psychopathy”. The latter
term, however, has ceased to
be used by contemporary clin-
ical psychology, largely due to
the influence of humanism. In
point of fact, the term “psy-
chopathy” has given rise to
numerous misunderstandings.
To avoid these, some authors
are still applying the former
term, considering it as more
expressive. American litera-
ture also introduces a synony-
mous term of “asocial person-
ality”. Some other common
terms referring to the above
notion are “psychopathic per-
sonality” (a term placed some-
where in between the terms of
“disordered personality” and
“psychopathy”), “sociopathy”,
“characteropathy”, “socio-
pathic personality” and “char-
acteropathic personality”. All
these terms concern a disor-
dered personality, although
each of them may put empha-
sis on a slightly different as-
pect of those disorders.

According to A. P. Sperling,
a psychopathic personality is
“the personality of an individ-
ual incapable, partly or com-
pletely, of understanding the
existing ethical norms, which
results in their antisocial or
immoral behaviour” (1995, p.
379).  

J. Szostak claims that “A
personality disorder is not a
mental illness, as people af-
fected by this type of disorder
do not show the basic symp-
toms of a mental illness – such
as delusions and hallucina-
tions, for instance. It is thus
possible to diagnose a person-
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ality disorder as a condition
characterized by certain dy-
namics, including the changes
in the particular areas of one’s
psychological life with the
domination of emotional dis-
orders” (2002, p. 54).          

The disordered personality
traits may, for example, be
linked to one’s psychological
immaturity (including emo-
tional immaturity, especially
in the sphere of higher feel-
ings), psychological dishar-
mony (the existence of mutu-
ally contradictory traits within
the personality), lack of re-
spect for moral and legal stan-
dards (leading to the extreme
conviction that “there is no
law and no morality”), irre-
sponsibility, simplified and
desire-based social communi-
cation, inability to predict the
consequences of one’s own
actions, the absence of realism
in planning, and, possibly, in-
ternal conflicts. These, as
much as a number of other
traits, are linked together to
form groups enabling the dis-
tinguishment of at least a
dozen or so types of disor-
dered personality (such as, for
instance, the evasive-, depen-
dent-, neurotic-, schizoid-,
hysteroid-, and fanatic person-
ality; of these, it is the
necrophilic personality that, in
my opinion, constitutes the
most seriously disordered per-
sonality type). 

The term “criminal person-
ality” has a broader meaning
than the notion of “disordered
personality”. This is because a
criminal act may not only be
committed by a personality-
disordered individual, but also
by people afflicted with psy-
chosis, neurosis, or by individ-
uals being under the influence
of psychoactive agents.       

6. Psychosis and neurosis

Neuroses are considered to
be less serious mental disor-
ders than psychoses and they
differ from the latter in that
they enable insight into one’s
own experiences. The main
symptom of neuroses (psy-
choneuroses) is fear (Haslam,
1997, pp. 295-331).   

The differences between
psychosis (a psychotic) and

neurosis (a neurotic) are ex-
pressed clearly by A. P. Sper-
ling (1995, pp. 337-341). Neu-
rosis makes it difficult to con-
trol reality and derive pleasure
from it. A neurotic, however,
comprehends reality and per-
ceives it in the proper way.
Consequently, apart from the
area of symptoms he main-
tains a normal contact with his
environment. A psychotic, on
the contrary, is devoid of this
contact. He cannot, or is not
willing, to verify the veracity
of his own judgments through
confronting them with the
facts to be noticed, which
leads to the disappearance of
the distinction between fanta-
sy and reality. Trying to main-
tain the image of himself a
psychotic not only distorts re-
ality, but even denies it com-
pletely. Overwhelmed by his
own distortions of the world,
he does not realise his outer
reality.

Psychoses can be divided
into functional (when no
changes to the nervous system
are detected; the only fact pos-
sible to be detected is that the
personality does not function
properly) and organic (charac-
terized by the occurrence of
physical changes).         

Prison, in fact, creates
favourable conditions for the
development of psychoses and
neuroses. This results from,
among other factors, “the sec-
ond life of the prison” – i.e.
specific communication be-
tween the prisoners them-
selves as well as between the
prisoners and the prison
guards. The second life of the
prison offers its moral system
as well as its normative and le-
gal basis.

7. The hardship of the prison 
chaplain

The present article does not
handle the problem of prison-
ers addicted to psychoactive
agents (such as, among other
things, alcohol, drugs, and
medications). This is because
the wide range as well as the
high intensity of this problem
provide an adequate source for
a separate article. At this point,
however, one needs to remem-
ber that the above-mentioned

agents may constitute a
favourable background for the
occurrence of organic psy-
chosis, for instance, as well as
playing a significant part in
the genesis of other disorders.

Pastoral psychology puts
forward the suggestion that
the prison chaplain ought to
take pains to introduce the
prisoners into a life based on a
broadly understood harmony
(Woźniak, 2002b, pp. 77-79).
The harmony may have at

least 11 dimensions: 1) be-
tween the spiritual, psycholog-
ical and bodily sphere, 2)
within the sphere of one’s self-
image, 3) in experiencing
time, 4) in the manner of exis-
tence, 5) between the mind
and emotions, or feelings, 6)
between the man’s inner lay-
ers (a reference to transaction-
al analysis), 7) between the
needs, values and norms, 8) in
the communication between
man and God, 9) in interper-
sonal relations, 10) in relations
between an individual and a
group, 11) in contact with the
natural environment. 

The chaplain is likely to be-
come an object of manipula-
tion, either consciously or un-
consciously. The former may
be used by a prisoner to enjoy
a fine reputation on the part of
the chaplain, for instance. Un-
conscious manipulation, on
the other hand, may be em-
ployed by a psychotic prison-
er, for example. Considering
the above conditions, the fact
of possessing a feeling for ma-
nipulation means that the
chaplain will undisputedly in-
crease his positive influence
on the prisoners.

The complex problems af-
fecting prisons along with the
prisoners’ disorders and
pathologies require the chap-
lain’s intuition (cf. Woźniak,
2002a, pp. 465-472). The
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chaplain ought to adjust his
actions both to the type of the
penitentiary as well as to the
individual prisoners, charac-
terized by a particular person-
ality type, criminal type, or a
specific pathology unit. In
fact, it is the chaplain’s re-
sponsibility to respect the law
concerning the penitentiaries
and the prisoners, respective-
ly. He is obliged to conform to
the rules of safety and public
order and to other regulations
existing in the penitentiary.
He is bound by his official se-
cret, too.                  

Rev. WALDEMAR WOŹNIAK
Institute of Psychology

Cardinal Stefan Wyszyński 
University in Warsaw
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Premise

In 1994 the World Confer-
ence on ‘Population and De-
velopment’ was held in Cairo.
At this international forum the
Holy See expressed the reser-
vations of the Church in rela-
tion to the ideology of ‘repro-
ductive health’, which is based
upon a utilitarian and Malthu-
sian approach. On 14 Novem-
ber 2001, together with the
Pontifical Council for Mi-
grants and Travellers and the
Pontifical Council for the
Family, we published a special
Note for bishops’ conferences
in order to draw their attention
to what was at stake in the
handbook of the United Na-
tions on ‘reproductive health’
in refugee camps, indicating
elements of doctrine and prin-
ciples of Catholic morality
that are capable of helping
bishops in drawing up a suit-
able form of pastoral care for
the mission of the Church to
help refugees.

Now, with the event of the
tenth anniversary of the con-
ference of Cairo and within
the framework of the pro-
gramme of our dicastery on
the universal right to the de-
fence of health, we propose a
reflection and clarification of
our Pontifical Council for
Health Pastoral Care on the
‘so-called right to reproduc-
tive health’. 

I. Definition and Context

1. By the expression ‘right
to reproductive health’ a cer-
tain international language
tends to refer to the concept of
real and proper health side by
side with a series of connected
rights. Everything is forcibly
configured as a ‘new’ aspect
of the panorama of fundamen-
tal human rights, in particular
in relation to the dimension of
human health and correlated
rights. Indeed, in the interna-
tional context reproductive

health is connected with pro-
creation,1 as well as other
strongly debated areas such as,
for example, that of gender
perspective or sexual orienta-
tion.

The sphere of reproductive
health is marked by especially
controversial concepts that
concern some of the most inti-
mate and private areas of the
person, such as sexuality, sex-
ual relations, and procreation
(increasingly: reproduction),
and also those questions that
because of their nature are of
decisive importance for rela-
tionships between family
members. In this sense, repro-
ductive health is connected
with the profile of equality
and the ending of the margin-
alisation of women. It is also
connected with aspects of the
upbringing and education of
young people and adolescents,
thereby increasing the pres-
ence of elements of conflict
within inter-generational rela-
tionships (the right/duty of
parents versus the rights of
adolescents).

Not least, at the level in a
very specific sense of the gen-
eral theory of human rights,
the fact that as a concept, with
its connected rights, reproduc-
tive health has emerged from
the context of demographic
policies and not specifically
from that of the production of
law (international law on hu-
man rights) has contributed to
the problems and difficulties
in this area.

2. If we want to understand
the ‘evolution’ of the so-called
right to reproductive health,
we may observe that a first
step was provided by the
recognition of a right to repro-
ductive choice based on the
statements of certain interna-
tional declarations that pro-
claim the fundamental right of
couples and individuals to
freely and responsibly decide
the number and spacing of
births. The reference is to Res-

olution 2211 (XXII) of the
General Assembly of the Unit-
ed Nations of 1966 on popula-
tion growth and economic de-
velopment; section 16 of the
Proclamation of Tehran of
1968; and section 14(f) of the
Action Plan of the World Con-
ference on Population of 1974.
As regards the obligatory
character of the right to repro-
ductive health, one may main-
tain that this becomes effec-
tive with article 16(e) of the
Convention on the Elimina-
tion of all Forms of Discrimi-
nation against Women of
1979.2

A second period can be
linked to the debate and the
guidelines of the Conference
on Population and Develop-
ment (Cairo 1994) and the IV
Conference on Women
(Peking 1995), in which there
emerged a direct consideration
of reproductive health under
the impetus of the World
Health Organisation and the
FNUAP. On the basis of the
formulas of the Action Pro-
gramme of Cairo, the concept
of reproductive health – para-
phrasing the definition of
health contained in the pream-
ble of the Constitution of the
World Health Organisation –
should be understood as: ‘a
state of complete physical,
mental and social well-being
and not merely the absence of
disease or infirmity, in all mat-
ters relating to the reproduc-
tive system and to its func-
tions and processes. Repro-
ductive health therefore im-
plies that people are able to
have a satisfying and safe sex
life and that they have the ca-
pability to reproduce and the
freedom to decide if, when
and how often to do so. Im-
plicit in this last condition are
the right of men and women to
be informed and to have ac-
cess to safe, effective, afford-
able and acceptable methods
of family planning of their
choice, as well as other meth-
ods of their choice for regula-
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tion of fertility which are not
against the law, and the right
of access to appropriate
health-care services that will
enable women to go safely
through pregnancy and child-
birth and provide couples with
the best chance of having a
healthy infant.’3

According to this definition,
the right to reproductive
health is presented with an all-
embracing approach directed,
in fact, at covering numerous
contexts, different subjects,
and a multiplicity of juridical
situations, but it is clearly
lacking in that substantial ju-
ridical consistency that is re-
quired if it is to be written into
international law on human
rights. Indeed, situations are
outlined with reference to cou-
ples, women and unborn chil-
dren, but incorporated into the
same subject considered here
– that of the right to reproduc-

tive health. The position ex-
pressed by the World Health
Organisation in August 1994
before the Cairo conference at
which the need was expressed
to affirm such a ‘right’, leav-
ing to subsequent practice the
task of defining its contents
and its limits, that is to say to
juridical implementation, re-
mains emblematic of this ap-
proach.4

II. Health as Full Harmony
and Healthy Equilibrium
and the Inherent Right
to its Defence

3. In his Message for the
World Day of Health of 11
February 2000, the Holy Fa-
ther John Paul II provided  a
vision of health that takes into
consideration all the dimen-

sions of the human person, as
well as his Christian vocation
and the good that he should
do to others. This is what the
Pope wrote on the subject:
‘This vision of health based
upon an anthropology that re-
spects the person in his
wholeness, far from being
identified with the simple ab-
sence of illness, is a tension
towards a fuller harmony and
a healthy equilibrium at a
physical, mental, spiritual and
social level. In this approach,
the person himself is called to
mobilise all his available en-
ergies to realise his own voca-
tion and the good of other
people’.5

4. Human procreation is of
very great value and dignity
because it communicates life
to a new human being, that is,
to a new person. From their in-
terpersonal act of love, which

is inseparably unitive and pro-
creative, the marriage partners
become not only parents but
also and above all else co-op-
erators with God in the trans-
mission of life. Thus the ideol-
ogy of reproductive health vi-
olates not only the natural
right of the unborn child but is
also in contrast with divine
Revelation. The moral charac-
ter of conjoining conjugal love
with the responsible transmis-
sion of life does not depend
only on sincere intention and
an evaluation of motives but
should also be determined by
objective criteria that have
their foundation in the very
nature of the human person
and his acts and are intended
to maintain the integral mean-
ing of mutual self-giving and
human procreation in a con-
text of true love.6

5. The personalised vision
of health, that is, health as
‘tension towards a fuller har-
mony and a healthy equilibri-
um’ is in contrast:

5.1. With a reductive vision
of health and sexuality – prop-
agated by the ideology of so-
called ‘reproductive health’ –
which reduces health to that of
the sexual organs and the en-
joyment of sexual pleasure.
This reduction, without rules
and without commitment, de-
values human sexuality and
disjoins the procreative act
from conjugal intimacy. It thus
banalises and exploits the acts
proper to generation.

5.2. With the immoral use of
contraceptive and abortifa-
cient means that is proclaimed
by the right to reproductive
health and broadened by
spreading pansexualism.  This
use, in fact, precludes a
healthy balance of the physi-
cal, mental, spiritual and so-
cial dimension of the health of
the person and also precludes
true love which, indeed, is
harmonised increasingly in-
tensely within the context of
conjugal and family life.

6. It should be made clear
that health and life are a gift
from God and thus, properly
speaking, one does not have a
right to it. However, it is our
duty to defend it and to stew-
ard it in a way that respects the
dignity of man and the law of
God: ‘Life and physical health
are precious gifts entrusted to
us by God. We must take rea-
sonable care of them, taking
into account the needs of oth-
ers and the common good’.7

However, the full harmony of
health was attained in defini-
tive terms in the mystery of
the death and the resurrection
of the Lord, ‘physician of our
souls and bodies…who willed
that his Church continue, in
the power of the Holy Spirit,
his work of healing and salva-
tion’.8

Conclusion

What has been observed in
this Note brings out the juridi-
cal contrast between the holis-
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tic conception of health and
the utilitarian conception of
reproductive health, and thus
of sexuality. The first em-
braces the human person in his
unity, harmony, and physical,
mental, spiritual and social
equilibrium, and is, therefore,
able not only to foster maturi-
ty at the level of sexuality but
also to define responsible pro-
creation as an expression of
mutual conjugal love and of
relations between a couple
that are in conformity with au-
thentic moral norms and pro-
found human values. Repro-
ductive health, instead, de-
notes the tendency to extrapo-
late both these values and
these norms because it propos-
es, and without any reserva-
tions, not only the separation
of sexuality from procreation
but also the use of ‘emergency
contraception’ and recourse to
chemical abortion. Here is an
essential difference as regards
the dignity of the human per-

son, who is the beginning,
foundation, limit and end of
every right: holistic health is
in conformity with that digni-
ty; reproductive health is in
contrast with it. The first, be-
cause it is licit, allows a re-
sponsible regulation of the
transmission of life; the sec-
ond allows, although it is illic-
it, an irresponsible control of
births.9 Indeed, ‘God, the Lord
of life, has conferred on men
the surpassing ministry of
safeguarding life in a manner
which is worthy of man.
Therefore from the moment of
its conception life must be
guarded with the greatest care
while abortion and infanticide
are unspeakable crimes. The
sexual characteristics of man
and the human faculty of re-
production wonderfully ex-
ceed the dispositions of lower
forms of life. Hence the acts
themselves which are proper
to conjugal love and which are
exercised in accord with gen-

uine human dignity must be
honoured with great rever-
ence’.10

Footnotes
1 Cf. in this sense: The United Na-

tions, Population and Human Rights
(New York, 1990), Doc
ST/ESA/SER.R/107, p. 10ss.

2 On the whole question up to the
conference of Cairo, see N. Fincan-
cioglu, ‘Contraception, Family Planning
and Human Rights’, in The United Na-
tions, Population and Human Rights,
pp. 87-103. 

3 Action Programme, chapter VII,
section 7.2.

4 Cf. the ‘Summary’ of the ‘Position
Paper’ of the World Health Organisation
at the Cairo conference: World Health
Organisation, Health, Population and
Development (Geneva, 1994), Doc.
WHO/FHE/94.2, p. 833.

5 Cf. GIOVANNI PAOLO II, ‘Messaggio
per la VIII Giornata Mondiale del Mala-
to, 11 febbraio 2000, n. 13’, Dolentium
Hominum, 42 (1999), p. 9.

6 Cf. Gaudium et spes, n. 51.
7 Catechism of the Catholic Church

(London, 1994), n. 2288.
8 Ibid., n. 1421. 
9 Cf. PAUL II, Humanae vitae, nn. 12

and 13; JOHN PAUL II, Familiaris con-
sortio, n. 32; Evangelium Vitae, n. 13.

10 Gaudium et spes, n. 51.
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A powerful legacy of caring

1. From the early days of
this country, the noble roots of
Catholic health ministry were
planted by countless women
and men whose courage and
devoted love for the sick and
suffering still leave one breath-
less when that history is revis-
ited. Women religious were at
the heart of this ministry, as-
sisted by their lay and clerical
associates. The pioneering ef-
forts of Jeanne Mance, Mar-
guerite d’Youville, Catherine
Mace, and Marie Maillet come
to mind, as do Blessed Fran-
cois de Laval, the early Jesuits,
and the Sisters of Saint Augus-
tine at Quebec. Their resources
were slender, yet their courage
and commitment to the healing
ministry of Jesus Christ never
wavered, even in the face of
the harsh conditions and strug-
gles of early Canada. With
their commitment to Gospel
values and their flexibility to
change with the times, they
have left a powerful legacy that
all Catholics must now pre-
serve, build upon, and keep in
trust for future generations. In-
deed, the groundwork of the
past bodes well for the future
of Catholic involvement in
health care.

Unlike perhaps in the past,
caring for the sick can no
longer simply be the work of a
dedicated few individuals; it
must now become more and
more the concern and preoc-
cupation of every Christian
and the entire Christian com-
munity. As the Permanent
Council of the Canadian Con-
ference of Catholic Bishops,
we direct our attention first to
the general principles of the
Church’s healing ministry that
is incumbent on all the faith-
ful. In the second part of this
letter, we address more specif-
ically the concerns of those
who, by profession and on a
full-time basis, are engaged in
the health care services of the
Church.

Reason for this message

2. The question may well be
asked: Why has the Church,
the “People of God”, always
given so much attention to the
health and healing ministry?
Why must it now – today
more than ever – embrace
health ministry and care as a
vital and integral part of her
mission and life? Does the
Catholic presence and in-
volvement in health care make
any difference? And if so,
what might that difference be?

With this pastoral letter, we
wish to make Catholics, and all
Christians in general, more
aware that the mission of car-
ing for the sick in essential to
the life of every Christian and
of a just society. We would like
all Catholics to understand
their baptismal call to be heal-
ers and to become more famil-
iar with the vision and guiding
principles of Catholic health
ministry. We also wish to en-
courage those Catholics who
are directly involved in the
health-care profession –
whether at a faith-based or sec-
ular facility, or in the commu-
nity at large – to foster even
more assiduously the Gospel
values inherent in their profes-
sional health care. The Gospel
parable of the Good Samaritan
captures well the health and
healing ministry incumbent on
every Christian when confront-
ed with a fellow suffering hu-
man being who is in need. “A
Good Samaritan”, Pope John
Paul II said, “is anyone who
stops to attend to the needs of
those who are suffering”.1

I. ESSENTIAL FEATURES 
OF THE HEALTH AND 
HEALING MINISTRY
OF THE CHURCH

New hope in Christ

3. In an earlier pastoral let-
ter, New Hope in Christ, the

Canadian Conference of
Catholic Bishops addressed
the issue of sickness and heal-
ing. That letter bears re-read-
ing even today, as it articulates
the heart and soul of the
Church’s health-care ministry,
namely, the person and com-
passionate healing ministry of
Jesus Christ.

With Jesus, healing of mind
and body becomes the clear
sign that the Kingdom of God
is already present. When Jesus
heals a leper or proclaims the
parable of the Good Samari-
tan, it is an obvious sign of his
compassion. But even more it
points to the new life of the
Kingdom: the total and perma-
nent healing of the human per-
son in all its dimensions and
relationships. Jesus’ healing
word of power reaches the
whole person. It heals the
body, but even more important
it first restores those who suf-
fer to a healthy relationship
with God and the community.2

Jesus the “Divine Healer”

4. From this foundational
statement, one can note sever-
al important points about the
health and healing ministry.
First, as the People of God,
the Church walks in the foot-
steps of Jesus, the Divine
Healer, who came “that they
may have life, and have it
abundantly” (John 10.10).
Catholic health-care ministry
is thus modeled after the pat-
tern of Jesus’own healing
ministry, his compassion for
those who suffer, and how he
empowered his followers to
heal. The Church has always
regarded healing as one of the
powers of the Spirit that Jesus
left as a legacy. Thus in virtue
of their baptism, all Christians
are commissioned to embrace
this healing ministry as an in-
tegral dimension of their life
in Christ: “In so far as you did
this to the least of these who
are members of my family,
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you did it to me” (Matthew
25.40).

Healing the whole person

5. Secondly, the healing
ministry of Jesus is total and
comprehensive in scope; it is
directed to the health and
well-being of the whole per-
son – in all its dimensions
(physical, spiritual, mental,
emotional and social). The
healing ministry of Jesus
leaves nothing “untouched”
and therefore “unhealed” in a
person. Like Jesus, the Church
is solicitous of the well-being
of the whole person. Like the
“Divine Healer” she recog-
nizes there are many different
types of human suffering that
can afflict humanity: sickness
of the soul caused by personal
sin; sickness of the emotions
and the psyche caused by psy-
chological hurts and traumas
of the past; sickness of the
body caused by physical dis-
ease or accidents; and even
sickness in the social fabric of
a people. Thus, the healing
and health ministry of the
Church encompasses the en-
tire range of possible human
afflictions; her ministry seeks
nothing less than the total lib-
eration and well-being of the
human person.

Signs of the coming 
of God’s Reign

6. Thirdly, the ministry of
healing signals an unprece-
dented “in-breaking” or “com-
ing” of the Reign of God in
the very midst of humanity.
Whenever Jesus cured the
blind, the lame, the leper, the
paralytic, it was always a tan-
gible sign that the Reign of
God was near. This explains
why his ministry of healing
was so central in proclaiming
the Reign of God. Like Jesus,
every Christian is called upon
to become a healer and thus,
for one’s neighbour, a sign that
God’s reign is close at hand.
The healing ministry is an at-
tempt to remove every form of
suffering and alienations that
may still prevent a person
from surrendering more com-
pletely to God, and an expres-

sion of the loving initiative
that he is forever taking on be-
half of humanity.

The mystery of suffering

7. There is yet another faith
dimension in the mystery of
suffering that should not be
overlooked. While pain and
suffering are to be relieved at
all cost, when accepted in faith
suffering does have redemp-
tive value. When suffering is
seen in light of the Gospel,
“one is able to grasp some-
thing of its salvific meaning”3.
Suffering is always a trial –
sometimes a very severe trial
– yet Catholics believe that
united in solidarity to the suf-
ferings of Christ, one’s sor-
rows and wounds enable one
to share in the saving mission
of Jesus Christ.4 In his Apos-
tolic Letter Salvifici Doloris,
Pope John Paul II puts it clear-
ly: “In bringing about the Re-
demption through suffering,
Christ has also raised human
suffering to the level of the

Redemption. Thus each per-
son, in his or her suffering, can
also become a sharer in the re-
demptive suffering of Christ”.5

There is support for this belief
in Saint Paul: “I rejoice in my
suffering for your sake, and in
my flesh I complete what is
lacking in Christ’s affliction
for the sake of his body, the
Church” (Colossians 1.24).

This does not mean that

God takes pleasure in human
pain and suffering. Nor does it
mean that Christians are to be
passive in accepting suffering
and not to strive to alleviate or
eradicate it at its source. In-
deed, “part of the plain laid
out in God’s providence is that
we should fight strenuously
against all sickness and care-
fully seek the blessings of
good health”.6 God took no
delight whatsoever in Jesus’
affliction, nor does he derive
any pleasure in any human
suffering. It was not the hu-
manity when he suffered and
died that pleased his heavenly
Father. Wherever this is the
case, as it was with Jesus,
there is an “active endurance”
of suffering, not passive ac-
ceptance. 

Praying for those who are
sick or suffering

8. Christian prayer has al-
ways been closely associated
with human suffering – and
rightly so! There seems al-

ways to be a spontaneous spir-
itual affinity between the two.
The sick person’s desire for
healing in both deeply human
and good, especially when it
takes the form of a trusting
prayer addressed to God. The
Book of Sirach is explicit:
“My son, when you are ill, de-
lay not, but pray to God, who
will heal you” (Sirach 38.9).
During his own ministry, large
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numbers approached Jesus –
either directly or through
friends and relatives – seeking
the restoration of their health.
Jesus was always deeply
“moved” by their petition, of-
ten commenting on their faith,
as when he says: “Your faith
has made you whole” (Mark
10,52). On other occasions, by
contrast, disbelief and a lack
of faith prevented healing
from taking place (cf. Mark
6.5-6). This relationship be-
tween prayer and healing re-
mains a mystery. The lack of
physical or emotional healing
is not a sign that one’s prayer
is in vain or that one’s faith is
insufficient. It is simply a way
of putting one’s ultimate hope
in the Lord. This is why the
Christian community has nev-
er ceased to ask the Lord for
the health of the sick. In her
ministry, liturgy and the
Anointing of the Sick espe-
cially, the prayer of the
Church is both trusting and
emphatic: “Heal them, O
Lord, in body, in soul, and in
spirit, and deliver them from
every affliction”.7

Respect for human life 
and dignity

9. One of the hallmarks of
the healing and caring min-
istry of the Church is a deep
respect for human life and dig-
nity. Human life – from its
very conception to its natural
death – is a gift beyond all
measure. Each human being,
created in the image of God,
has incalculable worth and in-
herent dignity. As such, Chris-
tians are to treat life as a most
precious gift. This gift must be
respected, safeguarded, and
cared for, especially when life
is weakest and most vulnera-
ble. The dignity of the human
person also requires Christians
to respect and honour good
health and well-being, and to
reverence their bodies, minds,
and relationships. In a pro-
found sense, therefore, those
engaged in the ministry of
health and healing are called
ministers of life.

This service to life requires
fidelity to the Gospel and to
the moral teachings of the
Church. While the biomedical

sciences offer glimpses of
promising developments for
the cure of serious and dis-
tressing diseases, they not in-
frequently present serious
problems in relation to respect
for human life and the dignity
of the person. Not all that is
technologically feasible is
morally admissible. In society
today, there is a strong tempta-
tion to treat life as but another
commodity, something that
can be used for other purpos-
es. Commodities are valued
only for the price they can
command or the uses to which
they can be put. Not so where
human life and health are con-
cerned. These carry an inher-
ent dignity that is God-given
and cannot simply be reduced
to a utilitarian assessment.
They are ordained to a per-
son’s true dignity and integral
good, in conformity with
God’s plan and will. Illness
may seem to rob people of
dignity, but a patient’s intrin-
sic dignity is never dimin-
ished.

Health-care justice

10. The healing and health
concerns of the Christian com-
munity are not limited to, and
much less exhausted by its fo-
cus on the health of individu-
als as such; it extends also to
the physical and social envi-
ronment in which the commu-
nity lives and works. Here too,
there is what might be called
“collective” or “societal” suf-
fering and pain. What this
means is that every Christian
must become an advocate of
justice and help redress those
unjust social structures that
cause undue suffering to some
groups of the general popula-
tion. Working to promote
health and well-being is not
only about curing symptoms;
it also means confronting the
social and political causes of
suffering and injustice. Today,
for example, the causal rela-
tionship between poverty and
poor health is increasingly
recognized. The creeping pri-
vatization of health care in
Canada is also fraught with
dangers, as when health care is
viewed more as a profit-mak-
ing business than a compas-

sionate response to human
suffering and illness.

Specifically, health-care jus-
tice obliges a society to pro-
vide all its citizens with an ap-
propriate level of health care.
Maintaining both universality
and the accessibility of com-
prehensive health care re-
mains a prime objective of
health-care justice. The
grounds for deciding who gets
health care cannot be based on
merit, social worth, or the abil-
ity to pay. Everyone has the
right to health care. Good
health for all, understood as
physical, emotional, spiritual
and social well-being, is an es-
sential core value. If the legiti-
mate needs of all citizens are
not met, the whole fabric of
society suffers. A basic moral
test of any society is how the
weak and poor in its midst are
treated. There are several
groups in Canada who still
have significant difficulty in
finding suitable access to
health care, not only the eco-
nomically poor, but also those
persons living in the more rur-
al areas of the country. There
is also a disparity in the way
some of these groups have no
readily available professional
doctors and nurses, sometimes
no clean water, let alone easy
access to advanced diagnos-
tics and specialized care. They
often must be taken to medical
centres far from home. We be-
lieve those who suffer must
never be left alone. We also
believe that health ministry is
best conducted and satisfied
by those closest to those who
suffer.

Global solidarity 
and communion

11. In addition to the above,
the faithful are called to a
global solidarity in their health
and healing ministry. If this
ministry, like charity, begins
“at home” here in Canada, it
does not stop there. Christian
compassion must extend – and
extend effectively – to the suf-
fering community around the
world and to the plight of
those millions in other coun-
tries and other continents who
suffer from the ravages of war,
hunger, drought, malnutrition,
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HIV/AIDS, and the scourge of
poverty brought on in part by
unjust trade agreements. To-
gether, Christians must find
ways to assist and bring relief
to those who suffer around the
world. Without this sense of
global solidarity, Catholic
health and healing ministry
will be found wanting. Love
and compassion for the sick
and the afflicted here in Cana-
da must reach unto the ends of
the world.

II. CATHOLIC HEALTH
CARE SERVICES

We would now like to ad-
dress the concerns of those
who are professionally en-
gaged in Catholic health-care
services. There are those in the
Christian community who
have taken up health care as a
vocation and a profession:
physicians, nurses, physio-
therapist, radiologists, phar-
macists, chaplains, and count-
less other professionals and
volunteers. To all these, we
wish to extend our deepest
heartfelt gratitude and appreci-
ation for their dedicated and
untiring service. We also wish
to express our deep gratitude
for the work being done on the
national level by the Catholic
Health Association of Canada
(CHAC) and by its regional
and provincial counterparts, as
well as by the many Catholic
health care institutions across
the country.

A crucial juncture

12. Today, Canadian
Catholics stand at a critical
turning point in their health-
care services. During the past
few decades, significant
changes have occurred in soci-
ety, the Church, and health
care. These changes, which
have a direct bearing on the
future delivery of Catholic
health services and programs,
represent both challenges and
opportunities. We believe this
is an opportune time to reflect
on the response of the Church
to these new challenges. Cana-
dian Catholics face the in-
creasing departure of women

religious from the sponsorship
and operation of hospitals and
long-term care institutions
which they founded, nour-
ished and directed, first in
Quebec and then across the
country. As well, issues of the
sustainability, identity and
leadership of Catholic health
care in a pluralistic society
must be addressed. With
growing financial constraints,
government health-care re-
forms, increasing accountabil-
ity demands, new technolo-
gies, and bioethical issues at
stake, Catholics must be cre-
ative to ensure that the
Church’s distinct voice, pres-
ence and mission are main-
tained in this important field
of health care.

New challenges 
and opportunities

13. Health care today has
taken on new orientations and
services. While hospitals re-
main an important reference in
any health-care system, long-
term care needs and facilities
are increasingly in demand.
Today, health care reaches out
beyond the walls of publicly
funded hospitals and is be-
coming increasingly commu-
nity-based. It entails care for
those who suffer from pro-
longed illness and those who
die at home. It includes care
for family members and the
homeless; care for the needs
of the elderly, the lonely and
shut-ins; for those who are
handicapped, addicted or who
suffer from dementia. Nor
must Catholics forget the care-
givers who need pastoral as-
sistance, faith formation and
support. Good stewardship
recognizes that caring for the
caregivers has a direct impact
on those receiving care.

More than ever, all hospitals
and long-term care institutions
must be experienced as bea-
cons of hope, centres of warm
welcome and excellence,
where compassion, holistic
care, ethical reflection, and
faith-driven leadership are pal-
pably and conspicuously in
evidence. This is precisely
where Catholic care-givers
can and must make a differ-
ence. This is where their

voice, their presence and their
advocacy role on behalf of the
sick can make a distinct and
altogether indispensable con-
tribution to the existing Cana-
dian health care system. Like
the “inn” in the parable of the
Good Samaritan, health-care
institutions must be havens
where even the marginalized
and disadvantaged are admit-
ted and find care.

The increasing role 
of the laity

14. Over the years, the re-
sponsibility for Catholic
health-care services has in-
creasingly shifted to the laity.
This is a source of real hope
since many lay persons have a
sincere desire to serve, and
possess the necessary skills,
enthusiasm and dedication to
take a leadership role in these
new directions of Catholic
health care. The laity at large,
including youth, must be en-
couraged to become better in-
formed and interested in all
these new aspects and chal-
lenges of Catholic health care.
The commitment to develop
faith-based leadership pro-
grams in this area is of vital
importance. Lay leadership in
health care must be diligently
recruited, fostered and
strengthened. Only when
Christians are so empowered
can they hope to preserve and
promote the sacred legacy
they have received from the
past. Every Christian member
of the community must there-
fore become better informed
about the expanding areas of
“outreach” in the health-care
system. Where possible, de-
pending on one’s gifts and tal-
ent, members of the communi-
ty must be encouraged to em-
brace health care as a vocation
and to assume greater respon-
sibility in this field. It is at the
local community level that
this call to greater involve-
ment in health care can best be
heard and encouraged. In
every parish and diocese,
greater awareness of the
health and healing needs
should be fostered. Those al-
ready in the health-care pro-
fession must be given greater
support, encouragement, pas-
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toral assistance, and faith for-
mation.

A faith-driven mission...

15. Catholic health care, to-
day as in the past, has a dis-
tinct mission and contribution
to make in the nation’s health
and health-care services. The
basis for this is the healing
ministry and compassion of
Jesus. When this faith convic-
tions is sufficiently reflected
upon, is thoroughly lived out,
and is granted sufficient pub-
lic exposure, then the identity
and mission Catholic health
care can never be in doubt.
Commitment to health care
will continue to make a “dif-
ference” in the general
scheme of things. This differ-
ence stems from the fact that
faith permeates and imbues
the “special quality” of
Catholic health care services
and the manner in which
these are professionally man-
aged, conducted, and deliv-
ered. The hallmark of
Catholic health care is con-
spicuous in several respects: a
deep respect for the dignity of
every person; just and appro-
priate treatment afforded to
everyone without distinction;
spiritual and religious care;
ongoing reflection on the eth-
ical questions of the day;
compassionate end-of-life
care; and a readiness to reach
out to the vulnerable and sick
in society, who are frequently
left behind and are least able
to fend for themselves. The
Church brings her religious

faith to bear on all these as-
pects of her health and heal-
ing care.

...In close partnership 
with others

16. Catholic health care
does not operate alone or in
isolation. It seeks ways to col-
laborate closely with other
faith-based institutions and
other health-care organiza-
tions where Catholics share
common values and goals.
United with fellow Christians
and believers from other faith
groups, Catholics can address
the flaws that mark the public
health care system and bring
about meaningful policy
changes at the local, provin-
cial and national levels. A
good example of this is the
collaboration that has been in-
volved with the Ecumenical
Health Care Network (EHCN)
and its introduction of the no-
tion of “covenant” in the final
report of the Romanow Com-
mission, in order to provide a
clear statement of the values
and objectives of Canada’s
publicly funded health care
system, as well as a set of
guiding principles for policy
makers, health-care managers,
and health providers.

Conclusion

Taken together, the above
dynamic principles and consti-
tutive elements are a “living”
testament of the ongoing com-
mitment of the Church to

health care and ministry. “Let
us go forward in hope”, Pope
John Paul II urged at the onset
of the new millennium. We do
have reason to hope. Yet the
credibility of Christian hope –
and therefore of the Church’s
health and healing mission –
comprises two elements: word
and action. Words must be
supported by action. Matthew
25.36 captures this dynamic
well: “I was sick and you took
care of me”. The credibility of
Catholic health ministry and
care ultimately stems from the
dedication of all those care-
givers who risk and give their
lives to this service. This is
what makes them so believ-
able. They are not content
merely to utter nice words.
They keep their word by car-
ing effectively for the sick, the
afflicted and the poor.
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Presentation

Health-care professionals are
a numerous and necessary cate-
gory. In Spain there are over a
million health-care profession-
als. They are all those people
who practice their profession in
the world of health and illness.
We all know what they mean
for sick people and their fami-
lies, and what they represent in
the health care world in the
achievement of the goal of edu-
cating people in health and pro-
moting health, preventing ill-
ness and caring for and treating
the sick.

This is a category that needs
help. The health-care profes-
sionals need, and feel that they
need, to be listened to, nearness,
support and help so as to live
out their work in a healthy and
health-inducing way. Many of
them are wounded healers be-
cause of the stress and strain that
is generated in them by the work
that they are engaged in.

This category is a concern of
the Church. Taking care of those
that take care of the sick is an in-
direct way of caring for sick
people themselves. The Christ-
ian community feels the impera-
tive necessity to take care of
those who care for and treat, to
welcome and accompany
health-care professionals, to
recognise their work and the
charism of healing, to listen to
their difficulties, and to know
about the possible crises con-
nected with their work.

We owe them acknowledge-
ment and gratitude because of
the work that they perform, we
must pay attention to them, we
must listen to them and we must
enrich ourselves through the
contribution that they offer so as
to promote the welfare of a
Christian laity that is involved in
the world of health and health
care.

With this material of educa-
tion in the faith we intend:

To draw near to the contem-
porary reality of health-care pro-
fessionals: who they are, what
they do, what their goals and
tasks are, what their values and

attitudes are, the challenges that
they have to face, what their
needs and concerns are.

To promote and develop the
relationship between the Christ-
ian community and health-care
professionals. To give an im-
pulse to dialogue and mutual
collaboration. To reconsider and
strengthen the attention, the care
and the training that the Christ-
ian community offers to these
professionals.

To promote a significant pres-
ence of Christians in the world
of health and health care, to pro-
vide an impetus to their mission
and witness, and to strengthen
the Association of Christian
Health-Care Professionals in
Spain, a body that was officially
approved by the Bishops’ Con-
ference of Spain on 19 Novem-
ber 1993.

The contents of this paper are
organised into three parts: the
first part, which is the longest,
draws us near to the health-care
professionals so as to know
them, in fundamental terms
through their own testimony; in
the second part we address the
relationship that exists between
the Christian community and
these health-care professionals;
in the third part we dwell upon
Christian professionals and their
role in the world of health and
health care and we offer as an
example the integrating frame-
work of the Association of
Christian Health Care Profes-
sionals. Lastly, we bring togeth-
er a selection of texts from the
Magisterium of the Church
which refer specifically to
health-care professionals, this is
followed by a prayer and a sum-
marising bibliography.

The people for whom this pa-
per is intended are nurses and
their families, Christian commu-
nities and their teams of pastoral
care in health, the services that
provide religious assistance, the
health-care religious congrega-
tions and other congregations,
health-care and socio-health
care institutions, and in a special
way all health-care profession-
als whether they are Christian or
otherwise.

1. The Health-care
Professionals

The health-care professionals
make up an immense and di-
verse category. In Spain there
are over a million of them. They
are all those people who prac-
tice their profession in the world
of health and illness: medical
doctors, nurses, physiothera-
pists, psychologists, chaplains,
laboratory technicians, auxiliary
staff who work in clinics, social
workers, pharmacists, man-
agers, administrative staff,
porters and such figures, main-
tenance staff…They are all
equally important and all of
them and each one of them is
absolutely necessary. If one part
does not function, this is felt by
all the rest of this body. A pa-
tient cannot undergo an opera-
tion if the cleaning staff has not
cleaned the operating theatre in
a suitable way and if the nurses
and the auxiliary personnel are
not well trained. The pharmacist
ensures that the patient has
available to him or her drugs
and medicines; the staff in the
kitchens provide the food that is
necessary; and thanks to the
people in the laundry the sick
person and the professionals
have clean laundry and so forth.

A patient looks for healing
from his or her medical doctor.
He or she expects the friendly
hand of the nurses who is taking
care of him or her, the loving
sentences of the cleaning lady,
the sensitivity of the orderly
when he arranges his or her in-
valid body in his or her bed and
takes him or her down the long
corridors of the hospital. The
patient relies on the fact that to-
day it will be easier to ingest his
or her food, that the air will fill
his or her lungs, that his or her
pain will go away, and that that
arm or that leg which does not
want to move will begin to obey
its owner. Inside himself or him-
self, and often without knowing
it, the patient hopes that the
medical doctor who has been
entrusted to him or her will
know how to tell him or her
what is happening to him or her
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and provide him or her with the
remedies that can alleviate his or
her state. The patient yearns for
all the professionals that are
thronging around him or her to
see him or her as a person, as a
human being.

Drawing near to the world 
of health-care professionals

As a first step we draw near to
the world of health-care profes-
sionals so as to know about their
work, about the services that
they provide to the sick and to
society, about their values and
attitudes, about the challenges
they have to face, about their
needs and expectations, and
about their sufferings and their
joys. Let us listen to what they
themselves have to say to us.

The tasks of 
health-care professionals

– In the health centre where I
work patients arrive on their
own or accompanied by a fami-
ly relative. The patient’s illness,
generally speaking, is not grave
but for the sick person that ill-
ness is very important because it
does not allow him or her to
lead his or her normal life in a
normal way… At times the pa-
tient has certain symptoms that
lead me to expect that he or she
is afflicted by something more
serious. I send that patient to
have a number of tests, analy-
ses, x-rays…Sometimes I am
happy to see that these suspi-
cions have not been confirmed,
at other times, on the other
hand…With a certain frequency
I visit AIDS patients in their
homes. These patients join to
the physical pain of an illness,
which they know could be fatal
over a period of time of varying
levels of duration, the pain of
social rejection which, fortu-
nately enough, is now declining
on our society. More than any-
thing else they need to feel
loved and they ask me to accept
them in their illness and to con-
sole them. (A family doctor).

– I perform my work in a
clinic or at person’s home or
anywhere that I have to help
someone. I always do things so
that they receive from me a per-
sonalised treatment. Every day,
before beginning my work in
the clinic, I engage in ten/fifteen
minutes of ‘health school’,
where we speak about any sub-
ject connected with its concerns:

current news, donations, last tes-
taments, tolerance, preparing for
death, dealing with mourning,
or the providing of information
to terminal patients. Once a
week I go to the school to ad-
dress various subjects with chil-
dren and their teachers: good di-
et, aesthetic care, hygiene, re-
laxation techniques, self-presen-
tation and interpretation. (A
country doctor).

– In the emergency depart-
ment we have to work with peo-
ple many of whom are in ex-
treme situations because of their
terminal state or because of their
personal, family or social situa-
tion. People who suffer not only
from illness but also from fear,
from having been abandoned,
from loneliness or from margin-
alisation. Some arrive with
problems of alcoholism or drug
addiction, others with mental ill-
ness, in acute or violent crises.
We have to take care of the vic-
tims of attacks, and abandoned
elderly people, sick people wor-
ried about their health and af-
flicted by pain, even though
their lives are not at risk. (An
auxiliary worker in a clinic).

– I love my work. Because
the family relatives of the pa-
tient have to go out so that I can
clean the room this allows me to
ask the patient how he or she is;
what happened to him or her, or
to speak to him or her about
something. While I am cleaning
the room I see medical doctors
and nurses suffer when they are
unable to do anything in certain
cases when no remedy can be
found. They do well to have
courses for the management of
mourning and to make mourn-
ing easier for people. Poor peo-
ple, on the other hand, could not
do this. I like my work but I re-
alise that we do not know how
to do it well, that we are too
‘tense’, and that all of us who
wear a uniform like to have the
attention of patients and their
family relatives…We correct
people or provide them with in-
formation in an unwilling way
as though we were always bur-
dened with work or irritated by
visits. (A cleaning lady).

– I wander round the ward
taking care of people here and
there, understanding their pain. I
help parents not to involve chil-
dren in a big lie but rather to
know how to enjoy them until
the end and how to allow them-
selves to express all their affec-
tion for them. When a child dies

and after attending to the parents
I go to their homes. This is be-
cause when a child dies the par-
ents feel it deeply and suffer at
the loss. I speak about death
with naturalness, as a part of
life, and I remind the parents of
the importance of accompany-
ing this experience with sensi-
tivity so as to foster the manage-
ment of the mourning of the oth-
er siblings. I believe that it is
better to communicate the truth
in a simple way, that it is neces-
sary to express one’s feelings
and to allow the child to tell

everything that he or she has in-
side him, answering in a truthful
way to all his or her doubts. (A
child psychologist).

– In the neonatal service of
the hospital complex there
works a group of professionals
who have years of experience.
Helping many children born
prematurely or sick newborn
children has enabled us to dis-
cover the need to work on their
quality of life: to treat them in
the best possible conditions, to
help parents to accept their own
children, and to heal the minds
of our professionals who at
times are closed up within the
circle of their lack of success or
suffer from a lack of belief that
one day they will see these chil-
dren lead a happy and full life.
(A paediatrician).

– I am a lecturer at a nursing
school. The work with young
people is fascinating. I teach
them that to hold a dying hand, a
loving gesture and a smile are
more important than all possible
medicines. I teach them to be
competent and dedicated ser-
vants, the promoters of the hu-
manisation of assistance, the de-
fenders of the rights of sick peo-
ple, workers in a healthy society
and witnesses to Jesus in the
world of health and health care.
In order to teach all of this I my-
self have to live it, and this is
not always easy. I, too, have my
limits, and at times I need hope
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and enthusiasm in large doses.
(A lecturer in a nursing school).

The meaning and purpose 
of health-care professionals

Health-care professionals
provide a vital service to soci-
ety: that service that is to say, of
knowing about, diagnosing and
treating illness, curing those that
are ill, promoting their health
and educating them so that they
can have better health. Health-
care professionals are dedicated
to the carrying out of this task
that society has entrusted to
them.

Ways of understanding the
medical profession during the
course of history have been dif-
ferent and they have had their
consequences in a variety of cir-
cumstances. At the beginning of
the twenty-first century it is ad-
visable to remember what the
real purpose of medicine is. This
purpose was emphasised in a
perceptive way in a report is-
sued by the Hastings Center: the
prevention of illness and the
harm it causes, and the promo-
tion and maintenance of health.
The relief of pain and suffering
caused by illness and suffering.
Caring for and curing sick peo-
ple and looking after those peo-
ple who cannot be cured. The
avoidance of premature death
and acting for a death that takes
place in peace.

Over the last twenty-five
years my concern as a profes-
sional female nurse has been to
learn the art of caring because
the central axis of nursing is the
practice of care. To care for
someone means to accompany a
sick person in a suitable way, to
come to know about his or her
values and beliefs, his or her
needs, and his or her resources.
To care for people means to help
patients to be autonomous, to
fulfil their own lives, to protect
themselves on their own. To
care for people means to accom-
pany patients along their jour-
ney in a way that respects their
rhythms. To care for a sick per-
son is a responsibility; it is an
obligation dictated by justice.
However, this is not an easy task
because it involves, with tact
and respect, knowing about their
lives, their problems, and their
interior worlds. This task re-
quires great qualities as regards
listening and paying attention,
silence, tact and respect. (A fe-
male nurse).

A professional vocation that
is authentically convinced of its
own responsibilities is absolute-
ly necessary. This vital impulse
is the moral duty to act at the
service of a human being as a
primary duty, to help that human
being in relation to his or her
need for healing and treatment.
This ethical duty is similar for
everyone because it is the core
of the health-care professions.
However, the levels of need are
not the same. Each person must
discover the true sense of their
vocation, what it is supported
by, and with what nourishment
it is strengthened, so that that
person does not fall into dis-
couragement and stress. In my
case, with the passing of time a
process of discernment, matura-
tion and on-going choice was
produced, which has still not yet
come to an end. Life led me to
the practice of medicine, and
above all medicine connected
with assistance, but also to dedi-
cate major work to the forma-
tion and development of
bioethics. I feel this to be a gift
and a task, a privilege and a
commitment. In my case, to be-
lieve does not exempt me from
thinking with rationality and
prudence in the field of morali-
ty, even if I thereby run the risk
of falling into error. (A medical
doctor who is an expert in
bioethics).

I study to serve, to be a good
professional, and to exploit my
possibilities to the utmost. It is
my obligation to assist those
people who place their lives and
their suffering in my hands in a
better way every day, not for
vainglory but in order to im-
prove, to the extent that this is
possible, the use of the re-
sources that we have available.
When I am not successful in my
intentions, I try not to feel op-
posed or disturbed. And when I
am successful I try not to be
haughty and to make sure that
such success does not distance
me from God. (A resident inter-
nal medical doctor).

Down the years I have broad-
ened my knowledge in the field
of my specialisation but I have
had to learn other forms of
knowledge and capacities that
were not taught to me: the
mechanisms for forming and
maintaining a relationship with
a sick person; how bad news
should be communicated; how
accompany in pain and joy or to
comfort those who have need of

comfort…(An internist medical
doctor).

The challenges with which 
we are faced

The challenges that face us
are many in number and diverse
in character. In his work ‘The
Health-Care Professions at the
Crossroads: Challenges to the
Health Professional in the
Twenty-first Century’, Juan
Viñas states: ‘we live in a world
that is in a state of constant and
rapid technological, social and
cultural change. We health-care
professionals must know and
address the challenges that this
change raises for us, for our
health, for our lifestyles, for our
life projects and for our search
for happiness, and we should do
this so as to offer patients and
their family relatives care of
high quality, taking into account
the overall character of the per-
son and his or her life needs
with professional skill and ex-
pertise’. And amongst others
this author points to the follow-
ing challenges:

– To link in the right way
specialisation with a necessary
overall vision of the person.
First and foremost, there is the
overall vision of the person and
his or her needs and then there is
specialisation. Only in this way
can we understand a sick person
and help him or her with greater
efficacy.

– To overcome scientific
positivism. This does not ex-
plain love, human relationships,
the emotions, sufferings, feel-
ings, beliefs and doubts. There
is something more than materi-
alism. To believe in the welfare
of humanity is not irrational but
helps to give meaning to life and
to our happiness.

– To face up to illness and
death in a different way, as a
part of the life cycle.

– To be prepared to provide
information and above all edu-
cation to the sick person, to his
or her family and to society in
general.

– To struggle for a better
form of medicine, to use re-
sources well without wasting
them and to ensure that assis-
tance reaches everybody. 

– To prepare ourselves to of-
fer patients of other races, cul-
tures, religions and customs an
assistance of high quality.

– To make the health-care
system sustainable and one of
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high quality. We must use the re-
sources that are available to us
in a better way and take part in
those organisations that are ded-
icated to the improvement of the
quality of assistance, bearing
well in mind that each sick per-
son is an end in himself or her-
self, whether or not he or she is
receiving a curative treatment,
whatever the resources that he
or she may cost, whether or not
he or she returns or work and
being useful to society.

– To dedicate time and re-
sources to updating ourselves as
regards all the aspects, both
technical and human, of our pro-
fession.

– To provide an account to
society of our activities and
about the resources that society
has placed in our hands.

– To help in our capacity as
citizens to improve society. Our
conduct and the example that
we set through our lives outside
work have an impact on other
people. 

The Needs of health-care 
professionals

It is obvious that health-care
professionals are necessary. In
the Book of Sirach we read:
‘And give the physician his
place for the Lord created him;
let him not leave you, for there
is need of him’ (Sir 38, 12-13).

In their turn the health-care pro-
fessionals need, and feel that
they need, to be listened to,
nearness, support and help in or-
der to live out their work in a
healthy and health-inducing
way. Many of these people are
wounded healers. What now fol-
lows is an analysis that a group
of professionals have made of
their respective situations:

– Today we live in a situation
characterised by a crisis of val-
ues, uncertainty and worry, that
has been provoked by the pro-
found changes that are taking
place in the progress of the med-
ical sciences, in the relation-
ships between health-care pro-

fessionals and patients and the
health care institutions that em-
ploy them, and in the impact of
new administrative, legal and
political directives.

– We are afflicted by frustra-
tion and disappointment in the
face of professional difficulties,
and we are dismayed by the ad-
vances in science and technolo-
gy that require constant discern-
ment, a requirement that is not
always met.

– We feel powerlessness
within a society that asks the
impossible of us, that is to say to
treat everyone and to defeat
death as well, and we feel lone-
liness in a world that ignores,
when, that is, it does not de-
spise, what is radically human.

– Even if we health-care pro-
fessionals are esteemed in a
laudable way by the great ma-
jority of sick people and their
families, nonetheless – and this
is a paradox – the level of dissat-
isfaction, frustration and other
painful feelings that afflict a
considerable increasing number
of us is more than evident. 

To sum up: health-care pro-
fessionals need:

– Relief and suitable chan-
nels, given the systematic re-
pression that they must engage
in their repeated contact with the
suffering of sick people and of
their family relatives; 

– To counter and compensate
for the complaints and claims
that they receive from sick peo-
ple and their family relatives,
some of which are due to negli-
gence or bad practice on the part
of health-care professionals but
many of which are caused by
defects in the health-care sys-
tem, of which health-care pro-
fessionals are also the direct vic-
tims.

– To find a feeling of satis-
faction for hard work which
does not usually offer much
gratification. 

Questions

In the UCI where I work there
are patients with the same
pathology and the same age.
The same techniques are em-
ployed, the same forms of treat-
ment are administered, but some
of these people live and some
die. I am beginning to ask my-
self why such situations exist. It
is certainly the case that for
some people their hour has
come and for others it has not.
Some time was needed for me to
understand this...We pose ethi-
cal questions to ourselves: up to
what point should one go on try-
ing to resuscitate a patient? Sev-
en times, as was the case once
and the man involved walked
out on his own legs and came to
thank us? What limits apply in
the administration of curative
forms of treatment when we
know scientifically that they
may not be effective and can in-
crease suffering, not so much
for the patient, who is sedated,
but (and first and foremost) for
his family? Why no administra-
tive palliative cures? (A female
nurse).

When in the emergency de-
partment I see so much pain, so
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many questions without an an-
swer, so many defeated fami-
lies, so many neglected lives,
and at the same time you see
yourself immersed in a hospital
complex that is so very large, so
cold, so depersonalised and de-
motivating…you pose very
many questions to yourself. (A
male nurse in an emergency de-
partment).

The Stress and suffering 
of health-care professionals

What stresses and causes suf-
fering to health-care profession-
als, according to what they
themselves say is the following:
stress, which is the consequence
of work overload; personal
powerless to change the envi-
ronment; a lack of human and
material resources; a lack of
support from the management
of the centres where they work,
and the low level of apprecia-
tion of the work that they per-
form; problems at work; a lack
of enthusiasm; the constant
changes in rules and regulations
which make it difficult to work
well; the lack of training and re-
sources for the practice of their
profession; being in constant
contact with a world of suffering
and pain, and so forth.

– I find a great deal of diffi-
culty in working in a rural envi-
ronment. There are various rea-
sons for this. The shortage of
health care and social means
with which to face up to the
problems that exist. The blind-
ness of the health-care hierarchy
towards the problems of health-
care professionals in the rural
area: it does not know about our
needs in a direct way and does
not have a direct relationship
with us; the quality controls are
totally unreal: the incentives are
not fair; on-going training does
not exist…but above all else
there is the cost of pharmaceuti-
cals. The economies that are
made with a great deal of effort
and dedication are not appreci-
ated, for example the exhaustive
and continual care for, and fol-
lowing of, chronic patients in
their homes, thereby avoiding
transferring them to hospital.
My real problem is my loneli-
ness in the performance of my
work. I am unable to see to what
point I should involve myself.
This has repercussions for as-
pects of my life, principally the
life of my family and my
friends. (A country  doctor).

– A hospital is a very special
undertaking; it functions three
hundred and sixty five days
every year, morning, evening
and night. People are the basis
of a hospital. As people they can
make mistakes, at times mis-
takes that are inevitable howev-
er much all the possible precau-
tions have been taken. When
this happens great anxiety is
generated because of the fact in
itself and because of the ap-
proach to be adopted towards
the professional concerned. The
complexity of the daily prob-
lems obliges you to take rapid
decisions which, in hindsight,
make you have strong doubts
about whether the decision you
took was in fact sensible. But a
hospital is like that. A complex
labyrinth where the sick person
is the most important element,
and it is precisely because of
this, because we are dealing
with human lives, that  the com-
plexity and suffering of such
management reach at times lev-
els that are difficult to explain.
(A manager).

– I suffer when I make mis-
takes at a technical level or if the
surgery goes wrong or a part of
it goes wrong because of a
breakdown in the machinery;
when patients are treated with-
out the respect that is due to
them; when with overbearance
some professionals have their
family relatives or their friends
jump the queue ahead of sick
people who are suffering, are
waiting and see this injustice;
and when I understand that a
large number of professionals
do not appreciate themselves,
lack self-control, are not at
peace and are losing their self-
esteem. (A radiological techni-
cian).

– I am struck in a special way
by the death of young people
and the pain that I see inside the
hospital. The PROSAC bulletin
and my experience in a grass-
roots Christian community have
helped me a great deal. (An in-
ternist).

– One of the most difficult
moments for me is when the in-
exorable final moment of a ter-
minal patient makes me feel a
failure as a professional of med-
icine. I share my powerlessness
with the pain of the family. After
a fashion, I feel a part of that
family and feel that the sick per-
son is my neighbour. (A family
doctor).

– Today in this environment

one breathes the temptation to
throw in the towel, to give
everything up. One notices the
tiredness that in some people is
more than evident. For too long
one has been fighting against
the chronic character of mental
illness and the psychiatric hospi-
tal. Patients and professionals
are tired of the fact that mental
health continues to be the object
of discrimination in medical as-
sistance and in the allocation of
socio-health care resources.
They are discouraged by having
to abandon projects and possi-
bilities that perhaps would have
made the lives of people more
worthy. They are frightened that
efficacy and the efficiency are
being transformed into the sole
indicators by which to confer
value on the quality of a life,
whether the life of a patient or
the life of a professional who
takes care of that patient every
day. (A psychologist who works
with the mentally ill).

The joys and satisfactions 
of health-care professionals

The thing that most enriches
health-care professionals – as
they themselves maintain – is
contact with the sick person and
his or her family, and the same
is true of their witness which
helps them to contextualise their
own problems and exhorts them
to go on working with joy. Of
equal importance is to live the
profession with vocation, to be
aware of work that is well done,
as well as a spirit of camaraderie
and sound attitudes amongst the
various health-care profession-
als when they exist.

– Like many sick people I
feel the anxiety and the suffer-
ing that are caused by uncertain-
ty about what will happen to-
morrow. I feel their struggle,
which is at times heroic, for life.
I share their efforts and their
desperation. I strive to draw
near to them with my soul and
to transmit my energy through
my hands and my words. I re-
joice at their joys. Making my-
self seen and presenting myself
to them as I am, with my virtues
and my defects, has made draw-
ing near to them possible. I have
learnt that hope is a very great
pharmaceutical and affection is
the best balsam there is for mo-
ments of misfortune. I have un-
derstood that listening is the best
remedy for examples of negli-
gence and errors and I have re-
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alised that I am a human being
like they are. (An oncologist).

– Our profession offers us
the possibility to experience en-
counter with a human being in
his or her fragility, and in the fi-
nal analysis the possibility of
encounter with the best of one-
self in one’s commitment to al-
leviate the sufferings of other
people. Contact with the sick
person and with his or her fami-
ly, like his or her witness, help
to contextualise problems and
encourage a person to work with
enthusiasm. (A medical doctor).

– The patients teach me new
things every day; they help me
to grow and they never stop giv-
ing me a smile, a look, an em-
brace…They do not tire me; on
the contrary: they stimulate me.
I love my profession; I look at it
every day with more respect and
I practice it with dedication and
passion. I am grateful about be-
ing where I am and doing what I
do: bringing love, a great deal of
love. Only in this way can one
achieve ‘small victories’ which
for me are ‘great’ victories:
drawing out a smile, alleviating
loneliness, calming a pain, hold-
ing a person’s hand at the mo-
ment of passing over to the oth-
er life, and sharing fears that al-
ways turn out to be less fright-
ening than they appear. (A coun-
try medical doctor).

– I am passing my last night
with my colleagues, with whom
I have shared so many things
and from whom I have learnt so
much. I am grateful for the ca-
maraderie that I have experi-
enced in the UVI and for these
years of work which have
helped me to discover what is
essential in life, the essential re-
ality of human beings, of my-
self, and of other people. This
helps me to go on sharing my
life and giving hope at home, in
the street, and in the hospital. I
will never be able to forget the
expression on the face of
Marisol when she awoke after
many days of fighting against
death. I had spent many years
speaking to her, uttering simple
sentences. Now her eyes trans-
mitted gratitude and love. Her
expression gave me peace and
made me feel good. (A female
nurse).

Health-care professionals 
also fall ill

Health-care professionals also
live through the experience of

illness and vulnerability in their
lives, in the lives of their family
relatives or that of their col-
leagues. How does it afflict
them? What does it mean for
their professional behaviour?

– Some months ago I was di-
agnosed as having a tumour at
the fourth stage of development.
I then began a pharmaceutical
treatment because an operation
was not indicated. This is some-
thing that is difficult to accept
for a surgeon but there was no
other effective solution. With a
hopeful approach to the future,
accompanied and surrounded by
people who love you, some of
whom are also unknown to you,
and remembering the verse of
Teresa d’Avila – ‘let nothing
trouble you, let nothing frighten

you, who has God lacks for
nothing’ – we began, albeit not
without some doubts, the path-
way towards the Mystery. When
my physical condition allows
me to do so I continue my activ-
ities involving assistance, teach-
ing and research as a surgeon,
except on the days when I take
pharmaceuticals. As a sick per-
son I have experienced the
fragility of my body and my
mind and I feel more united to
those people who through their
treatment and suggestions at the
level of therapy strive to secure
my recovery or at least to reduce
my symptoms. During these
moments of difficulty the words
of the Garden of Olives are of
comfort: ‘let your will be done’.
(A surgeon).

– I am a female nurse and if I
were to be born again I would
choose the same profession.
When I decided to study nursing
the only thing that I had clear in
my mind was my desire to be
useful to other people. I worked
for four years in the internal
medicine department. Because I
was young and enthusiastic

about my work those were the
best years of my life. Not only
did I care for sick people but I
also made great friends. One
day I fell sick. They diagnosed
me as having a peripheral
polyneuropathy. I then met the
Christian Brotherhood of Sick
People and Invalids, in which I
discovered that however great
the limitations of a sick person
or an invalid, his or her capaci-
ties are much more important. I
discovered also that the most
important thing is personalised
treatment for the patient and lis-
tening to that patient. For this
reason in my work I try to help
the sick person so that he or she
is ‘the protagonist of his or her
own recovery’. (A female
nurse).

– I would like to express to
you my deep gratitude for the
care that you gave me during the
period when I was in hospital.
That was my first experience as
a hospitalised patient. I experi-
enced it with intensity and with
serenity of spirit. I remember
the staff that looked after me
when I was in the resuscitation
unit. I was able to experience
your professional skill and ex-
pertise, your approach and you
aptitudes. You confirmed for me
the importance of something to
which sufficient value is not
given: readiness to help and
good will in one’s work. Even
though at times your dejection,
the conflicts in the world of
work or personal problems wor-
ry you or oppress you, you
know how to draw near to us
with a smile, an expression of
helpful welcome and words of
encouragement. Faced with im-
mobility and physical depen-
dence I appreciated your hands,
both when you attended to my
wound and when you acted as a
support for me when I had to
move. And all this you did with
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perfect naturalness and in a way
that respected the modesty of
another person. Continue along
these lines, do not let routine de-
feat you, do not let discourage-
ment get you down, and may re-
newed enthusiasm be your vital
horizon on your daily journeys!
(A medical doctor).

How patients see health-care
professionals

My vast experience of being
in hospital for many months
gave me an opportunity to be a
spectator present at a varied pa-
rade of professionals. I saw
those who:

– Demonstrate great compe-
tence or inexperience and use-
lessness.

– Form a real human and
professional relationship or treat
you as an object.

– Carry out their work with a
will and enthusiasm or unwill-
ingly and with boredom.

– Help each other or with-
draw from work and responsi-
bilities and place these on the
shoulders of   their colleagues.

– Suffer with your suffering,
worry about your complications
and are joyful when you im-
prove, or do not allow them-
selves to be involved and pass
by.

– See the sick person as a
person and treat him or her as
such or see you solely as an in-
teresting case or just another
number.

– Worry about and take into
account the mood changes of
the patient, his or her lack of ap-
petite, his or her loneliness, his
or her inner suffering, his or her
spiritual needs…or do not pay
any attention to you or see this
as their responsibility. (A pa-
tient).

2. The Christian Community 
and Health-care 
Professionals

After drawing near to the re-
ality of health-care profession-
als, we will now ask ourselves
what the relationship between
the Christian community and
the health-care professionals is.
Taking as granted the legitimate
autonomy that the health-care
world should have, we may say
that this relationship is neces-
sary to the welfare of the sick
person whom we serve and is
beneficial to the community and

health-care professionals. This
relationship can be one of dia-
logue and of collaboration, of
care, of treatment, and of educa-
tion.

Dialogue and collaboration

The promotion of dialogue
and collaboration with health-
care professionals is a task of
priority importance for Christ-
ian communities. It is important
to achieve dialogue and collabo-
ration by adopting and cultivat-
ing, among other things, the fol-
lowing approaches: trust, re-
spect, openness, the abandon-
ment of dogmatic ways of doing
things, of condemnations and of

the apportioning of blame, the
recognition of one’s own limita-
tions, etc. 

We will now analyse certain
fields in which this dialogue and
this collaboration are possible,
to be welcomed, are advisable
and are necessary, although cer-
tainly not easy to achieve.

1. The promotion of a more 
responsible culture of health
Our loyalty to the Gospel

leads us to help people to live
out their existence in the most
human way possible, cultivating
health in all the dimensions of a

human being. It leads us to ask
society about the ideal of man
that is expressed in this predom-
inant model of health, which, in-
deed, is so technical, med-
icalised and bureaucratised. It
also leads us, beginning with
faith, to illuminate such very
important questions as the de-
fence and care for life; the hu-
man contents of real quality of
life; health as a responsible task
directed towards the overall
growth of the person and under-
stood as harmony within his or
her environment; the rational
consumption of health care ser-
vices; the Christian meaning of
illness; the donation of organs
and blood; the human experi-

ence of ageing; and the human
and Christian meaning of dying.

2. The promotion of overall 
assistance for patients
A patient needs overall care.

This assumes awareness of his
or her real needs. Patients are
people, not things, and their re-
covery requires intense meet-
ings and repeated dialogue. Re-
covery does not only come
about because of the administra-
tion of drugs and medicines.
Sick people ask for assistance
that is increasingly human, per-
sonal, comprehensive and near.
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One is not dealing with illnesses
but with ill people. Assistance
for sick people is becoming in-
creasingly complex in character.
We are moving towards team
medicine where different kinds
of professionals have their own
space, namely medical doctors,
psychologists, social assistants,
and priests, so as to thereby un-
derstand the complex reality of
man – his somatic, psychologi-
cal, social cultural and religious
realities.

3. Ethical illumination
We must disseminate the

ideas and reflections of Christ-
ian bioethics, that bioethics that
assures the dignity of people
and defends them against all
forms of aggression, use, and
manipulation, especially in cas-
es where that dignity is at its
weakest: at the beginning of life,
during illness, in physical and
mental deterioration, and in
proximity to death. This obliges
us to know and discern the con-
crete ethical problems that are
raised in the health-care world,
in relation to which health-care
professionals must take deci-
sions. And to know the basics of
the question involved in the
frontier subjects of life: the day
after pill, gene therapy, embryo
and adult cells, cloning, the ma-
nipulation and use of embryos,
care for sick people at the termi-
nal stage of their lives, euthana-
sia (procedures that are declared
and those that take place in si-
lence), and the distinction be-
tween means and ends.

4. Care for people who receive
the least assistance
The need of these people for

health occurs in situations of
marginalisation, which also im-
ply a lack of health care. These
are situations of economic
poverty, of social indifference,
of loneliness, of old age, of alco-
holism, of drug addiction, or sit-
uations involving people who
are not autonomous or the
chronically ill in general. The
Church cannot ignore this world
of those who are most in need of
health. Our offer of health in-
cludes a commitment to the
most suitable health care possi-
ble for these people and their de-
fence against all kinds of social
marginalisation. Here, too, we
work together with health-care
professionals because this is an
undertaking that raises their
awareness and sensitivity in a

direct way. We can work togeth-
er in a united way not only to
treat specific pathologies but al-
so to fight against the causes
that give rise to such pathologies

Attention and care for 
health-care professionals

Within society the Christian
community must be the pool of
Bethesda (JB 5), that is to say a
community that cares for people
and cures them. The healing
mission of this community has
its roots in the Gospel itself, in
what God said and did. Jesus is
where man is, where the human
being in pain is: he went on his
way doing good and healing
(Acts 10:38). The health that Je-
sus offers begins with physical
health, but it does not stop there
but reaches the whole of man in
all his dimensions. It is not lim-
ited to the body or the individ-
ual. It is an individual and com-
munal health; it requires free-
dom and meaning, and it is
placed within the unfolding of
values and disvalues. 

In the light of the healing
model of Jesus it is important to
reappraise and strengthen the at-
tention that the Christian com-
munity pays to health-care pro-
fessionals, whose work involves
making the source of health pre-
sent. The Christian community
can provide them with attention,
care and training:

1. Drawing near to health-care
professionals
Contact with health-care pro-

fessionals continues to be the
most privileged form of atten-
tion paid  tow them. It cannot be
programmed but expresses itself
in the most unimaginable ways
and at the most unimaginable
moments, and it produces un-
foreseen results. Readiness to
establish contact and to engage
in conversation that is not shal-
low in character are propitious
occasions to discover and attend
to their personal needs.

2. Being at their side
Being at the side of health-

care professionals, above all at
moments of difficulty and pain,
demonstrating an interest in
their lives and offering disinter-
ested help, is, today, a simple
and gospel-based form of caring
for them at a pastoral level.
There are a large number of oc-
casions which allow the practice
of such pastoral care in the life

of a hospital, of a home or of an
institution, and in the parish
community: acts and celebra-
tions of friendship; festive
events; accidents and ill-fortune;
the moment of illness or the
death of a member of the staff or
his or her family relatives, and
so forth.

3. Discovering together 
the meaning of their action
Helping them to discover and

appreciate the ethical and
gospel-based values of their
profession and to recognise the
charism of their profession (1
Cor 12:9). In their clinical prac-
tice, in their bureaucratic work
or in their administrative deci-
sions, they can express the val-
ues of solidarity and compas-
sion, respect, mutual help, jus-
tice, self-giving, and reconcilia-
tion.

4. Supporting them and 
taking care of them
Health-care professionals, as

people who provide care, should
themselves receive care. An in-
creasing number of these people
are suffering from professional
exhaustion. They are wounded
healers who need to receive at-
tention and care. The Christian
community, feeling the impera-
tive need to take care of those
who provide care, should sup-
port health-care professionals so
that they can live out their work
in a healthy way. The Christian
community must accompany
them in the exhaustion that
comes from their work, listen to
their difficulties, their tensions
and their stress, understand their
possible crises, and offer them
the resources so that they can
avoid burnout and then recover
from fatigue. Health-care pro-
fessionals have families, life
needs, friends, and time for
recreation. In order to obtain the
necessary personal balance be-
tween their profession, their
families, their recreation and
their personal (physical, psycho-
logical, social and spiritual)
growth, mere help is not
enough. The Christian commu-
nity must provide them with a
major contribution through ad-
vice and spiritual support,
warmth, and friendship.

5. Offering them suitable 
channels and instruments 
for their overall training
Health-care professionals

need a sound grounding and on-
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going training in order to main-
tain the skills and expertise that
are required. They need oppor-
tunities for encounter where
they can reflect, be trained, pray,
celebrate their faith, strengthen
the meaning that they feel for
the Church and for the care and
treatment they provide, as well
as their communion with other
professionals. The Christian
community can provide various
kinds of help: places for meet-
ings; the offer of materials for
anthropological, theological and
pastoral thought about health,
illness, dying and assistance; ac-
companying so as to throw light
on the grave ethical problems –
which are increasingly complex
in character and large in number
– that are raised both at the be-
ginning and the end of life; and
information on the already ex-
isting systems and instruments
of training to which access can
be gained.

6. Praying with them and for
them and celebrating their
service to the sick
The Christian community

prays for and with health-care
professionals and celebrates
their role and their service to
sick people: ‘for they too will
pray to the Lord that he should
grant them success in diagnosis
and in healing, for the sake of
preserving life (Sir 38:14);
‘blessed is he who considers the
poor! The Lord delivers him in
the day of trouble’ (Ps 41:1). 

7. Relying on them
A trained health-care profes-

sional can contribute his or her
knowledge, his or her experi-
ence and his or her points of
view to the Christian communi-
ty and enrich it in its tasks of ed-
ucating people in matters relat-
ing to health, taking care of sick
people and their family rela-
tives, training visitors, offering
its views on human and ethical
problems, in a word: evangelis-
ing the world of health, some-
thing, indeed, that cannot be
achieved without the incorpora-
tion and the participation of
health-care professionals

Experiences

The parish
During the years 2004-2005

we have sought to demonstrate
the nearness, the gratitude and
the support of the parish of ‘The
Supper of the Lord’ towards

health-care professionals who
care for and treat the sick people
of our neighbourhood. The
group dealing with pastoral care
in health got into contact with
the health-care centre and at
Christmas we wrote a personal
letter to all the professionals
who work in this centre which
expressed our admiration. This
letter was accompanied by a
present. This initiative surprised
them in a pleasant way and they
thanked us. The parish commu-
nity prays for these professional
people during the Eucharist and
at funerals. At the time of the
communal anointing of the sick
we send these professionals the
following letter: ‘Dear Friends,
many sick people whom you
care for and treat regularly at
your centre belong to our parish.
Through their testimony we
have come to know about and
admire the generous and con-
stant work of health-care profes-
sionals who day after day care
for the sick of the community
and their family relatives with
an overall concept of care. Our
parish – which accompanies and
helps the sick and their family
relatives in the neighbourhood –
wishes to express to you its grat-
itude for this service and
demonstrate to you its nearness
and its support. We know that
your work is not always easy,
that it is very arduous and tiring.
We also know that you experi-
ence moments of pain when you
fall sick or when one of your
family relatives falls ill or dies.
On the Sunday of Pentecost,
when we celebrate the commu-
nal anointing of the sick, we will
be thinking of you all. We thank
you for your work, for the con-
cern that you demonstrate for
the health problems of our rela-
tives and our friends. And we
ask the Lord to help you in your
valuable and delicate work of
caring, alleviating and consol-
ing. We are ready to collaborate
with you in anything you think
fit for the welfare of the sick
people of our community. With
our most cordial greetings, the
Parish, Madrid’.

Hospitals
In the hospital a large group

of Christian health-care workers
work with the chaplains of the
Service for Religious Assis-
tance. We offer them nearness
and friendship. We recognise
and appreciate the service that
they give to sick people and pro-

fessionals. Beginning with our
jobs, we facilitate contact with
sick people and their families.
To the extent that this is possi-
ble, we prepare a suitable envi-
ronment for the administration
of the anointing or the baptism
of newborn children. We collab-
orate in the management of
mourning experienced by fami-
lies (parents who have lost a
child, etc.). We often take part in
Holy Mass in the hospital. We
co-operate in the celebration of
the Day of the Sick. We co-op-
erate in the preparation of the
monthly bulletin published by
the Service for Religious Assis-
tance, a bulletin that is for all the
health-care professionals, the
sick and their family relatives.
In doing this we are present in
the health-care world as mem-
bers of the Church. The Group
of Christian Health-Care Profes-
sionals, Orense. 

3. Christians in the World 
of Health and Health Care

There is a good number of
Christians amongst the profes-
sionals of the world of health
and health care who try to live
out their faith in the practice of
their profession. However, de-
spite the advances that have
been made, the contemporary
situation presents worrying data.
José María Rubio, in his article
on ‘the identity and the mission
of the Christian health-care pro-
fessional’, states in a critical
way that ‘the presence of lay
Christian professionals in the
health-care world is on the
whole of a low level, not very
involved and often unnoticed.
To a lesser but significant extent
this presence takes the form of
witness and is expressed
through responsible and well-
carried out professional prac-
tice, dedication, human treat-
ment, consideration for the dig-
nity of people, and commitment
and participation in relation to
committees and platforms for
the defence of the rights of sick
people. In some cases, in truth
there are a small number of such
cases, this is expressed through
explicit reference, through the
witness of their lives, to God the
Father who loves us and wants
the wellbeing of everyone’.

Experience of faith

The faith of Christian health-
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care professionals is located
within the contemporary debate
amongst those people who inter-
pret religion as something that is
anachronistic and private, on the
other hand, and those people
who see it as being of contem-
porary relevance and necessary
to society, on the other. ‘For
them religion is out of date, be-
longs to the kingdom of memo-
ry and folklore and is inade-
quate and obsolete, unsuited to
advanced countries, ruinous for
science, contrary to the practical
and positive meaning of life. It
is a private thing which does not
concern society’; ‘it is some-
thing to be lived privately, just
as someone smokes where he
cannot be seen’; ‘there are still,
however, many Christian
health-care professionals who
strongly believe that faith is of
contemporary relevance and is
as necessary as it has ever been:
for science to be really at the
service of man and progress to
be on behalf of the weak, to ce-
ment the culture of love. Faith is
necessary for a depersonalised
and disorientated society and
there is no point in living it pri-
vately as though it was an in-
doors plant; for faith to go on
being able – and it will always
be able – to transform in a
peaceful way and in a way far
from every form of fundamen-
talism, structures and society,
we must express our faith and
live it publicly, believing that it
is a health-inducing proposal,
the best there is for men and
women down the ages’.

Their mission and the world 
of health and health Care

The place that belongs to
Christian health-care profes-
sionals is the world of health
and illness. In that world the
fundamental experiences of hu-
man beings are lived out: birth,
illness, recovery, and death. In
the extreme experiences where
pain and powerlessness are gone
through, the fragile and vulnera-
ble condition of the human be-
ing is revealed, the ultimate
questions of existence are raised
and the person is questioned in a
radical way about his or her
identity. This is a world that un-
dergoes constant transformation
and development, it is full of
light and shadows, admirable
successes and painful failures,
exemplary actions and flagrant
injustices.

In this world the Christian
health-care professional is pre-
sent not as the worker of a ser-
vice that provides religious care
to patients but as a professional
who carries out the mandate of
Jesus: ‘heal every disease and
every infirmity’ (Mt 10:1). Jesus
proclaimed and promoted the
Kingdom of God by making
himself a part of the world of ill-
ness and by healing the sick and
those possessed by evil. Jesus
did not separate his activities in-
volving healing from the pro-
claiming of the Kingdom. On
the contrary: the proclaiming of
the Kingdom and the healing of
the sick were two aspects of the
same evangelising mission:
‘And he went about all Galilee,

teaching in their synagogues
and preaching the gospel of the
kingdom and healing every dis-
ease and every infirmity among
the people’ (Mt 4:23). Healing
was the sign that Jesus offered
so as to validate the authenticity
of his mission: ‘the blind receive
their sight and the lame walk,
lepers are cleansed and the dead
hear, and the dead are raised up,
and the poor have good news
preached to them’ (Mt 11: 2).

The mission of the Christian
health-care professional, in fun-
damental terms, lies in serving
the sick person as Jesus himself
did, anointed with the power of
the  Holy Spirit, going about do-
ing good and healing all that
were oppressed by the devil
(Acts 10:38); in experiencing
today once again the Gospel of
Jesus; in being like him the
good news of God for the sick
and the infirm; and in being at
their service in introducing

gospel-based values into the
health-care world by conform-
ing curative action to the spirit
of Christ proclaiming with
‘health-inducing actions’ God
the healer who wants only the
welfare of human beings. The
Christian health-care profes-
sional is present in the world of
health and health care by help-
ing human beings in the
processes involving the recov-
ery of life, the overall growth
and development of health, do-
minion over the body, and victo-
ry over the forces of evil, all of
which are privileged experi-
ences by which to reveal God as
‘the friend of life’ and to com-
municate hope that there is a
God who is a Saviour.

Their witness

Christian health-care profes-
sionals are called upon to be
salt, light and yeast within soci-
ety through their life witness:
‘the Gospel images of salt, light
and least, although they concern
indistinctly all the disciples of
Jesus, find special application to
the lay faithful’ (John Paul II,
CL, n. 15). Their task is not only
to make the Church present in
the world but also to make the
world present within the
Church, to which they must
bring their secular experience,
and the problems, the questions
and the worries of today’s men
and women. The Second Vati-
can Council urged members of
the laity to bring ‘their problems
and the problems of the world to
the community of the Church’
(AA, n. 10). Christian health-
care professionals must offer in-
formation and consultation to
the Church about health-care
problems, and about documents
and declarations connected with
scientific questions or moral
conflicts that arise in the health-
care world.

The Association 
of Christian Health-Care 
Professionals

Although ‘all members of the
laity are called to and obliged to
engage in a personal apostolate,
which is always and everywhere
productive, indeed in certain cir-
cumstances it is the only suit-
able and possible apostolate’
(AA, n. 16), the associative
apostolate is a ‘sign of the com-
munion and the unity of the
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Church’ (AA, n. 18), and re-
quires to be implemented
through shared action: support-
ing and training her members;
ordering and guiding their apos-
tolic action (AA, n. 18). In con-
temporary circumstances it is
necessary to act in an associa-
tive way if we want to achieve
our goals and to shape the col-
lective mentality and social con-
ditions.

The Association of Christian
Health-Care Professionals was
born within the framework of
pastoral care in health and was
established during the course of
the LX Plenary Assembly of the
Bishops’ Conference of Spain
which approved its statutes on
19 November 1993. 

Its goals:
1. To promote a Christian

laity involved in the world of
health and health care that pro-
vides gospel-based witness in its
professional activities.

2. To create methods and op-
portunities for encounter, reflec-
tion and commitment amongst
Christian health-care profes-
sionals.

3. To help health-care work-
ers in their human, spiritual and
religious growth and develop-
ment and in their education and
training in the sphere of
bioethics.

4. To collaborate in the pro-
motion of health, overall care
for the sick and the humanisa-
tion of health care at all levels.

5. To contribute to the de-
fence of the rights of people, in
health or in sickness, without
any form of discrimination
based on any element.
It is inter-professional

Medical doctors, nurses, aux-
iliary staff who work in clinics,
administrative personnel, order-
lies and all professional people
who work in health care at the
service of the sick belong to the
Association.

Its activity
Periodically, the Association

celebrates days, seminars on
bioethics and other training
courses, as well as meetings at a
national, regional, diocesan and
local level; it organises groups
of study and reflection in order
to clarify questions or issues of
an ethical, religious, profession-
al or scientific character; it pub-
lishes its own bulletin,
PROSAC, every three months;
it disseminates documents and

materials to do with training and
professional development and
which provide information
about the participation of pro-
fessionals in the improvement
of the world of health and health
care; and it co-operates with
other groups and organisations.

It must be promoted
Amongst the conclusions that

were approved during the
Church and Health Congress
which took place in Madrid in
1994 we may read the follow-
ing: ‘to promote the Association
of Christian Health-Care Profes-
sionals and the goals it sets it-
self, to develop further its inter-
ecclesial collaboration (consul-
tation for pastors; collaboration
in training), its active participa-
tion in the humanisation of care,
the ethical illumination of medi-
cine and the creation of a culture
of health that is more consistent
with Christian values’. The Re-
port on the Church and Health,
which was presented to the Ple-
nary Assembly of the Bishops’
Conference of Spain (1995),
proposed that ‘the diocesan del-
egations of pastoral care in
health support the Association
of Christian Health-Care Profes-
sionals, which has been ap-
proved by the Bishops’ Confer-
ence of Spain’.

For personal or group work

1. In your view what is the
mission of Christian health-care
professionals in the world of
health and health care? What
should be their specific contri-
bution?

2. How do they live out their
faith? What witness do they pro-
vide? 

3. What does the Christian
community do to promote a
Christian laity involved in the
world of health and health care?

4. Do we know about the As-
sociation of Christian Health-
Care Workers? What can we do
to spread it and support it?

The Magisterium 
of the Church and 
Health-Care Professionals

A selection of texts

– Professional honesty and
competence are without doubt
an indispensable condition
which can only with difficulty
be compensated for by another

kind of apostolic zeal (Rite of
Anointing, n. 57)

– Anointing is not extraneous
to health-care and similar per-
sonnel because it is the expres-
sion of the Christian meaning of
technical action. For this reason,
it is very much to be hoped that
health-care personnel take part
in the celebration of the anoint-
ing of the sick so as to be able in
a better way to open the whole
of therapeutic action to the su-
pernatural dimension, which, in-
deed, is specific to this sacra-
ment (Rite of Anointing, n. 67) 

– Medical doctors, other
health workers and voluntary
workers are called upon to be
the living image of Christ and
his Church in love towards the
sick and the suffering (John Paul
II, CL, n. 53).

– As medical doctors, that is
to say servants of life, you will
find in the practice of your pro-
fession a privileged opportunity
to contribute to the construction
of a world that increasingly re-
sponds to the dignity of human
beings…Vivify service with
constant prayer to God, ‘the
lover of life’ (Wis 11:26), al-
ways remembering that healing,
in the final analysis, comes from
the Most High (John Paul II,
Letter to those Taking Part in the
XXIII National Congress of the
Association of Italian Catholic
Doctors, 2004).

– Jesus was an untiring pro-
moter of health…two duties de-
serve special attention on the
part of the Christian. 1. The de-
fence of life. With the birth and
the ever more widespread de-
velopment of bioethics thought
and dialogue are fostered – be-
tween believers and non-believ-
ers, and between believers of
different religions – on ethical
problems, of a fundamental
kind as well, which affect the
life of man…Believers are
called to develop a look of faith
at the sublime and mysterious
value of life, even when it is
fragile and vulnerable. 2. The
promotion of health worthy of
man. The Christian vision of
man is in contrast with a notion
of health where health is re-
duced to mere exuberant vitali-
ty satisfied by its own physical
efficiency and which absolutely
precludes any positive view of
suffering. Health is a movement
towards a fuller harmony and
healthy balance at a physical,
mental, spiritual and social lev-
el. (John Paul II, Message for
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the World Day of the Sick,
2000).

– It is precisely at the moment
of illness that the need is raised,
with most urgency, to find suit-
able answers to the ultimate
questions about the life of man:
questions about the meaning of
pain, suffering and death itself.
In Christ is to be found the hope
of true and full health; the salva-
tion that he brings is the real an-
swer to the ultimate questions of
man. (John Paul II, Message for
the World Day of the Sick,
2005).

– The effective treatment of
the various pathologies, com-
mitment to further research and
the investment of suitable re-
sources are the admirable objec-

tives pursued with success in
vast areas of the planet. Al-
though applauding the efforts
that have been made, one can-
not, however, ignore the fact
that not all men have the same
opportunities. I thus address a
pressing appeal so that efforts
are made to foster the necessary
development of health-care ser-
vices in those countries, which
are still large in number, which
find it impossible to offer their
inhabitants decent conditions of
life and a suitable defence of
health. (John Paul II, Message
for the World Day of the Sick,
2001).

– The ethical-social dimen-
sion is an essential element of
Christian witness: one must re-
ject the temptation to offer a pri-
vatised and individualistic spiri-
tuality which ill accords with the
demands of charity, to say noth-
ing of the implications of the In-

carnation and, in the last analy-
sis, of Christianity’s eschatolog-
ical tension. While that tension
makes us aware of the relative
character of history, it in no way
implies that we withdraw from
“building” history. Here the
teaching of the Second Vatican
Council is more timely than
ever before: “The Christian
message does not inhibit men
and women from building up
the world, or make them disin-
terested in the welfare of their
fellow human beings: on the
contrary it obliges them more
fully to do these very things”’
(John Paul II, NMI, n. 52).

– Profession, vocation and
mission meet and, in the Christ-
ian vision of life and health,

they are mutually integrated.
Seen in this light, health care as-
sumes a new and more exalted
meaning as “service to life” and
“healing ministry.” …To serve
life is to serve God in the per-
son: it is to become “a collabo-
rator with God in restoring
health to the sick body” and to
give praise and glory to God in
the loving welcome to life, espe-
cially if it be weak and ill. (The
Pontifical Council for Pastoral
Assistance to Health Care
Workers, Charter for Health
Care Workers, n. 4).

– The Church and health care
must draw near to one another,
recognise each other and collab-
orate with one another in the
service that both provide to the
sick. Beginning with the words
and practice of Jesus and her
own rich tradition of care, the
Church brings a series of beliefs
about the significant aspects of

health care. For example: the
dignity of the human person as
such, the primary value of the
resources of each human being,
within him or her, in his or her
attitudes and forms of behav-
iour, to care for and treat himself
or herself and to care for and
treat other people; the impor-
tance of a personal and direct re-
lationship between the person
who provides care and the sick
person; the impossibility of pro-
viding care and looking after a
sick person without giving of
oneself and without taking upon
oneself his or her sufferings and
fears; assistance as the task and
responsibility of everyone; and
the great utility of the harmo-
nious integration of science and
pastoral action in the recovery
of a sick person. Lastly, the
Church brings a new horizon of
the meaning of the realities that
are experienced in health care:
illness, suffering, recovery, as-
sistance and death. (Episcopal
Commission for Pastoral Care,
Message for the Day of the Sick,
1992).

– We hinder the access of lay
people that want a secular in-
volvement in, and dialogue
with, the world, when we assert
ourselves in an institutional way
and seek the power of the
Church with overly rigid and se-
cure positions in relation to cer-
tain points of doctrine or disci-
pline that in reality allow greater
flexibility or, at the least, atti-
tudes involving dialogue. We
must reflect with lay people and
discern with them problems,
concerns and experiences. Let
us avoid the temptation of only
allowing the participation of
those lay people who have a cer-
tain intellectual training, thereby
underestimating experience,
commitment and witness. We
need to strengthen the action of
the health-care laity beginning
with their work as professionals.
(Msgr. Javier Osés to the pas-
toral delegates).

– Take off your working
clothes when you are in church
but when you are at the work-
place put on your baptism
clothes. Strive to analyse the
deep needs of people: the
search for meaning, the yearn-
ings for peace, the thirst for jus-
tice, the hunger for dignity,
hope for a new economic order
that assures every human being
the most elementary rights. Ab-
stain from ‘simplifying’ prob-
lems. May the Lord give you a
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taste for essential things! May
he make you ministers of the
happiness of people and faithful
collaborators of your bishop
and your priests! Love and
serve your Church, not to ob-
tain glory from her but so that
she may be a faithful servant of
the Kingdom of God. Be con-
cerned to have relationships
with other Church groups, act-
ing in a way so that the comple-
mentary character of everyone
shines forth. Respect the inner
laws of technology and science
but act in a way so that all the
temporal realities direct their
gaze towards ‘he who was
pierced’. (Msgr. Tonino Bello
to the diocesan heads of
Catholic Action).

Prayer of the 
Health-Care Professional

Lord Jesus, Divine Doctor,
Who during your earthly life
Paid special attention 
to those who suffer,
And entrusted your disciples
With the ministry of healing,
Ensure that each one of us
– aware of the mission that 
has been entrusted to him – 
Always strives to be,
in daily service,
An instrument 

of your merciful love.
Enlighten our minds,
Guide our hands
Give us careful 
and compassionate hearts.
Ensure that we know how 
to discover in every patient
The features of your divine 
countenance.

Grant that we be 
Good Samaritans,
Ready to welcome, 
to treat and to console
Those people we encounter 
in our work. 

Help us to offer 
our generous contribution
To the constant renewal of
Health-care structures.

Order it that after loving you,
And constantly serving you
In our brothers who suffer,
At the end of our earthly 
journey
We can experience
The joy of the meeting 
with you
In your Kingdom of joy 
and peace.
Amen. 

THE DEPARTMENT 
FOR PASTORAL CARE 

IN HEALTH
Spain.
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The Catholic Church Defends,
Respects and Promotes 
the Dignity of All People 
and Every Individual

1. We know that a campaign
is underway at a national level
against homophobia. The term
‘homophobia’ is a relatively
new one and is used to refer to
an ‘obsessive aversion to homo-
sexual people’. ‘Homosexuality
refers to relations between men
or between women who experi-
ence an exclusive or predomi-
nant sexual attraction towards
persons of the same sex’.1

2. An intense campaign to
promote the acceptance of ho-
mosexuals deserves to be appre-
ciated. The Catechism of the
Catholic Church says that ‘ho-
mosexuals…must be accepted
with respect, compassion and
sensitivity. Every sign of unjust
discrimination in their regard
should be avoided’.2 A homo-
sexual person has all the dignity
that is his or hers by virtue of
being a human person. The
Catholic Church does not insult
or attack anyone, nor does she
incite people to engage in dis-
crimination towards any person.
On the contrary: the Catholic
Church defends, respect and
promotes the dignity of all peo-
ple and every individual, and
this includes the dignity of ho-
mosexuals.

Homosexual Acts are 
Intrinsically Disordered

3. Once  a person has been ac-
cepted with his dignity as a per-
son, it is necessary to distin-
guish between the homosexual
inclination and homosexual
acts. This inclination is disor-
dered in itself, but it does not
constitute in itself a sin if there
is no intention to nourish this in-
clination through homosexual
acts.

4. On the other hand, ‘Basing
itself on Holy Scripture, which
presents homosexual acts as acts
of grave depravity, Tradition has
always declared that ‘homosex-
ual acts are intrinsically disor-
dered’. They are contrary to the
natural law. They close the sex-

ual act to the gift of life. They do
not proceed from a genuine af-
fective and sexual complemen-
tarity. Under no circumstances
can they be approved’.3 We can
see this, in fact, in Genesis
(19:1-29), which speaks about
the perversion of Sodom and
Gomorrah, or in St. Paul who
says to the Corinthians: ‘Do  not
be deceived; neither the im-
moral, nor idolaters, nor adulter-
ers, nor homosexuals, nor
thieves, nor the greedy, nor re-
vilers, nor robbers will inherit
the Kingdom of God’.4 

The Anthropological Context of
the Campaign 
against Homophobia

5. The campaign against ho-
mophobia seeks to present the
homosexual inclination of a per-
son to society as a legitimate
personal choice, with a ‘right to
be different’, and adopts an ap-
proach of apparent humanity
and respect for the human per-
son, seeking to base itself on the
criteria of pluralism, tolerance
and non-discrimination. How-
ever, this campaign is based up-
on false and deceptive anthro-
pologies, with the separation of
concepts and language. One
cannot argue that just as some
people have the disposition to a
heterosexual relationship and to
heterosexual love so other peo-
ple have the right to a homosex-
ual relationship and to homo-
sexual love in the same way that
a person must have acceptance
and respect whether he or she is
left or right handed or has a dif-
ferent skin colour.

6. In ontological terms, it is
impossible to treat as equal that
which is not equal: marriage
based upon the heterosexual re-
lationship of a man and a
woman is one thing; unions be-
tween people of the same sex
are quite another, and they are
very different. Only the sexual
diversity that exists between a
man and a woman allows natur-
al affective and sexual comple-
mentarity and the possible gift
of a new life. None of these as-
pects exist in unions of people
of the same sex given that they

are intrinsically sterile unions,
and the apparent unitive aspect
of their sexuality is achieved at
the cost of forcing anatomical
structures and simulating natur-
al physiological and psychologi-
cal activities, not to speak of the
use of the most diverse chemical
and mechanical products.

7. In addition, in the policy of
the adoption of children by ho-
mosexual couples the person
(the child) is not seen as some-
one who assures the continuity
of the family and the renewal of
the generations but as the dupli-
cate or the projection of a per-
son’s self; that is to say it is be-
lieved that there is a right to pos-
sess a child. 

8. Although homosexuals are
accused of homophobia, in real-
ity homosexuals experience
‘heterophobia’, that is to say
fear of the other sex, fear of sex-
ual difference, which, however,
is the source and root of legiti-
mate and healthy otherness.

9. A campaign of this charac-
ter, of legitimation, that is to say,
of the homosexual, who is seen
as being natural, forms a part of
the increasing diffusion at a
global level of a movement –
which is accompanied by strong
pressure of a social, political
kind  and exercised by the mass
media – that does not speak
about ‘sex’ (sustained at a bio-
logical, psychological, social
and moral level) but of ‘gender’,
and sees this as something that
is solely social and cultural, and
because of this modifiable ac-
cording to the criteria of a per-
son, who is able, indeed, to
choose between five or more
genders: man, woman, homo-
sexual-lesbian, bisexual, trans-
sexual.

10. This approach operates
within a context of the rejection
– or merely the absence – of
God the Father and Creator of
human beings in His image and
likeness (and thus in the sexed
reality of being a man or a
woman), but it also operates
within the context of moral rela-
tivism, which holds that objec-
tive and universal values do not
exist. In this scheme of things,
there are only subjective and
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personal preferences: each per-
son has the right to think,
choose and act as he or she
wishes. To this is added hedo-
nism, which sees sexuality as a
mere consumer good and a
means by which to achieve plea-
sure. Sexual abstinence, in con-
trary fashion, is sees an being
unnatural.

11. To recapitulate: the
Church defends and promotes
the acceptance of, and respect
for, the homosexual person,
with all the dignity that belongs
to him or her because of the fact
of being a person. But on the
other hand the Church offers
herself and tries to help that per-
son to redeem, and adopt, his or
her own sexual identity as a man
or as a woman.

The Origin of the 
Homosexual Impulse

12. In this process of provid-
ing help it is important to exam-
ine the origin of the homosexual
impulse. The idea has become
widespread that homosexuality
is an innate impulse which has
genetic bases. From a scientific
point of view there are no cer-
tain conclusions to demonstrate
this. Whatever the case, al-
though a genetic origin is to be
encountered the causes of ho-
mosexuality are to be attributed
to many factors and amongst
these are those of an intrapsy-
chic and environmental charac-
ter. It would certainly not
change the ethical aspect of the
question referred to above to see
the homosexual tendency as ob-
jectively disordered and to hold
that homosexual acts cannot be
approved in any circumstances.
It should be borne in mind that
not everything that is genetically
determined is normal: for exam-
ple, albinism. A human being is
a genetic project with a life ideal
to be realised, that is to say he or
she is not determined by his or
her genes.

13. One may state that the fol-
lowing factors, amongst others,
can be connected with the ten-
dency to be a homosexual:

– The homosexual male
child had an intimate relation-
ships with his mother that was
characterised by a certain erotic
thread which was hidden to var-
ious degrees of intensity. For her
part, the mother often preferred
her son to her husband. Often, in
this case, the mother was de-

manding and hyperprotective.
– The relationship between

the father and the son, on the
other hand, was distant, lacking
in care, indeed marked by ag-
gression and hostility.

– Deep hatred and fear of the
homosexual boy towards his fa-
ther, but at the same time an
enormous desire for affection
and acceptance by his father.

– A lack by the parents of the
practice of upbringing as re-
gards the sexual identity of the
child as a man or a woman.

– Sexual abuse; rape.
– Loss of the parents because

of death or separation (divorce).
– The separation of the par-

ents during critical stages of the
growth and development of the
child.

– Social phobia.
– Depression, anxiety, suici-

dal tendencies, very accentuated
pathologies.

– Drug abuse.

The Expression 
of Homosexuality

14. Another aspect of this
subject that should be borne in
mind in the process of providing
help to a homosexual person is
that in reality homosexuality has
a very broad gamut of ways of
manifesting itself. Three basic
forms may be distinguished
which are of use in contextualis-
ing the situation of a homosexu-
al person:

– Real and open homosexu-
ality: the primary and funda-
mental reason for attraction to-
wards a person of the same sex
is sexual gratification, and rea-
sons of affective dependence
and/or power or dominion over
another person are of secondary
importance. In this case, the sex-
ual desire is impersonal. In prac-
tice, all people of the same sex
who are relatively attractive can
become the object of sexual de-
sire. In addition, people may not
be satisfied with just one person
and may search for others.

– False homosexuality: here
the situation changes. What is
important is not the gratification
of sexual desire but the need to
satisfy affective dependence
and/or power over the other per-
son. The tie tends to be with one
person or with a few and well
defined people.

– Imaginary or feared homo-
sexuality: this is the fear of be-
ing homosexual – without being

so really – for the most varying
reasons: for example, because of
insecurity about one’s own sex-
ual identity as a man or as a
woman; because of the residual
affects of an adolescent stage
that was not overcome well; be-
cause of unfounded fantasies
and thoughts in this direction; or
because of abuse carried out by
another person of the same sex
on a person which gave the idea
to that person that he or she, too,
was homosexual.

Homosexuality Can be 
Treated

15. Contrary to common
opinion, including that of pro-
fessionals in the field, who ad-
mit the paradox that one can
move from heterosexuality to
homosexuality but not from ho-
mosexuality to heterosexuality –
and as a result decide to suggest
to a person that he or she should
accept his or her situation and
adapt to gay culture – there can
be no doubt that homosexuality
can be treated. This is stated by
many medical doctors, psychia-
trists and priests who have
helped people in this way.

16. It is certainly true that
there are cases where homosex-
uality is irreversible, but they
are few in number. Amongst
these there are cases, obviously
enough, where the homosexual
is happy with his or her condi-
tion and does not want to be
treated. The same happens in
every other field of medicine: a
person who does not feel that
she or he is ill will only with dif-
ficulty follow the treatment that
is prescribed to him or her.

17. One is not dealing here
necessarily with a hundred per
cent cure. And one is not deal-
ing, either, with a situation
where a person continues to be
at the mercy of his or her ten-
dencies. Rather, one is dealing
with that person achieving a cer-
tain level of dominion over such
tendencies which can incline
some people more than others to
the sexual act but which cannot,
in fact, force anyone to engage
in them.

18. If God has created us in
His image and likeness, that is
to say in the condition of being a
man or a woman, God Himself
helps us to resolve the homosex-
ual disorder. Jesus Christ came
to redeem us. ‘And hope does
not disappoint us, because
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God’s love has been poured into
our hearts through the Holy
Spirit who has been given to us.
While we were yet helpless, at
the right time Christ died for the
ungodly. Why, one will hardly
die for a good man – though
perhaps for a good man one will
dare even to die. But God shows
his love for us in that while we
were yet sinners Christ died for
us’ (Rom 5:58).                              

19. Homosexuality is a disor-
der. But one should receive and
welcome the homosexual per-
son with understanding and
serenity, placing within that per-
son that there is a reasonable
hope of effective help as well.

A Person with Homosexual Ten-
dencies Should Accept Himself
or Herself and Love Himself or
Herself

20. With respect to a person
with homosexual tendencies, he
or she will be helped by accept-
ing the following: he or she
should accept himself or herself
and he or she should love him-
self or herself; he or she should
have a genuine wish, in general,
to overcome problems and diffi-
culties in his or her life; he or
she should accept his or her ho-
mosexual tendency as a problem
that he or she wants to deal
with; he or she should wish to
work on it with perseverance; he

or she should accept individual
help of various kinds – physical,
psychological, pastoral and spir-
itual help; he or she should ac-
cept being integrated into a sup-
port group; he or she should
trust in the fact that the redemp-
tive Sacrifice of Christ is univer-
sal; thus he or she should unite
every suffering and difficulty to
the Sacrifice of the cross of the
Lord.

Called to Chastity

21. In addition, ‘homosexual
persons are called to chastity.
By the virtues of self-mastery
that teach them inner freedom,
at times by the support of disin-
terested friendship, by prayer
and sacramental grace, they can
and should gradually and res-
olutely approach Christian per-
fection’.5

Parents should Commit 
Themselves to Providing 
a Real Sexual Education

22. As a work of prevention,
parents should be concerned to
be near their children; they
should be committed to know-
ing them, and entering into dia-
logue with them, as an example
of authentic sexual education;
they should know the books, the
subjects and everything that
happens in the schools of their

children, and in the relations be-
tween young people of the same
age, at the level of sexual educa-
tion.

The Church, Faithful 
to her Mission 

23. The Church wants to be
faithful to the mission that has
been entrusted to her by Jesus
Christ. It is necessary to respect
the homosexual as a person,
who has all the dignity of every
human being, so as to help him
or her to redeem his or her iden-
tity as a man or a woman, and to
make that identity grow and de-
velop, so that he or she may be-
come, to the full, in the image
and likeness of God the Creator.

H.E. Msgr. RODRIGO
AGUILAR MARTÌNEZ,

Bishop of Matehuala,
President of the Episcopal 

Commission for Pastoral Care 
of the Family,

Mexico

Notes
1 Catechism of the Catholic Church, n.

2357.
2 Ibid., n. 2358.
3 Ibid., n. 2357.
4 1 Cor 6:9-10. 
5 Catechism of the Catholic Church, n.

2359.
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In the year 2005, on the
twenty-first day of the month
of March at the Fondazione Is-
tituto di Ricovero e Cura a
Carattere Scientifico (IRCCS)
Ospedale Maggiore Policlini-
co, Mangiagalli e Regina Ele-
na, Via Francesco Sforza, 28,
Milan,

Between

The Regional Government of
Lombardy (C.F. 8005005014),
represented by the pro tempore
President of the Regional Exec-
utive, Roberto Formigoni, born
in Lecco on 30 March 1947,
with his home address for the
purposes of this act in Milan,
Via Pola, 14, who is authorised
to sign this Protocol of Agree-
ment by the DGR n. 20593 of
11 February 2005

And

The Ecclesiastical Regional
Government of Lombardy
(C.F. 97179710153), represent-
ed by the pro tempore President
of the Bishops’ Conference of
Lombardy, which by its
statutes is the legal representa-
tive of the Ecclesiastical Gov-
ernment itself, Cardinal Dioni-
gi Tettamanzi, born in Renate
(MI) on 14 March 1934 and
with his home address for the
purposes of this act in Milan,
Piazza Fontana n. 2, who is au-
thorised to sign this Protocol of
Agreement by a decision of 7
February 2005 of the Bishops’
Conference of Lombardy, and
with the assent of the Bishops
of the Dioceses of Novara, Tor-
tona, Vercelli and Verona,
whose area covers a part of the
territory of the Regional Gov-
ernment of Lombardy, and,
lastly, this Protocol of Agree-
ment having obtained  the due
‘recognitio’ of the Holy See;

Given that

1. The Constitution of the

Republic of Italy recognises the
dignity of the human person
and assures his freedoms and
inviolable rights, including
those relating to the religious
sphere, both as an individual
and in social formations where
his personality is expressed;

2. article 7 of the Constitu-
tion regulates the relations with
the Catholic Church;

3. the agreement with an ad-
dition protocol between the
Holy See and the Republic of
Italy, which was signed in
Rome on 18 February 1984,
and then ratified and imple-
mented by the law of 25 March
1985, n. 121, and which effect-
ed modifications to the Lateran
Concordat of 11 February
1929, established in its article
11 that the ‘…Republic of Italy
assures that…stays in hospi-
tals, public nursing homes or
homes providing care…cannot
give rise to any impediments
regarding the exercise of reli-
gious freedom or the carrying
out of the practices of worship
of Catholics’ and that ‘…spiri-
tual assistance to the same is
assured by ecclesiastics ap-
pointed by the competent Ital-
ian authorities on the designa-
tion of the ecclesiastical au-
thority and according to the ju-
ridical status, personnel and
modalities established by
agreement between such au-
thorities’;

4. with special reference to
religious assistance in health-
care structures, article 38 of the
law of 23 December 1978, n.
833, which established the na-
tional health care service
(SSN), envisaged that in the
structures of care of the SSN
there should be ‘…assured reli-
gious assistance in a way that
respects the wishes and the
freedom of conscience of citi-
zens’ and that to such an end
the local health-care units

should provide ‘for the organi-
sation of a service of Catholic
religious assistance in agree-
ment with the competent dioce-
san ordinaries of the territory’;

5. the regional law n. 48 of
16 September 1988, at article
15, lays down that ‘…those
who have been admitted must
be enabled to take part in the
exercise of their worship and
can receive the visit from a
minister of religion or from re-
ligious of their choice’;

6. article 11 of the regional
law of 11 July 1997, n. 31, in
establishing that the relations
between the regional health
service, including all the public
and private subjects operating
within the field of the same ser-
vice, and citizens, are charac-
terised by principles of respect
for, and the defence of, the per-
son, makes clear that the local
health care companies (ASL),
the hospital companies (AO)
and all the accredited subjects,
are obliged to have full respect
for the directives to be found in
the appeal 1. r. n. 48/1988;

7. with regard to the arrange-
ment and organisation of the
personnel engaged in providing
religious assistance, law n. 132
of 12 February 1968, at article
19, envisaged that the service
of religious assistance figures
amongst what are necessary
hospital structures and made
clear in the next article that per-
sonnel dedicated to the provi-
sion of religious assistance be-
long to the staff of hospital
bodies, personnel, that is to say,
made up of ministers of the
Catholic religion and those
people involved in the provi-
sion of assistance to patients of
the Catholic confession, as also
confirmed by article 1 of the
decree of the President of the
Republic of 27 March 1969, n.
130;

8. article 35 of the decree of
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the President of the Republic of
27 March 1969, n. 128, further
regulated the service of reli-
gious assistance in hospital
bodies, in particular envisaging
that the arrangement ‘…of the
service of Catholic religious as-
sistance in hospital bodies is
determined by internal regula-
tions, decided by the hospital
bodies, in agreement with the
competent diocesan ordinaries
of the territory’ and further reg-
ulating the modalities and the
forms of the performance of
that service;

9. the juridical status of the
personnel engaged in the ser-
vice of religious assistance was
in particular regulated by the
decree of the President of the
Republic of 20 December 1979,
n. 761, n. 761, and now finds its
regulation in national collective
labour contracts, following the
privatisation of the (previously)
public work relationship in the
health-care sector;

10. in the light of the legisla-
tive competences confirmed in
relation to the regional govern-
ments by the reform of the V ti-
tle of the second part of the
Constitution, effected by the
Constitutional law of 18 Octo-
ber 2001, n. 3, and given the
continuing exclusive compe-
tence of the state as regards the
relations between the Republic
and religious confessions, the
Regional Government of Lom-
bardy is obliged to assure the
provision of the service of reli-
gious assistance in local health-
care companies, hospital com-
panies and other accredited
public and private health-care
structures;

in order to regulate the ser-
vice of Catholic religious assis-
tance in accredited public and
private health-care and assis-
tance-providing structures op-
erating in the territory of Lom-
bardy,

given all these premises,

It is agreed

To proceed to an Protocol of
Agreement between the Re-
gional Government of Lom-
bardy and the Ecclesiastical
Regional Government of Lom-
bardy as follows:

Art. 1)
1. The premises constitute an

essential and integral part of
this Protocol of Agreement.

Art 2)  The subjects of the
service of religious assistance

1. In this Protocol of Agree-
ment:

a) the local health-care com-
panies, the hospital companies
and in general all the other ac-
credited public and private
health-care structures, as well
as accredited public and private
structures dedicated to the pro-
vision of services to the person,
of an assistance-providing char-
acter as well, are referred to on-
ly with the phrases ‘managing
bodies’ or ‘care structures’;

b) by the phrase ‘diocesan
ordinary’ is meant the diocesan
ordinary for the Catholic reli-
gion who is responsible for
each individual care structure;

c) by Catholic religious assis-
tance is meant the service guar-
anteed by the action of religious
assistants or by a ‘chaplainry’
understood as the expression of

the pastoral care provided by
the Christian community in
health-care institutions and
those institutions more general-
ly dedicated to services to the
person, of an assistance-provid-
ing character as well, made up
of one or more chaplain-priests
to whom can be associated oth-
er priests as well, deacons, male
and female religious, and secu-
lar people, who work as volun-
tary workers.

Art.3) General principles
and the recipients of the service
of religious assistance

1. The Regional Government
of Lombardy assures the provi-
sion of the service of Catholic
religious assistance in the care
structures referred to above in
article 2.

2. The service of religious
assistance has the purpose of

fostering the exercise of reli-
gious freedom, the carrying out
of the practices of worship and
the meeting of the spiritual
needs of ill people of the
Catholic confession and their
family relatives, as well as of
those who work under any
heading in the same structures,
in a way that is compatible with
the performance of the specific
obligations of service, and in a
way that respects the wishes
and the freedom of conscience
of citizens.

3. The performance of this
service in the sphere of spiritu-
al and pastoral action is the pre-
rogative of the competent ec-
clesiastical authority.

4. This Protocol of Agree-
ment, in conformity with what
is laid down in the norms of the
Concordat and the national and
regional laws in this area, de-
fines the directions and the di-
rectives for the regulation of
the service of religious assis-
tance, as laid down in this arti-
cle.

5. Religious assistance, as re-
gards the apostolate and pas-
toral action, is carried out by
religious assistants in full oper-
ative autonomy who are in ex-
clusive dependence on the
diocesan ordinary.

6. As regards activities extra-
neous to the religious and pas-
toral sphere, the religious assis-
tants depend on the managing
body. As regards needs con-
cerning the functional connec-
tion of the service of religious
assistance with the other ser-
vices, the managing bodies
make their own decisions in
agreement with the religious
assistants.

Art. 4) The relationship be-
tween the managing bodies and
the diocesan ordinaries

1. On the basis of, and re-
specting, the directions and the
directives contained in this Pro-
tocol of Agreement, and in re-
sponse to a request that may be
made by only one of the par-
ties, the managing bodies and
the diocesan ordinaries may
sign suitable conventions for
the regulation of the service of
religious assistance to be per-
formed in the individual care
structures.

Art. 5) The aims of the ser-
vice of religious assistance   

1. The service of religious
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assistance has as its subject
those activities directed to-
wards the administration of the
sacraments and the sacramen-
tals, care for souls, the catech-
esis and the practice of wor-
ship.

2. In addition it involves:
a) Support for the therapeutic

process of the sick person;
b) the promotion of cultural

activities of a religious charac-
ter;

c) spiritual and human ac-
companying and help relation-
ships;

d) contribution in matters
connected with ethics and hu-
manisation in the training of
personnel in activities of ser-
vice and possible participation
in ethical committees;

e) the promotion of volun-
tary work, in particular for the
humanisation of structures, ser-
vices and interpersonal rela-
tionships;

f) attention being paid to in-
ter-confessional and inter-reli-
gious dialogue; 

g) services of an administra-
tive character for the organisa-
tion and needs of offices (certi-
fications, correspondence,
archive work, looking after
places of worship, their furni-
ture and sacred furnishings).

Art. 6) The employment of
personnel for religious assis-
tance

1. For each managing body
there must be envisaged at least
one religious assistant. The
number of religious assistants
varies according to the recep-
tion capacities of the care struc-
tures.

2. For a number of up to
three hundred hospital beds,
one religious assistant is to
work. From three hundred and
one up to seven hundred hospi-
tal beds, two religious assis-
tants are to work. In the case of
over seven hundred hospital
beds, the number of religious
assistants can increase by one
for every three hundred and
fifty hospital beds. The para-
meter is rounded up to the next
hundred. 

3. In response to a request
made by a diocesan ordinary,
within the framework of the
convention referred to in article
4 as above, the parameters of
reference established by this ar-
ticle can be modified taking in-
to account the location of pre-

sidiums and effective needs,
and in relation to the structures
dedicated to the provision of
services to the person.

4. With the exception of
what is envisaged in section 3
of this article, the agreements,
the contracts and the conven-
tions in operation at the mo-
ment of the effective coming
into force of this Protocol of
Agreement which envisage a
number of religious assistants
higher than that determined
through the application of the
parameters established in this

article continue to apply until
their natural termination.

Art. 7) The employment and
the ending of employment of re-
ligious assistants

1. The employment of reli-
gious assistants gives rise to the
creation of a special relation-
ship regulated by the laws in
operation and by this Protocol
of Agreement. Their contractu-
al framework and their eco-
nomic treatment are deter-
mined according to what is en-
visaged by the national collec-
tive contract agreement of the
relevant category. 

2. The religious assistants are
employed by the managing
body in response to a designa-
tion by the diocesan ordinary
with a contract that does not
have a fixed limit of time and
involves full-time or part-time
work. As regards employment,
reference is made to the re-
quirements envisaged by the
laws and rules in force and the
national collective contracts in
operation.

3. The designation of reli-
gious assistants and their re-
placement is the responsibility
of the diocesan ordinary. In
cases where the local area of
the managing body includes
more than one presidium, and
the relative buildings etc. are to
be found in different dioceses,
the responsibility for the desig-
nation and replacement of reli-
gious assistants lies with each
diocesan ordinary as regards
the religious assistants to be as-
signed to the presidium of terri-
torial reference.

4. The faculty to withdraw
employment from religious as-
sistants lies in the hands of the
diocesan ordinary, who also
has the faculty to request the
managing body to end the work
relationship. The exoneration
from service of religious assis-
tants, for grave and document-
ed motives indicated by the
managing body, is effected in
agreement with the diocesan
ordinary in line with modalities
and forms set out in the con-
vention referred to in article 4
above.

5. The service of religious
assistance can also be assured
by religious assistants em-
ployed by contractual instru-
ments to be defined by the con-
vention referred to in article 4
above, in the following cases:

a) when the employed reli-
gious assistants intend to con-
tinue the performance of the
service, in the absence of the
diocesan ordinary, beyond the
age established for the receiv-
ing of an old age pension;

b) when the service of reli-
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gious assistance has to be pro-
vided in care structures that
have a number of used hospital
beds up to the figure of three
hundred, and in special cases in
response to a request made by
the diocesan ordinary.

6. In the case of religious as-
sistants employed in this way,
their economic remuneration
must be correspond to that giv-
en to personnel in line with
what is envisaged by national
collective contracts and by the
company contracts, and in rela-
tion to the commitment that is
guaranteed as well.

Art. 8) The rights and duties
of religious assistants and the
collaborating personnel 

1. The ordinary diocesan has
the task of appointing the chap-
lain-religious assistant who is
responsible for the ‘chaplain-
ry’, the other religious assis-
tants, and their permanent col-
laborators (priests, deacons,
male and female religious, sec-
ular people). Such appoint-
ments are communicated to the
managing body.

2. The religious assistants
can be aided by other subjects,
occasionally as well, without
this involving financial burdens
for the managing body, except
in the case of the possible re-
funding of expenses that have
been really met and document-
ed. The names of these people
are communicated to the man-
aging body by the person in
charge of the chaplainry.

3. The collaborators of the
religious assistants, the dioce-
san ordinary and the ministers
of religion have access to the
rooms of the care structures by
the same modalities as the
same religious assistants.

4. The religious assistants
have the right to take part in the
initiatives involving optional
up-dating that are envisaged by
the laws and rules and/or by the
national collective contracts
and the company contracts that
are in force, with the modalities
established by the convention
referred to in article 4 above
between the managing body
and the diocesan ordinary.

5. The religious assistants,
after learning about the pres-
ence of patients of a religious
confession different from
Catholicism, have the right to
point out the presence of these
patients, should they so wish,

to those responsible for the reli-
gious confession to which such
patients belong.

6. The religious assistants
and the other subjects who help
them have the right to eat meals
(breakfast, lunch and dinner)
provided by the managing
body, with costs and forms of
special treatment equal to those
enjoyed by the employees of
the same managing body.

7. No payment on the part of
the recipients is due for the in-
dividual provisions of the ser-
vice of religious assistance.

Art. 9) The hours of service,
the availability and the re-
placement of religious assis-
tants

1. Given the nature of this
service, the religious assistants
normally perform their tasks in
flexible working hours, which,
as far as this is possible, are
communicated to the manag-
ing body, for a time that any-
way is not less that the due
monthly period envisaged by
the laws and rules in force and
by the national collective con-
tracts of the category of per-
sonnel employed by the man-
aging bodies and/or by the
convention referred to in arti-
cle 4 of this Protocol of Agree-
ment, and they are always to be
available during night hours
for urgent cases.

2. In care structures to which
two or more religious assistants
are assigned, their availability
for urgent cases outside their
service hours is guaranteed, in
turns, by the same assistants.

3. Through the convention
referred to in article 4 above,
the managing body or the
diocesan ordinary regulate the
cases of replacement (in the
case of illness, holidays etc.) of
the religious assistants, and if
possible with replacements that
will assure the continuity of the
service. The replacement has
the same economic treatment
as that envisaged for the reli-
gious assistant that is replaced,
in a way that is proportionate to
the number of days of actual
service provided. In cases of
urgency, the same convention
can envisage the possibility of
the replacement being directly
arranged by the religious assis-
tants with an immediate com-
munication to this effect being
given to the managing body
and the diocesan ordinary.

Art. 10) Structures and
goods given to the service of
religious assistance

1. For the carrying out of the
service of religious assistance
the managing body assures ar-
eas that are suitable to the
functions of worship (a church
or a chapel and sacristy), for
religious activity connected
with mortuary services, for use
as an office, for the religious
assistants and their collabora-
tors, and with related furnish-
ings, equipment and acces-
sories. The service of religious
assistance is also assured –
during times that are agreed
upon – the non-exclusive use
of other company areas for
meetings.

2. The managing body will
usually make available to the
religious assistants suitably fur-
nished accommodation which
will usually be located within
the care structure or anyway
connected with it.

3. In the case of the tempo-
rary unavailability of the areas
referred to in the above sec-
tions, the managing body will
guarantee the activation of the
service of religious assistance
with structures that are provi-
sional but which are in any case
suited to the needs of that ser-
vice, at the same time estab-
lishing the time by which the
same managing body should
make available the areas envis-
aged by this Protocol of Agree-
ment.

4. The usual expenses of
worship, as well as the mainte-
nance costs of the furniture,
furnishings and equipment that
are needed for the working of
the service, the ordinary and
extraordinary maintenance of
the areas that are used, cleaning
(excluding that of the accom-
modation if it is outside the
structure), as well as the light-
ing and heating costs of all the
areas dedicated to the service
of religious assistance, are the
responsibility of the managing
body. The religious assistants
are the recipients who are re-
sponsible for the real and per-
sonal property employed for
the provision of the service of
religious assistance.

Art. 11) Area of application 
1. The managing bodies are

obliged, within six months of
the signing of this Protocol of
Agreement, to regulate the ser-
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vice of religious assistance in
conformity with what is envis-
aged by this Protocol of Agree-
ment. In the case of delay or a
failure to observe this commit-
ment, the Regional Govern-
ment of Lombardy will act in
relation to the managing bodies
that are responsible in the
forms allowed by the laws and
rules in force.

2. The Regional Govern-
ment of Lombardy considers
the service of religious assis-
tance in public and private
managing bodies as a humanis-
ing factor that is able to con-
tribute to an improvement in
the services that are provided
and is committed to fostering
their presence in health-care
structures and in structures of a
socio-health care and social as-
sistance character that are sub-
ject to official agreements, are
authorised and are accredited.

3. In relation to private man-
aging bodies, on which the Re-
gional Government of Lom-
bardy cannot impose the ac-
ceptance of this Protocol of
Agreement, this is an act of

orientation and a general direc-
tive.

Art. 12) The joint commis-
sion and the resolution of con-
troversies 

1. Within three months of the
signing of this Protocol of
Agreement, a specific joint re-
gional commission will be es-
tablished made up of four com-
ponents, of whom two will rep-
resent the Regional Government
of Lombardy and two will rep-
resent the Ecclesiastical Region-
al Government of Lombardy. 

2. This regional joint com-
mission will be entrusted with
looking for a solution, that is
mutually approved, of contro-
versies that arise from the inter-
pretation and the application of
this Protocol of Agreement, in
cases, as well, of delay and/or
failure to observe what is estab-
lished in article 11, section 1 as
above. The same commission
will also be entrusted with the
resolution of controversies that
may arise between the manag-
ing bodies and the diocesan or-
dinary, in relation to the inter-

pretation and application of the
conventions referred to in arti-
cle 4 as above as well.

Art. 13) Final regulation
1. The Regional Government

of Lombardy and the Ecclesi-
astical Regional government of
Lombardy commit themselves
to the periodic verification of
the contents of this Protocol of
Agreement, with the aim, as
well, of possibly overcoming
any difficulties and examples
of absence of congruency that
may be manifested during the
first stage of its practical imple-
mentation, and, whatever the
case, in response to a request
that is made by one of the par-
ties.

Milan, 21 March 2005

For the Regional Government 
of Lombardy

The President

ROBERTO FORMIGONI

For the Ecclesiastical Regional
Government of Lombardy

+ DIONIGI TETTAMANZI
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Such was my cry, on exactly
22 March, that is to say Holy
Tuesday, 2005, after a process
involving illness – I had con-
tracted malaria – when I redis-
covered my body, I felt that it
was mine again after a month
when it seemed that I had lost it.
Cured, I found it again. In these
pages I will tell you about my
experience. 

1. Ten Years Ago 

It was the year 1995. After a
journey in India I began to feel
unwell; my body was not in a
good condition; I felt that some-
thing was happening to me –
‘duodenal ulcer’ was the diag-
nosis that was made.   After an
emergency operation, I under-
went intensive care. I spent
many days in hospital and un-
derwent a large number of tests
until the phrase was spoken:
‘you are cured’. Although they
give you a lot of advice you go
back to your normal life as
though nothing had happened.
And you go on because your
body has been ‘taken care of’.
And because you do not feel
anything, you believe that
everything is going well until,
once again – after a period of
ten years –  once again your
body does not function, and
something happens to you.

2. What is Happening to me?

Even though I had been on a
thousand trips to Africa, without
ever taking any precautionary
steps, nothing had happened to
me. This time, however, after
the celebration of the World Day
of the Sick, that is to say 11 Feb-
ruary, I returned from Cameroon
with malaria. The first steps that
were taken were not the right
ones. I thought that I had in-
fluenza, which was ‘making the
rounds’ at the time, until, in the
end, I decided to go to the emer-
gency department where I began
to have test after test until they
told me that I had to be admitted
to hospital because, from what I
had been able to read from the

numerous papers about me, I
had contracted Malaria da Plas-
midium Falciparum.

I then began very intensive
treatment, first in the resuscita-
tion unit, where I spent a whole
week, and then in the depart-
ment of medicine, where I spent
a further number of days.

3. The Itinerary  of my illness

For the whole of Lent and
Holy Week I underwent medical
tests and received nursing care.
As the Pope said in those days, I
was ‘sick amongst the sick’, fol-
lowed, ‘watched over’, so that
nothing escaped attention.

3.1 The first stage - resuscita-
tion. During the first moments
of the illness I was almost un-
aware of what was going on,
and this was so much the case
that I asked myself: am I in such
a bad state that they are ‘forbid-
ding’ me to receive visits, tele-
phone calls, and so forth? They
told me that I sweated a great
deal. I think this is true because
once I had been discharged I
found a very large number of
pyjamas. So many changes, so
many checks, and so many med-
ical tests, now this, now that,
and then having ‘to obey’ be-
cause the situation was grave.
My body translated this without
any strength, without wanting to
do anything. It was no longer
my body, it was very tired, it
needed everything, and it be-
longed to other people, to the
medical doctors, to the nurses…

Although I did not feel physi-
cal pain I could not do anything
on my own; I did not have any
strength and I was totally depen-
dent on other people, I was de-
pendent on them even to have
food put in my mouth. I had
been so strong and so au-
tonomous and now I was so de-
pendent. I was no longer the
same person.

Then my body reacted, the re-
sults of technology, medication,
the tests…they soon provided
positive results, which, indeed, I
felt in my body, and my body,
although it needed to be sup-

ported, began to react, to regain
its strength.

3.2. The second stage. They
discharged me from the resusci-
tation unit and I was the trans-
ferred to the department of med-
icine. This was then followed by
nursing care in the orthopaedics
section on the fourth floor of the
hospital. I was hospitalised in
that place perhaps in order to be
near the home of my community
and to be near my home.

Here they followed me metic-
ulously and rigorously; every-
thing was recorded and noted
down. With the passing of time,
I began to notice a very major
improvement. They began to
take the tubes out of my body
and to cease the probes…; then I
managed to get out of bed, even
though I was still being helped,
and then, almost like a miracle, I
felt strong and I no longer need-
ed other people’s help in order
to get out of bed and to deal
with my body – this was a liber-
ation. My body told me this and
it was confirmed by other signs
– my complexion, my voice,
and the lower levels of tiredness
that I felt. My body began once
again to be my body. The words
of my medical doctor, however,
were ‘don’t run’, and I was told
the same by other friendly voic-
es. I had to take things slowly
and to recover my lost strength.

3.3 Having arrived at this
point, after being discharged, I
went on to the third stage,
which saw me in my communi-
ty, in my home, but always rig-
orously following the indica-
tions of my medical doctor, and
I went on being, so to speak,
‘controlled’. I somewhat de-
layed matters in restarting my
normal life. But the battle
against malaria had been won
and for this I give thanks to
God, to the medical doctors, and
to the nurses.

4. The Experience 
of my Illness

In the previous section – ‘The
Itinerary of my Illness’ – I de-
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scribed a part of my experience,
the first steps that were taken,
what I felt through my body. It
felt as though my body was an-
other body, a different body, a
sick body.

4.1. The encounter between
the technical and humanity

When passing through our
hospital which is located on the
island in the Tiber in Rome, as a
sick person I realised the impor-
tance of technical knowledge
and know-how: how much tech-
nology, how much science, are
placed at the service of sick peo-
ple – a veritable bombardment.
This was one of the realities that
I was able to ‘touch with my
own hand’. And if this is a reali-
ty which provides you with a
feeling of security, I should also
say the same about the people
that I met in the different ser-
vices and who were for me the
best medicine there was. At the
same times as their technical ex-
pertise and training, I was also
able to appreciate their profes-
sional responsibility, their wel-
coming attitude and their cor-
diality, their respect for the indi-
vidual, the humanisation of their
care, and their readiness to help.

4.2. My Easter of 2005
I, too, ‘sick amongst the sick’,

to employ the phrase of the
Pope, experienced Easter with-
out being a ‘protagonist’, with-
out being a celebrant or a con-
celebrant. For the first time, I
experienced both Lent, Holy
Week and the first days of East-
er, with my illness as my start-
ing point, with only a few pres-
ences, the less tiring ones that is
to say, in the celebrations. I ex-
perienced them, however, with
serenity and peace, asking the
Lord to come to my aid, because
my heart was beating more than
usual and I lacked strength
(Psalms 21 and 37). I cried out
to the Lord and he cured me
(Psalm 29). My Good Friday
was transformed into Easter
Sunday. I was not able to take
part in the Easter vigil but I cele-
brated the Eucharist with the
sick on the evening of Easter
Sunday. I wanted to proclaim
that Christ was risen, and it was
true; I myself noticed this in my
own body, which had improved.
The Church, joyful at the tri-
umph of Christ, sang out full of
joy: ‘Brightly shines the Sun of
Easter, the Earth is full of

joy…the Lord has risen’. Rise
again with the One who rose
again, run, turn it into an experi-
ence! He is alive. He has risen
again. This paschal reality coin-
cided with my rapid cure, with
the statement, which was repeat-
ed many times by my medical
doctors, that the results were
positive. These were statements
of life, of resurrection, and I no-
ticed this in my body, which, in-
deed, was increasingly becom-
ing my own.

4.3. In illness you discover
other values

In my letter expressing my
gratitude, which was sent to the
management of the hospital, I
said that my illness had been
‘beneficial’ for me because it
had helped me to reflect and had
been an opportunity to apply the
brakes to my agitated and
‘stressed’ life. And also because
it had been a moment of friend-
ship and a moment to realise
that around us there are many
good people. New people are
discovered in a hospital, in one’s
own community, in one’s work-
ing life. During my illness I was
accompanied by the Superiors
of the Hospital Order to which I
belong. The three communities
of the island on the Tiber, the
service of pastoral care, the Su-
periors and my companions at
the Pontifical Council for
Health Pastoral Care in the Vati-
can,  were all very near to me;
many religious communities
and members of the lay faithful
who prayed for me were also
very near to me. I felt near to me
a river of prayers, a great deal of
solidarity, a large number of
friends – all of them were medi-
cine for my body and for my
spirit. They helped me to over-
come my illness with peace and
serenity.

Pain and illness give rise to
prayers; they are a time for the
raising of supplications to the
Lord. As I have already said, I
felt that many people were pray-
ing for my recovery. I prayed as
well, as, indeed, one prays when
one’s body is ‘broken’. Every
day, during prayer, an infinity of
faces and of institutions passed
through my mind.  I did this
again in a special way the first
day that I began to reintegrate
myself into my work, on 4
April, by offering the Eucharist
as an action of grace for my re-
covery and for all those people

who had contributed to that re-
covery: the medical doctors, the
nurses, the community, my fam-
ily and the friends who had all
been near to me with knowl-
edge, solidarity and friendship. I
prayed for all of them.

4.4 Therapy through reading
and music

I love reading. By the end of
the year I had read about fifty
books, both long and short in
length. Reading is as necessary
as food. St. Bernard said that ‘a
good book teaches you what
you have to do, it instructs you
on what you must avoid and
shows you the goal to which
you should aspire’.

Once the first ‘torment’ of the
illness had finished and I had re-
covered my strength, I began, in
a very gradual way, to engage in
light reading: reviews offering
information; the last two docu-
ments of the Pope addressed to
priests and to those responsible
for social communications; the
reflections of Msgr. Ravesi on
Holy Week, with texts by
Bernanos, Claudel, Unamuno,
and Turoldo...; and the letter of
the Pope to Paolo Mosca;
‘Memory and Identity’. This
was because ‘I had nothing to
do’ and the only thing I had to
do was to look after my health.
This was a ‘privileged’ opportu-
nity to read and also to listen to
good music. I went through the
great masters of music once
again: Mozart, Beethoven,
Bach, Vivaldi. Choirs and or-
gans. Russian folk songs, music
for meditation and relaxation.
Gregorian chants, classical
pieces for Holy Week and Easter
(‘Mandatum novum’; ‘Ubi cari-
tas’; ‘Exultet’; the ‘Messiah’,
the Halleluiah of Händel...).
How much this music helped to
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‘distract me’, to give me sereni-
ty, to raise my spirit, and to heal
me! How much good music
heals! It is good medicine.

4.5 ‘The Lord is my strength
and my power, he has been my
salvation!’

During the most critical and
difficult period of illness, a great
powerlessness is experienced
not only in one’s body but in the
whole of one’s person. One does
not want to do anything, not
even to pray ‘officially’. A book
falls from one’s hands. Neither
one’s spirit nor one’s mind re-
acts to the large number of
psalms, readings and prayers.
And a weak and simple prayer is
raised up, helped by brief
thoughts from Holy Scripture
and at times also by sentences
from the saints.

I remember that in my hospi-
tal room, when I had begun to
read a little once again, until,
that is, my eyes clouded over, I
went to get a book containing
the Confessions of St. Augus-
tine. That ‘late I loved you’ or
‘you made us for you and our
heart will not be at peace until it
rests in you’ seemed to me to be
‘vibrant’ and appropriate. And
then St. Augustine once again:
‘why are you troubled. He who
made you is looking after you’.

Later, in the complete works
of St. Teresa d’Avila, I greedily
sought that ‘Nulla ti turbi, that is
to say poem n. 30 in which the

saint invites us to raise our
thoughts and to aspire to heaven.

I was passing a good, positive,
reflective time of prayer, and I
slowly went over, on a number
of occasions, the following po-
em of the great Teresa:

Nothing troubles you,
Nothing frightens you,
Everything passes,
God does not change,
Patience
Obtains everything;
He who has God
Lacks nothing:
God alone is enough.

For me, during those mo-
ments, this poem was spiritual
medicine.

Although it is true that I trust-
ed a great deal to medicine and
to people of knowledge, and
that I ‘held onto’ them, so to
speak, in order to escape the ill-
ness as soon as possible, it is
equally true that I experienced
the presence of God within my
own person through a very large
number of ‘mediations’, the
very many people that I came
into contact with during those
days of my life who encouraged
me and gave me their advice.
Such ‘mediations’, such short
texts from Holy Scripture and
from other authors, were medi-
cine for me, because they gave
me strength, hope, and the de-
sire to walk.

I cannot but quote here a
thought of Teilhard de Chardin

which I ‘chewed the cud’ over
many times. That thought says:

Do not be troubled at the dif-
ficulties of life,

At its ups and downs, its dis-
appointments,

At its varyingly dark future.
WISH FOR WHAT GOD

WANTS.
Live happy. I beseech you.

Live in peace.
Let nothing disturb you.
Let there be born, and always

conserve on your face, ,
A sweet smile, a reflection of

the smile the Lord continuously
addresses to you..

When you feel afflicted and
sad,

WORSHIP AND TRUST.

I could go on for page after
page giving an account of my
experience. I believe, however,
that I have addressed what most
surprised me and what, with
most intensity, I experienced. A
shared experience and shared
memories. Many human things,
but also many things of God:
God writes, as Pope Lucani
said, ‘not in bronze or marble
but in the dust of the earth, so
that it is clear that everything is
the work of and, everything is to
be attributed to, the Lord alone’.

H.E. Msgr. JOSÉ L. REDRADO,
O.H.

Titular Bishop of Ofena,
Secretary of the Pontifical council

for Health Pastoral Care,
The Holy See.
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1. I think it is incumbent up-
on me, even though I will run
the risk of saying something
that is obvious, to state at the
outset that I accepted the invita-
tion to speak at this highly qual-
ified international conference
not because I have a specialised
medical training in the field,
which of course I do not, but be-
cause of my daily experience as
an ordinary man with a priestly
ministry that has been exercised
over many years, even though
not always in direct contact
with sick people and in particu-
lar with these kinds of patients.

Alzheimer’s disease, in fact,
has a major relevance for our
society, as is made clear by the
statistics that are well known to
those taking part in this confer-
ence The experts tell us that ‘it
is the most common cause of
dementia in the elderly popula-
tion of Western countries’. It is
estimated that Alzheimer’s dis-
ease afflicts 5% of people be-
yond the age of sixty and about
20% of people over the age of
eighty. It is estimated that in
Italy the number of people af-
flicted by this disease is seven
hundred thousand, of whom
fifty thousand live in Lazio, and
that this figure is destined to in-
crease with the continued rise in
life expectancy.1 In the United
States of America, once again
according to the statistics, there
are about three to four million
people who suffer from
Alzheimer’s disease. The public
expenditure to care for these pa-
tients is about 500 milliard dol-
lars every year and the annual
costs for caring for a patient af-
flicted with Alzheimer’s dis-
eases is about 47,000 dollars.2

This disease is often a silent
tragedy but it is a very imposing
one for those who have to en-
dure it, for family relatives and
for those who help them and
take their place in caring for pa-
tients, for medical doctors and
for society as a whole.

Last year the mass media at-
tracted the attention of the
world to this malady by report-
ing the death of a former Presi-

dent of the United States of
America who had been suffer-
ing for a number of years from
this disease, whose slow pro-
gression can last for up to eight
to ten years after its initial diag-
nosis.

Important figures of the econ-
omy, of politics, of medicine
and of religion can be reduced
during the final stage of the ill-
ness to an at least apparently
vegetative condition of life after
a long-lasting period of varying
durations involving a progres-
sive loss of the use of the cogni-
tive faculties and the faculties of
the will.

Alzheimer’s disease emerges
at about fifty to sixty years of
age and it is connected with
processes that injure the cere-
bral cortex. A family factor is to
be found in 25% of cases. The
onset of the malady is insidious
and marked by a modest deficit
in some of the symbolic func-
tions (difficulties in speaking, in
writing, in reading and in the
use of instruments), by a certain
disorientation as regards time
and space, and by impairment
of the memory as regards recent
events. This impairment grows
rapidly worse at the same time
as intellectual decline becomes
more marked, especially at the
level of critical judgements and
assessment. The inability to ori-
ent himself or herself on the
part of the patient in relation to
time and space is made more
dramatic by the tendency to
draw away from his or her
home. The symbolic functions
are greatly altered. Activity is
disordered, incongruous, absurd
or reduced even to abulia. Signs
of a psychotic character can ap-
pear (prejudice deliria) as well
as crepuscular phenomena. In
these patients one can also often
observe a widespread lack of in-
terest, neglect of their person, a
folding in on themselves, and a
tendency to hypochondria. It is
also frequently the case that
there are expressions of anxiety,
easily provoked irritability,
emotional incontinence, and be-
haviour disorders (especially

sexual behaviour disorders). For
some time a partial awareness
of the illness can remain and
this aggravates the suffering of
the sick person and leads him or
her to engage in a series of sub-
terfuges in order to escape the
observation and the initiatives
of his or her family members.
The disease lasts a long time
and is in some instances marked
by partial or transitory remis-
sions. ‘The self with dementia is
characterised by a compromise
not only of the instruments of
the mind but also of its mental
patrimony…For this reason one
could well say that dementia is
the gravest psychiatric form of
the ‘dehumanisation’ of man.
Although the person with de-
mentia is not fatally condemned
to this dehumanisation, one
cannot deny that the attempt to
secure his or her recovery is ex-
tremely difficult and in general
disappointing.

2. This clinical picture, which
I have presented here not in or-
der to teach something to the
distinguished men and women
taking part in this conference
(who without doubt could mod-
ify it, correct it and supplement
it thanks to their knowledge and
experience), but rather in order
to focus in on the problem,
helps us to understand further
the devastating effects of this
terrible malady on those who
are afflicted by it. These can be
summarised under the follow-
ing headings: the physical pro-
file – progressive general de-
cline; the mental profile: anxi-
ety, depression, memory loss
and loss of self-awareness; the
moral profile: humiliations and
frustration because of disabili-
ties that are perceived as long as
the use of reason remains,
which is then followed by the
(at least) apparent total loss of
the rational faculties of the pa-
tient.

I observed in the first person
the struggle against the inex-
orable advance of this evil by a
fellow member of my religious
order who had occupied posi-
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tions of great responsibility in
Church diplomacy. I learnt of
the dramatic experiences of a
very large number of other peo-
ple above all through the private
communications of family rela-
tives who needed comfort and
support, above all of a moral
and religious character.

Indeed, the suffering of pa-
tients is accompanied by the
suffering of their family rela-
tives – first of all the moral hu-
miliation of witnessing the pro-
gressive devastation of the per-
sonality of their loved ones who
become morally unrecognisable
to them (very loving and very
balanced as fathers and mothers
during the previous part of their
lives, they come to accuse their
loved ones of betrayals and vio-
lence; university lecturers who
are the authors of numerous
publications of a high value be-
come reduced to a total incapac-
ity to think and to express them-
selves; and famous scientists
become capable only of a per-
manent smile); then the malaise
and discomfort that are caused
by the need to provide sensitive
and tiring care; the heavy con-
sequences for professional, po-
litical and cultural activity; the
economic burden that has to be
borne; impatience in relation to
the reactions of the sick person;
and even the temptation to en-
gage in a drastic abandonment
and rejection of the patient.

The negative impact on those
people who are called to look
after patients, by helping the
family relatives or at times by
partially or totally replacing
them both at home or in spe-
cialised structures, is also nega-
tive in character.

But the treatment of these pa-
tients is difficult and frustrating
for medical doctors as well, both
from a human and a profession-
al point of view. This is because
a specific therapy for this illness
does not exist and because any-
way the primary aim of treat-
ment is the achievement in the
long term of an improvement in
the disturbances and the limiting
of the progressive and inex-
orable destruction of the human
person as regards the qualities
that define that person in a spe-
cific way (intelligence and will).

Alzheimer’s diseases calls on
society itself, and society is
called upon to sustain, supple-
ment and, if necessary, replace
the work of the family relatives

of the patient, as well as to
make available means and
structures for care and assis-
tance that are on a human scale.

The level of civilisation of a
society is measured by the way
in which that society attends to
the needs of its members, in
general, and above all of pa-
tients and in a very special way
these patients.

3. Is the devastating tragedy
of Alzheimer’s disease, which
is the cause of so much physi-
cal and moral suffering, an op-
portunity for growth for those
who are in some way involved
in it? Can it be such an oppor-
tunity?          

An answer of realistic hope
and not merely consoling hope
cannot be separate from a
shared anthropological premise
in which those people who, al-
though they have a position of
doubt and difficulty in relation
to religious matters are not the
prisoners of ideological apho-
risms, can also identify.

The humanistic tradition of
our culture, which also inspired
our Constitution (which, how-
ever has not always been inter-
preted rightly), recognises that
the human person throughout
the whole span of his or her ex-
istence is endowed with a tran-
scendent original dignity on
which are based the inalienable
rights of that subject and his or
her inescapable duties.

According to this broadly
shared vision, and despite devi-
ations and episodic or even to a
certain extent permanent re-
gressions, the human person is
valuable for what he or she is
and not only for what he or she
does or has. Because of the sin-
gle fact that he or she exists, the
human person has a value, a
meaning, a purpose and a mis-
sion to do good to himself or
herself and also to others, given
that he or she has an inevitable
social dimension.

In this perspective, even if
solely a human perspective, the
person can never be nor ever
feel useless for himself or her-
self or for other people. Nor
can anybody else see him or
her as being useless. ‘Specifi-
cally because of his being as a
person, man, amongst all the
creatures, is endowed with a
unique dignity. Every individ-
ual man is an end in himself
and can never be used as a

mere means to achieve other
goals, not even in the name of
the wellbeing and the progress
of the whole community’.4

The anthropological vision
derived from Christian faith,
which is rooted in our people
notwithstanding appearances to
the contrary and which emerges
specifically during the difficult
moments of personal life and in
the dramatic situations of asso-
ciative life, tells us that ‘God, in
creating man in His image,
wanted to make him a partici-
pant in His lordship and His
glory. When He entrusted to
him the task of stewarding the
whole Creation, He took into
account his creative intelligence

and his responsible freedom. 
The Second Vatican Council,

peering into the mystery of
man, opened up to us, in the
light of the words of Christ (cf.
Jn 17:21-22), horizons that are
impervious to human reason. In
the Constitution Gaudium et
spes the Council specifically re-
ferred to ‘a certain similarity be-
tween the union of the divine
persons and the union of the
children of God in truth and
charity’ (n. 24). When God
turns His gaze to man the first
thing that He sees and loves is
not only the works that he man-
ages to do but the image of
Himself, a image that confers
on man the ability to know and
to love his own Creator, to gov-
ern all the creatures of the earth
and to use them for the glory of
God (cf. ibid., n. 12). It is for
this reason that the Church
recognises the same dignity in
all men, the same fundamental
value, independently of any oth-
er consideration of circum-
stance. Independently, there-
fore, and this is of the utmost
importance, of when this ability
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cannot be implemented because
it is hindered by mental distur-
bance.

This conception of man as
being in the image and likeness
of God is not only confirmed by
Revelation as presented by the
New Testament but is also mas-
sively enriched by the New Tes-
tament. As St. Paul affirms:
‘when the fullness of times
came, God sent His son, born of
a woman, born under the Law,
to redeem those who were un-
der the Law, so that they could
be adopted as sons’ (Gal 4:4-5).
Man, therefore, in virtue of
grace, really shares in this di-
vine filiation, becoming a son of
God in the Son’.5

Configured in baptism to the
suffering Christ, who was cruci-
fied, died and rose again, the
sick Christian is in a very spe-
cial way the image of the suffer-
ing Christ, who in dying de-
stroyed death and in rising
again gave to the whole of the
man, both soul and body, a new
life. 

On the occasion of the inter-
national conference organised
by the Pontifical Council for
Pastoral Assistance to Health
Care Workers on the subject ‘In
the Image and Likeness of God:
Always? Disturbance of the Hu-
man Mind’, Cardinal Josph
Ratzinger spoke in the follow-
ing way about people subject to
mental suffering. They are: ‘im-
ages of Christ to be honoured,
to be respected, to be helped so
far as this is possible, certainly,
but above all images of Christ
who are bearers of an essential
message about the truth of man.
A message we tend too much to
forget: our value before God
does not depend on the intelli-
gence or on the health that al-
low us to engage in a multiplici-
ty of activities of generosity.
These aspects could disappear
at any moment. Our value be-
fore God depends solely on the
choice that we make to love as
much as possible, to love as
much as possible in truth.

To say that God created us in
His image means to say that He
wanted each one of us to mani-
fest an aspect of His infinite
splendour, that He has a plan for
each one of us, and that each
one of us is destined to enter,
through an itinerary that is spe-
cific to the person involved,
blessed eternity.

The dignity of man is not

something that is impelling for
our eyes, it is neither measur-
able nor quantifiable; it escapes
the parameters of scientific and
technical reason. But our civili-
sation, our humanism, have only
made progress to the extent to
which this dignity has been uni-
versally and more fully recog-
nised as belonging to an increas-
ing number of people. Each step
backwards in this movement of
expansion, every ideology or
political action that removes
some human beings from the
category of those who deserve
respect, would mark a return to
barbarity. And we know that un-
fortunately the threat of our bar-
barity always hangs over our
brothers and sisters who suffer
from a mental limitation or ill-
ness. One of our tasks as Chris-
tians is make their humanity,
their dignity and their vocation
as creatures in the image and
likeness of God fully recog-
nised, respected and promoted.’6

4. On this premise one can
draw up a strategy for growth
for those afflicted by
Alzheimer’s disease and for
those who in one way or anoth-
er are involved. Obviously
enough, this is a growth in hu-
manity and spirituality. In the
sick person this can come
about, and often comes about,
before the terminal stage of the
illness. 

Suffering – like, indeed, all
other human conditions – is in
itself ambivalent: it can draw a
person nearer to God if it is
‘read’ with the eyes of faith and
upright reason; it can distance a
person from God if it is seen ac-
cording to the logic of wellbe-
ing as an end in itself. If pain is
a mystery, the relationship of a
person with pain is also a mys-
tery, which, indeed, only God
can unravel. 

In relation to the enigma of
pain, God ‘has answered the
question about its meaning
which we carry in our hearts at
these moments not through ra-
tional explanation (author’s
note: or better rationalistic ex-
planation) but through compas-
sionate sharing. Christ who was
made man died to defeat our
deaths’.7

‘Where were you Lord when
I was suffering so much?’, St.
Catherine of Sienna asked Jesus
when he appeared to her in a vi-
sion. ‘I was next to you to carry

your cross’, was the reply.
The growth of the sick person

takes place with the retrieval or
deepening of faith, which leads
the patient to accept his or her
own condition of disability and
to ‘discover with joy the special
mission that has been entrusted
to him in the mystical Body of
Christ: in union with the suffer-
ing Christ he can co-operate in
the salvation of mankind, en-
dowing his prayer with the of-
fering of suffering (cf. Col
1:24)’.8

Seen in this perspective, suf-
fering is an opportunity for an
inner journey that purifies and
repairs, in virtue of union with
the redemptive Passion, one’s
own malady and that of others.
It becomes salvific to the point
of leading that person into the
mystic life, as the great figures
of saints of the past and also
very recent ones teach us in
their writings: St. Theresa of
Avila and St. Theresa of the
Child Jesus St. Faustina Kowal-
ska, the Blessed Gatano
Catanoso, the Servant of God
St. Theresa Benedetta of the
Cross (Edith Stein), and St.
Maximilian Kolbe. 

The deepening of faith broad-
ens the boundaries of love. One
could quote on this point the
words of St. Augustine: ‘Si an-
gustiantur vasa carnis, dilaten-
tur spatial caritatis’,9 and open
up to that supernatural hope
which leads a person to ex-
claim: ‘I believe, I will rise
again, this body of mine will see
the Saviour’.10

And during the terminal stage
of illness as well, when the poor
body of the sick person seems
to be reduced to a mass of living
flesh with only a vegetative life,
that body is always an icon of
Christ, a temple of the Holy
Spirit, which should be hon-
oured, respected and loved even
more than a temple of stone.

The Church expresses this re-
spect after death as well by
burning incense around the per-
son’s mortal remains at the mo-
ment of the last farewell.

Each one of us through the
experience lived out by other
people knows that this is diffi-
cult: ‘I know what I should say’,
said the saint, ‘but I do not
know what I will do’. But with
the grace of God this is possi-
ble.

A similar approach also ap-
plies to the family relatives of
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the sick person and to those
who help him or her or replace
the family relatives in providing
care and assistance to him or
her.

To see Christ in a loved one
who is sick, to dedicate oneself
to that person following the ex-
ample of St. Catherine of Sien-
na, of St. Francis of Assisi, or of
Damiano Veuster, the apostle of
lepers, to launch that person and
accompany them along the
paths of Christian hope: here we
have a school of growth in hu-
manity and spirituality!

Thanks to God there have
been very many examples of
such hidden heroism and I have
been a moved witness to them
thanks to my ministry.

A medical doctor as well can
grow in treating those people
who are afflicted by this dis-
ease, as for that matter he or she
can in treating all sick people,
both from a professional point
of view, by enriching his or her
knowledge and experience, and
from a human point of view, by
increasing his or her empathy
for the patient, and in perceiv-
ing the dignity of the patient as
a human person and as a brother
or sister of Christ.

But also civil society can and
must grow by providing ade-
quate specialised structures for
the care and treatment of the
sick person at the level of sup-
port and supplementary action,
and, where this is necessary, at
the level of replacing the family
in line with the principle of sub-
sidiarity and endowing those
structures  with staff who are
trained specifically for such
work. Indeed, the Church com-
munity itself can and must grow
by assuring that people suffer-
ing from Alzheimer’s disease
who are at home or in spe-
cialised centres receive loving
pastoral care not only through
priests but also through pastoral
workers (for example through
extraordinary ministers of the
Eucharist and through people
who visit the sick people and
give them advice, comfort and
support).

This strategy for growth does
not exclude the sick people of
other confessions or of other re-
ligious denominations or of dif-
ferent ideological beliefs. This
is because God calls everybody
to His home without violating
their will, which He wants to be
free to respond, but also to be

responsible in that response.
This response remains open

even to those who momentarily
or permanently refuse it, for
whom our respect and our love
remains whole, even if they are
united to pain at the rejection of
an opportunity that is decisive
for that person’s destiny.

On this point I am very happy
to remember what was said
about a Belgian priest, Edoardo
Poppe, who was raised by John
Paul II to the honour of the al-
tars. In the locality in which he
exercised his pastoral ministry
there lived a sick person who
was very far from having an in-
terest in religion. This priest
went to visit him and out of re-
spect for his beliefs discussed
various cultural subjects with
him. After a little while, the per-
son he was speaking to asked

him in a very direct way: ‘when
will you decide to talk to me
about God’? On another occa-
sion the interlocutor was closed
to the religious approach, even
though out of courtesy he had
received the priest, and he al-
lowed the priest to light a can-
dle in front of a holy image that
he had in his home. This was
something that Don Edoardo
did every time that he paid him
a visit. One evening the man re-
alised that the priest did not
have any matches and said to
him: ‘do you want a match’.
And from that question the reli-
gious dialogue began.

5. In conclusion I would like
to emphasise the special sensi-
tivity that John Paul II dedicat-
ed to human pain in general in
his encyclical Salvifici doloris,11

as well as in speeches given in
various contexts, and by estab-
lishing the Pontifical Council

for Pastoral Assistance to
Health Care Workers on 11 Feb-
ruary 1985.12 He also addressed
these kinds of illnesses in par-
ticular in significant speeches
that he made to those taking
part in the international confer-
ences organised by this Pontifi-
cal Council of the Roman Cu-
ria, for example the internation-
al conferences on ‘mental dis-
turbance’ (28-29-30 November
1996);13 on ‘depression’ (13-14-
15 November 2003);14 and on
‘palliative care’ (11-12-13 No-
vember 2004).15 The message of
John Paul II for Lent 2005 fol-
lows the same lines.16 His
words, some of which were re-
ported, can also direct our re-
flection of Alzheimer’s disease,
which leads us to kneel before
our suffering neighbour with
the spirit of the Good Samari-
tan, following the words of
Christ spoken to the lawyer:
‘Go, and do you likewise’.17

H.E. Msgr. BRUNO
BERTAGNA

Secretary of the Pontifical Council
for Legislative Texts,

the Holy See.
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On the occasion of the
World Mental Health Day,
whose theme this year is
“Mental and Physical Health
Across the Life Span,” I as the
President of the Pontifical
Council for Health Pastoral
Care, would like to make a re-
flection, in order to express
the keen interest with which
the Church follows the prob-
lems of mental and physical
health. Health is an ines-
timable treasure and health for
all is a basic requirement of
justice and peace among all
peoples.

The health condition of sin-
gle persons, families, commu-
nities and nations is deter-
mined by variable and inter-
acting environmental, biologi-
cal, psychological, socio-cul-
tural, spiritual, economic and
political factors. Economic
factors affect planning for
health and its realization, ac-
cess to health care, the respon-
sibility of health providers,
the quality and outcome of
treatments, the intensity and
amplitude of research, as well
as training. Health promotion,
the prevention of diseases and
the sharing of health related
risks (environmental, risky
behavior including smoking,
sexually transmitted diseases,
drug abuse and addiction, vio-
lence and diseases) in the
wider sense, are all correlated
responsibilities of national
plans for health, business,
governments, and health
providers.

In the area of mental health,
such issues assume particular
importance. The World Health
Organization reports that 450
million people in the world
are affected by mental, neuro-
logical or behavioral prob-
lems, and that 873,000 people
commit suicide every year.
Mental disorder constitutes a
serious socio-health emer-
gency: 25% of the world na-
tions have no legislation on
the subject; 41% have no de-
fined policy on mental health;

in over 25% of the health cen-
ters the patients have no ac-
cess to essential psychiatric
drugs; and 70% of the popula-
tion has less than one psychia-
trist for every 100,000 people.
Mental disorders affect more
frequently those populations
that are intellectually, cultural-
ly and economically less for-
tunate. Millions of people
have to physically and men-
tally bear the consequences of
poor nutrition, armed conflicts
as well as a succession of
colossal natural catastrophes
with their heavy burden of
morbidity and mortality.

There is an urgent need for
stronger action for the preven-
tion of mental illness. Early
diagnosis, intervention at the
first symptoms of disorder and
suffering, and the realization
of specific measures of inter-
vention are basic instruments
for mental health protection.
There is a need to guarantee
the diffusion of a proper edu-
cation in health and the pro-
motion of healthy life-styles
based on a culture of values.
Medical science itself ac-
knowledges a close link be-
tween the appearance and
worsening of some mental dis-
turbances and illnesses and the
contemporary crisis of values.
There is a confirmed link be-
tween AIDS, drug addiction
and the disorderly use of sex.
We cannot be silent in the face
of the continued aggression
against serenity and mental
equilibrium procured by social
models that lead to the manip-
ulation of man and the danger-
ous conditioning of his free-
dom. The crisis of values and
the affirmation of dysvalues
which increase loneliness, de-
stroy traditional forms of so-
cial cohesion, breaking up
groups of aggregation, espe-
cially on the cultural level and
discredit the well-deserving
institution of the family. Even
the dominant mentality of our
society, which is ever more
egoistic and closed, leads to

the removal of suffering and
its marginalization, causing
serious consequences for the
mental health of citizens.  

The Catholic Church has al-
ways offered her contribution
to the prevention of and care
for the mentally ill and their
families at the medical-assis-
tance, social, spiritual and
pastoral levels. We are con-
scious of the existence, espe-
cially in mentally ill people,
of the precious image of God,
which in the suffering Christ,
as said by Prophet Isaiah, “has
no form or charm to attract us,
no beauty to win our hearts”
(Is 53, 2); it is there so that the
redemptive power for all hu-
manity may be found. Conse-
quently, there are many pro-
jects and programs for educa-
tion, prevention and assis-
tance, care and pastoral ac-
companiment of the sick, be-
ing carried on by the local
churches, religious institutes
and lay associations with love,
a deep sense of responsibility
and a spirit of charity. They
demonstrate through their
work that mental illness does
not create insurmountable
ditches nor prevent relation-
ships of authentic Christian
charity with its victims.

I therefore address this re-
flection to all civil authorities
who are responsible for vigi-
lance over public life so that
they may try to find urgent
help for these patients, the
majority of whom are on the
streets or in families, where
they cannot receive the tech-
nical and scientific assistance
they need. They should put in
place effective instruments of
intervention to defend the ba-
sic right of access to health
care and equity in health, in
full respect of the integrity
and dignity of the sick person.

H.Em. Card. JAVIER 
LOZANO BARRAGÁN

President of the Pontifical Council
for Pastoral Health Care, 

The Holy See
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A Profile of the Identity 
of the Country 

Surface: 623,000 km2; three
and a half million inhabitants;
location on the HDI (Human
Development Index): number
172 out of 182 countries; life
expectancy: 49 in 1988 and 44
in 1998; literacy rate: 67% in
primary schools and 20% in
secondary schools, of whom
40% are girls; female deaths at
childbirth: 683 out of every
100,000 births in 1975; 948
out of every 100,000 births in
2000; infant mortality rates
(children under five years of
age): 19.40% in 2000; ab-
solute poverty levels before
the destruction of a third of the
country (2002-2003): 64% of
the population.

Context

The prevalence of
HIV/AIDS in the Central
African Republic, with an in-
cidence rate of 21% in the ur-
ban areas and 34% in the rural
areas, is the highest to be
found in all the Sub-Saharan
countries of francophone
Africa. A decade of military
and political revolts and disor-
ders, and the civil war, have
not favoured an intense, con-
certed and constant action on
the part of the state in the fight
against AIDS.

What the Church 
and CONOSAN have Done

An ecumenical network of
the Churches to promote
health exists (this is the AS-
SOMESCA, which has 170
health care specialisations) and
within this operates in particu-
lar the CONOSAN (the
Catholic National Co-ordina-
tion for Health). This has a na-
tional office and nine diocesan

co-ordination teams for health
and also has a total health care
staff of 486 people who work
in 114 health care specialisa-
tions. For fifty years the
Church has always given
strong and direct support to the
government structures with in-
vestments and the presence of
twenty-two female religious in
the same number of public
hospitals. In 2004 an agree-
ment was signed between the
State/Ministry of Health and
the Church/CONASAN to
regulate co-operation between
these two partners who work
for the health of the popula-
tion. The Church is the bearer
of the words, the voice of
those without a voice, and
works to assure financial ac-
cess to care and treatment for
the poorest inhabitants of the
Central African Republic
(two-thirds of the population).

During and after the civil
war (2002-2003), it launched a
project of emergency health
care called ‘TALITA KUM’
which ensured the survival of
a million people who were
treated and cared for in about
a hundred hospitals or health
care centres (these were large-
ly public in character). This
project met with great success
and operated through a con-
sortium of six international fi-
nancial backers (CRS,
UNICEF etc.). The thanks that
were received from people of-
ten took the following form:
‘everybody forgot about us,
but God did not abandon us:
the Church stayed with us and
tore our lives from the jaws of
death!’.

The National Episcopal
Committee and AIDS in the
Central African Republic
(CENFAS)

Since 2001 the ACERAC,
the co-ordinator of the

CONOSAN, has brought to-
gether as a mainstreaming of-
fice nine socio-pastoral com-
mittees. This launched the
EVA programme (‘Education
for Life and Love’) not only in
schools and amongst groups
of young people but also in
parishes and various move-
ments within the country. This
programme has as its target
group couples that are present-
ed as models for the accompa-
nying of young people and the
promotion of a culture of shar-
ing within the family and be-
tween parents and young peo-
ple who are going through pu-
berty. During the last three
years, 118 educators have
been trained, of whom two-
thirds are couples. More than
5,700 people afterwards took
part in sessions that lasted be-
tween one and seven days.
Planning for the whole of the
year 2005 has been engaged in
that deals not only with the as-
sessment of the activities of
the Church in all its nine dio-
ceses as regards AIDS, but al-
so provides for better co-ordi-
nation and the mobilisation of
the parishes.

Our Priority Concerns 
and Actions

To assure that the popula-
tion has financial and geo-
graphical access to medical
care and treatment; to improve
the quality of preventive and
curative medical care and
treatment; and to promote
physical, spiritual and moral
health through responsible so-
cial and sexual behaviour
(‘Where is your brother?’).

Our Challenges

The material and educa-
tional reconstruction of most
of the population; the rebuild-
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ing of two dioceses after the
looting and destruction; the
reliability and self-financing
of the health care services of
the CONASAN; and the
durability of the services and
human resources (Africanisa-
tion).

Witchcraft, False Beliefs,
Marginalisation and AIDS

In the Central African Re-
public the people infected
with HIV/aids die more from
loneliness, from depression,
from fear and from marginali-
sation than from opportunist
infections – this is something
that concerns us as a Church.
The Church, indeed, has its

own specific contribution to
make by working for the
growth and development of
the souls of our sick sections
of the population. Its specific
response, following the exam-
ple of the Good Samaritan
(who was not even a nurse!),
must go well beyond caring
for bodies and offer spiritual
support to sick people.

It would be advisable and
helpful to utilise two specific
Catholic instruments on a
large scale. Was the Sacrament
of the Eucharist not perhaps
given to us so as to strengthen
our understanding of the fact
that our God even allows
Himself to be eaten to as to re-
assure us of His presence and
protect us against every kind

of evil even more than a
shield? Was the Sacrament of
the Anointing of the Sick not
perhaps given to us as strength
and grace so as to direct our
lives towards God (and not as
an announcement of death)?

Who should be done so
that prayer, Holy Mass, and
words and concrete acts of
solidarity between Christians
become a single reality? 

In this way we can show
all those people who suffer
that ‘where two or three are
gathered in my name, I (Jesus,
God) am amongst them’ (Mt
18:20).

Dr. REGINAMARIA EDER,
National Co-ordinator.
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