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Message of the Holy Father Benedict XVI
for the Sixteenth World Day of the Sick

11 FEBRUARY 2008

Dear Brothers and Sisters!

1. On 11 February, the memorial of the Blessed Mary Virgin of Lourdes, the World
Day of the Sick will be celebrated, a propitious occasion to reflect on the meaning of pain
and the Christian duty to take responsibility for it in whatever situation it arises. This year
this significant day is connected to two important events for the life of the Church, as one
already understands from the theme chosen ‘The Eucharist, Lourdes and Pastoral Care for
the Sick’: the one hundred and fiftieth anniversary of the apparitions of the Immaculate
Mary at Lourdes, and the celebration of the International Eucharistic Congress at Quebec
in Canada. In this way, a remarkable opportunity to consider the close connection that ex-
ists between the Mystery of the Eucharist, the role of Mary in the project of salvation, and
the reality of human pain and suffering, is offered to us. 

The hundred and fifty years since the apparitions of Lourdes invite us to turn our gaze
towards the Holy Virgin, whose Immaculate Conception constitutes the sublime and
freely-given gift of God to a woman so that she could fully adhere to divine designs with
a steady and unshakable faith, despite the tribulations and the sufferings that she would
have to face. For this reason, Mary is a model of total self-abandonment to the will of
God: she received in her heart the eternal Word and she conceived it in her virginal
womb; she trusted to God and, with her soul pierced by a sword (cf. Lk 2:35), she did not
hesitate to share the passion of her Son, renewing on Calvary at the foot of the Cross her
‘Yes’ of the Annunciation. To reflect upon the Immaculate Conception of Mary is thus to
allow oneself to be attracted by the ‘Yes’ which joined her wonderfully to the mission of
Christ, the redeemer of humanity; it is to allow oneself to be taken and led by her hand to
pronounce in one’s turn ‘fiat’ to the will of God, with all one’s existence interwoven with
joys and sadness, hopes and disappointments, in the awareness that tribulations, pain and
suffering make rich the meaning of our pilgrimage on the earth.

2. One cannot contemplate Mary without being attracted by Christ and one cannot
look at Christ without immediately perceiving the presence of Mary. There is an indis-
soluble link between the Mother and the Son, generated in her womb by work of the Holy
Spirit, and this link we perceive, in a mysterious way, in the Sacrament of the Eucharist,
as the Fathers of the Church and theologians pointed out from the early centuries on-
wards. ‘The flesh born of Mary, coming from the Holy Spirit, is bread descended from
heaven’, observed St. Hilary of Poitiers. In the Bergomensium Sacramentary of the ninth
century we read: ‘Her womb made flower a fruit, a bread that has filled us with an angel-
ic gift. Mary restored to salvation what Eve had destroyed by her sin’. And St. Pier Dami-
ani observed: ‘That body that the most blessed Virgin generated, nourished in her womb
with maternal care, that body I say, without doubt and no other, we now receive from the
sacred altar, and we drink its blood as a sacrament of our redemption. This is what the
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Catholic faith believes, this the holy Church faithfully teaches’. The link of the Holy Vir-
gin with the Son, the sacrificed Lamb who takes away the sins of the world, is extended
to the Church, the mystic Body of Christ. Mary, observes the Servant of God John Paul
II, is a ‘woman of the Eucharist’ in her whole life, as a result of which the Church, seeing
Mary as her model, ‘is also called to imitate her in her relationship with this most holy
mystery’ (Encyclical Ecclesia de Eucharistia, n. 53). In this perspective one understands
even further why in Lourdes the cult of the Blessed Virgin Mary is joined to a strong  and
constant reference to the Eucharist with daily Celebrations of the Eucharist, with adora-
tion of the Most Holy Sacrament, and with the blessing of the sick, which constitutes one
of the strongest moments of the visit of pilgrims to the grotto of Massabielles. 

The presence of many sick pilgrims in Lourdes, and of the volunteers who accompany
them, helps us to reflect on the maternal and tender care that the Virgin expresses towards
human pain and suffering. Associated with the Sacrifice of Christ, Mary, Mater Dolorosa,
who at the foot of the Cross suffers with her divine Son, is felt to be especially near by the
Christian community, which gathers around its suffering members, who bear the signs of
the passion of the Lord. Mary suffers with those who are in affliction, with them she
hopes, and she is their comfort, supporting them with her maternal help. And is it not per-
haps true that the spiritual experience of very many sick people leads us to understand in-
creasingly that ‘the Divine Redeemer wishes to penetrate the soul of every sufferer
through the heart of his holy Mother, the first and the most exalted of all the redeemed’?
(John Paul II, Apostolic Letter, Salvifici doloris, n. 26).    

3. If Lourdes leads us to reflect upon the maternal love of the Immaculate Virgin for
her sick and suffering children, the next International Eucharistic Congress will be an op-
portunity to worship Jesus Christ present in the Sacrament of the altar, to entrust ourselves
to him as Hope that does not disappoint, to receive him as that medicine of immortality
which heals the body and the spirit. Jesus Christ redeemed the world through his suffer-
ing, his death and his resurrection, and he wanted to remain with us as the ‘bread of life’
on our earthly pilgrimage. ‘The Eucharist, Gift of God for the Life of the World’: this is
the theme of the Eucharistic Congress and it emphasises how the Eucharist is the gift that
the Father makes to the world of His only Son, incarnated and crucified. It is he who gath-
ers us around the Eucharistic table, provoking in his disciples loving care for the suffer-
ing and the sick, in whom the Christian community recognises the face of its Lord. As I
pointed out in the Post-Synodal Exhortation Sacramentum caritatis, ‘Our communities,
when they celebrate the Eucharist, must become ever more conscious that the sacrifice of
Christ is for all, and that the Eucharist thus compels all who believe in him to become
“bread that is broken” for others’ (n. 88). We are thus encouraged to commit ourselves in
the first person to helping our brethren, especially those in difficulty, because the voca-
tion of every Christian is truly that of being, together with Jesus, bread that is broken for
the life of the world.

4. It thus appears clear that it is specifically from the Eucharist that pastoral care in
health must draw the necessary spiritual strength to come effectively to man’s aid and to
help him to understand the salvific value of his own suffering. As the Servant of God John
Paul II was to write in the already quoted Apostolic Letter Salvifici doloris, the Church
sees in her suffering brothers and sisters as it were a multiple subject of the supernatural
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power of Christ (cf. n. 27). Mysteriously united to Christ, the man who suffers with love
and meek self-abandonment to the will of God becomes a living offering for the salvation
of the world. My beloved Predecessor also stated that ‘The more a person is threatened
by sin, the heavier the structures of sin which today’s world brings with it, the greater is
the eloquence which human suffering possesses in itself. And the more the Church feels
the need to have recourse to the value of human sufferings for the salvation of the world’
(ibidem). If, therefore, at Quebec the mystery of the Eucharist, the gift of God for the life
of the world, is contemplated during the World Day of the Sick in an ideal spiritual par-
allelism, not only will the actual participation of human suffering in the salvific work of
God be celebrated, but the valuable fruits promised to those who believe can in a certain
sense be enjoyed. Thus pain, received with faith, becomes the door by which to enter the
mystery of the redemptive suffering of Jesus and to reach with him the peace and the hap-
piness of his Resurrection.

5. While I extend my cordial greetings to all sick people and to all those who take
care of them in various ways, I invite the diocesan and parish communities to celebrate
the next World Day of the Sick by appreciating to the full the happy coinciding of the one
hundred and fiftieth anniversary of the apparitions of Our Lady at Lourdes with the In-
ternational Eucharistic Congress. May it be an occasion to emphasise the importance of
the Holy Mass, of the Adoration of the Eucharist and of the cult of the Eucharist, so that
chapels in our health-care centres become a beating heart in which Jesus offers himself
unceasingly to the Father for the life of humanity! The distribution of the Eucharist to the
sick as well, done with decorum and in a spirit of prayer, is true comfort for those who
suffer, afflicted by all forms of infirmity.

May the next World Day of the Sick be, in addition, a propitious circumstance to in-
voke in a special way the maternal protection of Mary over those who are weighed down
by illness; health-care workers; and workers in pastoral care in health! I think in partic-
ular of priests involved in this field, women and men religious, volunteers and all those
who with active dedication are concerned to serve, in body and soul, the sick and those
in need. I entrust all to Mary, the Mother of God and our Mother, the Immaculate Con-
ception. May she help everyone in testifying that the only valid response to human pain
and suffering is Christ, who in resurrecting defeated death and gave us the life that
knows no end. With these feelings, from my heart I impart to everyone my special Apos-
tolic Blessing.

From the Vatican, 11 January 2008,

BENEDICT XVI. 
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Introduction

In 1985 there was the First
International Congress of
Catholic Hospitals and Health
Care Institutions, which was
held in the Vatican City. The
purpose of that Congress was
to invite Catholic hospitals and
health care institutions of the
whole world in order to en-
hance communication and co-
operation between and among
them. There was a second con-
gress held in New York ten
years later that gathered
Catholic health care workers
and representatives of Catholic
Hospitals. Both of these events
were important opportunities
for representatives of the
Church’s healing ministry from
across the world to learn from
each other and to strengthen
the ministry.

More recently His Eminence
Javier Cardinal Barragán, Pres-
ident of the Pontifical Council
for Health Care Workers, has
sought to strengthen interna-
tional collaboration within
Catholic health care by revital-
izing the International Federa-
tion of Catholic Health Care
Institutions. (AISAC)  In 1999
delegates from twenty-five na-
tions gathered in the Vatican to
discuss the challenges facing
Catholic health care. As a re-
sult of that meeting, a Board
was established to assist the
Pontifical Council in advanc-
ing the mission of the AISAC.
The Board is composed of con-
tinental delegates and a chair.

Among its activities the
Board assisted the Pontifical
Council in the planning of the
Pontifical Council’s XVII In-
ternational Conference which
reflected on the identity of
Catholic hospitals. 

In the discussions that have
taken place since 2002 it has
become clear that there are
several challenges that con-

front the ministry of Catholic
health care wherever it is pre-
sent. More recently His Holi-
ness, Benedict XVI has spoken
of the need for an ‘aggiorna-
mento’ of Catholic health care.

Being aware of the many
challenges and in support of
the Holy Father’s call for ‘ag-
giornamento’ the AISAC re-
ceived permission to convene
the Third International Con-
gress of Catholic Health Care.
As a  background for the con-
vening of the Congress, the
AISAC Board prepared this
Message to Catholic Health
Care.  

Message

‘Jesus now called the Twelve
together and gave them power
and authority to overcome all
demons and cure diseases. He
sent them forth to proclaim
the Reign of God and heal the
afflicted’ (Luke 9:1-2).

For over two millennia the
followers of Jesus have gone
forth to carry on this healing
mission of Jesus. Many have
done this as individual believ-
ers while others have done it in
a more organized manner.
Over the centuries women and
men religious have had a spe-

cial concern for the poor and
the sick. Whether it was the in-
firmaries of monasteries and
convents or the “hotels”
opened for sick pilgrims, the
Church’s ministry of health
pastoral care has adapted to the
changing face of those who are
sick and to the resources avail-
able from medical knowledge.
Today the ministry is present
across the world. From the rur-
al dispensaries in India to the
AIDS clinics in Africa, and on
to the tertiary hospitals and
community care services in the
developed world, the Catholic
health care ministry in its
many forms is, as John Paul II
said, an essential ministry of
the Church.

Over a year ago Benedict
XVI noted that “it is necessary
to give pastoral health care a
new impetus. This implies re-
newal and deepening of the
pastoral proposal itself.” As
delegates representing Catholic
health care from each of the
earth’s continents we have seri-
ously reflected on the Holy Fa-
ther’s call for an “aggiorna-
mento” of the ministry. That
reflection has led us to note
that there are certain common
challenges that confront the
ministry across the world:

– The public space in which
the ministry is conducted has
changed dramatically with the
result that accountability and
transparency are critically im-
portant.

– Conflicting priorities and
limited financial resources
have resulted in inadequate
public and private resources to
fund the work of the ministry

– The forces of a culture of
death that advances the legal-
ization of abortion and eu-
thanasia and of a bioethics de-
void of normative truth seek to
limit the freedom of the min-
istry to preserve and protect
the dignity of human life. 

DOLENTIUM HOMINUM N. 66-2007

A Message to Catholic Health Care
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– The health care needs of
the poor and the vulnerable are
ever present whether it be be-
cause of HIV/AIDS or tuber-
culosis or malaria or marginal-
ization from health care re-
sources because of lack of in-
surance.

– The ongoing realignment
of the ministry continues with
growth coming in some parts
of the world and consolidation
in other areas.

– The face of those who
serve as leaders in the ministry
is evolving with the laity shar-
ing ever more responsibility.

How we respond to these
and other challenges will de-
termine, in part, the future of

the ministry in the first part of
the third millennium as well as
how we advance the Holy Fa-
ther’s call to renewal.

After several years of dia-
logue we are convinced that
there is much we can learn
from each other about how
best to respond to these chal-
lenges and to renew our com-
mon ministry. That is why we
proposed the convening of an
international congress. We
have invited leaders from the
five continents to share their
perspective on the challenges
we face and others to describe
some of the innovations that
have emerged in the ministry.
The real work of the congress,
however, will take place in the

guided discussions that will
take place in language groups
and in the plenary sessions.
This will be a working and
sharing congress that will
draw on the experience and
expertise of its participants.

We ask our sisters and
brothers in the ministry to pray
for the success of this third in-
ternational congress. It is our
hope to share the results of the
congress’s deliberations with
the ministry. Most importantly
we pledge to continue working
to do what we can to advance
the aggiornamento of this vital
ministry.

Rev. MICHAEL PLACE
Chairman AISAC

DOLENTIUM HOMINUM N. 66-2007
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In this paper I will try to de-
velop three points that are rel-
evant to the identity of a
Catholic hospital, namely: the
characteristics of a Catholic
hospital, its ecclesial charac-
ter, and some suggestions as to
pastoral guidelines.

In the world there are 6,308
Catholic hospitals. In some
countries a significant part of
health care is provided in these
centres. Indeed, there are na-
tions where the whole of the
health service is in the hands
of the Catholic Church. If all
these hospitals were united
they would constitute an enor-
mous force for evangelisation.
Furthermore, there can be no
doubt that at the present time,
given secularised globalisa-
tion, that these hospitals run
the risk of being seen solely as
places of philanthropic charity
and reference is made to plac-
ing them under state manage-
ment in order to get rid of all
the difficulties involved in
keeping them going, For that
matter, the religious Congre-
gations and Orders responsi-
ble for pastoral care in health
in these centres by now have
very few members, most of
whom are elderly, and it will
be a difficult matter to replace
them with young people.

In this paper I will try to re-
flect upon Catholic hospitals
but also on those lesser health-
care centres, such as dispen-
saries and clinics, which we
cannot really call hospitals.
Later on I will talk about
Catholic hospitals in general
and by this I mean every
health-care centre of any size
so as not to always have to
distinguish between them, and
this in the awareness that not
everything that is said about
their condition can be applied
literally to all of them. Every-

thing must be understood in
the broad sense with reference
to hospitals in themselves and
in an appropriate way to other
health-care centres.

Emphasis will not be placed
on the term ‘hospitals’ but on
what defines them, that is to
say on the term ‘Catholic’, and
I will ask what is needed for a
centre of this kind to be really
defined as being Catholic. Is a
Catholic hospital, in its present
state, a valid instrument for
evangelisation? And to be
more precise, what is its iden-
tity?

To these and other questions
it will be possible to provide
an answer after clarifying the
concept of ‘Catholic’ in rela-
tion to health-care centres:
what do we mean by a
Catholic health-care centre or
hospital?

To begin with I will say that
there are two pre-conditions
for a health-care centre to be
called Catholic, namely that it
accepts the Magisterium of the
Church in this field and that it
is recognised as such by the
competent ecclesiastical au-
thority (Canons 216, 300 and
312 of the  C.I.C.).

I. THE
CHARACTERISTICS
OF A CATHOLIC
HOSPITAL

1. Bishops’ Conferences

Various Bishops’ Confer-
ences have addressed them-
selves to answering the ques-
tion of what a Catholic hospi-
tal is and they have outlined its
characteristics. Here I will
mention in summarising form
the opinion of some of these
bodies.

In the view of the Catholic
Bishops’ Conference of Ugan-
da, a Catholic hospital is a
hospital in which justice and
fairness prevail, which stands
out for its efficiency and the
quality of its services, which is
very near to the mission of the
Church, which is aligned with
the priorities of national
health-care policy, which
shares the goals of participa-
tion, and which is always open
to ongoing improvements
(Uganda Episcopal Confer-
ence Medical Bureau, Invest-
ing in Faithfulness to the Mis-
sion, 26-28 Nov. 2003, 19).

For the Bishops of the Ital-
ian Bishops’ Conference, a
Catholic hospital must be
characterised by overall care
for the patient who is intro-
duced into a new life of grace,
by the training of its workers
in pastoral care in health, by
the presence of new spheres
and challenges – for example
in the field of biogenetics,  by
the development of a new
ministry of health, by great
humanisation, and, lastly, by
management that is totally
transparent and up to the job.

For the Bishops of the Span-
ish Bishops’ Conference, a
Catholic hospital sees the pa-
tient as the central point of its
work and it always recognises
that he has the right to decide
about his treatment. It always
respects him in particular at
his innermost level. It works
to ensure that terminal patients
can die in peace and respects
their dignity and their right to
life until the end. It must
recognise the religious free-
dom of its members, it must
support its staff in all senses,
and it must attend in particular
to the poor and the margin-
alised and protect life from its
beginning until its natural end.

DOLENTIUM HOMINUM N. 66-2007
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The Catholic Bishops’ Con-
ference of the United States of
America lists as characteristics
of a Catholic hospital: being a
living Gospel for everyone, re-
specting patients and their
families, attending in particu-
lar to the poor and the margin-
alised, taking the needs of re-
search very seriously and hav-
ing centres for research, im-
posing cooperation between
all the members of its person-
nel and knowing how to treat
its workers in a just way in
conformity with what Canon
law requires of Catholic hospi-
tals, being in contact with the
parishes from which the pa-
tients who have been admitted
come,  training the workers in
pastoral care in health that
work in it in the right way, and
privileging the administration
of the sacraments and in par-
ticular the Eucharist, the
anointing of the sick, and Vi-
aticum.1

2. Other authors

For Massimo Petrini, in his
article ‘Ospedale cattolico’
(‘Catholic Hospitals’) in the

Dizionario di teologia pas-
torale sanitaria (‘Dictionary
of the Theology of Pastoral
Care in Health’), there are four
criteria to be employed for a
hospital to be able to define it-
self as Catholic: a preferential
option for the poor, care for
the person as a whole, the uni-
versal commitment of the ec-

clesial community, and being
an expression of the ecclesial
community. The document of
the National Council of the
Bishops’ Conference of Italy
on pastoral care in health, La
pastorale della salute nella
Chiesa italiana (‘Pastoral
Care in Health in the Italian
Church’) defines a Catholic
hospital as having the follow-
ing characteristics: overall
care for the patient, the de-
fence and promotion of un-
born life, the training of staff
at a Christian and professional
level, a prophetic presence in
the new areas of medicine,
quality and efficiency in the
ministry of spiritual accompa-
nying, the safeguarding of the
humanity of care and services,
the promotion of a health-care
culture based on Christian val-
ues, and a healthy transparen-
cy at the level of management
and administration.2

Eduardo Schillebeckx states
that a Catholic hospital is one
in which charity is practiced
through organised medicine.3

H.E. Msgr. José Luis Redra-
do states that a Catholic hospi-
tal is technically competent,
integrated into a health-care

network with suitable plan-
ning and co-ordination, in
which the patient is treated as
a person, humanly and in an
overall way, including his reli-
gious dimension, open to soci-
ety and recognised by the ec-
clesiastical authority as such.
He states that the Commission
for Hospitals of the Catholic

Church in Spain established
the following points: primary
care for sick people, their right
to a free decision, respect for
their innermost beings, the
right to die in peace, the right
to religious freedom, the fulfil-
ment of the heath-care staff,
care for the marginalised, and
respect for human life.4

I will now try to incorporate
all these characteristics in the
reflections that I will now pre-
sent.

II. THE ECCLESIAL
CHARACTER OF A
CATHOLIC
HOSPITAL

1. Fundamental elements

From what has been stated
hitherto, we can conclude that
for a hospital to be called
Catholic the first thing that it
needs to have as a primary
motivation is the development
within it of the practice of
charity towards the sick. This
means that in each hospital we
should find three indispens-
able elements, namely: 1) ser-
vice to the sick; 2) institution-
alised relationships between
those that provide these ser-
vices and the patients them-
selves, with these relationships
being something special; 3)
the management of the hospi-
tal itself. When these three el-
ements – services, institutional
relationships and management
– are based upon a Christian
approach, that is to say upon
the Gospel Message and upon
Christian charity, faith and
hope – that is to say the theo-
logical virtues – then that hos-
pital may say that it is Christ-
ian.  In addition, if the Gospel
Message is present, and thus
Christian charity, as it is prac-
ticed, lived and taught in the
Catholic Church, then we will
have a Catholic hospital.5

2. The ecclesial mission and
Catholic hospitals

In fact, a Catholic hospital
bases its identity on the mis-
sion to heal the sick which
was received from Christ
within the Church (Lk 9:1-2).

DOLENTIUM HOMINUM N. 66-2007
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The Church has carried out
this mission in history in dif-
ferent ways according to vari-
ous circumstances and places.
At the beginning this was a
matter almost of an exclusive
and private service. With time
the Church helped to ensure
that this service was under-
stood as being something that
was owed to citizens out of
justice and in fact in many
countries it was adopted as
such by the state. The Church
is happy at the fact that out of
charity in today’s world and in
numerous countries it was un-
derstood that these are duties
involving justice since charity
does not annul justice but,
rather, presupposes it. This
previous ecclesial practice
helped to ensure that many
states began to understand
these institutional health ser-
vices as a humanisation of the
sick person.6

3. The Holy Spirit and
Catholic hospitals

However, we should re-
member that the Church
founded and continues to
found its hospitals not only as
mere humanisation of the sick
but as charity towards them. In
the past, and still today, it has
been motivated to provide this
service by the love of God in-
fused in it by the Holy Spirit.
Naturally, this love involves
love for neighbour, even
though this last follows on
from love for God, the Holy
Spirit himself. It is the Holy
Spirit that inspired the Church
in the past and inspires it in the
past so that it founds and sup-
ports hospitals which it creates
out of charity and justice be-
cause the first implies the sec-
ond but goes beyond it.7

4. The ecclesial call and
Catholic hospitals

In exploring the above we
discover that this action of
charity is centred in the very
essence of the Church. Indeed,
its motivation is written into
the ecclesial call itself which
congregates the Church and
makes it such. The Holy Spirit
makes the Church understand

that Christ is present in a spe-
cial way in the sick and,
amongst these, in the poorest
and least protected. It calls the
ecclesial community to extend
its range of action and to in-
crease its community links
with the sick themselves, so
that the ecclesial mission is
carried out amongst these poor
people and the Word of God
which unites them and saves
them reaches them, giving
them overall health, which is
health of the body and the
soul, the health of the whole
person. The Word of God that
unites people is an essential
point in the Church. In this
way, the creation and the
maintenance of hospitals be-
longs to the permanent consti-
tution of the Church, under-
standing this in a particular
way beginning with the sacra-
ment of the Eucharist, which
is the foundation, in its turn, of
the Church itself.

5. Bishops, the Eucharist
and Catholic hospitals

In this context, in the light
of the completeness of the
doctrine that Pope Benedict
XVI expounds in his apostolic
exhortation Sacramentum
Caritatis, the Eucharist comes
to be the inner force of a hos-
pital, the true curative force,
both of the patients and of the
whole environment that sur-
rounds them. In his address
that he gave to the seventh ple-
nary assembly of this Pontifi-
cal Assembly, when referring
to this exhortation, which he
enjoined us to make our own
and to apply in the field of
pastoral care in health, the
Pope said ‘It is precisely from

the Eucharist that health pas-
toral care can continuously
draw the strength to relieve
human beings effectively and
to promote them as befits their
proper dignity. In hospitals
and clinics, the Chapel is the
vibrant heart where Jesus
ceaselessly offers himself to
the Heavenly Father for the
life of humanity. The Eu-
charist, distributed to the sick
in a dignified and prayerful
way, is the vital sap that com-
forts them and instils in their
souls the inner light with
which to live the condition of
sickness and suffering with
faith and hope’.8 Indeed, a
Catholic hospital is under-
stood when understanding the
constitution itself of the
Church which is fulfilled in
the call that is its foundation.
Given that today his call is ex-
pressed to the full by a bishop
in the Eucharist, it is not possi-
ble to understand a Catholic
hospital without reference to
its tie with the bishop and in
concrete terms with the cele-
bration of the Eucharist be-
cause it is here that the Spirit
unites the never-to-be repeated
action of Christ healing the
sick with the today of history
in which the sick are healed as
a sign of the advent of the
kingdom of God. The bishop,
the Eucharist and the hospital
are substantially related. For
this reason, in antiquity the
hospitals of the bishop were
built near to cathedrals and
they had the function of being
a sounding box of the call of
the Eucharist that the bishop
made from his chair to call
men of all times and thus to
make the Church. 9

The bishop, as a pastor,  is
in  a unique position to ani-
mate in the faithful the great
responsibility to be found in
the healing ministry of the
Church. As a teacher he up-
holds the moral and religious
identity of its apostolic action
and as a priest he actuates it in
the very ministry that he cele-
brates. In this way he belongs
to the apostolic Tradition of
the ministry of the healing of
the sick; it is he who, with his
personality, lives and actuates
the apostolic succession and
makes present Christ, the sole
call to salvation, in the sick,
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and creates a Catholic hospi-
tal.10

The forms and ways in
which this Tradition is ex-
pressed have numerous vari-
ants which flow from the mys-
tery of the Eucharist which is
made present by the Spirit and
his gifts. Amongst these stands
out the wonder of the ad-
vances of medical science and
technology and organisational
and administrative efficiency.
The capacity to manipulate
human nature, within the lim-
its that build man and do not
destroy him, is a gift that is of-
fered to us today to solve so
many problems that previous-
ly never arose. It is from these
bases that certain practical
guidelines can be traced so
that we can speak about
Catholic hospitals today.

6. Sacramental pastoral care
and Catholic hospitals

The first guideline that we
encounter in the constitution
of a Catholic hospital is the
pastoral one. In a  Catholic
hospital it is obvious that, as
was observed above, the Eu-
charist must occupy an impor-
tant position and this sacra-
mental pastoral care as well –
without any form of ritualism
and rich in an evangelising
power. The chaplain of the
hospital, as the representative
of the bishop, must know that
from the Eucharist flows all
the being of a Catholic hospi-
tal, as the effect of the charity
of the Holy Spirit. It is the
freely-given love of God that
constitutes the foundation of a
Catholic hospital and its reali-
sation is the Eucharist. From
the Eucharist derive, in their
turn, the other sacraments for
the sick and in a special way
the Eucharist itself as viaticum
and the anointing of the sick,
the presence of the saving
mystery of God who calls the
sick person to full health.

7. The chaplain of a Catholic
hospital

It is obvious that to be a
chaplain of a Catholic hospital
the approval of the bishop is
necessary because the chap-

lain is his representative. The
pastoral workers also need this
approval as well as a specific
training. Viaticum, the anoint-
ing of the sick, penitence, bap-
tism, confirmation in emer-
gency cases, and marriage, re-
quire a very special colouring
as special calls in the Church
which, from the hospital con-
text, are to be understood in a
way that is different from nor-
mal parish life but which must
always be linked to the
parish.11

8. Holy Scripture 

In this context, Holy Scrip-
ture is the aware explanation
of the call that God makes in
Christ in the hospital world
and which is understood in the
special circumstances of the
patient through the gift of the
Holy Spirit. It must be pre-
sented as Gospel, that is to say
as the good news of God that
saves and restores health. An
adequate and personalised cat-
echesis is required according
to the circumstances of the pa-
tients themselves. The sick
person should be cared for in
all his dimensions, that is to
say as a physical, mental, so-
cial, spiritual and transcendent
person created in the image of
God, redeemed by Christ, and
called to eternity. Thus the
Church is made in hospitals
and beginning with hospitals.

III. SOME GUIDELINES
FOR PASTORAL
CARE IN HEALTH IN
CATHOLIC
HOSPITALS

Beginning with the dignity
of the patient as a privileged
child of God I will now try to
list certain guidelines for pas-
toral care in health for
Catholic hospitals in line with
these points: humanisation,
training, unborn life, the ter-
minal stage of life, economics,
and co-operation between hos-
pitals.

1. Humanisation

As a first requirement of

charity towards the sick the
health care workers – chap-
lains, medical doctors, men
and women nurses, pharma-
cists, other paramedical staff
and administrators – should
treat the patient as a person
and with special care given his
condition of being ill. To
counteract the depersonalisa-
tion that we often witness in
the sector of public health it is
necessary, in particular, for the
Church to behave towards pa-
tients in the most personalist
way possible. Those who
work in the field of health
must ‘personalise’ the way in
which patients are treated
without ever seeing them as
mere numbers or clinical cas-
es. A patient is a person with
special problems which grow
worse much more than is the
case in healthy life, specifical-
ly because of the illness and
the foreign and often hostile
environment that he encoun-
ters.

Charity, which is what moti-
vates hospital work, must en-
sure that a total empathy with
the patient is generated so that
the ministry of health is prac-
ticed in a literal way, suffering
together with the patient and
identifying with him so that he
does not allow himself to be
defeated by his illness but
rather to free himself from it.
The example of the Good
Samaritan is the model to fol-
low in behaviour here.

The treatment that a health-
care worker gives to a patient
is the call that God gives to
this person in the painful situ-
ation that he is living. The
health professional practices a
true ministry because it is
specifically the service of
showing this person the call
filled with the affection of the
Lord who receives him into
the community that makes the
Church in the family of the
hospital.

Because of this call which is
received and welcomed, med-
icine does not end with the sci-
entific and technical approach,
it does not become dehuman-
ised, but rather it takes care of
the person as such. It gives a
preference to those most in
need and offers a vision of to-
tality, not confining itself to
the physical forms of treat-
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ment imposed by the illness
but incorporating them into
the psychological, spiritual
and religious dimension, offer-
ing a broad vision that pre-
sents the Christian meaning of
suffering and the culture of
life, and which brings together
all the health-care workers in a
unity in which priests, reli-
gious and lay people take part,
each with their own distinct
function but where all are part
of the same mission of build-
ing up the Church, addressing
this call to the patients in their
deepest personhoods. This
mission is also carried out
with the family relatives of pa-
tients thereby assuring to them
in their totality a climate in
which patients feel that they
are accepted and defended at
the level of their rights.12

A very important right of
patients is that of being in-
formed about their illness and
the treatment that will be re-
ceived. A patient’s consent
must be obtained when he is
able to give it. When this is
not possible this is a right that
is exercised by his family rela-
tives in the way that they think
best. In this way a contribution
will be made to creating an au-
thentic health-care culture so
that within the hospital context
this sick human existence will
be experienced in the best way
possible. Sufficient informa-
tion must involve not only
medical information but also
moral information; the patient
must be aware of his obliga-
tion to protect his own corpo-
real and functional integrity.13

An organ transplant should
never cause substantial dam-
age to the donor and should
never take place for economic
reasons. The patient must
know that he should not be the
subject of medical or genetic
experiments; therapeutic ex-
periments must never be al-
lowed unless proportionate
reasons exists or there is a
probability of a successful out-
come. A patient is not obliged
to subject himself to forms of
treatment that do not offer the
possibility of a reasonable out-
come and that impose dispro-
portionate risks or excessive
costs for himself, for his fami-
ly or for the community; his
privacy must always be re-

spected and all instances of
abuse must be reported.14

In each Catholic hospital an
ethics committee should exist
in which relevant questions
can be discussed, a committee
which allows the hospital to
be present in a Christian way
in the crucial conflicts of med-
icine and which facilitates re-
lations between all the health-
care personnel and between
them and the patients.15

2. Training

Charity, the principal moti-
vation of a Catholic hospital,
requires that the services that
are provided in it are the best
possible and that the greatest
expertise possible is also pre-
sent. Workers in pastoral care
in health, as has already been
pointed out, represent Christ,
the Good Samaritan, Through
this charitable representation,
the humanisation to which ref-
erence has been made does not
remain mere philanthropy but,
rather, is transformed into the
love for God that is present in
one’s sick neighbour, thereby
filling the health-care worker
with concern and tenderness
by loving Christ who is pre-
sent in the sick person.
Through this virtue of charity,
the relations between all the
members of the hospital per-
sonnel must always be ones
based on friendly cooperation. 

A serious training of health-
care professionals is required
so that they are competent in
the full sense of the term. The
ministry of health is practiced
using medical science and
technology. Thus they should
be fully mastered. For this
reason, such training must be
ongoing and this is especially
true of medical doctors and
nurses. Professional excel-
lence is a requisite that must
be bound up with Catholic
hospitals. As has already been
pointed out in this paper, the
healing ministry must find a
suitable channel. Thus ongo-
ing training is required be-
cause today science, and in
particular medical science and
technology, are increasingly
advancing thanks to continual
studies, research and discov-
eries.16

3. Unborn life

By its very nature, a
Catholic hospital must bear
witness to life. This is a funda-
mental instrument for estab-
lishing the culture of life from
the outset. Its fundamental
principle is that life is a gift of
God. Man receives life from
God and it is nothing else but
a steward who must give life
as God decrees. God has
wanted life to be transmitted
in that intense act of love that
represents the union of a cou-
ple within marriage, which is
unique and indissoluble. Thus
life must be transmitted solely
within this special act of love.
Each transmission, or what is
connected with the transmis-
sion, of life that is contrary to
this principle must be extrane-
ous to a Catholic hospital. Fol-
lowing the central argument
about what pastoral workers in
a Catholic hospital accomplish
in the call that convokes them,
and which makes the Church,
it is obvious that because this
convocation is a convocation
to life any practice of death
absolutely contradicts the mis-
sion of a Catholic hospital.

As a consequence, a
Catholic hospital must never
allow the unitive aspect to be
separated from the procreative
aspect in the conjugal act; it
must not allow in vitro fertili-
sation or the destruction of
embryos or their deliberate
production in numbers that
cannot be implanted in a licit
way; it must not allow heterol-
ogous fertilisation and homol-
ogous fertilisation should only
be allowed in case of need and
when it is not separated from
procreation in the conjugal
act; it must not allow human
cloning or surrogate mother-
hood; in fertility treatment the
couple must be presented with
other methods to deal with
their problem, for example by
having recourse to adoption;
in prenatal and obstetric treat-
ment the life of those who are
to be born must be respected
to the utmost; prenatal diagno-
sis is allowed from a therapeu-
tic point of view and always
on the condition that it does
not lead to a procedure involv-
ing abortion; genetic experi-
ments are not allowed unless



15

DOLENTIUM HOMINUM N. 66-2007

they have a recognised thera-
peutic character and are pro-
portionately suited to the posi-
tive results that are envisaged;
it is evident that contraceptive
practices or directly willed and
procured sterilisation are not
accepted; and genetic research
is accepted only if it is direct-
ed towards promoting respon-
sible parenthood.17

I have presented only some
of the most important points
that are currently to be ob-
served in the field of unborn
life, although I am aware of
the fact that because this is one
of the fields where the greatest
advances are being achieved
today the moral questions are
vast, and this to such an extent
that the need is being imposed
of creating a bioethics com-
mittee in every Catholic hospi-

tal which can bring concrete
help in the very difficult ques-
tions and issues that are raised
every day in the field of bio-
genetics.

4. Life at the terminal stage

A Catholic hospital must in
a special way attend to life at
its terminal stage, even
though, strictly speaking, this
phrase is not exact because
one is dealing here only with
the ultimate stage of its ex-
pression on earth. Human life,
in fact, does not  terminate be-
cause once it is given it exists
for ever.

As a consequence, a
Catholic hospital must bear

very strong witness to resur-
rection. The way in which it
behaves at this stage must be
marked by the virtue of hope.
It is necessary to ensure that
terminal patients and their
families are profoundly aware
of the fundamental and deci-
sive reality of resurrection.
This is the reason why a
Catholic hospital exists – oth-
erwise there would be disap-
pointment and frustration. A
Catholic hospital is a place of
life and not a place of death
because physical death is only
a vital stage in a period of ex-
istence. It is the day of reward
and fullness. It is through this
climate of faith that a Catholic
hospital is achieved and a
Catholic centre must strongly
distinguish itself from other
non-Catholic health centres in

which death is hidden or con-
cealed as much as possible. 

In Catholic hospitals death
is not hidden, it is not seen as a
failure but rather as the culmi-
nation of all the stages of
earthly life, as the maturation
of earthly existence, and as the
beginning of something that is
about to come: ‘What no eye
has seen, nor ear heard, nor the
heart of man conceived, what
God has prepared for those
who love him’ ( (1 Cor 2:9).     

A Catholic hospital, there-
fore, must not present itself as
a station of sadness but rather
as a beginning that is full of
joy. In today’s secularised
world, this the witness that
must provide a 180 degree
turn in the life itself of a hospi-

tal. Health is proportional to
the stage of life of earthly ex-
istence and this culminates in
death which, in conformity
with the faith of the Church
and the ecclesial calling that
the Church actuates in hospi-
tals, is seen in the following
terms: ‘life is not taken away
but transformed; and while the
dwelling of this earthly exile is
destroyed an eternal home is
being prepared in heaven’
(Preface to the Departed). For
this reason, for a Catholic hos-
pital there are not the dead but
the ‘departed’ and this be-
cause, in line with the etymol-
ogy of the verb ‘to depart’,
they have in fact terminated
their function in the world.

Death, as maturation in
Christ, is united to his death
through the love of the Spirit,
and, in this crucified embrace,
with all the trust of the infinite
Love of the Spirit, one reaches
the fullness of human love in
the resurrection, to live for
ever in most happy union with
God the Father in Christ and,
from this Trinitarian mystery,
in harmonious union with the
whole of mankind and the
whole of the creation. This is
the witness that an authentic
Catholic hospital bears. In the
call that Christ makes in a
Catholic hospital, the call to
life gives to those who adhere
to it through the faith the fac-
ulty to defeat fear of death.

As a consequence, a
Catholic hospital must protect
life at its terminal stage by
preparing the patient for death
with the required spiritual sup-
port; it must use suitable
means to prolong life so that it
completes its function when
this is necessary. These means
offer a reasonable hope of
benefit and thus require that an
excessive burden is not placed
on the patient or constitute an
excessive burden for his fami-
ly or the community. It is thus
necessary to provide ongoing
hydration and alimentation;
euthanasia must always be
forbidden; certainly patients
must be kept as far as this is
possible out of pain and con-
scious through the use of ‘pal-
liative care’, which, although
it does not treat in the strict
sense, in that a cure is impos-
sible, does alleviate pain; and
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it is obvious that exaggerated
treatment must be avoided
since these are useless forms
of therapy and ones that are
disproportionate in the context
of an imminent death – they
do nothing else but prolong
the dying process.

It is obvious that sick people
have the right to know about
the gravity of their state and
about the imminence of their
deaths so that they can end
their role in this life. The as-
certainment of death as the to-
tal disintegration of personal
unity is carried out by the
competent medical authority
on the basis of the cardio-res-
piratory functions, meeting to-
day in particular the neurolog-
ical criterion, that is to say the
observation, in line with well
identified parameters and ones
shared by the international sci-
entific community, of the total
and irreversible halting of
every brain (brain, cerebellum,
and brain stem) activity in the
time that is need for assess-
ment (that is to say within at
least six hours).

Within the mission that falls
to everyone, the donation of
organs or human tissues after
death is encouraged; in the
case of the death of  children,
this is carried out solely with
the consensus of parents or
wards; to engage in the dona-
tion of organs the principle
that a Catholic hospital must
adopt is that of the preserva-
tion of life and the identity of
the person, both of the recipi-
ent and of the donor. Autoplas-
tic transplants are licit; as re-
gards heteroplastic transplants,
a donation of organs that en-
dangers the life of the human
donor, or interferes with the

identity of the person (for ex-
ample the donation of the en-
cephalon or of the gonads), is
not licit. It is obvious, given
the dignity of the human per-
son, that only donation is ac-
cepted. Any economic benefit
that derives from this is im-
moral. With the exclusion of
this, the donation of human or-
gans is a great demonstration
of charity towards neighbour.18

5. Economics

In some places Catholic
hospitals are afflicted by two
opposing forces. The first is
the decrease in the number of
religious and the growth in
members of the laity of a
sense of responsibility for the
work in the Church. The sec-
ond is the dramatic change in
the payment of health-care
suppliers both as regards gov-
ernments and insurance com-
panies. The result of this is
that various hospitals that
were owned by religious insti-
tutes have come together to
make their process involving
purchase or management more
effective. In addition, these in-
dividual systems and institutes
have begun to be directed by
lay people and often religious
institutes themselves have
come together to sponsor one
or more health-care centres
and have transferred their re-
sponsibilities to a different ju-
ridical person, leading to the
full configurations of lay man-
agement.

Another significant move-
ment has been more of a
philosophical nature: the most
important purpose of a hospi-
tal is no longer treating illness
– it has expanded to include
the preservation of health both
at an individual and a collec-
tive level. The goal is healthy
people and a healthy society.
New challenges thus arise for
pastoral care in health which
require a strengthening the
identity of the  ministry, man-
agement, structures, and the
understanding and the provi-
sion of health care as a social
or public good.

The identity of health-care
workers becomes complicated
when one has to work with
government and with large or-

ganisations and one enters into
the field of supply and de-
mand. On the other hand, the
secular people that are begin-
ning to manage these organi-
sations, which were previous-
ly religious, are not trained in
the traditional values of the
Catholic faith and thus it is not
enough to give them only cer-
tain directives. What is needed
is a life that is identified with
Christ who heals and from
there an outlining of a new
Catholic identity.19

As we can see, here in a par-
ticular way emerges the eco-
nomic question. This is an im-
portant point that must charac-
terise a Catholic hospital. With
regard to the issues raised here
as well we should say that a
Catholic hospital is not created
for commercial ends, that is to
say it is not a hospital in which
the ultimate end of its func-
tioning is that of earning more
money by drawing on every
possible advantage. For this
reason, a Catholic hospital
cannot be a business that is run
by basing it in an economic
sense on shares. A business of
this kind is planned for the
highest profit which then has
to be distributed amongst the
shareholders.

This does not mean, on the
other hand, that a Catholic
hospital should be a free hos-
pital;20 rather one should en-
visage a hospital in which the
norm is the Christian commu-
nication of goods. The patient
communicates his goods to the
hospital and the hospital com-
municates to the patient its
own goods. Each party does
this to the extent that it can af-
ford it. A patient with econom-
ic resources does this by cov-
ering costs. A patient with less
resources does this according
to what he can afford, but both
have to receive the same
health-care service. Indeed,
patients with greater resources
are exhorted to devote a part
of their money to the benefit
of those who cannot even cov-
er the indispensable costs of
the hospital itself.

When a Catholic hospital
receives grants from the state,
the economic burden does not
fall on that hospital – it is
managed according to the rel-
ative health-care laws. In this



17

DOLENTIUM HOMINUM N. 66-2007

case, the Christian communi-
cation of goods is the spirit
that prevails in the relationship
between the patient and the
hospital because the quotas
paid to the state by those hav-
ing the right to care amount to
a communication of goods to
the hospital by the patient. The
hospital, far from having a
cold and irresponsible bureau-
cratic approach, acts in the
spirit of the Christian commu-
nication of goods, and for its
part gives the care that has
been requested in a spirit of
love and service to the patient,
and not only to obtain the
greatest return from the state
grant. Special attention must
be paid to avoid the deperson-
alisation of the patient by
treating him as one amongst
many. Instead, as has already
been observed in this paper, he
should be drawn near to with
all the personalisation possi-
ble. One should also avoid
corruption and ensure that the
services that are offered are
the best possible and are not
directed towards profit but to-
wards excellence. This applies
to all therapies, to all the med-
ical apparatuses, and to the
services that are provided as a
whole.

6. Co-operation

The field of medicine, like
the field of care for health, is
growing larger every day. The
institutions concerned with
this field increasingly notice
the need to be inter-related, es-
pecially when it comes to be-
longing to a national or inter-
national network of providers
of health-care services. It is in
these circumstances that the
question of the cooperation of
a Catholic hospital with other
Catholic hospitals or health-
care centres presents itself.
There are cases when this co-
operation seems to be neces-
sary and there are others when
it is useful or advisable.

In the cooperation of a
Catholic hospital or health-
care centres with other non-
catholic institutions, the prob-
lem often arises of cooperation
in the field of moral questions.
There are health-care centres
whose practices are not com-

patible with the position of the
Church, in particular as re-
gards life at its beginning and
its end. To meet these needs
for cooperation there applies
what Catholic doctrine states
as regards cooperation in an
action that is morally improp-
er.

First all, all scandal has to
be avoided. Even when one is
not dealing with a matter of
cooperating in an action that is
intrinsically bad but rather ap-
parently bad, even though it is
in itself acceptable, coopera-
tion is not licit if it gives rise to
grave scandal.

We should then establish
that no Catholic hospital or
health-care centre should co-
operate in any morally unac-
ceptable action. Any formal
cooperation makes a Catholic
institution guilty of the same
deplorable action in which it
cooperates.

Where such a centre is
obliged to cooperate it should
do so in a way which means
that the cooperation is materi-
al and not formal and in line
with the norms of a material
cooperation which expresses
Catholic morality, that is to
say that it is absolutely neces-
sary for there to be a propor-
tionally grave reason for coop-
erating, and that any de-
plorable intention etc. is ex-
cluded.21

CONCLUSION

In conclusion we can say
that a Catholic hospital forms
a part of the Church itself and
as such is incorporated into the
call by which Christ founds
his Church. Its deepest identi-
ty is rooted in this call by
which Christ creates it. This is
a call to health, a call to life,
even though by way of the dif-
ficult pathway of the cross
which means death but which
does not obscure the goal of
resurrection. To heal the sick
is a sign of the Kingdom of
God because it is a preamble
to the life in abundance which
constitutes the happiness that
Christ gives us, and which
helps us to understand and to
respond to the call that consti-
tutes us as a Church.

A Catholic hospital must be
based on the theological
virtues of faith, hope and char-
ity, and it is founded on the
mission that Christ entrusted
to his apostles before the As-
cension: ‘Preach the Gospel
and heal the sick…’ This mis-
sion is born in the Eucharist as
its perennial actualisation. The
Eucharist has a principal cele-
brant and this is the bishop in
the local Church. Through
him, Christ makes himself
present in the hospital through
the Love of the Holy Spirit,
both in the workers of pastoral
care in health and in all the
health-care personnel and in
the patients themselves. Christ
makes himself present and
gives health to everyone and
the definitive form of this
health is his Resurrection.

This vision of faith of a
Catholic hospital should be
made effective as regards the
whole of its structure and op-
eration. Special reference
should be made to humanisa-
tion, the training of health-care
workers, the treatment to be
given to unborn and terminal
human life, economic man-
agement, and cooperation with
other health-care services.

H. Em. Card. JAVIER LOZANO
BARRAGÁN

President of the Pontifical Council
for Health Care Workers,

the Holy See.
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1. Introduction 

1.1 The voice of the Church

Pope John XXIII said that
health care was a basic human
right that stems directly from
the right to life itself. These
were the prophetic words spo-
ken by him in 1963 in the en-
cyclical Pacem in terris. The
Catholic Church in its official
catechism, The Catechism of
the Catholic Church, reaf-
firms the same teaching:
‘Concern for the health of its
citizens requires that society
helps in the attainment of liv-
ing conditions that allow them
to grow and reach maturity:
food and clothing, housing,
health care, basic education,
employment and social assis-
tance’ (n. 2288). 

1.2 The voice of international
bodies

After Pope John XXIII this
voice was taken up by the In-
ternational Conference on  Pri-
mary Health Care which was
convened by virtually all the
member nations of the World
Health Organisation (WHO)
and UWICEF in Alma-Ata,
Kazakhstan, in 1978. The Al-
ma-Ata declaration of 1978
emerged as a major milestone
in the field of public health
(outside the Church) and iden-
tified primary health care as
the key to the attainment of the
goal of ‘health for all’. Twenty
years later an international
meeting on primary health
care, which met in Almaty,
Kazakhstan (in the same city
of Alma-Ata which had
changed its name to Almaty),
reaffirmed the same goal. 

On 15 April 2005 the Unit-
ed Nations Commission on

Human Rights passed a reso-
lution urging state govern-
ments to achieve the right to
heath and called upon the in-
ternational community to con-
tinue to assist the developing
countries in promoting its full
realisation. It also encouraged
state governments to reorgan-
ise the needs of persons with
disabilities as well as their
families. Gender justice was
another focal point in health
care. Since my task is to out-
line the challenges facing
health care as it exists in Asia
let me go straight away to an
enumeration of the challenges.

2. Challenges

– Infectious diseases consti-
tute a major cause of prema-
ture death, especially of chil-
dren under the age 5 and an
equal number of young adults
annually.

– Since the global eradica-
tion of smallpox, 30 new
pathogens have been identi-
fied, including HIV/AIDS,
Hepatitis C and E, new strains
of vibrio cholera, etc 

– The emergence of drug-
resistant pathogens and insec-
ticide resistant vectors have
made it difficult to control and
treat some infectious diseases.
Non-health determinants such
as the environment, pollution,
malnutrition, poverty, illitera-
cy and/or ignorance and be-
havioural attitudes contribute
to the persistence of these dis-
eases.

– Diseases such as tubercu-
losis, leprosy, malaria, filaria-
sis, Japanese encephalitis, nu-
tritional blindness and other
deficiencies, HIV/AIDS, sex-
ually transmitted illnesses, and
psychoactive substance abuse,

are all areas of special concern
to us. The adverse effects of
these illnesses are not limited
to individuals alone. Families
and communities face serious
problems of economic depri-
vation, stigma and discrimina-
tion. Concerted efforts are re-
quired to reach out and pro-
vide services to the millions of
people who suffer from these
illnesses.

– Persons who are classified
as terminally ill, such as cer-
tain types of cancer patients,
HIV/AIDS patients, etc., who
are in the dying stage, have the
same physical, emotional and
spiritual need as everyone
else. The health-care system
does not cater to such needs.

– Even though health care is
a duty, and state governments
address the vast population
through different centrally
sponsored schemes, a lack of
funds and facilities as well as
of trained personnel has be-
come a chronic problem. The
uncommitted and profit-ori-
ented services of the medical
personnel are further reasons
why poor and low-income
families are deprived of prop-
er health care.

– International conflicts in
terms of ethnic clashes, reli-
gious enmities etc. and natural
calamities have caused the dis-
placement of huge numbers of
people to refugee camps and
congested and unhygienic ar-
eas, thereby affecting the
health of hundreds of thou-
sands of people. Health care
for such a population is often
not only not available but even
denied, thereby generating
misery and human rights prob-
lems. Often infectious dis-
eases take a heavy toll. Vul-
nerable groups such as preg-
nant and breastfeeding moth-

THE CHARACTERISTICS OF
CATHOLIC HOSPITALS

I. The Characteristics of the Challenges Facing
Catholic Health Care as it Exists in Asia
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ers, the differently abled, the
elderly and orphans, suffer the
most in such situations. 

– Deadly diseases such as
malaria, Hepatitis C and E
devastate the lives of millions
of people in Asia. The phar-
maceutical companies that in-
vest in research and develop-
ment do not like to invest
money in inventing an effec-
tive vaccine to prevent the out-
break of these diseases, espe-
cially in particular areas, be-
cause these companies think
that they will not derive much
profit from such a vaccine. Up
till now no world pressure has
managed to make pharmaceu-
tical companies invest in such
a field.

– Do we need ethical crite-
ria to decide whether a certain
percentage of a county’s gross
national product (GNP) is ade-
quate or not for its expenditure
on health care? At present we
do not have such ethical crite-
ria. Who has the authority to
produce such criteria and if
they are reliable why has this
not been done? Who has the
right to enforce such criteria?
These are challenging ques-
tions that should be answered.

– We need global financial
solidarity to improve the effi-
ciency and quality of health
care, particularly in low-in-
come countries, in Asia. Often
there is economic solidarity to
finance economic develop-
ment projects but not neces-
sarily in health-care institu-
tions, and in particular for the
poor and marginalised. 

– Fairness is an important
consideration in the just distri-
bution of health care. It is
based on the principle of non-
discrimination. 

Unfortunately gender biases
exist. Women in developing
countries are often in poor
health and overburdened with
work. They are very tired,
most are anaemic, many suffer
from malnutrition, parasitism
and chronic ill health, because
of a lack of personal attention
and adequate health care, es-
pecially during pregnancy and
childbirth. Early marriage, re-
peated childbearing, igno-
rance, poverty and manual
labour, all have their deleteri-
ous effects. It has been esti-

mated that every sixth death of
a female infant in India,
Bangladesh and Pakistan is
due to neglect and discrimina-
tion.

The discrimination between
the urban and rural population
is yet another reason for the
disparity in the just allocation
of health-care resources. A
proliferation of medical equip-
ment and technologies in ur-
ban areas has led to excess ca-
pacities and the consequent ir-
rational use of these technolo-
gies. In developing countries,
governmental health services
are inaccessible to a large sec-
tion of the population, espe-
cially to those people who live
in rural areas.

In the market of health-care
delivery, the parties involved,
namely doctors and patients,
measure and judge their own
destinies independently of
each other. Each of them buys
and sells freely so as to gain
maximum personal satisfac-
tion. The efficiency or cost re-
duction which the market is
said to achieve is a value and
social goal worth striving for.
The great drawback of this
model occurs when poor peo-
ple lack adequate resources to
buy health care in the market.
The result is that this competi-
tive model does not guarantee
minimum standards of care.
Other factors such as a scarci-
ty of health-care resources and
inadequate information where
patients hardly understand the
quality or cost of alternative
treatments prevents people
from making proper choices

about the competing providers
of health care.           

Another challenge we face
is the fact that people’s re-
sponses to illness, health care
and health-related behaviour
generally are profoundly influ-
enced by what the mass media
portrays. Cultures construct
personnel experiences of ill-
ness and health. A good under-
standing of such health factors
is essential for health educa-
tors and the providers of
health services. People inter-
ested in the media must also
be concerned with the role of
the media in influencing this
so that both fields can benefit
from the interaction of these
two fields. 

Health research in general
has underemphasised the role
of the popular media in con-
structing and influencing the
experience of illness and in
forming expectations of health
care.

3. Conclusion 

These are but some of the
grave challenges facing the
health-care system in Asia.
Those interested in health care
in Asia must seriously address
these challenges in order to
achieve the overall improve-
ment of health in a holistic
sense within the health-care
system.      

H.E. Msgr. YVON AMBROISE
Bishop of Tuticorin, India



21

DOLENTIUM HOMINUM N. 66-2007

Premise

In this paper of mine I have
based myself on the training
that I have acquired and on the
experience and knowledge that
I may have about the continent
of Europe. 

As a Church I believe that
with difficulty in our institu-
tions we will be able to con-
serve the same points of refer-
ence that we have had hitherto.

Today in our continent there
are needs at the level of health
care that are different from
those of the times when our
founders were alive.

In all the countries of Eu-
rope there is a network of
health care organised by the
state that is rather substantial,
whereas our position is that of
complementing and supple-
menting. For this reason, I
would like to try to indicate
certain of the challenges that
are already underway, and oth-
ers that will arise in the future,
connected with the way in
which we will be present in the
world of health care.

In order to define what a
Catholic hospital is we should
begin, in my opinion, from
points that I see as being basic
and which, without being es-
sential, have nonetheless a cer-
tain influence.

Catholic Hospitals 
or Centres

‘Are hospitals or centres
promoted by the Church to do
good to people through care
and accompanying, trying to
evangelise through witness to
charity, together, when this is
suitable, with catechistic and
sacramental action?’

Specifically because we are
in Europe I would like to point
out the following:

– The direction and context
of centres: our opportunities at
the level of actuation vary ac-
cording to whether one is deal-
ing with an important hospital

centre, such as a general, spe-
cific or intensive-care hospital
which is integrated into the
health-care network and has
public resources for its activi-
ties, or another kind of centre
such as old people’s homes,
private clinics, etc. which are
normally maintained with their
own resources or donations
and which have less bearing
on the subjects of bioethics
that are present in our society.

In the first case, we can or-
ganise the health care that we
provide by basing ourselves on
the positive laws of the state,
some of which do not allow a
conscientious objection option
for institutions and others that
do not allow a conscientious
objection option for health-
care workers. In other cases,
we can define with sufficient
freedom what we are called
upon to do.

– The range of centres: the
breadth of the health-care mis-
sion in centres has its repercus-
sions as well. In every centre a
promotional group of believers
is present, whether made up of
members of the laity or of a re-
ligious community, which di-
rects the apostleship that is en-
gaged in within that centre.

Depending on the impor-
tance of the centre, there are a
large number of Catholic pro-
fessionals who share the phi-
losophy on health care of the
centre, whereas those who do
not share it enrich the health-
care project with their values
even though they share only
some of its aspects because
they are distant from the
Church or belong to other reli-
gious confessions.

Then there are many pa-
tients and their family rela-
tives who do not share our
way of directing our lives be-
ginning with faith in Jesus
Christ but who must, however,
be understood and respected
as regards their way of seeing
reality and directing their own
existences and in living illness
and death.

Elements that Should be
Borne in Mind when
Looking at the Future   

The riches of an approach
that begins with the spirit of
the founder

Inside Catholic centres or
hospitals there is always a
body that promotes them: dio-
ceses, parishes, foundations or
religious Orders and Congre-
gations. We must always be il-
luminated by the Word of God,
by the Magisterium of the
Church, and by the reflections
that theologians or thinkers
make about reality.

Although we live in an in-
creasingly secular society,
there are many people who
follow with fervour the spirit
of the impulse of a foundation
and in the case of religious Or-
ders follow the spirit of the
man and woman founder.

Those who work in an insti-
tution or other people who are
connected with it, volunteers
or benefactors, take part after a
certain fashion in this spirit.

There is also the possibility
of organising the pastoral ser-
vices with greater freedom:
pastoral groups supported by
wages, visitors to the sick, a
chapel with a timetable for cel-
ebrations, concern in the
health-care services to call a
priest in urgent situations, etc.

Beginning with the values of
the institution concerned, the
forms of actuation are studied,
selected and applied with the
consulting of ethical health-
care committees and ethical
committees on clinical re-
search.

The values that 
are promoted

The values that Catholic in-
stitutions promote are based
upon the Gospel. It is true that
in relation to specific questions
and issues in some centres of
reference there is a certain di-
vergence of views amongst

II. The Challenges for Catholic Hospitals
in Europe
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Christians themselves and that
at times we find ourselves in a
kind of ‘no man’s land’ illumi-
nated by the principles of the
Magisterium but actively in-
volved in daily health care.
This leads us at times to act in
line with conscience when it is
believed that it is necessary to
have recourse to a benevolent
application of principles.

With regard to the experi-
ence that I myself have had, I
should say that in our centres
there are prevailing approach-
es and human warmth that en-
sure that the people who are
cared for appreciate the style
of health care that is practiced.
In our hospital the patients and
their family relatives are at the
centre of attention because of
the human treatment that they
receive, the various activities
that are promoted along these
lines, and the presence of fig-
ures such as psychologists, so-
cial workers, voluntary work-
ers, priests, women religious
or other members of the pas-
toral service, who are always
attentive to their spiritual
needs and, where this is appro-
priate, to their religious needs
as well.

The evangelisation that is
engaged in during numerous
moments of the health-care
process

The pastoral team, from the
moment that patients enter the
hospital, tries to understand the
situation of the patient and his
family relatives. Although
there are admissions that last
only a few hours or days, and
in such situations one can do
very little, there are others
which are very long because of
the nature of the illness.

In this case patients are ac-
companied at the level of their
human needs: loneliness, wor-
ry, etc., and on, when this is re-
quired, to the deeper aspects
bearing on the religious di-
mension which arise sponta-
neously. There are cases that
really stimulate us and provide
us with the strength to contin-
ue our apostolic dimension
with enthusiasm.

Indeed, in order to achieve
all of this, the workers have to
be well trained at the level of
pastoral care in health and

bioethics in order to respond as
a Church to the needs of our
time.

The ability to respect other
approaches to life

Although good will is very
helpful, it is always necessary
to begin with high professional
levels in what is engaged in. It
is certainly the case that at a
technical level the best that is
possible must be offered but it
is also necessary to promote
humanisation and accompany
sick people in their questions
about their grave illnesses and
the drawing near of death.

In pastoral action it is neces-
sary to respect the approaches
to life that those who are in
front of one have engaged in
and to try to respond to the
needs that this involves in ad-
missions to hospitals or health-
care centres.

The great evangelising sign
of charity

We operate in a world in
which we must give great em-
phasis to the theological virtue
of charity. Good pastoral ac-
tion passes by way of evange-
lisation, the celebration of
faith, and witness to charity.

In his encyclical Deus cari-
tas est, Benedict XVI reminds
us that these three actions
complement each other. They
must pull each other forward
in a normal process.

But the Pope also states that
each one has its own meaning.
Thus when it is not suitable to
engage in evangelisation and
the celebration of faith, it is

suitable to engage in witness
to charity. ‘God is love and…
God’s presence is felt at the
very time when the only thing
that we do is to love’ (Deus
caritas est, n. 31c). We must
always act in awareness of the
fact that in loving others we
make God present in our lives.

How to ensure that many of
the existing centres continue
as centres of the Church

In the past the Church had
many opportunities to promote
many social and health-care
initiatives, amongst which we
find our Catholic hospitals.

Another challenge that we
have before us is that of dis-
cerning the most suitable form
to be adopted so that our cen-
tres can continue to exist. In-
deed, what has been pointed
out hitherto in this paper has
sought to outline a different
form by which to continue
works in line with what is pos-
sible as centres in which the
Church is present.

Conclusion

With this brief paper I
hope that I have offered certain
ideas for reflection. We will
have the possibility to com-
plete what has been said, to
manage to discern challenges,
and thus respond to the charac-
teristics that we think our
Catholic centres should have.

We cannot follow the ap-
proaches of our world as re-
gards what we see as being far
from the Gospel, but we must
adapt to the reality of the
world in which we are called
to live and operate.

I will end with one of the
prayers of Jesus to the Father:
‘I do not pray that thou
shouldst take them out of the
world, but that thou shouldst
keep them from the evil one.
They are not of the world,
even as I am not of the world’
(Jn 17:15-17).

Bro. PASCUAL PILES 
FERRANDO OH,

Former General Prior 
of the Hospital Order 

of St. John of God,
Member of the Pontifical Council 

for Health Care Workers.
the Holy See
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Introduction

It is an honor to be invited to
participate in the Third Inter-
national Congress of the Inter-
national Federation of Catholic
Healthcare Institutions, to
meet with others involved in
healthcare around the world, to
share insights gained through
experience, and to reflect on
the Congress theme “Aggior-
namento of the Catholic
Healthcare Ministry.” As we
gather in Rome during the
Easter Season, we celebrate
the salvation accomplished by
the death and resurrection of
Jesus and remember with joy
and gratitude that he came to
heal the whole person – body,
mind and spirit.   

Institutional Catholic health-
care participates in the mission
and ministry of Jesus who
“went all over Galilee teaching
in their synagogues, preaching
the Good News of the King-
dom and healing all sorts of
sickness and diseases” (Mt
4:23). Just as Jesus exercised
his ministry within the milieu
of his time and culture, those
involved in Catholic health-
care today exercise their min-
istry in the context of the polit-
ical, economic and social sys-
tems where they are located. In
my presentation, I will situate
Catholic healthcare in the real-
ities of the continent, outline
challenges faced by Catholic
healthcare providers, and share
some creative responses to
these challenges.

The Americas

“The Americas are the lands
of the Western Hemisphere
consisting of the continents of
North America and South
America with their associated
islands and regions. The
Americas cover 8.3% of the
Earth’s total surface area (28%
of its land area) and contain
about 14% of the human popu-
lation.”1

A Snapshot2

Healthcare in Canada, 
the United States and Latin
America

Healthcare in Canada has
long been a source of national
pride and is a core value in
Canadian history and culture.
Its origins are Catholic:  in
1639 Augustinian Sisters
founded the Hotel Dieu in
Quebec City, the first Catholic
hospital north of Mexico. In
1957, Tommy Douglas, the
Premier of Saskatchewan, es-
tablished Canada’s first public
hospital insurance plan. The
Canadian Health Act of 1984,
which has been revised sever-
al times, outlines national
standards for public healthcare
delivery.3 Known as
“medicare,” the Canadian sys-
tem is publicly financed but
privately run; it provides uni-
versal coverage, and care is
free at the point of use. The
Canadian system is funded
primarily by tax dollars, and
the ten provincial govern-
ments are responsible for plan-
ning and financing the provi-
sion of care.  Hospitals and
hospital systems are predomi-
nantly private, non-profit or-
ganizations funded by public
monies via provincial budgets.
Physicians are mostly in pri-
vate practice and remunerated
on a fee-for-service basis by
the provincial health plan. The
intention is to provide core
services to every Canadian.4

Catholic hospitals contract
with provincial governments
to provide services consistent
with the Health Ethics Guide
developed by the Canadian
Catholic Health Association
and approved by the Canadian
Bishops.5

The current system in Cana-
da is undergoing change
caused in part by “creeping
privatization” and the impact
of “limitless demand, an aging
population and the costly ad-
vance of medical technolo-
gy.”6 One effect of the effort to
control costs is longer wait
times for services in heavily
populated areas. The major
challenge in Canada today is
to prevent a two-tiered health-
care system from establishing
itself to the detriment of the
publicly funded system.7

In Mexico, there is a system
of public medical care, but the
government systems are in
bankruptcy. In other countries
of Latin America there are
some national systems fi-
nanced by taxes, but the reali-
ty is that payment for primary
care is the responsibility of in-
dividuals and families. In ur-
ban areas, there are hospitals
that are accessed by the rich,
including people from outside
the country, who can afford to
pay for care. This situation
leaves rural people, ethnic and
racial minorities and the urban
poor particularly vulnerable.
The World Health Association

II. Catholic Healthcare in the Americas: 
Characteristics, Challenges and Responses

Area Population Land mass
Political/

geographic
divisions

Canada 32,819,700 3,854,085 sq mi 10 Provinces
3 Territories

Contiguous
United States 301,106,000 3,700,000 sq mi 48 States

Latin America 548,500,000 21,069,000 km

20 Countries,
each with
internal 

sub-divisions
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reports that 1 of 4 persons in
Latin America cannot access
primary healthcare, either be-
cause there are no facilities
available or because the indi-
viduals cannot pay.8 There is
no Catholic Health System in
Latin America, but there are
hospitals built and/or financed
by religious congregations and
other Catholic organizations,
often from outside the coun-
tries.

Healthcare in the United
States is provided by not-for-
profit and for-profit private
and public institutions. Most
physicians are organized into
groups that contract with in-
surance companies for pay-
ment for services. Costs of
services–physicians, testing,
hospitalization, home care and
hospice–are covered by em-
ployer-based and/or private in-
surance programs, individual
payment or by state and feder-
al safety-net programs. There
are over 600 Catholic hospi-
tals; many of these are in rural
areas and they represent 12%
of hospitals in the United
States.  There are about 60
Catholic healthcare systems.9

Currently, Catholic healthcare
facilities are financed through
public funds (Medicare/ Med-
icaid), third-party payers (in-
surance), and philanthropy.

Healthcare – a Human
Right or a Commodity?

While there are clearly dif-
ferences in the organization of
healthcare in Canada, the

United States and Latin Amer-
ica, an underlying issue facing
each region is the question of
whether healthcare is a basic
human right or a commodity.
The political and economic
answer to this question deter-
mines what services are pro-
vided, for whom, where these
services are located, and how
they are financed.  In all coun-
tries, there are challenges re-
lated to how costs are shared

by government, employers,
individuals and providers. In
countries lacking a conviction
that healthcare is a human
right, and without national
consensus about how to pro-
vide and finance healthcare
for everyone, the disparities in
access and quality of care
continue to grow. 

In the United States, 46 mil-
lion people are uninsured.
One in 6 people receive care
in Catholic facilities. Reim-
bursement through govern-
ment programs continues to
decrease while the costs of
providing care continue to in-
crease. Catholic healthcare
providers have assumed re-
sponsibility for many of the
uninsured through free-stand-
ing and mobile clinics and by
expanding their charity care
coverage in in-patient facili-
ties. They have committed fi-
nancial and personnel re-
sources for advocacy efforts
to provide insurance cover-
age, particularly for children.
They have been a catalyst for
national conversations for
healthcare reform.10

Through the U.S. Catholic

Health Association, Catholic
providers have committed
themselves to work for “ac-
cess to healthcare for every-
one through legislative solu-
tions and grassroots engage-
ment by CHA members and
Catholic partners.” This advo-
cacy seeks to ensure the con-
tinuation of governmental
support for financial safety-
net programs for vulnerable
populations (children and the
elderly).  In addition to advo-
cacy, the Association and its
members are committed to of-
fering a theological and ethi-
cal perspective to the national
debate on healthcare reform.11

In Mexico, the challenge to
all healthcare providers is to
get care to the whole popula-
tion.  Thirty percent of the
people do not have any kind
of medical care; at least 50%
of people do not have medical
facilities in their cities or
towns. Catholic healthcare is
almost non-existent; there are
only small, isolated hospitals.
A major challenge is to find
ways to partner with the pri-
vate system to improve care
and make administration more
efficient and cost-effective.
However, the “system” is
characterized by wide-scale
corruption, and there is a lack
of political will to change the
situation.12 To provide more
access, CHRISTUS Health
System in the United States
has partnered with a Catholic-
owned facility in Mexico to
provide five hospitals and nu-
merous clinics.13

In Tierra Blanca, Usulutan,
El Salvador, a pastoral team
has improved access to
healthcare by developing an
extensive health program in-
cluding a clinic partially fund-
ed by local families, who give
twenty-five cents a month,
and by contributions from
non-governmental groups in
Canada, Europe and the Unit-
ed States. There is a doctor
and a volunteer clinical psy-
chologist on site who provide
primary care, vaccinations,
and health education. They al-
so help with transportation to
the city for hospital care and
have money to fund a portion
of medical expenses in the
city.14

There are other realities that
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pose some particular chal-
lenges to providers of
Catholic healthcare in Cana-
da, the United States and
Latin America. 

Demographics

In Canada and the United
States, more people living
longer puts a strain on already
stretched resources for health-
care. Situations raised in this
environment include who de-
termines the type of care the
elderly receive, the place of
palliative care and hospice in
the continuum of care, and the
application of Church teach-
ing to end-of-life issues. In
Latin America, the high num-
ber of children and young peo-
ple poses challenges related to
basic care and how it is best
provided and accessed.  

Migration and immigration
patterns throughout the Amer-
icas challenge healthcare
providers to care for people
with increased attention to cul-
tural and religious diversity. In
the United States and Canada,
increasing numbers of undoc-
umented immigrants tax the
resources of the healthcare
system and accentuate the
question of whether healthcare
is a basic human right or a
commodity.  

Technology

In urban areas of all coun-
tries, rapidly advancing tech-
nology makes demands on
economic resources, con-
tributes to an environment of
competition among healthcare
providers, and sometimes
leads to a depersonalization of
healthcare. Rural areas suffer
from lack of access to tech-
nology. Catholic healthcare
providers are regularly faced
with questions about the im-
plications of the high costs for
technology and are also chal-
lenged to balance the increas-
ing use of technology while
continuing to focus on care of
the whole person – body,
mind and spirit. In the United
States, the demand for tech-
nology is not supported by the
systems of reimbursement for
services.

Clinical Advances

In developed areas, clinical
advances have contributed to
increased life expectancy and
have shifted care from the in-
patient setting to the outpatient
setting. In underdeveloped ar-
eas, people suffer for lack of
these clinical advances. Some
clinical advances bring with
them new ethical dilemmas.
Because of clinical advances
and societal attitudes, end-of-
life issues are of particular
concern to Catholic healthcare
providers in the United States
who are faced with applying
the Church’s moral tradition in
settings where “treatment at
all costs” is possible and de-
sired. In these circumstances,
Catholic providers have re-
sponded by developing facili-
ties-based ethics committees
and protocols to facilitate de-
cision-making that brings pa-
tients, families, physicians and
other professionals together to
discern the physical, psycho-
logical, spiritual and financial
aspects of treatment. At the
same time, Pastoral Care de-
partments provide spiritual re-
sources to support the patient
and family.  

Labor Markets

For Canada and the United
States, particularly, the de-
mand for all types of health-
care professionals continues to
exceed supply. A particular
moral dilemma faced by all
healthcare providers is the
widespread recruitment of

healthcare professionals, espe-
cially nurses, from the Philip-
pines and Africa who come in-
to the United States and Cana-
da through agencies that move
these recruits through Europe
and the British Isles.  Most rur-
al doctors in Canada are from
Africa. This begs the question
of whether North American
countries are served by health-
care providers who could be
serving in their own countries.

Natural 
Environment/Ecology

The degradation of the envi-
ronment – especially of the air
and water – is responsible for
the degradation of health and
the increase of disease. Diar-
rhea, respiratory infections,
perinatal conditions and heart
disease can all be linked, at
least in part, to environmental
conditions. Environmental is-
sues are local and transcend
geographic boundaries; e.g., in
the Americas pollution from
factory and car emissions
wafts across the borders of
Canada, the United States and
Mexico. As members of the
global community and as per-
sons committed to the health
of the whole community of
life, Catholic healthcare
providers in the United States
and Canada are examining
their practices related to the
purchase, use and final dispo-
sition of all material re-
sources.15

The Challenge of Catholic
Identity

Beyond all of these chal-
lenges of external factors to
Catholic healthcare in the
Americas, I believe that the
most foundational challenge is
that of defining and appropri-
ately expressing Catholic
identity. As John Allen has ob-
served, the definition of
Catholic identity is frustrating-
ly illusive, but there is a grow-
ing sense, especially in Cana-
da and the United States, that
Catholic healthcare “needs
more of it.”16 This challenge is
shared today by all Catholic
ministries–education, health-
care and social services.  
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The first aspect of Catholic
identity I would like to discuss
is how Catholic healthcare re-
lates to the mission of the
Church.  Frank Monks, M.I.,
writing in the UISG Bulletin
(November, 2006), states that
there is a need “to make the
Church in general more aware
of the centrality of healing in
her mission.”17 He says  that
“the Church has not always
shown an understanding of the
possibilities for evangelizing
offered by the healing of the
human body, as the starting
point for proclaiming the
Good News….  The Church
has been solicitous in fulfilling
her mandate to go and teach,
and to go and baptize.   But
she has not shown herself too
sure as to how to go about im-
plementing her mandate to go
and heal.”18 Those individuals
and groups engaged in health-
care throughout the history of
the Church have extensive ex-
perience with how the vulner-
ability of the sick is an open-
ing for evangelization and pas-
toral care, not only for the pa-
tient but also for the family
and larger society. This experi-
ence needs to be shared and
reflected on more broadly by
bishops, lay ministers and
Catholic healthcare providers.
That some Catholic healthcare
providers in the United States

and Canada have been reach-
ing out to parishes to engage
more members of the faith
community in support of the
sick is evidence that there is
increased understanding of the
Church’s responsibility for
health and healthcare.

The hierarchical Church has
often enough been satisfied
that particular religious com-
munities were continuing
Christ’s compassionate and
healing presence through their
hospitals and homes for the
aging and dying. As the num-
bers of religious men and
women have diminished in
Canada and the United States
and as various forms of spon-
sorship (governance) have
been developing, the whole
Church has had to reassess its
relationship to the continua-
tion of Christ’s healing min-
istry and its responsibilities to
Catholic healthcare facilities
of all kinds.

Another Catholic identity
challenge is related to the role
of Bishops in Catholic health-
care.  Their inexperience about
the challenges facing Catholic
healthcare in the current social
and political environment has
led to public statements that
cause confusion, to judgments
about how particular institu-
tions are applying Catholic
teaching, and/or to decisions
that were not made in consul-
tation with those closest to the
situation. Catholic healthcare
sponsors and leaders are work-
ing to  develop mutual respect
for relationships with Bishops
that form the basis for on-go-
ing conversation, deeper un-
derstanding and more consen-
sus about the direction of the
ministry.

From another perspective,
all those responsible for spon-
sorship, governance and man-
agement of Catholic health-
care must reflect constantly on
the ministry in light of the
mission of the Church and the
marks of Catholic identity.
Based on Catholic social
teaching, Catholic identity for
healthcare:

– Is grounded on respect for
the dignity of each person.

– Is holistic, taking into ac-
count the whole person–body,
mind and spirit.

– Sees itself within the larg-
er community and contributes
to the common good.

– Is committed to providing
a work life characterized by
justice, dignity and collabora-
tion.

– Has a preferential option
for the poor.

– Has a special focus on is-
sues related to the beginning
and end of life.

In most of the countries of
the Americas, the seculariza-
tion of society and the dimin-
ishment of the dignity of the
human person are direct chal-
lenges, even threats, to the
characteristics of Catholic
identity outlined above. In
some countries, there are leg-
islative assaults on specific
Catholic values, particularly
around reproduction and abor-
tion. In the United States in
the last several years, there
have been concerted threats to
Catholic identity in the form
of challenges to the tax-ex-
empt status of Catholic institu-
tions, attempts to limit the ex-
ercise of particularly Catholic
ethics, increased scrutiny
around organizational prac-
tices related to executive com-
pensation, billing and charges,
and care for the poor activi-
ties. These challenges often
seem motivated by an anti-
Catholic sentiment that ham-
pers the voice and activity of
the Catholic Church in the
larger social arena. In Canada,
Catholic healthcare providers
are faced with demonstrating
that they have a right to oper-
ate within the system; they
must provide value to the sys-
tem by being excellent
providers.19

Overall, the challenge to
Catholic identity might be
framed as a question of how
institutions will remain faith-
ful to their roots in the healing
mission of Jesus and how to
maintain and practice ethical
beliefs within pluralistic soci-
eties. Another way of reflect-
ing on the challenge to
Catholic identity is in terms of
ministry and business–do fi-
nancial and organizational de-
mands overwhelm the charity
and compassion that is essen-
tial to the ministry?

In the United States a par-
ticular challenge to Catholic
identity has come through
union organizing efforts. At
least partially because union
membership is down and be-
cause the political influence of
unions has lessened, Catholic
hospitals and systems are ex-
periencing increased labor or-
ganizing efforts. These orga-
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nizing efforts include the
worker-led calls for union rep-
resentation as well as a strate-
gy called the “corporate cam-
paign.” One aspect of this
campaign involves union rep-
resentatives approaching
healthcare administrators with
proposals for agreements and
processes that go outside of
current federal law governing
elections. Other strategies in-
clude mobilizing religious
leaders, elected officials and
others outside the workplace
to exert pressure on the em-
ployer to agree to union repre-
sentation.20 Since unions have
been closely identified with
the Church’s social teaching
and because unions have been
such a powerful force for ad-
vancing the dignity of work-
ers, discerning how to respond
to the call for unionization un-
der these circumstances is a
challenge to the Catholic iden-
tity of many institutions. In
this environment, Catholic
healthcare leaders have been
given the opportunity to re-ex-
amine Catholic social teach-
ing and its application in the
current social, economic and
political circumstances in the
United States.

Sponsorship

The decreasing numbers of
men and women religious in
Canada and the United States
have led to major changes in
the organization of Catholic
healthcare ministry. As mem-
bership decreased and the de-
livery of healthcare in these
countries became more com-
plex, religious congregations
developed a variety of struc-
tures to ensure the Catholic
identity of the ministry and its
connection to the Church.
Some of these structures main-
tain one religious congregation
in the oversight role; others
bring together two or more re-
ligious congregations who
oversee the ministry together.
As the idea of sponsorship has
developed, other structures
have been developed to in-
clude lay and religious men
and women sharing the re-
sponsibility for the ministry.  

Canada faced this a bit
ahead of the United States;

and today, in Canada, most
Catholic organizations are out
of the hands of religious con-
gregations and are governed
by Boards of Public Juridic
Person (Church Corporation),
some accountable to local
Bishops, others to Rome.
Most of these Public Juridic
Persons are geographically
bound, but there are efforts to
build relationships and share
resources across the country.21

In the United States, there are
many systems comprised of
two or more sponsoring con-
gregations, and there are six
Vatican-recognized Public Ju-
ridic Persons, each organized
in a slightly different way.

The development of these

new structures has given
greater urgency to the ques-
tions of Catholic identity. In
addition, other issues facing
these organizations include:
developing relationships with
the hierarchical Church,
evolving understanding of
sponsorship responsibilities,
appropriately maintaining the
particular legacy (charism) of
the founding group(s) while
embracing the language and
reality of the healing mission
of Jesus, and the formation of
sponsors. 

The development of these
alternative structures of spon-
sorship and governance repre-
sents great detachment on the
part of the religious congrega-
tions; they have put continua-
tion of Catholic healthcare
ahead of their role in it. It also
demonstrates great confidence
in the laity who are assuming

greater and greater responsi-
bility for the Church’s mission
and ministry. 

Formation of the Laity

As described above, the re-
sponsibility for the sponsor-
ship and governance of
Catholic healthcare institu-
tions in Canada and the Unit-
ed States is increasingly being
shared with, and in some in-
stances being entrusted entire-
ly to, lay men and women.
This is the result of embracing
and implementing the Second
Vatican Council’s affirmation
of the laity’s role in the
Church’s mission and min-
istry, as well as because of the
decline in numbers of men
and women religious. The
challenge is to be sure there is
a critical mass of committed
leaders prepared to assume re-
sponsibility for the Church’s
ministry of healthcare. In the
present, the need to develop a
large number of new lay lead-
ers challenges Catholic spon-
sors and institutions to pro-
vide the financial and pro-
grammatic resources for the
needed formation programs. 

Catholic healthcare systems
are working with one another
and with institutions of
Catholic higher education to
develop formation programs
that are a gift to the ministry
and to the Church. These
comprehensive programs of
formation include theology,
ethics and philosophy, as well
as spirituality.  These pro-
grams foster a sense of voca-
tion, develop an understand-
ing of the charism of the
Church and support a person-
al relationship with Christ.
Benedict XVI, in his encycli-
cal letter “Deus Caritas Est,”
describes the characteristics of
the ideal formation. “All those
responsible for carrying out
the Church’s charitable activi-
ty” must be motivated by love
and guided by faith, they must
be “professionally competent
and properly trained.” Beyond
proper motivation and train-
ing, they need “a formation of
the heart.”22 In the United
States and Canada, there is a
particular need to train and
mentor ethicists for service in
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Catholic healthcare because
the current generation of ethi-
cists is retiring.  

Summing Up

Catholic identity, formation
of the laity, healthcare reform,
finances and governmental re-
alities, societal attitudes and
structures, and environmental
issues–these are the chal-
lenges, as I see them, to
Catholic healthcare in the
Americas.  Within each of the
challenges are signs of new
life and seeds of hope.  I look
forward to exploring them
with you during the rest of the
Congress.

Sr. KATHERINE GRAY, CSJ
President of CHA, USA

Notes
1 “The Americas,” Wikipedia, Internet

Encyclopedia.
2 Research done by Carmel Anderson,

CSJ.
3 Canadian Healthcare website.
4 BENEDICT IRVINE AND SHANNON FER-

GUSON, “Background Briefing: The Cana-
dian Health Care System”.

5 Information provided by Gerard
Lewis, President & CEO, Canadian
Catholic Health Association; and Michael
Shea, CEO, Alberta Catholic Health Cor-
poration.

6 BENEDICT IRVINE AND SHANNON FER-
GUSON, “Background Briefing: The Cana-
dian Health Care System” .

7 Information provided by Gerard
Lewis, President & CEO, Canadian
Catholic Health Association; and Michael
Shea, CEO, Alberta Catholic Health Cor-
poration.

8 Research done by Mary Therese
Sweeney, CSJ.

9 Catholic Health Association, USA,
website.

10 Ibid.
11 Catholic Health Association, USA,

2007-2009 Strategic Plan.
12 Information provided by Teresa Stan-

ley, CCVI, CHRISTUS Health System.

13 Ibid.
14 Information provided by Mary

Therese Sweeney, CSJ.
15 St. Joseph Health System Environ-

mental Trends Report, 2005; and Amer-
ican Hospital Association Environmen-
tal Assessment, 2006.

16 JOHN ALLEN, “Demonstrating
Catholic Identity in the World Today”–
Talk given at Annual Trustee Confer-
ence, St. Joseph Health System, October
2006.

17 FRANK MONK, MI, “The Church
and the Catholic Healthcare World,”
UISG Bulletin, No. 131, 2006, p. 38

18 Ibid, p. 39.
19 Information provided by Gerard

Lewis, President & CEO, Canadian
Catholic Health Association; and
Michael Shea, CEO, Alberta Catholic
Health Corporation.

20 RICHARD HAUGH,  “The New Union
Strategy: Turning the Community
Against You”– Hospitals and Health
Networks, May 2006.

21 Information provided by Gerard
Lewis, President & CEO, Canadian
Catholic Health Association; and
Michael Shea, CEO, Alberta Catholic
Health Corporation.

22 BENEDICT XVI,  “Deus Caritas Est”
– 2005, par. 31a).



29

The Context in which
Healthcare is Delivered in
Africa: The African Health
Dilemma and the Church’s
Contribution 

Africa today has the poorest
health situation in the world,
this is a fact that needs not be
dilated upon further, and in
particular, the health status of
the poor and marginalized in
Africa is deplorable. The
HIV/AIDS pandemic in Africa
has caused untold suffering
and death which has no com-
parison in magnitude in the
history of the continent. 

The challenges facing
African countries in achieving
an acceptable standard of
healthcare for their popula-
tions are similar if not the
same and many African gov-
ernments, though accepting
and assuming responsibility
for the health of their people,
have come to the realization
that they alone cannot provide
the quantity and quality of ser-
vices required. 

The factors dictating the
state of health have been iden-
tified at national and interna-
tional fora as primarily socio-
economic and political in na-
ture. Nationally, the levels of
poverty in Africa makes
healthcare unaffordable to
most people. The Church’s
health services are predomi-
nantly situated in rural very
poor areas. Church-state rela-
tionships in the area of health
is strained and characterised
by competition and mistrust in
most African countries, with
the state not readily supporting
the Church in its efforts to pro-
vide healthcare services. Inter-
nationally, global level deci-
sion-making sets the direction
in health and is recognized as
having a great impact in deter-
mining the direction of health-
care, especially in Africa. Un-
fortunately Africa and its
healthcare providers, includ-

ing those of the Church, are
not effective participants in
the global discussions and de-
cision-making processes that
invariably affect the continent.

The provision of healthcare
in the world in general has be-
come a very complex task re-
quiring highly trained profes-
sionals who have to do a lot
with very little, effectively, ef-
ficiently and equitably. Health
sector reforms in many
African countries over the past
two decades have demanded
more efficient management,
adherence to national health
standards and professional
norms as well as improved
quality of healthcare from all
healthcare providers. The mi-
gration of health professionals
in Africa to other countries,
especially Europe, the United
Kingdom and America (the
brain-drain) is probably the
largest significant challenge
affecting the health sector in
many African countries. These
challenges are not peculiar to
government/public healthcare
services alone but also particu-
larly apply to private mission
healthcare services such as the
Church’s, which provide ser-
vices to relatively poor popu-
lations in a not-for-profit man-
ner in situations made more
difficult by the present world
socio-economic order and lo-
cal economic challenges. 

The Catholic Church and
other Christian Churches are
major providers of healthcare
throughout the world. In
Africa, the Church’s contribu-
tion to healthcare is vast and
crucial. In a significant num-
ber of African countries the
Catholic Church provides
15% to 60% of the healthcare
available to the general popu-
lation. The dynamics of the lo-
cal Church in health has
changed drastically over the
past two decades as well and
is characterized by fewer ex-
patriate religious who are

holding on strongly to the
ownership and control of
health facilities and programs,
local religious and lay man-
agement teams who have not
been exposed to the resources
and networks of the founding
expatriate congregations and
thus are unable to obtain re-
sources to measure up to the
high standards set by their pre-
decessors. In addition, there
are more local religious, with-
out professional training or ca-
pacity, who have been put in
charge of the management of
health institutions. Where two
decades ago there were virtu-
ally no local health profession-
als, now, the brain-drain
notwithstanding, there are sig-
nificantly more local health
professionals working in the
Church’s health institutions
who question the authority of
unprofessional  religious
(whether local or expatriate)
who are put in charge. With
the increase in lay workers
TRUST no longer serves as an
adequate basis for leadership
appointments and assurance of
accountability.

In whichever way the issue
of healthcare in Africa and the
contribution or participation of
the Church in meeting these
challenges is addressed, there
is no doubt that Africa has
changed and so has the Church
in the context of healthcare.
The needs and requirements
have changed and a new para-
digm must be looked for and
developed to enable the
Church in an effective and sus-
tainable manner to support
Africa in meeting its present
and possible future needs.

Strategic Approaches 
Required for the Church’s
Health care Delivery in
Africa to be Improved and
Sustained

The Church in Africa needs

DOLENTIUM HOMINUM N. 66-2007

IV. The Characteristics of the Challenges 
Facing Catholic HealthCare: The African Situation
and Way Forward
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to recognise change, organisa-
tional re-structuring and de-
velopment, enhanced profes-
sional practice, development
of partnerships and increased
transparency in its operations
as critical strategic approaches
to follow if it is to remain rele-
vant as well as to provide care
in a sustainable manner.

Why Change? Fundamen-
tally, the Church, and especial-
ly the founding congregations,
must recognize and appreciate
that things have changed. The
international and local health
environment has changed. The
human resource dynamics of
the local Church has changed.
The Church in Africa must po-
sition itself to be an effective
and efficient strategic partner
for respective governments in
the provision of high quality
yet affordable and appropriate
healthcare. The Church in
Africa must be mindful of
these changes and accordingly
adapt if it is to remain relevant
and sustainable into the future
in Africa.

Why organizational re-
structuring and development?
There is a general lack of ap-
propriate functional structures,
policies and guidelines upon
which services are delivered,
unclear lines of communica-
tion and ownership, unclear or
subjective roles, responsibili-
ties and relationships, and A
lack of policies guidelines and
professional standards of prac-
tice in some countries. As
more lay people get involved
in the management of Church
health services it has become
evident that there is insuffi-
cient understanding and effec-
tive application of existing
Church structures, especially
by those in management, in
the implementation of Church
health activities 

Why Professional Practice?
The achievement of the high-
est quality of healthcare is
subject to the availability not
only of equipment and infra-
structure but even more of the
human resources available to
use them effectively. Profes-
sional management skills are
required now to efficiently
manage the health institutions.

There are now national profes-
sional regulations and stan-
dards to be adhered to by all
categories of health profes-
sionals in all African coun-
tries. The provision of health-
care in Africa requires the
same level of professionalism
and quality as found anywhere
in the world, if not more so.  

Why Partnerships? The
Church in Africa should not be
considered ‘missionary’ but
local. It is part and parcel of
the community it finds itself in
and must find ways to work
with, support and be supported
by that community. As gov-
ernments cannot go it alone so
the Church in Africa cannot go
it alone. The present state of
mistrust and competition in
countries, a legacy of the mis-
sionary history of Church
health care, must be removed.
Resources abound in countries
and across borders and only
partnerships can bring them
together (local and foreign).

Why Transparency? Church
healthcare though categorized
as private healthcare is deliv-
ered as a public good; the
Church owns health institu-
tions in trust for the people, to
serve the people. Sustainable
partnerships require trans-
parency, trust requires trans-
parency, and effective stew-
ardship requires transparency. 

Though the challenges seem
insurmountable it is of critical
importance that: 

1. The Church in Africa,
mindful of its mission to con-

tinue the healing work of
Christ, despite the numerous
challenges, remains commit-
ted and faithful in providing
healthcare.

2. The Church in Africa
places health high on its agen-
da and makes efforts to influ-
ence continental discussions,
regional deliberations, and na-
tional policies to ensure that
health remains a human right
and not a commodity.

3. The Church in Africa
continuously in practice and
through advocacy ensures that
the provision of healthcare, es-
pecially for the poor, margin-
alized, and rural segments of
society, is not compromised.

4. The national Episcopal
Conferences are encouraged
to establish formal structured
health services where they do
not exist, and where they are
established to further improve
them through formal docu-
mented processes, procedures,
operational guidelines, and,
especially, professional staff.

5. The national Episcopal
Conferences encourage and
facilitate the active develop-
ment of innovative partner-
ships with national govern-
ments, local and international
agencies, ecumenical institu-
tions, and within the local
Church itself;

6. The national Episcopal
Conferences facilitate and pro-
mote the formation of all staff
working in the health services
of the Church to better under-
stand the Church’s philosophy
and social teachings as applic-
able to health in order to main-
tain the identity of Catholic
healthcare.

7. International solidarity
between the Church health
services throughout the world
is supported and strengthened.

Dr GILBERT BUCKLE, 
Executive Secretary

Department of Health National
Catholic Secretariat, 

Accra, Ghana
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1. A Need of a Spiritual
Character

One of the most complex
subjects that has to be ad-
dressed in contemporary soci-
eties is that of the spiritual ac-
companying of people. At
times we have the sensation
that we have the conditions
available to do this but that the
environment that surrounds us,
and the speed of daily life,
makes this impossible at a
practical level. However, ac-
companying is a necessity
above all when difficult cir-
cumstances are experienced,
during moments of intense
fragility in one’s life. In such
situations, a person feels more
than ever the desire to be cared
for, and to be accompanied, in
an appropriate way.

One of the fundamental
challenges with which the pas-
toral worker is faced in West-
ern societies is that of attend-
ing to the spiritual dimensions
of a person in an excellent
way. Spirituality  is connected
with the intangible in life, in-
cluding the complexity of our
relationship with ourselves,
with other people, and with
God. Spirituality bears upon
the whole of our being and
generates a sort of capacity to
appreciate transcendent val-
ues: spiritual man asks himself
about the meaning and the ulti-
mate purpose of his life, about
the relationship that he has
with what is greatest about
himself, thereby supplement-
ing and transcending the bio-
logical and psychological as-
pects of his own nature.

A spiritual need is intrinsi-
cally human but it has different
cultural  expressions. There is
a mosaic of expressions of
spiritual needs but beyond
these one observes a shared
root in human beings, even
though human beings are very
different at the level of colour,
race, language, traditions, wor-
ship and rites. This shared root

may be seen as the spiritual
need that we contemplate in
very varied forms at a cultural
level. In secular cultures this
need for the spiritual can also
express itself through what Pe-
ter Berger calls invisible reli-
gion, that is to say in a way
that is opposed to the habitual
canons.

A human being, as has al-
ready been observed, is an in-
complete being who perceives
the need for natural and artifi-
cial order. But when the hu-
man being experiences infír-
mitas, illness, his framework
of need changes profoundly.

Illness is not an accidental
fact of a biographical cycle nor
is it an irrelevant thing. Pedro
Laín Entralgo, in his
Antropología Médica para
clínicos, states that illness can-
not be reduced to the category
of accidents given that this is
irrelevant in the structure of
the person. Illness, on the oth-
er hand, generates a real de-
structuring of the person. To be
sick is not an accidental thing,
above all when specific ill-
nesses are experienced. What
has to be considered is how the
hierarchies of spiritual needs
becomes changed as a result of
the experience of illness.

There are also needs that are
in  a latent state but which, as a
consequence of illness, then
emerge in a forceful way. The
need to pray, for example, can
remain in a latent state but
there can be an experience that
means that it comes to the fore
in conscious life. This can hap-
pen with the need to prayer but
also with the need for silence,
for symbols or for meaning.

We must thus analyse the
way in which already existing
latent needs come to the sur-
face as a result of an experi-
ence of illness. This process,
however, does not take place
only with illness. It also takes
place with other experiences,
such as, for example, the expe-
rience of fatherhood. The need

to think about oneself and
about one’s own interests is
transformed into a need of a
collective character. As a par-
ent I have to think about anoth-
er being who is vulnerable and
who relies in fundamental
terms, on me.

During the course of our life
cycles we undergo experiences
that change our needs, and also
needs of a spiritual kind. For
this reason, I do not affirm that
there is a static framework of
needs but rather that there is a
dynamic framework in which
needs change or are modified
according to the experiences
that we undergo during the
course of a biographical mo-
ment.

A man who is in love, for
example, has needs that those
who are not in love do not per-
ceive. For example, he needs
to be in the presence of the
woman who is loved, to see
her, to feel her, and to be with
her. The absence of that person
is a painful experience. When
a man is in love he feels the
need to be with the woman
who is loved, and to win her
over.

There are needs which were
not present in our lives previ-
ously but which now appear as
consequences of a new experi-
ence. In other words, there
were there in a latent fashion
and they then came to the sur-
face.

A human being is limited.
This, however, is not ex-
pressed in its totality because
he is also able, thanks to his in-
ventiveness, to deal with the
framework of his needs, even
though he does this provision-
ally. If we were only limited
beings we would hardly have
survived the struggle between
the species. We have available
practical intelligence, which is
the ability to foresee needs, to
predict them, and to deal with
them before they arise.

I will now point to twelve
needs that we could place in
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the spiritual sphere. Here, I
mean by spiritual the non-tan-
gible, that need of an intangi-
ble character that emerges
from a human being as a need
that is not directly rooted in the
soma. 

2. The Framework of
Spiritual Needs

2.1. The need for meaning

A human being feels the
need to give meaning to his
life and to his existence. It is
not sufficient for him to be
present or to subsist or to re-
main in being: he has to be in
being with meaning. And if he
discovers that this presence
does not have meaning, that to
live does not have meaning,
that it is something that is ab-
surd, stupid, or foolish, he may
even wish not to be, to become
nothing.

This need for meaning is of
a spiritual character and can be
illuminated in many ways. It
can find a response in different
traditions, of an immanent or
transcendent character, but
what assimilates human beings
as spiritually needy people is
the thirst for meaning.

2.2 The need for
reconciliation

A human being feels the
need to be reconciled, to close
the circle of his existence and
to overcome resentment. He
needs to treat his resentment
and only forgiveness provides
a cure for this. Indeed, there is
no other way of treating re-
sentment other than that of for-
giveness, of reconciliation.
There is no doubt that this
need, which is essentially of a
spiritual character, has affec-
tive and psychological expres-
sions. It is difficult to obtain
interior serenity without the re-
al practice of reconciliation.

This need for reconciliation
can take place at an immanent
level but it can also occur at a
transcendent level. Those who
care for the sick must ensure
that this takes place, and this
means that they must facilitate,
where this is possible, a draw-
ing near of people in order to
foster processes of reconcilia-

tion between them. In sick
people who are at the terminal
stage of their lives or who are
in a critical condition, this
need is perceived with greater
intensity specifically because,
as a consequence of the draw-
ing near of death, the need for
reconciliation, the need to deal
with questions that hang over
them, has greater urgency.

2.3 The need for the
recognition of identity

The recognition of, and re-
spect for, one’s own identity, is
a fundamental need and natu-
rally has psychological and so-

cial connotations. The need for
our identity not to be preju-
diced, not to be crushed, is very
present in human beings, but it
is expressed when a person no-
tices that processes involving
the dissolution of his identity
and the life references that con-
figure his existence are at work.

A human being not only
needs to know; he also needs
to be recognised. He wants the
whole of his identity to be
recognised, that is to say what
he is. When this need is not
perceived correctly, he lives
his identity in a very violent
way. This also applies to col-
lective identities. When a col-
lective identity is not recog-
nised, phenomena are generat-
ed that should never have been
produced. Indeed, when the
identity of the other is de-
spised, that person feels humil-
iated at a fundamental level.

The need for recognition of

an identity implies respect for
the characteristics of the other.
Identity is always defined by a
constellation of aspects,
amongst which we may list
language, religion, sex, up-
bringing, and affective ties. To
recognise the identity of the
other means doing unto him as
you would do unto yourself, it
means seeing him as a subject
with a name and surname, who,
is despite everything, a person,
a singular entity that is unique
and never to be repeated in his-
tory. This means that an anony-
mous relationship, processes of
depersonalisation, and the ar-
rival of indifference, do not re-

spect the spiritual need for
recognition of identity.

2.4 The need for order

A human being needs order;
he needs a cosmos of space
and time. We are spatial-tem-
porary beings and disorder has
a negative influence on our life
structures. There is no doubt
that the ways of understanding
the meaning of order vary
from one person to another,
not only at a cultural level but
also at a generational level.
Every human being perceives
the need to live in conformity
with his order and when he
finds himself in a context in
which he can neither express
nor live in conformity with this
personal cosmos he feels this
very intensely.

We need to order the events
of life, to order experiences. I
am not referring here solely to
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the need for physical order,
which also influences the per-
son, but also to order of an in-
terior character. We feel the
need to order events, priorities,
feelings, and memories.
Pathology is specifically a
form of disorder; it is chaos in
all senses. When a person falls
ill, this order is disrupted, and
for this reason it requires an in-
tervention whose aim is to re-
establish this order and not the
order of the subject who treats.

This need for order is of a
spiritual kind. Indeed, primary
needs can be solved but one
may still perceive the need to
achieve order within oneself. It
is very difficult for a person to
achieve order again on their
own. In general, this requires
the intervention of another per-
son; the words and advice of
another person to restructure
one’s own world.

2.5 The need for truth

Plato defined the human be-
ing as a being who wants to
know truth, who feels the need
to know the essence of things.
Man wishes to transcend the
order of appearances, he feels
the impulse to go beyond phe-
nomena, and to understand
what things are really.

This need is perceived very
intensely when one is dealing
with clarifying one’s own real-
ity, what each person is in real-
ity. A sick person feels the
need for truth even though he
is not always ready to receive
it, and even less to digest it. A
health-care worker must com-
municate bearable truth, that is
to say truth that a sick person
can understand and take on
board in his subjectivity.

Sometimes a subject does
not want to know the truth, and
for this reason he protects him-
self out of fear of what this
truth would reveal to him. A
sick person has the right to
know the truth that concerns
him but he also has the right
not to be informed, the right to
remain unaware. A health
worker cannot fall into so-
called exaggerated information
but at the same time he cannot
display indifference towards a
sick person. He must try to dis-
cover why that sick person
does not want to know the

truth, what he is afraid of, and
how to help him to overcome
this fear about the truth.

2.6 The need for freedom 

The need for freedom is
usually identified with the
need for autonomy, although it
is broader. The concept of free-
dom, in fact, covers much
more ground than the concept
of autonomy. Naturally, with-
out autonomy there can be no
freedom, but freedom, from
the point of view of liberation,
and what St. Augustine termed
libertas, is a liberation from all
the bonds of the ego.

A human being needs to free
himself from everything that
alienates him and keeps him in
a subordinated state. The need
to act freely is very limited as a
result of experience of illness
but the possibility of freeing
oneself from certain obses-
sions or internal fixations is in-
dependent of illness. To attend
to the spiritual needs of the
person means to respond to the
need for freedom or, at a more
practical level, to the need for
liberation. Practice involving
caring for someone that is not
liberating is not excellent.

2.7 The need for rooting 

The need for rooting can be
explained as the wish to be-
long to some kind of commu-
nity. This is a need for belong-
ing. A human being, as a polit-
ical and social animal, estab-
lishes ties during his life cycle
and creates affective ties.
When he suffers separation, or
the fracture of such ties, he
perceives with great force the
need for rooting, the need to
feel that he is linked to a popu-
lation, to a community, to a
family.

We tend to put down roots
and to feel a need to be with
our fellows. We are not uproot-
ed beings. This need is not on-
ly of a psychological or social
character. It is also spiritual be-
cause it concerns the deepest
and most intangible aspect of
human beings.

Human beings feel the need
for tooting, especially in con-
texts that are characterised by
individualism and by fragmen-
tation. This need, however, is

perceived the most in anony-
mous contexts, contexts that
are empty, in contexts in rela-
tion to which a person feels ex-
traneous. In such circum-
stances a person needs his
community more than ever.

2.8 The need to pray

The need to pray is of a
spiritual and religious charac-
ter. It can be described as the
need for the eternal You, the
need for an existential tie with
You, to employ the phrase of
Xabier Zubiri.

This is a need that traverses
the religions. The scholars of
the phenomenology of reli-
gions state that one of the
transversal aspects of the vari-
ous manifestations of religion
is specifically what we call
prayer. This need for interlocu-
tion, for openness to an invisi-
ble and transcendent You, is
produced not only in men who
are religious in an institution-
alised sense but also in men
when they are faced with lone-
liness and a state of being
abandoned. The more intense
the experience of the fragility
of homo mendicans, the more
intense the need for You is per-
ceived.

2.9 The need for symbols 
and rites

Human beings produce
symbols, that is to say those
artefacts that allow us to say
what we can not express in
words. Man plays with sym-
bols and uses them in various
contexts. The need for symbol-
ic representation, in addition to
meeting certain social require-
ments, is a need of a spiritual
character which is expressed
above all else when we cannot
communicate experiences that
are very deep. Thus we need
symbols, artefacts and media-
tions to express what we can-
not express orally.

We also feel the need for
rites. Man is a ritual animal
and feels the need to com-
memorate and celebrate the
key experiences of his life –
for example the birth or the
death of a loved one. There are
fundamental rituals in the
world of humans which are not
only of a religious character
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but also of a non-religious
character. We can see this in
very secularised societies. The
need to ritualise the key expe-
riences of human life is an ex-
perience that is connected with
the spiritual, even though not
necessarily with the religious.

2.10 The need for solitude
and silence

Don Miguel de Unamuno,
in his extraordinary work
Soledad, makes a distinction
between two types of solitude:
that which is looked for and
that which is imposed. A hu-
man being feels the need to be
alone, to flee from society, and
to open up parentheses – space
and time – of solitude. This
need is fundamental for per-
sonal balance, the practice of
meditation, and the aware and
reflective construction of one’s
own identity.

The need for solitude, to
find oneself, leads the subject
on a journey without return. To
take care of a sick person and
to attend to his needs of a spir-
itual kind means to provide
him, if he asks for it, with the
experience of solitude. A basic
ethical imperative in every
practice involving care is to
ensure that the other does not
suffer imposed solitude. 

2.11 The need to do one’s duty

A human being feels the
need to do his duty. A person
feels internal malaise when he
feels that he has not met his
obligations. Naturally, the ex-
perience of duty is very sub-
jective and each individual
lives this experience according
to his own nature. But the need
to do one’s duty is specific to a
free subject capable of self-de-
termination and the regulation
of his own life.

To take care of somebody
means to help that person to
think about, and express, his
duties. A terminally ill person
finds peace if he draws near to
his end with the clear aware-
ness that he has performed his
duties during his existence.
The sick person who feels that
he must still do certain things
before the final act requires
care until he can do them and
thus die in peace.

2.12 The need for gratitude

The need for gratitude exists
and this may be understood as
a need to feel acknowledge-
ment for what has been done.
One is dealing here with a
need for recognition. Because
a human being is fragile he
needs gratitude and recogni-
tion. We need to be thanked for
what we have expressed, for
what we have done, and for
our work in this world. This is
a very human need which
bears upon the spiritual plane
and the interpersonal plane as
well.

It is not easy to meet this
need but it is possible when the
health-care worker knows who
is in front of him and, after lis-
tening carefully to his history,
is able to appreciate certain el-
ements of his existence and
make the sick person see that
his life has value, that it de-
served to be lived, although
only for certain episodes
which he, a priori, did not con-
sider important.

3. By Way of a Conclusion

This framework of spiritual
needs has to be contemplated
in an approximate way, as an
outline. In my view, the ques-
tion of spiritual needs should
not be seen as a residue of a
confessional character that
tries to achieve sedimentation
in an artificial way in a secu-
larised and secular world but
rather as a universal anthropo-
logical aspect. Every human
being, because he is human,
feels spiritual needs that he

must address during the course
of his life cycle.

This kind of need can be ex-
pressed in an explicit way but
also in an implicit way. Its ex-
pression and intensity vary ac-
cording to circumstances and
the state of development of the
person. Spiritual needs, like
other needs, change with the
times and are not experienced
in the same way during the
course of a life. This means
that a serious study would re-
quire their identification dur-
ing the various moments of a
person’s existence. It is evi-
dent, at an intuitive level, that
the spiritual needs of a dying
person are not the same as
those of a young person at the
height of his faculties.

And the spiritual needs of a
healthy person are not ex-
pressed in the same way as the
person who suffers from a
mental illness. A human being,
because he is limited, is a be-
ing who by nature has needs
that have to be dealt with dur-
ing the course of his life.
Needs of a spiritual kind form
a part of human needs and re-
quire, like the others, suitable,
competent and professional
action on the part of those who
dedicate themselves to work
involving care. A health-care
worker must carefully explore
the framework of spiritual
needs and respond with sensi-
tivity to each one of them.

Prof. FRANCESC TORRALBA
Ramon Llull University,

Barcelona,  Spain.
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INTRODUCTION

It is indeed a privilege and
an honor to be with you today.
I hope that what we will do
here will not only be helpful,
but also that it will be interest-
ing to you.  I wish to build to-
day on some of the proposals I
put forward in this very hall in
2002 when I spoke on preserv-
ing the Catholic identity of
healthcare institutions.1

Since I was asked to speak
about ecclesiastical structures
that have been set up in North
America to enable Catholic
healthcare systems and institu-
tions to continue the saving
mission of Christ, I must rec-
ognize that I am in the very
fortunate position of having
been involved as a consultant
in the establishment of the vast
majority of the public juridic
persons (=PJPs) in the United
States and Canada (as well as
elsewhere), and so am able to
see a number of trends evolv-
ing from these new structures. 

However, even though pub-
lic juridic persons have been
around for some twenty years
in one form or another, they
are still a “work in progress”
and no one would think for a
moment that we have found
the last word on the matter.  It
is quite probable that within a
certain number of years we
might have to go back to the
drawing board to take new cir-
cumstances into account.
These circumstances could
arise from on-going experi-
ence, from political and leg-
islative pressure, from changes
in Church norms, and so forth.

Nevertheless, my intention
today is to consider the current
model of the public juridic per-
son that is being used more and
more to ensure that sponsorship
activities are well supported by
appropriate structures.

However, a word first about
sponsorship, since its proper
functioning is the primary rea-

son for the establishment of
new canonical and civil struc-
tures.

I. SPONSORSHIP OF
CHARITABLE WORKS
IN THE CHURCH

A. Certain canonical notions
relating to sponsorship2

It has generally been held
that, for a work to be able to be
identified as “Catholic”, it
must, in one way or another,
be related to a juridic person in
the Church, whether it be a
diocese, a religious institute,
one of its provinces, or even
one of its established houses
(canon 634).  While, in gener-
al, this statement is obviously
true, we must keep in mind
that, indeed, there could be sit-
uations in which no formal re-
lation to a juridical person is
involved and yet the work is
considered by a diocesan bish-
op to be “Catholic”. In spite of
this possible exception, we can
nevertheless operate under the
presumption that, indeed, there
has to be a canonical sponsor
in order for a work to be con-
sidered as fully operating with-
in the ambit of the Church’s
mission.

In general, religious insti-
tutes or their component parts
have been identified among the
principal sponsors of apostolic
works, especially in the area of
healthcare. At times, though,
the work did not have an exis-
tence distinct from the local
community to which it was re-
lated, or at least distinct from
that of the institute itself. It did
not have separate canonical
recognition. This has been a
very common feature. But, for
this reason, it has been rather
difficult to determine which
came first: the work, or the
community which operated it.

Lately, new entities estab-

lished specifically for sponsor-
ship purposes have been rec-
ognized  either by Bishops or
by the Holy See. These enti-
ties, usually known as “juridic
persons” (but sometimes also
called “foundations”) assume
the sponsorship responsibili-
ties previously belonging ei-
ther to a religious institute (or
one of its parts) or directly to a
diocese. In some instances,
they also assume all the own-
ership and property rights orig-
inally held by the institute or
diocese. 

As various studies have
shown, the term “sponsorship”
is relatively new in Church cir-
cles. It was originally given
wide circulation as part of a
threefold approach to health-
care works: ownership, spon-
sorship, control.3 With time,
the distinctions between these
three dimensions have become
somewhat blurred. 

The term “sponsorship” is
not used in the Code of Canon
Law. In a sense, this is very ad-
vantageous because we are not
bound by any special parame-
ters. Through the course of
time various forms of sponsor-
ship in the Church have been
tried and tested.  No one form
has proven to be correct, with
the others being inferior, or
even bad. The forms are differ-
ent, and nothing more.4

It is generally accepted that,
today, no matter what form or
model is used, “sponsorship”
entails the use of one’s name
and the exercise of certain ec-
clesial and internal responsi-
bilities that arise from this use.
It often entails elements of
“quality control”. To a certain
extent, it could be considered
somewhat parallel to a fran-
chise.  Sponsorship responsi-
bilities are exercised in rela-
tion to what the name stands
for. In our case, we are refer-
ring to works undertaken in
the name of Christ, on behalf
of the Catholic Church.
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B. Qualities to be found in 
a sponsored work, such
as a health care system5

When speaking of sponsor-
ship, a clear distinction must be
made between “Catholic
works” and the “works of
Catholics”. The former are un-
dertaken “in the name of the
Church” (canon 116), with all
the guarantees of the Church
behind them, while “works of
Catholics” are those undertak-
ings of Catholics which might
have a direct or an indirect ec-
clesial relationship, or might be
totally secular in their nature.

For a work to be carried out
in the name of the Church, a
number of special conditions
must be met, in addition to the
general one of having been du-
ly recognized by the compe-
tent ecclesiastical authorities.

1. First of all, it must have a
spiritual purpose (see canon
114). Such a purpose can be
either a work of piety, a work
of the apostolate, or a work of
charity. Canon 676 speaks of
lay institutes participating in
the pastoral mission of the
Church through the spiritual
and corporal works of mercy,
such as caring for the sick.

2. Secondly, a work carried
out in the name of the Church
must answer a need. Canon
114 even speaks of a “genuine-
ly useful purpose” (when deal-
ing with juridic persons). It
could have happened in the
past that some Catholic institu-
tions were established, not be-
cause there was a real apos-

tolic need, but rather for the
simple reason that other
groups were carrying out a
similar mission. 

3. A third condition men-
tioned in the Code is that the
undertaking have sufficient
means to achieve its purposes
(see canons 114, §3 and 610).
We all know that, in many cir-
cumstances some works were
simply unable to prosper be-
cause of lack of funding. On
the other hand, we are all well
aware that there are many in-
stances of foundresses of reli-
gious institutes who made do
with almost nothing and,
through faith, enabled the
works to flourish. The neces-
sary means are not limited to
financial assets; a spirit of faith
and a willingness to work dili-
gently are also part of the nec-
essary means.

4. Fourthly, works carried
out in the name of the Church
are expected to have a certain
perpetuity.

5.  Fifthly, canon 116 refers
to tasks or missions that have
been “entrusted” to those who
are to carry out a work. Those
who have been so “entrusted”
are to carry out their tasks as
good stewards, caring for the
work and its assets (see canon
1284, §1).

6. There is a sixth and most
important characteristic that
we find mentioned in canon
806.  While this canon does
not apply directly to healthcare
institutions – indeed, there is
no mention of these in the
Code – it applies to education-

al activities in the Church, and,
by analogy (in accordance
with canon 19) it could – and
perhaps should – be applied to
our various hospitals and relat-
ed institutions. With appropri-
ate adjustments, we could say
then that the canon notes that
those in charge of a Catholic
healthcare work are to ensure,
under the supervision of the lo-
cal Ordinary, that the care giv-
en in it is, in its standards, at
least as outstanding as that in
other similar institutions in the
region. In other words, if the
name of the Church is to be at-
tached to a specific undertak-
ing, this work must be one of
quality.

Indeed, if an activity is not
of the highest quality, serious
questions should be asked
about whether or not it should
continue. There is no place for
second-rate activities.  This
does not mean that activities
must have the latest technolog-
ical instruments and facilities,
but what it does mean is that
the apostolate carried out be of
fine quality.

The particular structures we
are now going to consider will
have as their purpose that of
making certain that these spon-
sorship requirements, and sim-
ilar ones, are duly met and
carefully safeguarded. 

II. DISTINGUISHING
ELEMENTS FOUND
TODAY IN THE
VARIOUS MODELS OF
JURIDIC PERSONS IN
HEALTHCARE IN
NORTH AMERICA

For some unknown reason,
the Code of Canon Law does
not indicate who can grant ju-
ridic personality to a work or to
a system. To date, people have
been proceeding by analogy
with the provisions of canon
312 on the establishment of
public associations of the faith-
ful. There is still some uncer-
tainty, however, at least for out-
siders, as to which of the Dicas-
teries of the Holy See is com-
petent, in a given situation, to
grant juridic personality.6

I am aware of nine public ju-
ridic persons of pontifical right
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for healthcare in North Ameri-
ca, plus one private juridic per-
son. There are probably many
more elsewhere and other re-
quests have been presented re-
cently for consideration. Most
of their statutes are relatively
similar. Usually, it is the
“membership” issue that
varies, as well as the relation-
ships with the corresponding
secular corporation and with
the original sponsor or spon-
sors. There are also requests
being presented for the use of a
similar structure for works of
education and for the adminis-
tration of the temporal goods
of religious institutes that are
in the process of dying.

In the USA: the public ju-
ridic persons of pontifical right
are Covenant Health Systems,
Hope Ministries (related to
Catholic Health East),
Catholic Health Care Federa-
tion (related to Catholic
Health Initiatives), Catholic
Health Ministries (Trinity
Health), Bon Secours Min-
istries, St. Joseph Health Min-
istry (related to St. Joseph of
Orange Health System).
Peacehealth is a private juridic
person of Pontifical right.

In Canada there are three
Pontifical PJPs: Catholic
Health Sponsors of Ontario,
Catholic Health Partners of
New Brunswick, Catholic
Health Sponsors of Manitoba.

There are, in addition, a
number of diocesan PJPs.7

These have been set up by in-
dividual bishops, or by the
bishops of an ecclesiastical
province.  (It is interesting to
note that this provincial model
is used frequently in Aus-
tralia).8

A. Early models

1. Sponsorship roles have
moved steadily in recent years
from stand-alone operations,
to two-tiered membership
structures, to the establishment
of systems, to the recognition
of distinct canonical status
through public juridic persons
(PJPs), with many other varia-
tions along the way. It is easy
enough to trace some fifteen
steps in this process, but it is
not necessary to do so here.9

2. A number of groups have,

for the time being, not found it
necessary or appropriate to
adopt the PJP model.  Al-
though they have received
recognition from the Bishops
of the places where they are
headquartered, their works de-
rive their Catholic identity
from the original sponsors
who are still actively involved
in the apostolate.  Among
these, we could mention As-
cension Health, Catholic
Health Partners, Catholic
Health West, and so many oth-
ers that are well known.

3. The first pontifical PJP es-
tablished for healthcare in the
USA was Catholic Health Care
Federation, associated with
Catholic Health Initiatives. It
was composed of representa-
tives of religious institutes that
felt that they might not be able
to carry on their apostolic
works for much longer, but,
nevertheless, wished to main-
tain Catholic identity and pres-
ence. The membership was
composed of religious and their
representatives.

4. The second PJP was
“Covenant Health Systems”, of
Lexington, MA.10 This was
originally the work of one reli-
gious institute, the Grey Nuns
of Montreal, although the Reli-
gious Hospitallers of St.
Joseph were in partnership
with them for some of the
works.  In this case, the idea
was to establish a PJP that
would be identified with the
civil board of directors of
Covenant, which were mostly
lay persons, but with a certain
number of religious and
priests. At the time, the Grey
Nuns retained certain rights,
particularly over the appoint-
ment of board members for
Covenant. This was an under-
standing with the Archdiocese
of Boston, which, otherwise, at
the time, would have assumed
the responsibility itself (the
Grey Nuns have since re-
nounced some of their retained
rights).  Covenant, in turn, is a
co-sponsor of other systems
which do not have distinct
canonical recognition.

B. Later models

5.  A third Pontifical model
was derived for “Hope Min-

istries”, with Catholic Health
East. Instead of giving the civ-
il entity juridic status, a new
sponsor was added to provide
for the sponsorship of new
works coming into the system,
and to assume works that one
or more of the original spon-
soring communities could no
longer carry out.11 With time,
it might happen that there will
be but one juridic person, but
that is certainly not in the
works at this moment. The
representatives of the new PJP
are an integral part of the
Sponsors’ Council.  The civil
corporation, “Catholic Health
East”, does not have canonical
status as such, but its thirteen
or so sponsors each do.

6. A fourth model was
“Catholic Health Ministries”
with “Trinity Health”.12 There
were two major differences
with this model: (1) a majority,
but not all, of the members
must be Catholic; (2) there
was an excellent formation
program set up for the prepara-
tion of new members of the
PJP and this was part of the
canonical documentation.
More recently, this formation
program has become collabo-
rative, with other PJPs partici-
pating in it. Careful arrange-
ments are made in the statutes
and by-laws for the protection
of the rights of the two original
sponsoring institutes (Classes
“A” and “B”).

7.  A fifth model, that of Bon
Secours Ministries, insists that
all members be Catholic.
However, there is no Spon-
sors’ Council, but rather, the
members are of two classes,
“A” and “B”. The class “A”
members would be designated
by the original sponsoring
group, while the class “B”
members would be representa-
tives of other groups wishing
to become part of the system.
Changes in statutes, etc., in ad-
dition to the approval of the
members, would require a ma-
jority vote of the class “A”
members. The members of the
canonical PJP would also be
the members of the corre-
sponding civil corporation.13

8. St. Joseph Health Min-
istry, identified with the Sisters
of St. Joseph Health System,
Orange, California, builds up-
on the approved statutes of the
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other PJPs and presents a good
composite view of what is cur-
rently acceptable to the Holy
See.14 One difference noted in
these last two cases is that it is
not the Holy See which estab-
lishes them, but, rather, which
grants them juridic status.
Likewise, another change in
the approved Statutes is that
the Members are designated
according to the provisions of
the By-laws, not the Statutes;
more flexibility could result
from this.

9. There is also the model of
“PeaceHealth” which is a pri-
vate juridic person, operated in
conjunction with the Sisters of
St. Joseph of Peace.15 The ma-
jor difference is that its tempo-
ral goods are not ecclesiastical
goods, and they are not direct-
ly subject to the norms govern-
ing alienation. This structure
was used to enable a major
work, that had been inadver-
tently alienated, to continue to
be recognized as Catholic. The
Holy See has recently indicat-
ed, however, that it does not
consider it appropriate to rec-
ognize this model for Aus-
tralia, since it did not consider
that it was fitting to lose the
temporal goods still belonging
to the various religious insti-
tutes there.

10. There are three other
pontifical models existing in
Canada, besides a certain num-
ber of diocesan ones. Perhaps
one of the major differences,
especially with “Catholic
Health Sponsors of Ontario”,
is that the Bishops are a major
sponsorship component of the
PJP. They are directly involved
through the Catholic Health
Association of Ontario
(=CHAO) which groups all the
owners and the Bishops of On-
tario.16 Each original sponsor
has two seats on the board, but,
as an institute wishes to with-
draw, its two seats go to the
CHAO, so that, eventually, the
CHAO would appoint all the
members. This calls for a ma-
jor collaborative effort and has
been very interesting to watch.
This model does not seem to
have been considered in the
USA.

11. In some instances, when
works were identified exclu-
sively with one diocese, a
diocesan PJP has been estab-

lished.17 There are presently re-
quests before some Bishops to
adopt this model in their dio-
cese. Likewise, there are in-
stances where arrangements
are being made with Catholic
Charities to assume joint un-
dertakings, so that the PJPs are
extending somewhat beyond
the direct healthcare field.

12. There are also instances
when, instead of using the PJP
or Foundation model, an Asso-
ciation of the Faithful was es-
tablished to operate a Catholic
hospital.18

III. STRENGTHS OF THE
VARIOUS MODELS

As is evident, each model is
different, depending on the cir-
cumstances surrounding its
initial establishment.  Each
one has its values to be pro-
moted and protected.

1. While Covenant has the
advantage of having complete
unity between the civil and the
canonical structures, this
means that anyone wishing to
serve on Covenant’s board
must be willing to assume the
canonical responsibilities also.
This calls for a very serious
commitment on their part,
which, to date, has produced
excellent results. The temporal
goods owned by the Grey
Nuns were not originally
turned over to Covenant; only
later were the alienation proce-
dures completed.

2. The other models in use
allow for a direct involvement
of the original sponsoring in-
stitutes.  It was not a question
of turning everything, espe-
cially the assets, over to the
new PJP. However, this im-
plies that the institutes are still
in a position to remain actively
involved.  In spite of this, the
Holy See now considers that
granting permission to set up a
PJP brings with it the required
permission to alienate desig-
nated assets to the PJP.

3. Catholic Health Min-
istries’ provision for the possi-
ble membership of persons
who were not Catholic gave
rise to some concerns. Howev-
er, to the best of my knowl-
edge, this provision has not yet
been put into effect. This PJP

has an excellent formation pro-
gramme for new members,
and this is being followed very
closely to see how the experi-
ence can benefit other groups
considering PJP status.  Re-
cently, the other PJPs in the
USA have joined in with this
program to prepare eventual
members in the best way pos-
sible.

4. Catholic Health Sponsors
of Ontario brings the Bishops
more directly into the work,
thus making them an integral
part of the PJP. This provides
an excellent example of eccle-
sial collaboration.

IV. RELEVANCE OF
JURIDIC PERSONS TO
THE SPONSORSHIP
AND STRUCTURE OF
THE CATHOLIC
HEALTH MINISTRY

From what has been noted
above, it is evident that the use
of juridic persons has many
advantages for the future of the
Catholic health care ministry.

1. The fact that the juridic
person is perpetual, assures
continuity. Even if one of the
original sponsors ceases to ex-
ist (or is amalgamated into an-
other juridical person), the
work can continue under
Church sponsorship.

2. The fact that the juridic
personality is recognized by
Church authority gives the
work the special status its
needs, not only within the
Church, but also in society. Of
course, in the eyes of many
people, the PJP seems to be a
“second-class” entity.  While
we know that this is not cor-
rect, we have an uphill battle
to wage in regard to on-going
credibility.

3. Well-prepared statutes
and by-laws can assure that the
mission continues in the line of
its original philosophy. Even
though statutes are more stable
in nature, if it is found that
they are not working out well,
then we should not hesitate to
change them.  No one likes to
undertake this task, but we
must keep in mind that the
statutes are at the service of the
work, and not vice versa.

4. There can be a clear paral-
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lel with existing civil or secu-
lar structures, which provides
for better administration.  

5. In the case of a public ju-
ridic person, the work is car-
ried on in the name of the
Church, thus providing credi-
bility and also security for
those who avail themselves of
the services offered.  But,
since the name of the Church
is at stake here, we must make
certain that those entrusted
with the PJP are fully informed
and committed to this ministry.

6. Just as religious institutes

provided stability through the
years, this new form of in-
volvement, if it is correctly ap-
plied, can take up the torch and
continue the mission.

7. Lay persons, in virtue of
their baptism, can assume their
rightful role in the Church’s
mission, provided they see it
as a mission, and not just as
employment. This is part of a
newer approach; there will be
problems along the way – as-
sociated with growing pains.
However, obstacles and diffi-
culties should not prevent us
from moving ahead.

8. There are three particular
areas of concern that are ap-
parently being addressed by
the Holy See when consider-
ing applications for approval
of new PJPs: (1) the designa-
tion of members of the PJP and
their qualifications; (2) the
monitoring of the observance
of the applicable health care
ethics guides; (3) the financial
situation of the original spon-
soring institutes once they
have divested themselves of all
or some of their apostolic
works, and the alienation of
the temporal goods to the new
PJP.

V. THINGS
CONGREGATIONS
SHOULD THINK
ABOUT WHEN
CONSIDERING A
CHANGE OF
SPONSORSHIP

In spite of the number of
groups that have modified
their structures, we are still at
the level of “seek and find”.
Solutions that seem perfect to-
day might, in a few years, for
reasons beyond our control, be
found inadequate.

However, looking at the ex-
perience of others, we can see
what are some of the points to
keep in mind when consider-
ing any changes in structures.

A. Changes of sponsorship

When we are dealing with a
change of sponsorship, there
are normally five major steps
in the process, as decisions are
taken. They are not all of equal
importance, but, if they are not
carefully thought out, there
can be difficulties later along
the way.

– The timing: probably one
of the most difficult questions
to be asked is: “When is it the
appropriate time to begin con-
sidering a change in sponsor-
ship?”  While there is no one
answer to this, it is preferable
that changes be considered
when we are not in a time of
crisis. It is also preferable to do
so while we are still really in
control, so that we can craft a
structure that responds to our
aspirations, rather than having
one imposed upon us (as is the
case these days, in the secular

world, with bankruptcy pro-
ceedings).

– The process: experience
seems to show that having a
small steering committee is the
best way to direct the process.
It is not good to have too many
people directly involved in
considering and designing the
various models and possibili-
ties before there is some con-
sensus as to the way the
changes should go. Also, it is
not absolutely necessary to
have the Superior General di-
rectly involved in the first
stages, since otherwise there is
no wiggle room if things don’t
work out as planned; however,
this depends on local needs
and circumstances. I would
suggest that somehow a civil
lawyer and a canonist be in-
volved along the way, if possi-
ble, to avoid loss of time and
energy later on in the process.

– The model: since there is
not one model, it will be
worthwhile to examine the ex-
isting ones to see whether or
not some of them have ele-
ments that could be helpful for
you in the present situation.
For instance, will there be
identity between the new
canonical sponsorship group
and the existing civil entity, or
will they be totally distinct?
Will the model allow for other
groups to participate, and, if
so, will the originating group
have special reserved powers?
Will the entire system become
a new canonical entity (PJP),
or will a new PJP be estab-
lished to parallel existing ones
(as in the case of Catholic
Health East)?

– The issues: probably, what
is even more important than
the actual structure, is the way
in which any change in spon-
sorship will be announced to
the public.  This includes rela-
tions with the Holy See, with
the diocesan bishops of the
places where the PJP will be
operating. But, perhaps even
more importantly, it will be es-
sential to make certain that se-
nior management and other
staff understand the process
and its implications. If people
were to think that they will
lose their jobs because of the
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changeover, the entire system
could suffer a terrible loss of
leadership.  For the ordinary
employees, questions of
morale and protection are es-
sential also. There is a further
point to be kept in mind: there
must be some type of an-
nouncement made for the pub-
lic. How is this to be man-
aged?

– The life of the PJP; its
eventual amalgamation with
another PJP, or its dissolution:
another question to be consid-
ered is some type of mediation
and dissolution processes in
case of internal disputes.  Not
every marriage works out well,
in spite of the best intentions
of those involved. Therefore,
in spite of the desire to have
everything run smoothly, it
would be good to have some
type of “pre-nuptial” agree-
ment, so that misunderstand-
ings can be nipped in the bud,
and the temporal goods that
belonged originally to the
sponsoring institute will not be
lost or dilapidated.

B. Points to be kept in mind

Keeping these five steps in
mind, we can now, in more de-
tail, mention a number of
points (ten general ones) that
should not be overlooked in
the process.

1. Initial steps

Before any process is under-
taken, there must be agreement
on the following points:

(1) Do we want to change?
And if so, are we changing
simply because of a few per-
sons? What is the major pur-
pose of the change? Is this the
appropriate time to change?

A change in sponsorship is
not like the flavor of the
month. It is a major commit-
ment, with significant costs in
resources, time, and persons.
Therefore, it must be for a spe-
cific purpose, such as, to pro-
vide for continuity in the min-
istry once “we” are gone, or, to
enable more persons to be-
come directly involved in the
sponsorship role of the work.

It would not be good to con-

sider changes at a time when
the general leadership of the
Congregation is about to
change, because some type of
continuity is needed through-
out the whole process, which
can last for a year or more.

One way to verify whether
is change is being carried out
for the right reasons is to draw
up a mission statement for the
new entity, a statement that
contains more than “nice”
words.

(2) What type of structure do
we want? It could happen that
some people would want a
new structure that would sim-
ply perpetuate what presently

exists, but with new players.  It
seems to me that when we are
proposing changes, this is a
good time to “look beyond the
box” and see other possibili-
ties. For instance, are there
other institutes out there that
are struggling and are not large
enough to maintain a presence
if they are not helped?

Depending on the answer to
this question, the name of the
new structure will have to be
carefully considered. If the
name is too “parochial” or ge-
ographically limited, the possi-
bilities for other groups feeling
at home are more limited.  For
instance, “City of Rome
Catholic Health Ministry”
might be far too restrictive in
the present context.

2. The model

(3) What model will be cho-
sen? For instance, is the new
PJP to be pontifical or dioce-
san?  It is co-extensive with

the present health system, or is
it something on the side, relat-
ing to it?

When there are already a
number of sponsors, who are
PJPs in their own right, it
might, in some cases, be op-
portune to establish a new PJP,
which will be one more among
the sponsors. This new entity
could then assume responsibil-
ity for new works coming into
the system, but which are not
presently sponsored by one of
the existing sponsors, as well
as for works which the present
sponsors feel they can no
longer sustain.

Or, there can simply be one
new PJP, encompassing the en-

tire system, with the existing
sponsors transferring their
works and assets to it in due
time.

Good flow charts will show
the parallels between the exist-
ing set-up and the new one.

At the same time as the
canonical model is selected, it
will be important to determine
whether the new PJP will have
separate civil existence, or
whether it will operate through
a corporation which presently
exists. Thus, if, for instance, it
is decided to make the existing
health system a PJP in its own
right, there would be no need
for new civil structures. The
by-laws would simply have to
be modified to determine
where present sponsorship re-
sponsibilities would be exer-
cised in the future (i.e., re-
served powers).

If, on the other hand, a new
PJP is established, to be added
to the existing ones, then it
would be essential for it to
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have civil recognition, to avoid
liability issues flowing to other
sponsors, and also to make
certain that the ownership of
its temporal goods is well re-
spected.

(4) Who are going to be the
members of the new structure,
and how are they to be formed
in the traditions of the min-
istry?  Must all members be
Catholic?  Must they all be re-
ligious?  Must they all be
members of the same Congre-
gation?

If the present sponsoring
group wishes to expand be-
yond present confines, then it
will be absolutely essential to
foresee some type of forma-
tion process for new members.
This process could easily take
two years, since we cannot
presume that those who would
be assuming a responsibility
“in the name of the Church”
are sufficiently aware of the
requirements of this position.

Some groups are providing
for a wide spectrum of mem-
bers, with a majority of them
being Catholic. Others insist
that all members of the new
sponsoring group be Catholic,
but not necessarily religious.
Depending on the answer to
these questions, the formation
program for new members
would be adjusted accordingly.
For instance, if only religious
could become members, there
would be less need to provide
detailed background informa-
tion relating to the Church and
its workings, since this can be
presumed to some extent.

(5) Will there be a difference
between the members of the
new PJP and the original
sponsors?  For instance, will
there be a sponsors’ council?

Since one of the major re-
sponsibilities of sponsors in a
new PJP is to monitor the ap-
plication of applicable ethical
directives, will this be done di-
rectly by the members them-
selves, or will there be a body
representing the initial spon-
sors who assume this responsi-
bility on the part of the mem-
bers? Both approaches are cor-
rect and satisfactory. But, if
there is a sponsors’ council, it
has to be determined whether
or not they are also members of

the board, or whether they are
an institution working on the
side, as it were, distinct from
the board, but reporting to it.

(6) How will the members
be selected? And will there be
two classes of membership?

It can happen that the board
of a PJP would become a self-
perpetuating board.  However,
this does not guarantee that the
Catholicity of the work will be
protected in the years ahead.

For this reason, there should
be some type of mechanism to
verify the preparation of pro-
posed new members and their
commitment to the ministry.
Among possible solutions: the
Sponsors’ Council could also
have as a duty serving as a
nomination committee for the
board; or, the diocesan bishop
of the place where the head-
quarters are established could
approve any new members on
the board before they can be
elected to it.  Another way is
for the original sponsor to re-
tain the right to appoint the
members of the board of the
PJP, at least for the foreseeable
future.

Or, there could be combina-
tions: only the officers of the
PJP are subject to approval by
the diocesan bishop or the orig-
inal sponsor, or the sponsors’
council, and the other members
are elected by the board.  

The Holy See has been ex-
amining this matter very care-
fully when new requests are
submitted to it for approval,
because the whole future of
the PJP depends to a great ex-
tent on who are its members.

In some groups, rather than
having a Sponsors’ Council,
the original sponsors constitute
the “Class A” members, and
are appointed by the Congre-
gational authorities.  These
“Class A” members hold the
equivalent of reserved powers,
in the sense that any changes
in certain items (for example,
statutes, by-laws, policies, etc.)
require the consent of the ma-
jority of the “Class A” mem-
bers, in addition to a majority
vote of all the members.

3. Public relations

(7) What arrangements are
being made to keep the dioce-

san bishops informed?  Like-
wise, what arrangements are
made to keep senior manage-
ment and employees in-
formed?

It is absolutely essential that
the bishops of the dioceses
where the new PJP would op-
erate be kept informed of the
process and plans before any-
thing is made public.  When re-
quests are made to the Holy
See, each of the bishops will
have to present a letter of sup-
port. It is almost impossible to
obtain such a letter if the Bish-
op (or his healthcare represen-
tative) has not been kept in-
formed of developments along
the way.

If the Bishop does not agree
with the proposal, it will be im-
portant to find out if there is
any other model that he would
be willing to accept. Then,
again, no matter what model is
accepted, it will have to estab-
lish ways in which the dioce-
san bishop’s responsibilities,
particularly in the areas of
apostolate and ethics, will be
exercised.    Sometimes, it is
good to foresee in advance me-
diation processes, distinct from
those to be used in other in-
stances of disputes, when there
would be differences of opin-
ion between the Bishop and the
administrators of the PJP.

And, as noted above, the
same applies, but in a different
way to present senior manage-
ment and to employees. The
future of any work depends on
the good will and commitment
of those who are involved in
the ministry, and, if there is se-
rious uncertainty about their
future, the quality of the min-
istry can be seriously eroded.

In the same vein, the public
at large (public officials,
donors, the media, etc.) should
be aware of what is taking
place. The way in which they
are informed will depend to a
great extent on their present in-
volvement with the works to-
day.  If they have little or no in-
volvement or direct interest,
the need to keep them in-
formed is not as great as if they
were stakeholders in the pro-
ject.

4. Financial issues

(8) Will the goods belonging
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to the new PJP be ecclesiasti-
cal goods? Many health care
systems have goods coming
from more than one source.
Some of the goods are consid-
ered in church law to be the
property of the original spon-
soring congregation; others
come from public sources in
order to provide health care in
“the City of Rome”; other
come from goods that have
been entrusted to the system,
but are not owned by it.  For
instance, systems often have
management contracts with
hospitals and similar institu-
tions, but they do not own
them.

It will be absolutely essen-
tial to have a clear and detailed
inventory available before the
new PJP is established, in or-
der to make it clear which
goods are being transferred to
it, and which ones are simply
being entrusted to it for admin-
istration.

If the goods are ecclesiasti-
cal goods, they are subject to
the canonical norms concern-
ing administration and alien-
ation. This means that the
members of the PJP will have
to have some formation into
the canonical requirements re-
lating to temporal goods.

(9) How do we protect the
financial interests of the origi-
nal sponsors? As anyone in-
volved in the process knows,
the assets of many of our
Catholic health system are
substantial. They are the result
of years of hard work on the
part of the Sisters or Brothers
involved. It might not be fair
for a Congregation simply to
lose all the assets currently in-
vested in the system. Howev-
er, much will depend on the fi-
nancial situation of the Con-
gregation as a whole. If it is
well-endowed, it might be
able to make a substantial do-
nation to the new PJP. On the
other hand, it might need rev-
enues in the years ahead to
provide for the Sisters or
Brothers.

These points should be
clearly addressed before any
decision is made in regard to
sponsorship. It is too late once
the transaction is completed
and the assets have been trans-
ferred to the new entity. Thus,

for instance, any current spon-
sorship fee could continue to
be paid to the original sponsor,
or the fee split in two, with
one-half going to the Sisters or
Brothers and the other half to
the PJP to support its activities.

Even though a new PJP
would obtain formal Church
recognition, nevertheless, un-
less the decree of establish-
ment (as has been the case in
the last two instances of pon-
tifical approval) provides
somehow for the eventual
alienation of the goods in favor
of the new PJP without any ad-
ditional canonical formalities,
an explicit permission from the
Holy See would be required to
transfer assets to it from the
original Congregation (if the
value of the assets exceeds the
allowed maximum). There is
no obligation to turn the assets
over to the new PJP, but, if it
does not have the means
whereby to operate, it is
doomed to failure.

5. Amalgamation and 
dissolution issues

(10) What happens if the
project doesn’t work out or if it
is to be amalgamated with an-
other existing PJP? The
statutes of a PJP have to pro-
vide for the distribution of the
assets upon dissolution of the
work. In this instance, the pro-
visions of the applicable civil
law must also be kept in mind.

No one enters an agreement
thinking that it will not work
out, but reality tells us that, at
times, there are changes along
the way.

A good document would
provide for some type of rights
that would revert to the origi-
nal sponsors (if they wanted to
receive them, or were able to
do so).

If the temporal goods are not
owned by the new PJP, but
simply entrusted to it, the situ-
ation is quite different from the
case where the PJP is the
canonical owner of the assets.

What is more probable,
rather than dissolution,  is that
the PJP, with time, would link
up with another one, to contin-
ue the apostolate, on an even
larger scale. The same provi-
sions would apply, but with the
appropriate adaptations.

C. Follow-up

Even though those in charge
have carefully thought out the
issues noted above, this does
not mean that the task is com-
pleted. There are still things to
do along the line.

1. The annual report to Rome

At the present time, the
Holy See is asking for an an-
nual report of the activities of
the PJP.  While Bishops have
to present a report every five
years, and religious institutes
must do so each time there is a
general chapter, PJPs of pon-
tifical right are asked to do so
each year.

The reason for this is quite
simple: since we are dealing
with a relatively new structure
in the Church, it will be impor-
tant to monitor its activities, to
find out what are the strengths
in the model, and what are the
potential weaknesses.

The Holy See has been will-
ing to take a calculated risk, re-
lying on the baptismal dignity
of those involved, but, at the
same time, it must be prudent,
since in a number of instances,
the assets involved are valued
in the billions of dollars.

Possibly, with time, this re-
quirement, will be reduced to
every two years, or even a
longer interval will be allowed.

2. Mediation processes

With any human undertak-
ing, we must recognize that,
now and again, there will be
misunderstandings. It would
be essential to have in place a
mechanism for the resolution
of disputes, before they blow
over into major tragedies.

A distinction must be made,
however, between internal dis-
putes, and those involving out-
side authorities, whether civil
or ecclesiastical. Such authori-
ties would not be subject to in-
ternal conciliation procedures.

So many of these misunder-
standings can be avoided by
regular communication.   For
instance, it is not a bad idea to
send the diocesan bishops in-
volved a copy of the annual re-
port sent to the Holy See, or at
least a copy of its pertinent
parts.
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3. Leadership formation

For me, the key to the suc-
cess of the PJP lies in the qual-
ity of its leadership.  There-
fore, it must become a major
priority to see that a worth-
while formation programme
for leadership is established
and put in place, or that a good
existing one is used. This can
take different forms, but what
counts is that it be adapted to
the local situation, while keep-
ing in mind broader Church is-
sues.

4. Continued involvement 
of the original sponsors

In a few instances, once the
new PJP was up and running,
the original sponsors with-
drew. While this might be in-
terpreted as leaving it alone to
carry out its mission, it can al-
so be seen as an act of aban-
donment before the entity
reaches its adult stage.

For this reason, the Spon-
sors’ Council, if it exists, can
play a significant role in per-
petuating the original charism,
as well as seeing that the work
continues with its true apos-
tolic thrust, and not degenerate
into a business undertaking.

Depending on the financial
arrangements, to withdraw too
quickly might also deprive the
PJP of any true capacity for
carrying out its mission.

VI. SOME CLOUDS ON
THE HORIZON

Structures alone will not en-
sure that the works of the min-
istry will be able to continue
unchallenged.

In Canada, at the present
time, there are very serious
concerns for the future of
Catholic health care as is it
known, because various
Provincial Governments
(which have responsibility for
health care in Canada) have
established various forms of
regional health authorities,
based on geography, and not
on the faith-based identity of
the institution. This entails, in
many instances, an obligation
to coordinate procedures and
various services with other

health care institutions in the
same area, as well as establish-
ing uniform policies through-
out all the institutions in the
same health district.  Obvious-
ly, Catholic institutions cannot
accept carte blanche what the
civil authorities wish to im-
pose.19 Since these same au-
thorities provide for most of
the financing of the institu-
tions, they have great power of
persuasion. It might well hap-
pen that there will be little
place in the future for Catholic
acute care institutions, and that
it might be necessary to focus
our attention more on hos-
pices, long-term care and on
rehabilitation.

A second difficulty in Cana-
da concerns the financing of
the juridic persons which have
been established, as distinct
from the sponsored institutions
themselves. Since the spon-
sored institutions are govern-
ment financed, they are not
free to dispose of funds at will
to support external sponsor-
ship structures. This means
that the available financial
means are quite limited,
which, in turn, hampers the
operations of the public juridic
person as such. The same situ-
ation does not present itself in
the same way in the United
States.

In the United States, howev-
er, pressure is growing to unify
under one governing board in-
stitutions situated in the same

geographical area. The State of
New York, for instance, has re-
cently mandated geographical
coordination.20 This raises very
serious ethical issues. For in-
stance, to what extent can a

Catholic institution cooperate
directly with a secular institu-
tion that carries out proscribed
procedures, and, by law, is
obliged to offer such proce-
dures? To refuse to cooperate
can even entail the loss of an
operating licence. It is not an
easy matter to draw up internal
governance documents that
satisfy the Church authorities,
the Government departments,
the people being served, and
even certain special interest
pressure groups.

Beginning of life and end of
life issues are foremost today
in the minds of those responsi-
ble for Catholic healthcare in-
stitutions.  At times, though,
they are not as free to make
decisions as they would need
to be. Where will the Church
find itself in the years ahead?

CONCLUSION

This is an exciting period in
the life of the Church, with
new creations seeing the light
of day.

Because a structure is new,
this does not mean that it will
endure the test of time.  There
will most probably be adjust-
ments along the way as new
situations arise.

What counts most is that the
charitable works of the Church
are able to continue under a
form of sponsorship that en-

ables them to offer quality ser-
vices that are carried out in the
name of the Church as it con-
tinues Christ’s saving mission.

However, we must recog-
nize that the Church has decid-
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ed to take the risk of entrusting
its mission to persons other
than clerics and religious. It is
up to everyone to assure that
those now becoming in charge
of this mission are duly pre-
pared and supported as they
carry out their tasks.

We have to be able to show,
with time, that the Holy See
was right when it agreed to es-
tablish public juridic persons.
The actual format and some of
the details could change
through the years, but the basic
principles of ensuring continu-
ity and maintaining quality
will have to be maintained.

Msgr. FRANCIS G. 
MORRISEY, OMI,

Faculty of Canon Law,
Saint Paul University,

Ottawa, Canada,  
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Catholic health care world-
wide is part of market-driven
models of health services. In
the developed world financ-
ing of health care is either
through government funding,
private insurance funding or a
mix of the two. Meeting
health costs from out of pock-
et payments is not possible.
For government funding you
need economies with a broad
tax base. In the private sector
area, you need economies
that will support private sec-
tor activity as well as an envi-
ronment that encourages in-
vestments by insurance com-
panies who are the suppliers
of the health policies to peo-
ple in the private sector.

With the main financing of
health care being provided by
governments or health insur-
ance companies, health care
services have had to adjust
their way of doing business to
the criteria established by the
financiers. This has meant
that even before asking the
question of best quality of
care, health services have to
deal with a whole series of
external requirements and
regulations which are manda-
tory for continual receipt of
funds. Probably the most im-
portant people in the health-
care service organisation are
not the world class cardio-
vascular surgeon and his/her
team but the CEO with a
small administrative team
which makes sure that the
health service is compliant in
all areas. Compliancy leads to
continual funding for the
health services and the fulfil-
ment of the mission of the
health service.

Catholic health care in
Africa is also part of a market-
driven model of health care
but has not been able to adjust
to the present market realities.
Catholic health care in Africa
has historically been depen-
dent on a market model of

major financing by overseas
religious organisations and
out of pocket payments by pa-
tients. This model is no longer
sustainable because overseas
religious organisations have
less members and the source
of revenue through members
is no longer there. These same
Catholic religious organisa-
tions are dependent on gov-
ernments and insurances com-
panies for financing their
health services at the cheapest
price possible. Also the im-
pact of secularism has caused
a decrease in active lay
Catholic participation in the
churches of the North which
has caused a decreasing
source of funding. Because
the normal way of sourcing
their funds has decreased, in-
ternational Catholic donor
groups are now seeking funds

from governments as a way to
support health care in Africa.
These government grants are
normally in targeted areas.
This direct funding from gov-
ernments to Catholic donors
has also brought with it a
whole series of compliance is-
sues which the African
Catholic health services need
to adhere to.

As overseas donations to
health care have decreased,
local churches in Africa have
been trying to fund health
care through out of pocket
payments, insurance/govern-
ment subsidies where avail-
able or all three. However
government subsidies to
Catholic health services has
been limited as can be seen
from the fact that only 6% of
all Global Fund disburse-
ments world wide have been
allocated to Faith Based Or-
ganizations.1 Workers’ health
insurance coverage is basical-
ly only within urban areas
amongst some, not all, em-
ployed people, whereas the
largest percent of the popula-
tion of most African countries
are rural. 

The following data on peo-
ple living below the poverty
line, life expectancy and per
capita health expenditures
and public/private expendi-
tures for health helps to
demonstrate the difficulties in
financing health care.
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III. Do We Understand the Market?
Re-defining and Restructuring African Catholic
Health Care

Country Life 
Expectancy

Living 
Below 

Poverty 
Line2

Per capita 
$

Health 
Expenditure

Public/
Private
% of

Health 
Expenditure3

Kenya 47 years 50% $20.00 46% / 54%

Malawi 41 years 55% $13.00 30% / 70%

Tanzania 45 years 36% $12.00 55% / 45%

Zambia 40 years 86% $21.00 51% / 49%

Cameroon 48 years 51% $37.00 29% / 71%

Nigeria 47 years 51% $22.00 25% / 75%
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Thus health care, in most
parts of Sub Sahara Africa, is
being done in the private sec-
tor of which the Church is
one of the major suppliers of
care. It is highly dependent
on cash payments in a conti-
nent where the average per
capita health expenditure es-
timate by the World Bank is
$36.40.4

The Church in Africa is
thus faced with the challenge
of how do we respond to the
Gospel message of caring for
the poor and how can we be
sustainable and still care for
the poor?

This challenge calls for a
redefinition of how the health-
care systems are structured
and managed as well as a bet-
ter understanding of the mar-
ket economies both national
and international that the
health services must relate to.

Diocesan and national
Church health systems can no
longer function under the
viewpoint of a priest, brother,
sister, or bishop that what we
are doing is good and does
not need to be reviewed by
others.

A strategic plan needs to be
developed at the local level
which first of all calls for an
evaluation of all health ser-
vices in the areas of service
delivery, staffing, costing of
service, sources of revenue,
financial and administrative
capacity, formation and mis-
sion of the health service and
future plans. This type of
evaluation will not only assist
in beginning the process of
strengthening the health ser-
vices but also identifying
those health services that
need to be closed.

Two key areas in which
Catholic health services in
Africa have been criticised
are their weaknesses in finan-
cial management and moni-
toring and evaluation sys-
tems. These weaknesses are
often sighted by both
Catholic donors and secular
donors in funding proposals
from Catholic health systems.
Capacity building in these
two areas is crucial for on-go-
ing external support for
Catholic health care. The
Global Fund, PEPFAR, EEU,

DIFID etc. are all demanding
a higher level of documenta-
tion in these areas. Failure of
African Catholic health care
services to address these is-
sues now will ultimately rele-
gate them to the periphery of
international secular financial
support as well as the interna-
tional Catholic donors. The
international donors have
been using the Catholic donor
community as a vehicle in
some areas to fund some as-
pects of Catholic health care
services.

Catholic health services
must also shift their focus
from being care providers to
being competitors in sourcing
funding and offering health
care. The concept of econom-
ic competition is not some-
thing that Church people are
used to thinking in but it is es-
sential. St. Paul in 1 Corinthi-
ans 12 speaks about the gifts
we have received and how
our gifts are used for the
whole. Economic competi-
tion is one of the gifts. Eco-
nomic competition in itself is
not evil but should lead to
lower pricing and accessing
of services. Economic com-
petition also infers that there
is a market strategy for pre-
senting why I should chose
one product over another. As
Catholic health services in
Africa have we really worked
at marketing in our individual
countries why Catholic health
care services are needed and
the value of these services to
people and the larger society?
Maybe we need to return to
our roots and spend some
time in our local African mar-
kets observing how the hawk-

ers try to attract buyers to
their products and persuade
people to buy their items in-
stead of the items being sold
by others. Marketing and eco-
nomic competition is part of
African culture and not just a
European concept.

What then are some of the
key marketing points for
Catholic health care in Africa?
Catholic health care reaches
out to the people living in the
rural areas, where the largest
percent of the population
lives, through rural dispen-
saries, health centres and a
few hospitals. Catholic health
care has not remained just in
the cities and towns. Many of
these dispensaries and health
centres support the family
through ante-natal care, safe
delivery programmes and
post-delivery child welfare
clinics with immunisation ser-
vices. HIV/AIDS and TB ser-
vices can be integrated into
these health institutions with
the value added on that these
services will be provided clos-
er to the patient. At the present
time top level HIV/AIDS ser-
vices are largely only being
offered in hospital environ-
ments which are removed
from the people. In the urban
areas Catholic health care has
reached out to slum popula-
tions and lower income popu-
lations through clinics and
community-based care pro-
grammes. Lastly, Catholic
health care has as its founda-
tion’s Christ commandment to
love and care for the other.

If we look at our descrip-
tion of African Catholic
health care and the Millenni-
um Development Goals
(MDG) as stated in the World
Health Organisation 2006 re-
port, Catholic health care is
strategically placed to imple-
ment the MDG. Key health
goals under the MDG are to
reduce child mortality, im-
prove maternal health and
combat HIV/AIDS and other
diseases such as tuberculosis
and malaria. As part of meet-
ing these goals there was also
the call for shifting to a com-
munity-based and patient
care paradigm as well as de-
veloping ‘piggy-backing ser-
vices’ which can be integrat-
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ed into on-going services in-
stead of developing separate
services.5

Thus we have a good prod-
uct to market which meets
major international health
goals but we are quiet about
it. There are three key factors
which are causing this quiet-
ness.  Firstly, there is an un-
healthy understanding of hu-
mility which causes us to be
quiet about who we are and
what we do. Secondly, there
is a lack of skills in pro-
gramme writing and project
proposals that hinders people
from communicating our ser-
vices and lastly there is a long
term history of health care
services in Africa being de-
fined individually instead of
corporately.

To rectify our unhealthy
understanding of humility we
only need to turn to the
Gospels for direction. In
Luke’s Gospel Christ says
‘No one lights a lamp and
covers it with a bowl or puts
it under a bed. Instead he puts
it on the lamp-stand, so that
people will see the light as
they come in’ (Lk 8:16-18).6

Why then are we hiding the
message of Catholic health-
care services?

With respect to the lack of
skills in programme writing
and communications, interna-
tional agencies have already
positively identified this
weakness and have developed
skill development tools with
faith-based organisations in
mind. The World Bank in
2005 offered a programme
called ‘Enhancing the capaci-
ty of FBO to access funding
from global initiatives on
HIV/AIDS’.7 The United
States government through
the Executive Order 13199 of
29 January 2001, established
the White House Office of
Faith-Based and Community
Initiatives (White House OF-
BCI), which seeks to coordi-
nate a national effort to ex-
pand opportunities for faith-
based (FBO) and community-
based (CBO) organisations.
As an outcome of this execu-
tive order organisations have
been funded to assist FBO in
programme proposal writing
and reporting. Our interna-

tional Catholic donors are al-
so a resource to be tapped.
The donors have to show sus-
tainability activities for some
of their funding and this is
one area where sustainability
applies.

Finally, to change the
mindset of personal or com-
munity driven health services
to a corporate response
means addressing the issues
of power and control. Fear of
losing control of health ser-
vices has led to resistance to
broader collaboration. The
concept of corporate response
should flow from the idea of
how the corporate response
empowers the individual
health services in their mis-
sion and not how I can con-
trol your finances, hiring
policies and service delivery
models. An individual health
service does not have the
time and probably not the ex-
pertise to be relating to the

national government over
health policies issues. The
same applies for understand-
ing all the nuances of health
economics and sources of
funding both national and in-
ternational. In many parts of
Africa this is being done
through the health desk of the
Episcopal Conferences.
Would it not be more effec-
tive for these activities be

done through a national
Catholic Health Association?
National Catholic Health As-
sociations should not have
the issues of power and con-
trol since the reasons for their
existence is the individual
Catholic health services who
are the corporate members.
The members approve the
leadership and the leadership
is accountable to the mem-
bers. If the leadership of the
health association does not
produce they can be re-
moved. Thus you have effec-
tive power sharing and ac-
countability. However it is
very difficult, if not impossi-
ble, for local health services
to remove an ineffective bish-
op who is chair of the health
office at the Episcopal Con-
ference. The same applies for
an ineffective health coordi-
nator at the Conference level.

The final outcome of this
broad based analysis and re-

structuring will be strong,
professional African Catholic
health services which can ne-
gotiate from strengths and
not weaknesses with national
governments and internation-
al donors on funding issues.
They will understand the dy-
namics of the market place
and be viewed as key players
in the health service market.
Catholic health care in Africa
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would thus be viewed in the
same category as the interna-
tional NGOs who receive a
large percent of international
funds for supporting health
services in Africa. It will also
be fulfilling what Pope Bene-
dict XVI stated in Deus Car-
itas Est when we integrate
the two key components of
health care, professional
competence and heartfelt
concern. ‘Those who work

for the Church’s charitable
organizations must be distin-
guished by the fact that they
do not merely meet the needs
of the moment, but they ded-
icate themselves to others
with heartfelt concern, en-
abling them to experience the
richness of humanity’.8

Rev. EDWARD PHILLIPS MM,
Managing Director Eastern 

Deanery Aids Relief Program,
Nairobi, Kenya.
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The state of health-care ser-
vices is a matter of serious
concern in most parts of the
world.  For most of the low-
and middle-income sections
of the low- and middle-in-
come countries. i.e. the ma-
jority of mankind, the issues
are primarily those relating to
access to what are perceived
as good quality basic ser-
vices.  For the better-off
across the globe, the issues
are mostly those of escalating
costs and over-medicalisa-
tion. Inappropriate models of
development and the organi-
sation of services, as well as
the alienation of health-care
providers from secular peo-
ple, have been widely identi-
fied as constituting the rea-
sons for the present state of
the health services.  

A Breakthrough 
in Global Health Rights

In 1978 a potential break-
through in global health
rights took place at an inter-
national conference organised
by the World Health Organi-
sation (WHO) and UNICEF
in Alma Ata, USSR (now Al-
maty in Kazakhstan).  In the
so-called ‘Alma Ata Declara-
tion,’ 134 countries sub-
scribed to the goal of ‘Health
for All by the Year 2000.’.
They upheld the World
Health Organisation’s broad
definition of health as ‘a state
of complete physical, mental,
and social well-being’.

To achieve ‘health for all’,
the world’s nations, together
with WHO, UNICEF and
major funding organisations,
pledged to work towards
meeting people’s basic health
needs through a comprehen-
sive, remarkably progressive
approach called ‘primary
health care’ (PHC).  Princi-
ples and methods were gar-
nered from the barefoot doc-

tors’ methodology in China
and from the experiences of
small, struggling community
based health programmes in
the Philippines, Latin Ameri-
ca and elsewhere. 

Health care services are not
only about technologies and
good management.  The Al-
ma-Ata Declaration on Pri-
mary Health Care stated de-
sirable health care to be that
which is available, accessible,
affordable and acceptable in
communities, given their spe-
cific social, economic and
cultural contexts.  Lack of ac-
cess by large sections of the
urban poor, rural and tribal
populations to basic health
care is a glaring issue, and
health sector reforms have
worsened the situation in the
name of improving ‘efficien-
cy’ and  the quality of health
services.

Social and Political 
Implications

Perhaps the most political-
ly-charged aspect of PHC as
it was proposed at Alma-Ata
was its all-inclusive equity-
oriented approach. The Dec-
laration stresses the need for a
comprehensive strategy that
not only provides basic health
services for all, but also ad-
dresses the pervasive under-
lying social, economic, and
political causes of poor
health.  It links health to a
strongly participatory strate-
gy that has since become
known as ‘people-centred de-
velopment’.

Resistance to Primary 
Health Care

Sadly, the year 2000 has
come and gone, and the goal
of health for all in some ways
seems farther off than ever
before from being  achieved. 

While a few health indica-
tors have improved modestly
since 1978, for billions of the
poorest people their health
and quality of life have actu-
ally deteriorated. This is part-
ly because of decreasing ac-
cess to costly health services.
But it is also because the
world’s neediest people have
been increasingly margin-
alised by the dominant model
of economic development.

As was foreseen, the com-
prehensive, social-change-
fostering concept of primary
health care has been resisted
by powerful decision-makers
at national and international
levels.  Historically, from the
late 1970s to the present, this
resistance can be seen in
terms of four interrelated as-
saults.

Four Assaults on Primary
Health Care

Selective primary health
care – this was introduced in
the late 1970s.  The compre-
hensive approach to PHC
with its emphasis on equity
and its call for a model of so-
cio-economic development
conducive to health for all
was quickly undermined by
experts at the Johns Hopkins
School of Public Health who
claimed it was too complex
and too costly.  Instead, they
advocated selective primary
health care, focusing on a few
‘cost-effective’, top-down
technological fixes ‘target-
ing’ high risks groups.
UNICEF quickly adopted this
selective approach, which in
practice focused mainly on
oral rehydration therapy and
immunisation.  While these
so-called ‘twin engines’ of
the Child Survival Revolu-
tion did succeed in somewhat
reducing child mortality, they
did discouragingly little to re-
duce poverty, hunger, or chil-

IV. Primary Health Care:
an Alternative Model
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dren’s quality of life.  For
this, a comprehensive ap-
proach is needed that con-
fronts the root causes.

Structural adjustment pro-
grammes – these were intro-
duced in the early 1980s.  In
the 1960s and 1970s the gov-
ernments and banks of the
North loaned a vast amount
of money to poor countries in
the South to promote a model
of development that replaced
rural peasants and urban
workers with fossil fuel con-

suming machines.  This
brought large profits for for-
eign investors and massive
joblessness and increased
poverty for the many. When
poor countries began to de-
fault on their loans, the World
Bank and IMF stepped in
with bailout loans.  These
were tied to structural adjust-
ment programmes (SAPs).
These required debt-bur-
dened countries to reduce
public spending, including
that on health and education,
to free up money to keep
serving their debts to the
northern banks.  Whereas the
Alma Ata Declaration had
called for increased govern-
ment spending on health,
SAPs pressured poor coun-
tries to reduce and privatise
public services.  

The World Bank’s take-over
of third-world health policy
–this took place  in the 1990s.
Prior to the 1990s, the World
Bank invested almost nothing
in health.  But in the 1990s
the Bank discovered that poor

health reduced worker pro-
ductivity, thus impeding eco-
nomic growth (in big indus-
try).  So over a few years the
Bank increased its investment
in health to the point that, by
the late 1990s, it was spend-
ing on the health sector three
times as much as the entire
WHO budget.  In terms of
guiding third world health
policy, this has relegated
WHO to second place, not
only because of the Bank’s
greater spending but because
it can tie its health reform

‘recommendations’ to urgent-
ly needed (or strongly de-
sired) loans.  In its 1993
World Development Report,
entitled ‘Investing in Health’,
the Bank spelt out its health
policy recommendations.
These are essentially a free
market version of selective
health care.  

The McDonaldisation of
WHO and UNICEF – this
took place in the first decade
of the new century.  Partly be-
cause of a shortage of funds,
and partly because of the in-
fluence of corporate gifts, in
the last few years both WHO
and UNICEF have entered in-
to an increasing number of
‘partnerships’ with transna-
tional corporations, including
drug and junk food compa-
nies.  An example is
UNICEF’s rent plan with the
fast-food giant, McDonalds.
In its promotion McDonalds
will include UNICEF public
health messages and boost
sales of Big Macs by an-
nouncing that part of the pur-

chase price will go to
UNICEF.  In Nigeria,
UNICEF has made a similar
agreement with Coca Cola.
Compromises with industries
that promote products con-
ducive to obesity, heart dis-
ease, stroke, and diabetes are
not conducive to health for
all. The Alma Ata Declaration
called for a combating of the
underlying social and struc-
tural causes of poor health.
In contrary fashion, these
new partnerships of UNICEF
and WHO with transnational
corporations further en-
trenched and legitimised the
forces that put healthy profits
before people.

How Can we Get Back on
the Road Towards Health
for All?

It is even clearer today than
twenty-eight years ago that
the main determinants of
health are social, economic,
and political in character.  Re-
sources exist to provide ade-
quate food and basic health
services to everyone. A small
fraction of what is spent on
arms could provide the neces-
sary health care and food for
all those people on earth who
now lack them. What is nec-
essary is the political will.
The Alma Ata Declaration in-
sisted on putting health – or
rather  the decisions that de-
termine health – back in the
hands of people and commu-
nities.

Progress and Reversals in
the Implementation of
PHC

The implementation of
PHC has been rendered diffi-
cult by misinterpretation and
the changed context. Misin-
terpretation was even rooted
in the Alma Ata document in
which PHC was defined as
both a ‘level of care’ and an
‘approach’: these two differ-
ent meanings have persisted
and perpetuated divergent
perceptions and approaches.
Thus, in some developed
countries and sectors PHC
has often been interpreted as
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the primary medical care pro-
vided by general doctors, and
in developing countries as a
cheap, low technology option
for poor people.  Even in
countries which embraced
PHC as the key to health for
all (HFA), conservative
changes in the 1980s in the
political and economic con-
text bedevilled its implemen-
tation.

There have, however, been
significant successes. espe-
cially in the 1980s, in imple-
menting PHC, although
mainly in the development
and extension of particular
health programmes rather
than in the facilitation of so-
cial development though the
promotion of an inter-sectori-
al approach and community
participation.

The greatest successes in
PHC implementation in de-
veloping countries have been
at the level of its more med-
ically-related elements.  For
example, in the 1980s cover-
age of growing children with
the six basic vaccinations in-
creased dramatically from be-
low 40% worldwide to reach
over 70% by 1990.  Similarly,
access to oral rehydration
therapy (ORT) for treatment
of diarrhoea expanded over
the same decade as did im-
proved access to water and
sanitation in some parts of the
world. 

However, the control of
both communicable and non-
comunicable diseases has
proved elusive.  In particular,
HIV/AIDS, TB and malaria
are affecting rapidly increas-
ing numbers of (especially
poor) people worldwide.
HIV, which now affects over
40 million people, three-quar-
ters of them in sub-Saharan
Africa (SSA), has led to de-
clines in life expectancy in a
number of countries. The
control of these three diseases
and of chronic diseases,
which affect increasingly
large numbers of poor people,
is complex and clearly re-
quires improved living and
working conditions, well-
functioning health systems,
and strong intersectorial coor-
dination and community mo-
bilisation. 

It is clear that progress to-
wards health for all has been
uneven. The gains already
achieved are under threat
from a complex and acceler-
ating process of globalisation
and neo-liberal economic
policies which are impacting
negatively on the livelihoods
and health of an increasing
percentage of the world’s
population and of the large
majority of people in devel-
oping countries. Although the
global PHC initiative has
been successful in dissemi-
nating a number of effective
technologies and pro-
grammes that have substan-
tially reduced the impact of
certain (mostly infectious)
diseases, its intersectorial fo-
cus and social mobilising
roles – which are the keys to
its sustainability – have been
neglected, not only at the lev-
el of words but also at the
level of implementation.

Comprehensive PHC

The time is long overdue
for an energetic translation of
policies into actions. The
main actions should centre
around the development of
well-managed and compre-
hensive programmes involv-
ing the health sector, other
sectors and communities. The
process needs to be structured
into well-functioning district
health systems (DHS) which
require, in most countries, to
be considerably strengthened,
particularly at the household,
community and primary lev-
els.  Here comprehensive
health worker schemes
should be seriously consid-
ered. The DHS has been pro-
moted as the unit within
which the implementation of
primary health care by the
health and health-related sec-
tors (public and private) and
communities can be best or-
ganised and coordinated. Dis-
trict management structures
were envisaged as a focus for
the decentralisation of politi-
cal power and resources, in-
creased democracy, and fair-
ness.

Despite efforts over the
past ten years or more, there

are few countries where dis-
trict health systems are func-
tioning fully and effectively.
There are a number of linked
reasons for this: these are re-
lated ultimately to the lack of
capacity – human and finan-
cial – of health services at lo-
cal levels and an un-
favourable broader political
and economic environment.

In short, the development
of health systems has been
uneven and constrained by
fiscal austerity, which in
many countries has adversely
affected the quantity and
quality of human and materi-
al resources and logistical
support. Efficiency impera-
tives which have spurred
health-sector reform and al-
ternative financing approach-
es in both industrialised and
developing countries have
sometimes generated signifi-
cant innovation but have also
often aggravated dysfunc-
tionality and unfairness, par-
ticularly in the health systems
of developing countries.

The successful develop-
ment of decentralised health
systems will require targeted
investment in infrastructure,
personnel and management
and information systems. A
key primary step is the capac-
ity development of district
personnel through training
and guided health systems re-
search. Such human resource
development must be prac-
tice-based and problem-ori-
ented, and draw upon, and si-
multaneously re-orientate,
educational institutions and
professional bodies.

Clearly, the implementa-
tion and sustaining of com-
prehensive PHC requires in-
puts and skills that demand
resources, expertise and ex-
perience that are not suffi-
ciently present in the health
sector in many countries.
Here partnerships with NGOs
and expertise in various as-
pects of community develop-
ment is crucial.  

Primary Health Care 
in Asian Countries

At independence the Cen-
tral Asian countries inherited
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massive, inefficient health-
care systems that they are no
longer able to support finan-
cially. In their current form,
the region’s public health, ser-
vice delivery, health finance
and medical education sys-
tems are unable to address a
range of problems that are
causing falling life expectancy
in the region. Central Asian
countries are experiencing
heavy burdens of chronic, es-
pecially cardiovascular, dis-
ease; relatively high infant
mortality; high rates of abor-
tion; re-emerging diseases like
tuberculosis, syphilis, and
malaria; and new diseases, es-
pecially HIV/AIDS.  At the
same time, physicians have
not been well prepared to pro-
vide high quality evidence-
based services that effectively
treat the most common and
urgent conditions that their
people are facing. 

Resources that could be
used to improve facilities,
purchase modern equipment,
and further train doctors are
instead wasted on many out-
dated treatments that fail to
help patients, and which, in
some cases, cause harm. Pre-
ventive care measures are
poorly funded, and few peo-
ple understand their own role
in, and responsibility for, tak-
ing care of their own health.
Most Central Asians cannot
afford essential medicines.
Not surprisingly, these and
other factors have led to a se-
rious decline in the popula-
tion’s health. Infant mortality
is higher and life-expectancy
lower than they were before
independence.

Accepting the Role of 
Primary Health Care

Twenty-eight years after
Alma-Ata, it has to be admit-
ted that there are still far too
many people who do not
have access to basic health
care.  But there can be no
doubt of the enormous impact
that primary health care has
had the world over.  Nations,
communities and individuals
are far more aware of the
need for better nutrition, a
clean water supply and ade-

quate sanitation, social sup-
port, immunisation, and a
healthy environment – and
they are more willing to act to
provide these things.

Globally, governments are
searching for ways to im-
prove equity, efficiency, ef-
fectiveness and responsive-
ness in their health systems.
At present, there is no agree-
ment on optimum structures,
contents, and ways of deliver-
ing cost-effective services to
achieve health gains for the
population. However, in re-
cent years there has been an
acceptance of the important
role of primary health care in
helping to achieve these aims
and in providing cost-effec-
tive healthcare to the general
population. Primary health
care is essential health care
based on practical, scientifi-
cally sound and socially ac-
ceptable methods and tech-
nology made universally ac-
cessible to individuals in the
community through their full
participation and at a cost the
community and country can
afford to maintain at every
stage of their development, in
a spirit of self-reliance and
self-determination. 

Reasons for Poor PHC 
in India

In India, although there are
many reasons for poor PHC
performance, almost all of
them stem from the weak
stewardship of the sector,
which produces a poor incen-
tive framework. The World
Health Organisation (WHO)
specifically points out that to
some extent the deterioration
in health status is attributed to
inadequacies in PHC imple-
mentation, neglecting the
wider factors that have been
responsible for this deteriora-
tion such as a lack of political
commitment, an inadequate
allocation of financial re-
sources to PHCs, and the
stagnation of inter-sectorial
strategies and community
participation. The fifties and
the sixties really witnessed a
considerable shift towards
‘health for all’ especially in
the developing countries. The

main problems have been a
bureaucratic approach to
healthcare provision, a lack
of accountability and respon-
siveness to the general public
and an incongruence between
available funding and com-
mitments.

The Bhore Committee rec-
ommended a decentralised
primary health care approach
to make health accessible to
the marginalised and the un-
derprivileged. At the dawn of
independence this was adopt-
ed as the basis for India’s
health care policy. But the ac-
tual implementation of this
policy was beset with major
problems and in the process it
became over medicalised,
over Westernised, over cen-
tralised, and over profession-
alised and bureaucratised.
The focus of people’s health
in people’s hands was over-
looked and people’s health
ended up in the hands of spe-
cialists. The strength and re-
silience of Indian systems of
medicine and the social, cul-
tural and economic factors
were also ignored. It goes
without saying that today the
public health system is in dis-
array and characterised by in-
adequate capacity in the field,
organisational fragmentation
and disjointed decision-mak-
ing.  This has failed to mo-
bilise the people to play a vi-
tal role in their own health
and health-care situations.
After sixty years of indepen-
dence, access to health still
remains a cutting-edge issue
in India. Health is a function
not only of medical care, but
of the overall integrated de-
velopment of society – cul-
tural, economic, spiritual and
educational factors, genetic
endowment, environmental
exposure, lifestyles, social
and political influences, in-
come and available medical
care. And thus health is a
multifaceted phenomenon.

A Rigid Structure

The current PHC structure
is extremely rigid, making it
unable to respond effectively
to local realities and needs.
For instance, the number of
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ANMs per PHC is the same
throughout the country de-
spite the fact that some states
have twice the fertility level
of others. Moreover, political
interference in the location of
health facilities often results
in an irrational distribution of
PHCs and sub-centres. Gov-
ernment health departments

focus on implementing gov-
ernment norms, paying
salaries, and ensuring that
minimum facilities are avail-
able, rather than measuring
health system performances
or health outcomes. Further-
more, the public health sys-
tem is managed and overseen
by district health officers. Al-
though they are qualified
doctors, they have barely any
training in public health man-
agement. Strengthening the
capacity for public health
management at the district
and taluk level is crucial to
improving public sector per-
formance. 

Community Involvement

The principle adopted in
Alma-Ata defined communi-
ty involvement as a process
whereby individuals, families
and communities assume re-
sponsibility for their own
health and welfare and devel-
op the capacity to contribute
to their own and the commu-
nity’s development. Many
countries have successfully
learned this principle through
various innovations for com-
munity action for health. Al-
most all countries consider
this a political necessity and

also an important and effec-
tive mechanism for the plan-
ning, implementation and
evaluation of health develop-
ment at the local level. For ef-
fective community action,
certain prerequisites are nec-
essary, such as local leader-
ship, decentralisation, appro-
priate technology, sustainable

mechanisms for partnerships,
etc. Successful community
health development pro-
grammes such as the ‘Inte-
grated Health Package Pro-
gramme’ (Po Pelayanan Ter-
padu or Posyandu) in Indone-
sia; the ‘Village Health Vol-
unteer Schemes’ and the ‘In-
tegrated Basic Minimum
Needs’ (BMN) programme in
Thailand; and the Communi-
ty Health Care Programme
using a large force of health
volunteers in Myanmar, are at
the crossroads due to changes
in health care management
with private-public partner-
ship and decentralisation.

The Catholic Health Asso-
ciation of India (CHAI), one
of the world’s largest non-
governmental organisations in
the health sector, with nearly
3,200 member institutions,
which include big, medium
and small hospitals, health
centres and diocesan social
service societies, was estab-
lished in 1943. The members
of the association are located
in various parts of the country
– urban, semi-urban, rural and
tribal settlements – and are
predominantly engaged in
providing curative care, there-
by extending health-care fa-
cilities to the poor and mar-
ginalised. The health centres,

which form a majority of the
CHAI membership, deliver
mainly curative and promo-
tional health services.

Future Thrusts

Achieving universal access
to health through national and
international networking, and
through the process of capac-
ity building and advocacy.

Addressing communicable
diseases and related issues
through specific interventions
of awareness, capacity-build-
ing, advocacy and network-
ing.

Assisting in promoting in-
digenous systems of medi-
cine to enable and empower
people to manage health
problems as well as to work
towards becoming an accred-
iting institution in integrated
systems of medicine.

The Comprehensive 
Community 
Health Care Model

The most important need
today is for existing cen-
tralised and bureaucratic
large urban hospitals to be re-
placed by an alternative mod-
el of health care. Rooted in
the community, this alterna-
tive model would provide ad-
equate, efficient and equitable
referral services, integrate
promotional, preventive and
curative aspects and combine
the valuable elements in our
culture and tradition with the
best elements of the Western
system. It is also more eco-
nomical and cost-effective.
The new system of health-
care services would be
strongly based in the commu-
nity so that the people can be
actively involved in planning
and implementing pro-
grammes for their own health
care. Adequate and appropri-
ate health care can be provid-
ed to the entire population at
about half the existing expen-
diture through inter-sectorial
collaboration. There have
been successful models in the
field that have proved that 70-
80% of the health needs of
the people can be met by the
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people themselves. One such
model is the comprehensive
rural health project, Jamkhed
(CRHP, Maharastra).

Studying various such
models, especially CRHP, the
Catholic Health Association
of India, Secunderabad, In-
dia, developed the Compre-
hensive Community Health
Programme which aims to
ensure universal access to
health for all, and especially
for those in the lowest strata
of the society. The pro-
gramme is being implement-
ed at the national level envis-
aging its eventual main-
streaming. 

The Process 

Personnel are identified
from various health centres
and dispensaries (community
health coordinators) from dif-
ferent parts of the county and
are trained. They in turn
reach ten villages within their
vicinity and identify and train
an active group to become
change agents, thereby em-
powering people. They en-
able the community to identi-
fy problems, seek solutions,
network with the local agen-

cies, and lobby with the Pan-
chayati Raj institutions. 

The training is focused on
the preventive, promotional
and curative aspects of
health, equipping them to
meet 80% of the health needs
of the community. The train-
ing areas include human and
veterinary health, information
on Panchayati Raj and related
subjects, rural banking, non-
formal education, and rural
technology.

Resultant Scenario 

The process facilitates the
participation of the people of
an entire community, en-
abling and empowering them
to take responsibility for their
health and development,
thereby ensuring universal
access to health for all, and
especially the poor. 

The Feasibility 
of the Programme

The social, technical, man-
agerial and economic feasi-
bility of the model is as fol-
lows: employment of local
personnel at every level to the

extent that is feasible, and
training them within this sys-
tem. This reduces the cost of
salaries, training, travel and
housing since all such staff
are recruited within their lo-
cality and community. Mobil-
ising local community sup-
port for most functions, e.g.
preventive, promotional and
curative, with emphasis on
the non-medical functions.

All personnel are utilised in
a multi-purpose manner as far
as this is feasible.

The concept of primary
health care as advocated in
the Alma Ata Declaration –
with its emphasis on equity,
strong popular participation,
and addressing the underly-
ing social, economic, and po-
litical causes of poor health –
is as valid today as it was
twenty-five years ago. And it
is even more urgently needed.

Sr. Dr. VIJAYA SHARMA
Directive Member CHAI, India

(The author acknowledges references
to David Sanders, David Werner, Fr. Se-
bastian Ousepparampil, USAID, and
Health Action).
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In the systems of health of
the future the role of hospitals
will suffer from transcendent
changes due in part to phe-
nomena that are known about
(ageing, epidemics of chronic
illnesses, migratory move-
ments, the expansion of tech-
nology etc.) and in part to oth-
er important emergent process-
es1 which in my view should
include:

The Economy

In the management of hospi-
tals the pressure of costs, the
impact of the economy in
health policies, the considera-
tion that so many times illness
by a large measure is due to
poverty, is a reality that nobody
can ignore. This is totally de-
pendent on the international
global situation. I would like to
ask you to remember that in
September 2000 the govern-
ments of the world made com-
promises with the objectives of
the new millennium in the eco-
nomic, social and environmen-
tal fields. In addition, the World
Bank has stated that there is a
need for greater economic
growth in order to move to-
wards the objectives of 2000,
especially in developing na-
tions.2

The only way by which the
poor can improve their state of
affairs, in their view, is said to
be through encouraging
growth. Yes… the world econ-
omy is growing but in an un-
balanced way, in line with a
disintegrated model in the so-
cial field and one of predation
in the ecological, one that is not
inspired with solidarity in rela-
tion to those who suffer from
privations and in relation to fu-
ture generations.3

The United Nations and Jef-
frey Sachs are inclined, in order
to defeat poverty, to increase
aid for development from the
top down (public institutions).
Mohammad Yunnus (the Nobel
prize for peace) and James
Austin (Harvard University)
are for an opposite approach
and say ‘that charity and aid

perpetuate poverty’. Official
aid for development has been
very much discredited and its
defects are: a low level of con-
trol by the donors of the final
destination of such aid, waste,
bureaucracy, and the stimula-
tion of the corrupt and dicta-
tors.

The new paradigm of the
fight against poverty and un-
der-development is to stress ac-
tivities that begin from the so-
cial base.

The not very systemised and
decentralised methods of thou-
sands of concrete initiatives are
those that can achieve positive
results where arrogant central-
ising planning has always
failed.4 The special political
and social situation of Latin
America, where changes of a
political, economic and struc-
tural kind are constantly pro-
duced, makes it difficult to de-
scribe a homogenous situation.

The State 

The role of the state in a
globalised world, with the vari-
ous changes in economic struc-
tures and social values, should
be reconsidered on the basis of
its function in social protection
and the distribution of opportu-
nities to its fellow citizens, ac-
companied by the creation of
new health policies. The imple-
mentation by governments of
new policies of fairness, regu-
lation and financial stability in
the coverage of public services
has been changed5 by trying to
involve the citizens in the man-
agement and protection of their
health through the employment
of a system of facilitation and
bestowal.6

The action of the direct man-
agement of services is progres-
sively transferred through dif-
ferent channels of the state to-
wards civil society and private
initiatives, with an attempt to
maintain a high priority for the
transformation and decentrali-
sation of the national health
systems accompanied by the
development of regional, local
or council systems.

The Concept of Health

It is necessary to elaborate a
more complex way of thinking
about the process of health/ill-
ness where the historical, so-
cial, employment and ecologi-
cal aspects are taken into con-
sideration.

The concept of health. Med-
ical semiotics and medicine
with its symbols allow us to
perceive illness and pain as real
and accessible to human con-
sciousness and action, and not
only, therefore, as the portray-
als of a physical subject or a
physiological state: they are an
essential part of the self.7 The
definition of a hospital, where
the meaning of pain finds a fair
response, is that a hospital is
not only ‘an institution that
provides accommodation, food
and constant nursing care for
its patients who are subjected
to diagnosis and treatment by
health professionals’.8

The Definition 
of Hospitality

A new definition of funda-
mental rights such as the right
to health,9 coined by men who
are experts in humanity and far
from philosophical or political
positions, which seeks to ex-
plain reality with values such
as solidarity. All of this helps in
the search for mixed markets
for the meeting of public needs
and helps governments to find
hybrid solutions for the man-
agement of public services, for
example the impulse to initia-
tives involving public/private
capital: (agreements of cooper-
ation between the State and the
Church as a private body that
provides health services), pri-
vate hospitals that through
agreements become public ser-
vices managed by private inter-
ests, and public hospitals that
through agreements of cooper-
ation are managed by private
interests, etc. All of this could
be the new model to follow in
addressing the development of
services.

In the recent past when one

V. Models of Public/Private Management
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spoke about health policies in
Latin America it was said: ‘it is
not possible to follow a pure ra-
tional process, thinking that a
Ministry or a technical team
outlines policies, plans and pro-
grammes with the hypothetical
participation of a community
that does not exist, because one
is dealing above all else with
organisations of social struggle
that have very little about them
of the community or culture
and use the phenomenon of
health as a permanent struggle
for so many other suspended
claims’.10

The Autonomy of Citizens

The development of human
knowledge and awareness of
individual rights compels the
creation of expertise in health
services that hospitals cannot
ignore. Thus realities such as
bad health care, bad treatment,
waiting lists and a lack of in-
formation are elements that
will increase in the future,
forcing the creation of new
models of organisation and
management.

We are in times when a med-
ical doctor is not the person
who keeps all information and
knowledge to himself. Today
the patient is informed and has
to hand the resources to have
the information that he wants.
The information society oblig-
es the medical doctor and the
system to be updated and to
change their concepts and pro-
cedures in the relationship be-
tween the medical doctor and
the patient. The citizen wants
more useful information and
thus all the models of manage-
ment are directed towards the
person and not the medical
doctor or the institution.

The Change in Clinical 
Practice

The use of medicine and
medical practice in the preven-
tion and care of health in the
cultural sphere of membership
are tasks of the new health pro-
fessional. This has adjusted
clinical practice towards an ef-
fective use of available re-
sources, efficacy and safety in
procedures, informed consent,

and clinical research applied to
the objectives of the system
and not to commercial or per-
sonal interests.11

Technological 
Development 

Biotechnology, genetics,
miniaturisation  robotics, tele-
medicine, new vaccines, and
the constant search for new
therapies for pathologies that
until recently were incurable12

all make us reflect on how the
model should change. New pro-
fessionals, anthropologists, so-
ciologists, physicists, mathe-
maticians, community experts,
and care givers are some of the
professionals who work in
health care and who certainly
will be those who will most
push for change, together with
society and social control,
which are becoming stronger
every day.

The Transformation 
of Management

The transformation and de-
centralisation of health systems
are based upon the develop-
ment of local health systems
and administrative solutions
where a number of focuses are
sought.

Hospitals are beginning to
use new models of manage-
ment that go from a re-reading
of the overall scenario of the

new management of hospitals
to principles for the reform of
the health system, from the role
of hospitals in the system to the
theoretical, methodological and
operational aspects of quality
in care to processes of support
for hospital clinical manage-
ment, and from the manage-
ment to change to the use of
new models at the level of
medical insurance.13 All of
these are subjects which, when
the social private sphere is not
afraid to employ them, with an
approach of being clear in the
way of thinking about health,
with a sense of why one works
in health and of the value that a
patient has for the charism of a
religious, with the transparency
of financial management and
the maximisation of costs etc.,
mean that bodies of the social
private sphere become partners
that are even more privileged
of the public sector.

The Managament 
of Pharmaceuticals

The improvement of the
management of the market in
pharmaceuticals (supply, pro-
motion, essential pharmaceuti-
cals), the system of supply (se-
lection, purchase, distribution),
prescribing (distribution, com-
pliance, use, management) are
all subjects of a very great im-
portance within care. Any
health-care worker knows
about shortages of this kind but
also of the abuse that citizens
very often are subjected to be-
cause they cannot do without
these products.

Conclusion

In my view, models of pub-
lic/private management pre-
suppose: not very systematised
and decentralised systems that
come from thousands of con-
crete initiatives which take into
consideration the aspects that
have been cited above: the
economy, the role of the state,
clear concepts of the meaning
of pain, suffering, illness and
death, the autonomy of citi-
zens, changes in clinical prac-
tice, technological develop-
ment, the transformation of
management, and the manage-
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ment of pharmaceuticals. They
find in front of them: the fi-
nancing of plans for care of
shared risk with the possibility
of models of management in
integrated systems, and mixed
solutions, with the creation of
strategic alliances between lev-
els and suppliers of public and
private services and with the
capacity to proportion com-
plete and integrated care plans,
plans for primary, clinical,
home and also pharmaceutical
care, moving towards a change
in care with financing being
based on territorial responsibil-
ities. 

On the other hand, the man-
ager of the moment of the pub-
lic sector who only wants re-
sults cannot dispense with the,
at times centuries-old history,
of work in religious hospitals

that are managed well, that
have the possibility of engag-
ing in dialogue with national,
regional or council administra-
tions without fear, with the
courage that can only be felt by
someone who does not speak
for themselves but for other
people, for those who have no
voice – the patients, and he
cannot dispense either with the
popular symbolism that very
well connects the symbolic ele-
ments of pain, illness and suf-
fering with good professionals
and good hospitals that demon-
strate above all else so much
humanity in receiving suffer-
ing.

Dr. DANIEL CABEZAS
Psychiatrist,

The Fatebenefratelli Hospital, 
the Tiberine Island,

Rome.
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My task is to address the
very broad topic of the  sus-
tainability of Catholic health
care. I do not propose to
speak about the funding of
Catholic health care, although
some may think that this is
the main point of sustainabili-
ty. Rather I wish to go to the
heart of the sustainability is-
sue, that of how the ministry
remains true to its calling.
More importantly, the issue of
who takes responsibility for
ensuring the ministry remains
authentic.  It is this issue of
responsibility for the ministry
that seems most debatable as
organisational structures be-
come more complex, with
civil and corporate duties ex-
isting alongside canonical re-
quirements.

Put simply, exercising re-
sponsibility involves having
the ability to respond. It calls
for an appreciation of the fact
that the best interests of the
ministry are served by a
broadly acknowledged locus
of authority whereby process-
es of accountability are estab-
lished to monitor the effec-
tiveness of the organisational
expression of the ministry.

The common understand-
ing of sustainability is to keep
something or someone alive.
In the context of Catholic
health care, it relates to how
an organization or service
continues to have the motiva-
tion, energy and resolve to de-
liver the healing mission of
Jesus.

Put another way, sustain-
ability refers to the durability
of an organization as chal-
lenges test the effectiveness
and capability of its service.
An organisation’s durability is
determined to a large degree
by its ethos and culture. How
an organization is led and the
degree of shared commitment
its employees hold for the vi-
sion of the organization deter-
mine its capacity for innova-

tion, adaptation and en-
durance.

Therefore, any analysis of
sustainability fundamentally
rests on an appreciation of an
organization’s culture and the
life that engenders the passion
of its service.

In Catholic health care, the
founding story of the ministry
is the Gospel. Particular reli-
gious institutes and congrega-
tions have responded to the
Gospel call to participate in
the healing ministry of Jesus.
In all cases they have nur-
tured and strengthened their
ministries with a careful and
deliberate formation of staff,
the reclaiming of their mis-
sion in challenging times and
the integration of like-minded
and committed lay people in-
to the healing ministry.

This has been a concerted
strategy to keep the ministry
alive and sustained. It re-
quires careful and prudent
stewardship.

For the purposes of this
presentation I would like to
supply you with a working
definition of stewardship
since it is not a concept that is
clearly delineated in canon
law, yet it is a responsibility
that those with authority in
the Church must embrace.

Stewardship is a particular
canonical responsibility best
expressed as supervising a
ministry’s effectiveness in the
light of its purpose and mis-
sion. This is more simply ex-
pressed as a responsibility to
keep true to what the ministry
is about. Stewardship in-
volves maintaining an authen-
tic identity of the ministry.

For some organizations
there may be a definite ex-
pression of the ministry that
characterises the service. For
example, providing palliative
care and support for the dy-
ing. Others may have a more
general focus in providing ex-
cellent hospital care or sup-

ported accommodation for the
frail elderly. Others again
may quite specifically focus
on HIV/AIDS programs and
services in poor communities.

The point of stewardship,
though, is to keep the essence
of the mission at the forefront
of the deliberations, planning
decisions, strategic considera-
tions and staff training within
the organization.

Strong and effective stew-
ardship requires particular
competencies and support
structures. Without these the
sustainability of the ministry
is at risk. 

At a minimum the steward-
ship of an organization re-
quires the following compe-
tencies to be made available
to it:

– Discernment skills to pro-
vide direction and strategic
counsel.

– A sound general knowl-
edge of health care and its de-
velopmental aspects.

– A capacity for theological
reflection with reference to
the mission and vision of the
ministry.

– A disposition to integrate
a faith perspective into the
circumstances in which the
service functions. 

– An understanding of
Catholic ethics and spirituali-
ty and their application in
contemporary health-care set-
tings.

Stewardship is a shared re-
sponsibility and these compe-
tencies are usually found
within a team of people; less
commonly should they be
asked of an individual alone.

This implies that the stew-
ards are well formed and edu-
cated people, dedicated to the
Gospel and faithful to the in-
tegrity of the ministry. It is as
much a vocation in health
care as is the role of the com-
mitted doctor, nurse and ad-
ministrator.

Ensuring the Sustainability and 
Effectiveness of Catholic Health Care

FRIDAY 
4 MAY
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As religious begin do di-
minish in number in some
countries, their roles will fall
to lay people and a sound ed-
ucation process will be vital
to form suitable stewards.

At the same time, effective
support structures are needed
to assist the stewardship task:

– A dedicated faith commu-
nity to provide spiritual and
emotional support to those
with stewardship responsibili-
ties.

– Expertise in ethics, theol-
ogy and health service deliv-
ery to inform decision mak-
ing.

– A collaborative network
of other Catholic stewards to
gain from the benefits of oth-
er experience.    

– An on-going education
and formation program to im-
prove the skills and compe-
tencies of the stewards.   

One very important aspect
of stewardship is the ability to
articulate the essence of the
ministry so that others can
gain insight, inspiration and

direction for their work. This
is a demanding responsibility,
but an essential one.

In a general sense the
Catholic vision of health care
is both a work of mercy and a
work of charity. The healing
ministry of Jesus and thus the
mission of Catholic health
care is to fully engage with
human frailty and illness. St.
Thomas Aquinas describes it
as the ‘heartfelt sympathy for

another’s distress, impelling
us to succour them if we can.’

This is the essence of what
needs to be sustained.

It is fundamental to the dis-
tinctive nature of a Catholic
health ministry. It is not a
business and it is not a gov-
ernment health program.
Rather it is a tangible expres-
sion of God’s love in action.

By anyone’s standard this is
a weighty responsibility.

Not only does it require a
significant degree of educa-
tion and formation of senior
staff, boards and others to un-
derstand the Gospel impera-
tives involved in health care,
it also requires serious super-
vision so that those being
served are treated with a dig-
nity and respect consistent
with the values that underpin
the corporate works of mercy
and charity.

This means in effect that ef-
fective stewardship needs to
remain close to the ministry
and involved in its gover-
nance enough to satisfy the
canonical responsibilities.

It is important to note that
this is not a withdrawal from
the ‘cut and thrust’ of the min-
istry, rather it is a strategic po-
sitioning to effect the respon-
sibilities of stewardship.

In practical terms the stew-
ards or trustees of the ministry
need to remain informed, edu-
cated and in positions of dis-
cernment over the direction
and performance of the min-
istry.

This implies supervision of
both the ethics and the spiritu-
ality of the ministry.

Thus stewardship involves
a series of tasks that con-
tribute to a framework of sus-
tainability of the ministry.

1. Nurturing a distinctive
Catholic culture of service de-
livery – ensuring that sacra-
mental and liturgical features
of the ministry are integrated
into the normal course of
events and are used to signify
the character of the ministry.

2. Engaging in a theology
of health care – the context of
health care is often heavily in-
fluenced by the funding of the
service. Whether it be through
markets or through funded
programs, there needs to be
an on-going theological re-
flection within that context.

3. Addressing the seculari-
sation of health care – the
essence of Catholic health
care is maximising the dignity
of people, not the commodifi-
cation of their health care
needs. Catholic ethics is
based on a natural law tradi-
tion, not utilitarianism, and
resource allocation and strate-
gic planning need to be ad-
vanced accordingly. 

4. Formation and education
–  people charged with leader-
ship responsibilities in the
ministry require more than
the technical expertise of de-
livering health care services,
they need the intellectual con-
tent associated with sustain-
ing Catholic identity. 

5.  Building a Church pres-
ence – as health care systems
change and threaten the exis-
tence of smaller less re-
sourced services, there is an
imperative to keep the
Church’s presence in the sys-
tem alive. This may mean the
collaboration, even merging,
of existing services to main-
tain a strong entity for the fu-
ture. 

6. Being prophets for the
less well off – the Church’s
responsibility is also to act for
justice in health care and to
agitate for a better distribution
of health benefits and out-
comes for the less well-off.
The institutional presence of
the Church in health care can
lend significant advocacy for
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quires discernment over the
best use of those resources. It
also means resisting duplica-
tion of services when other
areas of unmet need remain
unaddressed. 

10. Application of perfor-
mance assessment of agreed
mission outcomes – as the
context of the health ministry
becomes complex and com-
mercialised, the distinctive-
ness of a mission-driven ser-
vice needs a fine tuned evalu-
ation. This is best approached
through a process where
agreed results are sought and
assessed. These results can re-
late to organisational as well
as staff level activities.

I am very conscious that I

have not yet alluded to the
most vibrant of strategies to
sustain the ministry.  A
prayerful approach and a
faith-filled perspective are the
bedrocks on which all min-
istry is sustained.  History
shows that challenges to
Catholic health services have
best been negotiated through
responses that find their moti-
vation and even confidence in
the strength of the Holy Spir-
it.

Thus the future of Catholic
health care lies in the prompt-
ings of the Spirit and in the
courage of those enticed to
follow.

FRANCIS SULLIVAN, CEO
Catholic Health Australia

DOLENTIUM HOMINUM N. 66-2007

those with little or no voice in
the public debate. 

7. Succession planning – a
responsible approach to stew-
ardship and leadership gener-
ally is to plan for the next
generation of leaders. This
implies a strategy and a pre-
paredness to resource the
identification and develop-
ment of future leaders, stew-
ards and trustees.

8. Just workplaces – the
pressure on escalating health
costs can lead management to
unfairly reimburse employ-
ees. A just workplace recog-
nises the worth and value of
employees.

9. New ministry opportuni-
ties -  the ethical distribution
of scarce health resources re-
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1. Introduction 

Due to several discoveries
in medical science and the
concerted efforts of govern-
ments to implement improve-
ments in the general health
conditions of people as rec-
ommended and mandated by
international bodies, today
we are experiencing great
gains in health outcomes.
These gains are partly the re-
sult of the improvements in
income level and the im-
provements in health-enhanc-
ing social policies such as
clean water, sanitation sys-
tems, nutrition and housing.
Improving ways to finance
health care and protect the
vulnerable population against
the cost of illness have been
crucial to this success story. 

But we also witnessing to-
day a crisis in access to, and
the affordability of, health
care as the gap between rich
and the poor widens. In sev-
eral middle- and low-income
economies in the world there
is a trend towards privatised
health care which leaves out a
vast proportion of the coun-
try’s population who live at a
subsistence level. Those who
have the capacity to buy
health care from the market
do so from their resources
and even try to manipulate
the health-care system of the
government to obtain for
themselves direct benefits.
Those who live a hand-to-
mouth existence are forced to
make a direct payment often
with a heavy burden of debt
or the sale of assets to access
health care from the market.
The network of health ser-
vices becomes structured in

such a way that it is top-
heavy, over centralised, high-
ly curative in its approach, ur-
ban-and-elite oriented, ex-
pensive, and dependency-cre-
ating. In short, the key barri-
ers to good health care are not
lack of technology and so-
phisticated equipment but in-
equity in health-care systems
and the poverty of the mass-
es. The share of the world’s
population protected against
the catastrophic cost of illness
only rose significantly during
the last decades of the twenti-
eth century. 

2.Signs of Hope for the
Future   

In the context of high costs
for health care where the poor
are practically excluded,
community-based health fi-
nancing is a sign of hope of
the times. This has different
shades and meanings as well
as different type of schemes
whereby lower-income
groups in Asian countries
largely benefit. We describe
some of the schemes here be-

low. The following is taken
from the book Health Fi-
nancing for Poor People- Re-
source Mobilization and Risk
Sharing, edited by Alexander
S.Preker and Guy Carrin and
published by the World Bank
(Washington D.C), World
Health Organization (Gene-
va), and International Labour
Office (Geneva), 2004. 

2.1Community-based health
financing 

Community initiatives
have recently been started to
bridge the gap in social pro-
tection between people cov-
ered by formal schemes and
those with no protection at all
against costs of illness that
demand economic means be-
yond their capacity. Today
there is the term ‘community
financing’ or ‘community-
based health financing’ which
has evolved as a generic ex-
pression to cover a large vari-
ety of forms of financing
community health. Alexander
S. Preker and Guy Carrin
(op.cit. .p. 9) list the follow-
ing components as communi-
ty-based health financing.
‘Community-based health
care financing reflects most of
these concepts. One common
feature of the definitions is
the predominant role of col-
lective action in raising, pool-
ing, allocating or purchasing
and supervising the manage-
ment of health-financing
arrangements, even when
there is interface with govern-
ment programs and services
in terms of subsidies, supple-
mental insurance coverage, or
access to public provider net-
works. Some community-fi-

THE SIGNS OF HOPE 
FOR A FUTURE SUSTAINABILITY
OF THE MINISTRY

I. The Signs of Hope for a Future Sustainability 
of the Ministry as Seen in Asia

SATURDAY 
5 MAY
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nancing schemes cover com-
mon geographic entities,
while others are based on pro-
fession affiliations, religion,
or some other joint activity.

A second common feature
relates to the beneficiaries of
these schemes, who tend to
be populations with no other
financial protection or access
to collective financing
arrangements to cover the
cost of health care. 

A third common feature is
the voluntary nature of these
schemes and the tradition of
self-help and social mobiliza-
tion embraced by the poor in
many low-income coun-
tries…

The growth of community-
based health financing
arrangements rests on devel-
opments in three related ar-
eas.

– Microfinance (microcre-
dits, microsavings, microin-
surance, financial intermedia-
tion).  

– Social capital (commu-
nity, network, institutional,
and societal links).

– Mainstream theories
(welfare or society, public fi-
nance, social policy, and
health policy)… 

On the one hand different
authors use the term commu-
nity financing in different
ways. On the other hand, sim-
ilar-more-specific-terms are

often used to describe similar
financing arrangements. Mi-
croinsurance, community
health funds, mutual health
organizations, rural health in-

surance, revolving drug
funds, and community in-
volvement in user fee man-
agement have all been re-
ferred to as community-based
financing. Yet each of these
risk-sharing arrangements
has different objectives, poli-
cies and management, organi-
zational and institutional
characteristics, and different
strengths and weaknesses’. 

2.2Community-based health
insurance

Community-based health
insurance is based on risk
sharing options. In the words
of Kent Ranson and Akash
Acharya (Health Action, pub-
lished by the Catholic Hospi-
tal Association of India,
March 2003 p. 12f), risk-
sharing occurs when the pay-
ments one makes into the
health-care system do not
correlate (at least not entirely)
with the risk of falling ill or
requiring health-care ser-
vices. Risk would be shared,
for example, if all people
made payments into the
health-care system according
to their wealth (i.e. their ‘abil-
ity to pay’) and were provid-
ed, in return, with health-care
services in proportion to their
level of medical need. Risk-
sharing is intended to result in
the redistribution of resources
from those who are healthy

towards those who are ill and
in need of health care… 

Community-based health
insurance refers to insurance
schemes, typically targeted at

poorer populations, in which
the targeted community is in-
volved in: defining contribu-
tion level and collecting
mechanisms; defining the
content of the benefit pack-
age; and/or allocating the
scheme’s financial resources.

2.3Some specific 
community- financing
scheme in Asia

China’s Cooperative Medical 
System (CMS)

In China, about 800 million
people live in rural areas and
most of them are engaged in
farming. The tradition was
that health care for China’s
rural population was orga-
nized and financed through
the Cooperative Medical Sys-
tem, an integrated part of the
overall system of collective
agricultural production and
social services. Village health
stations served an average of
500 to 1,000 residents. These
were staffed by part-time vil-
lage doctors whose training
consisted of three to six
months basic medical educa-
tion after junior middle
school. Their role was to pro-
vide basic preventive care
(for example, immunization,
prenatal consultation) and
simple curative services
(treating common illnesses
and injuries). 

At the peak of the CMS, 90
percent of the rural popula-
tion was covered by its
schemes. Health services, fi-
nanced through the CMS, re-
lied on prepayment plans.
Most of the villages funded
the CMS from three sources:

– Compulsory prepayment
by residents. Depending on
the benefit structure of the
plan and the local communi-
ty’s economic status, 0.5 to 3
percent of a peasant family’s
annual income (4 to 8 yuan)
was to be paid into the fund
as premiums.

– Village contributions.
Each village contributed a
certain portion of its income
from collective agricultural
production or rural enterpris-
es to a welfare fund, and a
portion of this fund was used
to finance health care.

– Government subsidies.
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Subsidies from higher level
governments funded the com-
pensation of health workers
and capital investments     

China achieved remarkable
improvements for its rural
population. 

Bangladesh: community 
sponsored insurance  

In Bangladesh, community
participation in health care is
increasing. NGOs and the pri-
vate sector actively organize
and finance health-care deliv-
ery. Community health insur-
ance schemes have emerged
as a mechanism for paying
providers and mobilizing re-
sources. Examples in
Bangladesh include the
Grameen Health Program
(GHP), the Gonoshasthaya
Kendra (GK) health care sys-
tem, and the Dhaka commu-
nity hospital insurance pro-
gram.

– The Grameen Health
Program (GHP)

The Grameen Bank, which
is internationally known as a
successful group-based credit
program, provides credit to
the rural poor, particularly
women, who own less than a
half acre of land or whose as-
sets do not exceed the value
of one acre of land. At pre-
sent, Grameen has 2.3 mil-
lion members and covers al-
most half the villages in the
country through 1,167
branches. It started health
programs in 1993.  

The Grameen Health Pro-
gram was established to pro-
vide basic health-care ser-
vices to its members as well
as non-members living in the
same operational area and to
provide insurance to cover
the cost of basic care. The
GHP thus functions as an in-
surer as well as a health-care
provider.

Each centre is staffed with
a doctor who acts as the cen-
tre doctor and with a para-
medic, a lab technician and
office manager. Each centre
is attached to a Grameen
Bank Branch. It provides out-
patients services, routine
pathology, and basic drugs.
Health workers provide door-

to-door services on health ed-
ucation and health promotion.   

– The Gonoshasthaya
Kendra (GK) Health Care
System 

This is an NGO-run local
health-care system. It initiat-
ed a community insurance
scheme to increase the poor’s
access to health care. GK
subscribers pay a premium
for a package of benefits in-
cluding primary health care
and some portion of hospital
care.  

– The Dhaka Community
Hospital (DCH) Insurance
Program 

This offers quality health-
care services at low cost, so
most of the poor people can
afford them. In its system the
DCH attempts to integrate the
provision of primary, sec-
ondary and tertiary care. The
DCH itself operates on a fee-
for-service basis and provides
walk-in services at fixed rates
which are lower than those of
equivalent private, for-profit
hospitals. The DCH offers a
special program called ‘After
Payment’, which allows pa-
tients who cannot pay at the
time of treatment to pay the
medical bill in instalments af-
ter treatment. The patient’s
community guarantees pay-
ment. The ‘After Payment’
program is very small, only

two to three cases per clinic
per year. Since communities
take the responsibility for
making sure the fees are paid,
no default has so far oc-
curred. The DCH is self-re-
liant and receives no funds
from the government or
donors.    

The Thai health card
The population of Thailand

is estimated to be 59 million,
of whom 31.5 percent are
urban, hence the ratio of ur-
ban to rural population is
about 1:2.

The health card program
was implemented in 1983 as
a voluntary scheme, primarily
to promote maternal and
child health. Purchase of the
card meant prepayment of a
certain fixed premium, capi-
tation to the provider, in re-
turn for free services for one
year. Proceeds from the card
sale went into the health card
fund and were managed by a
village committee The pro-
gram’s primary objective at
inception was to improve
health among rural popula-
tions, with an emphasis on
primary health care, includ-
ing health education, environ-
mental health, maternal and
child health, and the provi-
sion of essential drugs. The
system incorporated a referral
system from primary care to
tertiary care. The program
was also intended to involve
local villagers in self-help as
well as in managing the
health card fund.

In 1994 free health cards
were given to community
leaders and village health vol-
unteers to provide free health
care for their families. The
voluntary cardholders con-
sumed more health care than
other types of cardholders.
The compulsory community
leader cards and health vol-
unteer cards provided better
risk pooling and compensated
for the deficit in operating the
voluntary health cards. Con-
sidering costs per card in rela-
tion to population coverage,
provinces with low coverage
of health cards were more
likely to face higher utiliza-
tion rates and health expendi-
ture per card than provinces
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with a high population cover-
age. Therefore, the health
card fund provided on aver-
age only a 50 percent subsidy
to the regional and general
hospitals while providing a
80 percent subsidy to the
community hospitals and the
full cost to health centres. 

Initially, individuals with a
monthly income below 1,000
Baht (20 Euros) were eligi-
ble. Now, health card eligibil-
ity extends to families with
monthly incomes lower than
2,800 Baht (56 Euros) per
month and individuals with
monthly incomes below
2,000 Baht (40 Euros), pri-
marily farmers and informal
sector workers at the commu-
nity level. The cards entitle
holders to free medical care at
all government health facili-
ties operated by the Ministry
for Public Health, the
Bangkok Metropolitan Ad-
ministration, the Red Cross
Society, Pattaya City, and the
municipalities. Each card is
valid for three years. The
government provides block
grants to health facilities
based on the expected distrib-
ution of the eligible popula-
tion and past records.           

Indonesia’s Dana Sehat 
and Health Care Scheme

Indonesia has the world’s
fourth largest population,
around 210 million people
living on 5 major islands and
30 groups of small islands.
The urban-to-rural ratio is
30:70. Since the early 1970s,
the Ministry for Public
Health (MPH) has encour-
aged the Dana Sehat (the vil-
lage health fund) program.
The objective of this program
has been to improve the cov-
erage of health services in In-
donesia by accelerating com-
munity participation in fi-
nancing and maintaining its
own health. In 2000, the total
membership of Dana Sehat
was 23 million people, about
11 percent of the total popula-
tion. The Dana Sehat, a vol-
untary community-based,
prepaid health care program,
is commonest in the rural ar-
eas of Indonesia. The prime
movers are health centres, lo-
cal government, and NGOs

such as cooperatives and pe-
santrens (Muslim teaching
units). The people covered
are primarily farmers, fisher-
men, and students.

Microcredit linked health 
insurance schemes – NGO 
managed health  insurance 
schemes - INDIA.

In India every State has
several such schemes run by
NGOs. I will describe here
one such programme: the SE-
WA health insurance pro-
gramme      

‘In India, SEWA is a trade
union of 215,000 female
workers in the informal sec-
tor. It organizes them at the
household level toward the
goals of full employment and
self-reliance. Full employ-
ment includes social security,
which in turn incorporates in-
surance. SEWA’s experience
has revealed that women’s ef-
forts to escape from poverty
through enhanced employ-
ment opportunities and in-
creased income were repeat-
edly frustrated by crises such
as sickness, a breadwinner’s
death, and accidental damage
to, or destruction of, their
homes and work equipment.
Too often maternity also be-
comes a crisis for a woman,
especially if she is poor, mal-
nourished, and living in a re-

mote area. One SEWA study
observed that women identi-
fied sickness of themselves or
their family members as the
major stress events in their
lives. Sickness was also a ma-
jor cause of indebtedness
among women.

From the start, the health
insurance program was
linked to SEWA’s primary
health care program, which
includes occupational health
services. Thus insured mem-
bers also have access to pre-
ventive and curative health
care with health education.
Health insurance accounts for
most of the claims and for 50
percent of the premiums paid
out to the insurance program
by SEWA members. The SE-
WA Bank introduced the
scheme in March 1992, with
an initial enrolment of 7,000
women from Ahmedabad
city. Later extended to cover
rural women from nine dis-
tricts of Gujarat, it now has
30,000 women enrolled, half
of them rural dwellers.

Health insurance is an inte-
gral part of the SEWA’s insur-
ance program. The main mo-
tivation for initiating a
women’s health insurance
scheme was the recognition
that maintaining active,
health-seeking behaviour is
vital for ensuring a good
quality of life and women
tend to place a low priority on
their own health-care needs.

The SEWA health insur-
ance program includes mater-
nity coverage, hospitalization
coverage for a wide range of
diseases, and coverage for oc-
cupational illnesses and dis-
eases specific to women. It
covers diseases not covered
by the GIC’s Mediclaim plan
and also provides life and as-
sets insurance for the women
and for her husband or, in the
case of widowhood or separa-
tion, for other household
members. Administrative
procedures under the plan are
simplified.

The SEWA health insur-
ance scheme functions in co-
ordination with the Life In-
surance Corporation of India
(LIC) and the New India As-
surance Company (NIAC).
SEWA has an integrated
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package to address women’s
basic needs. The claimants
are needy health-benefits
seekers, and as the insurance
is an additional benefit, the
beneficiaries willingly pay
the premium. Most of the in-
surers opt for a fixed deposit
of Rs.500 (Euro 9.5) or
Rs.700 (Euro 13) (depending
upon the type of coverage)
and the SEWA Bank’s large
membership and assets have
enabled it to provide this in-
surance coverage at low pre-
miums’.          

An example of national and 
international health

financing 
with the cooperation of the 
Church - INDIA

The Global Fund: The
United Nations General As-
sembly Special Session on
AIDS in June 2001 conclud-
ed with a commitment to cre-
ate a fund to prevent and treat
AIDS, TB and malaria. A per-
manent secretariat was estab-
lished in January 2002 in
Geneva, and just three
months later the Global Fund
Board approved the first
round of grants to thirty-six
countries. As a partnership
between governments, civil
society, private sector, faith-
based organizations and af-
fected communities, the
Global Fund represents an in-
novative approach to interna-
tional health financing.

– The formation of a con-
sortium for GFTAM Round
VI and the selection of PR
and SR

The Country Coordinating
Mechanism (CCM) of the
Global Fund for TB, AIDS
and Malaria (GFTAM) and
the National AIDS Control
Organization (NACO) of the
Government of India ap-
proved the proposal submit-
ted by the Catholic Church
network in August 2006. As
they finalized the country
proposal, the CCM and the
NACO requested the
Catholic Church to form a
consortium in which the Pop-
ulation Foundation of India
(PFI) was to be the Principle
Recipient (PR) (since they
were sub-recipient in previ-

ous two rounds of the GF-
TAM), and the Health Com-
mission of the Catholic Bish-
ops’ Conference of India
(CBCI-HC) was asked to be
the Sub Recipient (SR). To-
gether with the CBCI Health
Commission, Caritas India
will be the implementing
partner and Constella Futures
will provide the technical
support.

– Objectives
The main objectives of the

proposal submitted to the
Global Fund-Round VI by
the consortium are: 

1. to ensure access to treat-
ment for opportunistic infec-
tion (OI) and to improve drug
adherence by establishing
community care centres
(CCC) for PLHA.

2. To integrate HIV/care
and support services into ex-
isting outreach activity and
build capacities and facilitate
community-based care.

– The functions of the
CCCs are as follows:

– The provision of OI treat-
ment.

– After initial diagnosis
and initiation of anti-retrovi-
ral therapy (ART), the provi-

sion of five day in-patient
care and counselling on drug
adherence, nutrition and be-
haviour support etc.  

– The identification of the
patient and follow-up for ad-
herence through house visits.

– Advocacy for early test-
ing and counselling at the

VCCTC through outreach
programs.

The National AIDS Control
Program (NACP III) of the
Government of India has esti-
mated a total requirement of
350 community care centres
across the country. Against
this requirement, at present
there are already 122 func-
tioning CCCs. 

The CBCI Health Commis-
sion and the members of the
consortium have the task of
setting up forty-five such
community care centres in
five States in north India,
such as Bihar, West Bengal,
Orissa, Chattisgarh and Gu-
jarat. The project will be im-
plemented in consultation
with the bishops of each dio-
cese, and in collaboration
with the diocesan social ser-
vice societies, Regional Fora
of Caritas India, the Health
Commission of the Regional
Bishops’ Council and the re-
spective CHAI units.

Out of these forty-five
community care centres,
twenty-five will be estab-
lished in the first year and the
remaining twenty will be es-
tablished in the following
year.

In the project area, the
Catholic Church’s network
has 85 hospitals, 136 func-
tional community-based
health centres. Of these 221
health-care facilities, spread
out in 18 dioceses, 105 are in
category ‘A’ districts and 116
are in category ‘B’ districts,



66

DOLENTIUM HOMINUM N. 66-2007

as per the assessment of HIV
prevalence reported by NA-
CO. The facility of these ex-
isting health-care centres of
the Church will be enhanced
so as to achieve the project’s
objectives.

– Budget
A total budget of Indian

Rupees 46,47,37,506/- (Euros
8,768,632) has been approved
for this programme for the
five-year period. A CCC is
supported for five years as per
the NACO guidelines, which
approximately comes to
around Rs.1,950,000 (Euros
36,793) and Rs.1,500,000

(Euros 28,302) each in the
subsequent years. It has a pro-
vision for a part-time doctor,
two nurses and other para-
medical staff and an office
staff. It also takes care of the
medicine and nutritional sup-
port of the beneficiaries. No
financial burden will weigh
on the institution for admit-
ting and caring for ten infect-
ed persons at a given time in
the centre.     

3.Conclusion

Every dark cloud has a sil-
ver lining when lightning ap-

pears. Similarly, at a time
when people of good will and
particularly the Catholic
Church are concerned about
health care for the poor and
the marginalized, who do not
enjoy proper health care in
their own countries, the
above community-based
health programmes serve as
great signs of hope to those
deprived of proper health
care. This is particularly true
of those who suffer from
deadly diseases such TB,
AIDS and malaria. 

H.E. Msgr. YVON AMBROISE
Bishop of Tuticorin, India
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Observations

I assume that you as well
have had the experience that I
have had. Given that this con-
ference offers me the opportu-
nity to do so, I would like to
share my experience with you
here.

I believe that we have had a
good meeting. I believe that it
has been well organised and
led, that it has been practical
and that it has given us the op-
portunity to work in an active
way. Despite the limitations
due to the fact that we speak
different languages, we have
met many interesting people
and we have met others that
we already knew about, all of
whom are actively concerned
and committed in relation to
how we should continue to
work in the world as Catholic
hospitals.

The reflections that have
been presented are to be appre-
ciated. All of them begin with
an experience and have led us
to engage in an analytical re-
flection on our reality. As a
group, the number of those
present was sufficient and al-
lowed us to work well, even
though the great diversity that
existed prevented us from ex-
ploring certain subjects.

We have really been
catholic, in the etymological
sense of the word – universal.
The dialogues with people
who belong to different reali-
ties with different visions ac-
cording to the context of their
responsibilities and on the ba-
sis of the experiences that each
one of them has had in their
lives, have enriched us.

I believe that we recom-
mence satisfied – and I am sat-
isfied – at what we have
achieved, independently of the
fact that we must explore fur-
ther certain elements. We have
given ourselves the task of do-
ing this over the next five
years.

I would like to point out here
certain concrete signs of hope:

Called to be evangelisers
beginning with service to the
suffering 

We have observed once
again that as a Church we are
present in the world of health
and health care to be an evan-
gelising sign. We thank the
Lord for the gift of our voca-
tion. We feel proud that we can
be near to people who suffer
and we want to do this like Je-
sus Christ with our actions
and, when this is suitable, with
our words.

We ask the Lord at this mo-
ment to increase our faith and
to be able to transmit it to
those people that our ministry
leads us to meet. We ask him
to increase our hope so that in
being near to the sick and their
families we can be witnesses.
We ask him to help us to work
with charity so that we can be
witnesses to his life and his
resurrection.

This requires that we work
with quality, that we grow as
people so as to be able to hu-
manise, training ourselves in
professional contexts and in
philosophical and theological
contexts, in order to create the
climate that our institutions re-
quire for people and for the
different religious confessions
and cultures.

Called to be witnesses in
different parts of the world

My experience of being uni-
versal centres around the prism
of Europe. I was happy to
share our group deliberations
with people who in practice
come from the five continents
of the world.

This leads us, as we have
done on many other occasions,
to be a Church of principles
that contemplates situations
from close at hand. I believe
that we are given great hope
by the fact that we have open-
ly shared our experiences, our
difficulties, and the great satis-

factions that we receive in the
world of mission.

In the case of Europe, I be-
lieve that we are called to
strengthen a kind of identity
that knows how to be present
evangelically in a secularised
world, open to respect for oth-
ers and the understanding of
their realities in the vulnerabil-
ity of illness, We must do this,
however, beginning with our
identity experienced like Jesus
with very humanitarian ap-
proaches, trying to illuminate
the lives of people on the basis
of our experience of faith. Ill-
ness and death lead us normal-
ly to ask ourselves about the
meaning of existence and we
must know how to illuminate
them with tenderness and abil-
ity.

Our experience of the living
Christ, our training, our cock-
tail of spirituality and ethics,
our acting with intelligence
and the heart, allows us to be
witnesses in this Europe that is
positivistic and materialistic
but which needs to give a
meaning to its own existence.

Called to promote actions
with great sensitivity for the
poorest

The sick are poor because of
the fact that they are sick,
above all in cases where no
cure exists. The mentally ill
are poor because of their
poverty of equilibrium, of wis-
dom, and of harmony in their
personalities. The sick become
even poorer when they live in
a state of existential poverty
that impedes them from gain-
ing access to a possible recov-
ery of health.

Our Europe is rich in re-
sources but it has selfish ap-
proaches, it thinks only about
itself, it also takes advantage
of the poor, and it is not in-
spired by solidarity in some of
its forms of behaviour.

This conference has remind-
ed us once again that in order

II. Signs of Hope for the Sustainability 
of the Ministry



68

DOLENTIUM HOMINUM N. 66-2007

to give health to everyone our
health-care work must be mo-
tivated, that to the extent that
this is possible we must create
networks of health-care activi-
ty throughout the world, and
promote actions that foster a
change in the potentialities in
this globalised world so that
people can live everywhere
with dignity.

I believe that we recom-
mence from here with all of us
being more aware of the
prophetic dimension of our
lives and of the need to be in-
volved in advocacy on behalf
of those who are most in need.
We realise that within our in-
stitutions as well we must fos-
ter care for those who do not
have resources and welfare
coverage so that they can have
access to those of our services
that they need because of the
particular conditions of life in
which they find themselves –
the unemployed, immigrants
etc.

Called to grow as a group
thanks to acting in
associations

I can state as a result of my
own small experience that the
AISAC as an association is
reaching its adulthood. The
proceedings of these recent
days have led our association
to reflect on how it can be bet-
ter organised and on the re-
sponse that Catholic hospitals
or health-care centres are
called to give.

Only if our centres have the
inner energy, a defined vision
and mission, clarity in their ex-
pressions and in their way of

acting, leaders trained for what
we are called to be, a theology
of health care based upon ex-
perience and a link between
care, teaching and research,
will they have the possibility
of really associating together
and creating a strong presence
in the world as Catholic hospi-
tals, a presence that brings to-
gether living cells that want to
vivify and not dead realities
that do not know how to resus-
citate.

We are called to grow in vi-
tality in our local realities and
in our national and internation-
al realities.

It is in this way that our as-
sociation will offer a sign of
great vitality for health in the
world and as a Church.

We have been called to
create the future

In recent days we have
analysed many elements be-
ginning with illuminations that
I see as opportune and positive
and the exchange of the  ideas
that we have had.

We are present in the world
with different situations,
moved, however, by the wish
to do good and to be witnesses
to the merciful Christ through
our lives, expressed in our
health-care vocation.

We cannot improvise. In re-
cent days we have spoken
about the many things that we
can and we must do, and
amongst these is a good strate-
gic plan.

As an association, I hope
that both those who are most
directly its protagonists and
each one of us wherever we

are commit ourselves to creat-
ing a future for the health care
of the Church, which is of our
world, with greater knowledge
and involvement.

The future is always an op-
portunity, it is a reality that is
before us every day and in re-
lation to which we must be
committed in a living and dy-
namic way.

I very much like a phrase of
John Paul II from ‘The Conse-
crated Life’: ‘You do not only
have a glorious history to re-
member and to narrate, but a
great history to build’.

Let us commit ourselves to
living our future with great
hope, to creating it despite the
difficulties that we may en-
counter which we know about
and have commented on in re-
cent days.

Conclusion

Allow me to bring to your
minds again the image with
which His Eminence Cardinal
Lozano Barragán ended his
paper, that is to say Christ who
knocks at our door.

Christ is now knocking at
the door of our being, the be-
ing of each one of us, at the
door of the AISAC, and at the
door of our conference, now.

Let us listen to his voice. He
is our great hope.

Thank you.

Bro. PASCUAL PILES 
FERRANDO OH,

Former General Prior of the Hos-
pital Order of St. John of God,

Member of the Pontifical Council
for Health Care Workers.

the Holy See
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1. The First Sign of Hope I
Identify is the Gathering
Itself

– 100 men and women-lay,
religious and ordained, com-
mitted in a variety of roles to
the ministry of Catholic
healthcare, gathered to reflect
together on the heart of the
ministry and its future.

– This gathering is an ex-
pression of the universality
and beautiful diversity of the
Church.

– This gathering is a sign of
the whole Church embracing
and expressing the healing
mission of Jesus.

– Implicitly we are a sign of
continuity with all those who
have done this ministry ahead
of us and a sign of hope that
there will be others to continue
the ministry after us.

– The design and objectives
of the gathering clearly point
to the inherent value of meet-
ing and being with one anoth-
er.

2. Another Sign of Hope 
is the Methodology 
of the Gathering –
the Dynamic of
Theological Reflection

– We have articulated the
realities and experiences of
those providing Catholic
healthcare throughout the
world – expressed as both
challenges and creative re-
sponses to these challenges.

– We placed that experience
in dialogue with the Gospel,
the good news of Christ who
came to bring healing and
wholeness for every person.

– We spoke of Jesus the
healer, the doctor.

– We referred to the paradig-
matic story of the Good
Samaritan.

– We remembered Peter giv-
ing the gift he had received –
healing a man by saying,
“stand up and walk”.

– As the result of this dia-

logue between the tradition
and our experience,

– We have explicitly asked
ourselves: Where is God in
this? What are we being called
to do?  

– We have articulated some
possible actions.

– And the reflection contin-
ues – the meeting itself is now
the object of our thoughtful
and prayerful reflection.

3. It is a Sign of Hope that
we See the Challenges
Outlined by Various
Representatives of the
Continents as Calls to
Greater Fidelity to the
Mission of Catholic
Healthcare 

– The presence and action of
the Holy Spirit can be seen, I
think, in the convergence of
challenges, issues and possible
actions around:

- Catholic identity.
- Formation.
- Collaboration.
- Solidarity with those

who are poor, and
- Advocacy.

– Although these realities
may be experienced differently
in the various cultural and so-
cial settings we are part of,
naming them in similar ways
is a source of unity among us.

4. There is also a Sense that
we Have All that we Need
to Face the Challenge

– This is our faith in God
who is with us.

– But it is also based on the
recognition that we have many
resources that can be shared
with one another.

– I have heard explicit com-
mitments to share these re-
sources, and

– Several of our proposed
action steps are about finding
mechanisms to share more ef-
fectively.

5. By Explicitly Focusing on
Solidarity with those who
are Poor, Collaboration
and Advocacy, we
Demonstrate that we are
Indeed the Followers of
Christ in the Spirit of
Gaudium et Spes   

– The joys and the hopes,
the griefs and the anxieties of
the people of this age, espe-
cially those who are poor or
any way afflicted, these too are
the joys and hopes, the griefs
and anxieties of the followers
of Christ.

6. I am Particularly
Energized and Hopeful
Because of Our Emphasis
on the FORMATION of
all those Responsible for
Catholic Healthcare

This gives dramatic and
concrete expression:

– to Vatican II’s emphasis on
our common baptismal call to
holiness and service 

– and to a sense that we are
all responsible for the mission
of being Christ in the world.

I am hopeful because I
know the efforts that have al-
ready been made in this area
and because this was discussed
among us with such passion
and commitment.

I am hopeful because a fo-
cus on formation opens up

III. Reflections on the Congress Through 
One North American’s Eyes
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many opportunities for collab-
oration and the sharing of re-
sources.

I am hopeful because these
formation programs are al-
ready building up the Church
in wonderful ways.

7. Finally , Our Grappling
with the Issue of Catholic
Identity Energizes me – it
is an Ongoing Theological
Reflection

By reflecting on Catholic
identity and struggling to give
it verbal and practical expres-
sion,

– We have shared our deep-
est convictions and beliefs.

– We have respected our di-
versity and recognized that we
approach this and so many
other things very differently.

– We have struggled to have
the largest world view; in fact,
the mind and the heart of
Christ.

This reflection has put us
squarely in the continuity of
history where every generation
has been called upon to apply
the Gospel in the context of its
social, political, economic and
cultural milieu.

In this Easter season, it may

be appropriate to express the
meaning of this gathering in
terms of the Pentecost event.  

– We have been in a kind of
upper room, filled with some
fear and more anticipation.

– We have had a sense of the
Holy Spirit among us – the en-
ergy and power of God; and

– We leave this place with
renewed commitment to the
mission of Catholic healthcare
and a renewed sense of its
evangelizing and sacramental
power for a world in need of
healing and compassion.

KATHERINE GRAY, CSJ,
Directive Member CHAI, USA
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1. The Identity of the
Catholic Healthcare
Ministry:

We have realized that
though we instructively know
‘the identity’ it is critical that
we explicitly define it in order
to provide guidance and direc-
tion to ourselves, understand-
ing those we serve and a foun-
dation for continuity for those
who will follow us.

2. The Challenges
confronting the Ministry:

The challenges are the same
in all five continents albeit in
different stages pf evolution/de-
velopment. The strategies for
solving/addressing are the same
in principle but necessarily can
be resolved or applied in the
context in which they exist.

3. The Responses 
of the Ministry:

Again the responses are sim-
ilar and possibly the same in
principle.  Responses reflect
different stages of socio-cul-
tural and economic develop-

ments in respective nations but
all are fundamentally geared
towards sustaining the health
ministry of the church.

4. Proposals for advancing
the Ministry:

a. The proposals are reflec-
tive of the challenges and is-
sues raised.

b. The proposals are generic
in that sense I mean they ad-
dress the fundamental/core is-
sues and challenges

c. At least Africa can identify
with the proposals and can see a
way forward in how it can pre-
pare and position itself to con-
tinue and sustain the ministry.

d. This meeting has brought
about an increased awareness
and appreciation of how “the
same we are”.

e. The meeting has set the
framework/conceptual basis
that encourages us to take the
responsibility and exercise the
mandates we all have by virtue
of our faith and evident strong
conviction to continue the
ministry.

f. Collaboration in all its
forms is being acknowledged
as mutually beneficial and sat-

isfying as both parities are
givers and receivers at the
same time in any collaborative
relationship

In short:
We are encouraged that our

efforts, activities, achievements
and failures have not been in
vain.  We appreciate that we are
in evolution and follow  the cy-
cle of life where man is born,
starts to crawl, stands, walks
with support, then walks steadi-
ly on his own, and then re-
quires support again.

– So we are now walking
with support and will continue
making mistakes and falling
but we are encouraged that we
are on the right track to ad-
dressing the challenges in our
context.

– And we are happy to know
that in solidarity our older
brothers and sisters are there to
help us as we will be there to
help then when they are old and
will we will provide support for
our younger brothers and sisters
when they come along.

Dr GILBERT BUCKLE, 
Executive Secretary

Department of Health National
Catholic Secretariat, 

Accra, Ghana

IV.  Reflection on the Congress Themes 
from the African Delegates
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We too can meet Jesus as we
journey throughout the Ocea-
nia Catholic health world to-
day. I acknowledge there are
as great or greater needs in
other parts of the world but I
am just concentrating on this
part of the universe as we
know it.

I will refer the following
countries only as Oceania is
too large to cover in total –
Australia, New Zealand,
Papua New Guinea, Indonesia,
Samoa, Solomon Islands and
Tonga.  Likewise, I will con-
centrate on mental health and
what leads up to this very ne-
glected and debilitating condi-
tion and not try to cover the
whole gamut of health care.

Australia is no doubt the
leader in Catholic health care
and is currently expanding its
mental health care with the
foresight and work of the Sis-
ters of Charity and the pro-
posed joint efforts of the Sis-
ters of St John of God and the
Brothers of St John of God. I
have always advocated
Catholic Health Care
providers working together
and not in competition, so
hopefully this will mark the
Catholic sector’s current ex-
pansion of its mental health
services. After all, providing
healing in the name of Jesus is
the goal, not personal or orga-
nizational aggrandisement.

There is no argument that
the larger Catholic hospitals in
Australia cater largely for the
people who can afford health
care insurance and sadly this
includes mental health pa-
tients.

In New Zealand there a few,
very small, Catholic hospitals,
none of which provide for peo-
ple with mental health prob-
lems. In the public area we
have some psychiatric hospi-
tals and because of various
government policies over the
years such as deinstitutional-
ization this is a mess.

Papua New Guinea has one
small psychiatric hospital
which houses patients who are
of significant danger to them-

selves and others. No psychia-
trist is present at this institu-
tion. Other primary health
needs take priority. All are sub-
standard even when compared
with other third world coun-
tries. The only Catholic health
care is that provided by reli-
gious congregations or orders
whose members have mini-
mum, but sufficient qualifica-
tions to meet that countries
health care standards..

Indonesia can boast of
somewhat better health-care
resources, but in Samoa, the
Solomon Islands and Tonga,
conditions are much the same
as in Papua New Guinea.

In all of the countries I have
mentioned visiting medical
practitioners and surgeons
cater for most medical condi-
tions. However such services
are not available for a person
who is suffering from a psy-
chiatric illness.

From studies that have been
done through various universi-
ties not only in Australia and
New Zealand but also some in
the USA the percentage of
people suffering from mental
illness is between 12% and
37% of any given population.
“Suicide rates continue to es-
calate in all age groups and
cultures.

One of the tragedies associ-
ated with depression is the fact
that a person is 33 times more
likely to complete suicide as
someone who doesn’t have de-
pression” (SVDP, A Long
Road to Recovery)

For example in Australia
since the 1970s youth suicide
has tripled and is now one of
the highest in the world. Just
over five young Australians
take their lives every week. It
is the leading cause of death in
the 15-24 year age group.

I wish to point out here that
having visited Papua New
Guinea on many occasions
over the last nine years the sui-
cide rate among similar age
groups is very much the same. 

So what causes this great
problem? Simply it is caused
when people are not able to

cope when faced with one or
more of life’s difficult situa-
tions, e.g. natural disasters,
putting oneself under stress
with unrealistic study or career
goals, death of a loved one,
homelessness, drug and alco-
hol abuse, having been sexual-
ly abused as a child and any
number of other situations. 

Let me just relay this true
story to you: In 1998 John, at
26years of age committed sui-
cide. John was a young man
with a bright future. He had
completed a university degree
in his home city and went to
work away from home. John
had a great relationship with
his family and was in a steady
relationship with a young lady.
He was very much loved and
loved in return.

John was also a tough foot-
baller and played first grade
for a local team. At the time of
his death he had completed 10
out of 12 units in a masters de-
gree in business administration
at university and achieved ex-
cellent results. The university
presented him with his degree
posthumously. This back-
ground information may help
you understand the disbelief
and nightmare that his suicide
caused to all who loved him.

What went wrong?  I be-
lieve part of the problem was
the stress that John was under
both at work and at university
with his studies. His employer
was funding his studies and
this placed extra stress on him
as if he failed a subject he
would have to repay his em-
ployee and pay for the next se-
mester’s units as well.

Furthermore, John’s compa-
ny was restructuring and as he
worked in the human resource
area he was directly involved
with a lot of the redundancies
and faced some rather difficult
decisions regarding the future
of many employees. John be-
came very stressed and took
two weeks’ leave, just when
the restructure was to take
place.

Ten days prior to John’s
death he returned to work in a

V.  We Too Can Meet Jesus
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distressed state. It was suggest-
ed to him that he see a doctor
or a counselor.  He made the
appointment with the coun-
selor but never got to keep it.

Now this happened in Aus-
tralia where health care is rela-
tively well resourced, what
about our neighbours in Ocea-
nia who do not have the re-
sources to address a rising rate
of suicide or indeed to research
the probable causes? 

What can be done?  
There has been an interna-

tional debate for years about
the twelve step program and
its level of success.  Can over
one million alcoholics be
wrong? I don’t think so. 

Therefore I believe those re-
sponsible for Catholic health
care in Oceania can do some-
thing to help with mental ill-
ness on a temporary basis by
introducing them to the twelve

step program and adapting it to
their particular problem. This
has been very successful in
many other areas. 

The other issue to be ad-
dressed is fear.  In many cul-
tures people are scared to talk
about their mental illness for
fear of what may happen to
them.

Most people in third world
countries are not well in-
formed about mental illness so
they take sufferers to inappro-
priate medical practitioners.
As a result the clinical out-
comes are poor or non exis-
tent. 

Conclusion

Irrespective of whether we
are in Australia, New Zealand,
Papua New Guinea, Indonesia,
Samoa, Solomon Islands or

Tonga the treatment and care
of  homeless, anxious, de-
pressed and mentally ill people
presents the Catholic commu-
nity at large with a tremendous
challenge. These people are
here among us. We cannot ig-
nore them, or the plight of
those trying to care for them
from many parts of the world.
There needs to be a greater
awakening to the extent of the
problem and a significant in-
jection of resources both hu-
man and financial, properly
administered, to bring about
change.

A greater proportion of
health and social service bud-
gets should be devoted to men-
tal health by all governments.

Brother PETER BURKE OH,
Brothers of St John of God,

Australasian Province.
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In response to the recom-
mendation of the interim board
of the International Federation
of Catholic Health Care Insti-
tutions the Pontifical Council
for Health Care Workers invit-
ed us to constitute the Third
International Congress of
Catholic Health Care. We are
over one hundred in number
and come from over forty
countries and all the continents
of the earth. We serve in di-
verse dimensions of the min-
istry of Catholic health care
and in a variety of settings.
Like the Servant of God John
Paul II we recognize that
Catholic health care is an es-
sential ministry of the Church.
A ministry that has been called
by His Holiness Pope Benedict
XVI to an aggiornamento, that
is, to a new impetus that “im-
plies renewal and deepening of
the pastoral proposal itself.”

After two days of input and
discussion in which we af-
firmed that the foundation of
all that we are about is in our
identity as witnesses to the
spirit of hope that is grounded
in the mystery of the Resurrec-
tion, we have developed the
following recommendations to
ourselves and to our col-
leagues in the ministry about
how we can promote this ag-
giornamento of the ministry
under the title of advancing
our stewardship of the min-
istry.

Catholic health care entities
should articulate the essential
characteristics of the ministry
and measurable outcomes for
the same in a manner that they
can be actualised in the organi-
zation’s strategic planning
process.

In order that all who serve in
Catholic health care can be
nourished and guided by a ful-
some understanding of the
ministry, an integrated ap-
proach to the professional and

ministerial development of all
those who serve in the min-
istry should be developed in a
manner appropriate to their
mode of service. This should
be reinforced by on-going for-
mation and continuous evalua-
tion.

The ministry should deepen
its understanding of, and com-
mitment to, collaboration
within the ministry and with
other ecclesial ministries.
There also should be collabo-
ration, as appropriate, with
secular entities in a manner
that does not compromise
Catholic identity. To advance
this collaboration there should
be dissemination of effective
models of collaboration.  

The ministry should be
known for its special commit-
ment to providing health care
to the poor, marginalized and
vulnerable in a manner that
truly advances their human
dignity and does not encour-
age dependency. This commit-
ment should be expressed in a
strategic and transparent man-
ner that is facilitated by effi-
cient and effective models of
care and that encourages cross-
country sharing.

Catholic health care should
be known for its advocacy for
access to health care being a

fundamental human right. This
advocacy should begin with
the manner in which at the lo-
cal level the ministry provides
for the health care needs of the
community it serves and by
the vision of person and soci-
ety that animates this service.
Such advocacy should be
based on accurate social analy-
sis and be made effective by
the appropriate training and
education of those who would
carry it forward. 

As we have engaged in con-
versation and reflection about
these imperatives we have
considered how to advance
collaboration with diocesan
bishops and Episcopal Confer-
ences as well as appropriate
national and international col-
laboration. As regards our col-
laboration as a ministry of the
universal Church, we recog-
nize the important contribution
AISAC can make to encourag-
ing, facilitating and empower-
ing such collaboration and
sharing.  Consequently, we ac-
tively support the animation of
AISAC as an international fed-
eration, with ecclesial and civ-
il status appropriate to its role.
This renewed reality should be
constituted after appropriate
consultation with the ministry,
with the Pontifical Council for
Health Care Workers and other
appropriate dicasteries.

As we conclude our time to-
gether we express our grati-
tude to the Pontifical Council
for Health Care Workers and
in special way to its President,
His Eminence, Cardinal
Lozano Barragán. We also ex-
tend our prayerful best wishes
to His Holiness, Pope Benedict
XVI, and ask for his blessing
of our dedication to carrying
forward the healing mission of
Jesus “the divine doctor.”  

Rev. MICHAEL PLACE
Chairman AISAC

Conclusions of the Third International Congress 
of the International Federation of Catholic 
Health Care Institutions

VATICAN CITY, 3-5 MAY 2007
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Ten years ago John Paul II
published his encyclical letter
Evangelium Vitae. The occa-
sion of its anniversary is more
than opportune for rethinking
about the specificity of the
Christian message about life, at
least for two reasons. The first
lies in the fact that the culture
of death is increasingly ad-
vancing and the claim of a per-
sonal right to a child is grow-
ing, even on the part of homo-
sexual individuals. The second
reason lies in the wish to offer
some principles to guide leg-
islative initiatives. For both
these reasons, both for the neg-
ative one as for the positive, I
would like to make immediate-
ly clear, with the Holy Father,
that: ‘Every individual, pre-
cisely by reason of the mystery
of the Word of God who was
made flesh (cf. Jn 1:14), is en-
trusted to the maternal care of
the Church. Therefore every
threat to human dignity and life
must necessarily be felt in the
Church’s very heart; it cannot
but affect her at the core of her
faith in the Redemptive Incar-
nation of the Son of God, and
engage her in her mission of
proclaiming the Gospel of life
in all the world and to every
creature (cf. Mk 16:15)’.1 This
clarification by the Holy Father
commits the Church in a com-
pletely special way because we
are witnessing a striking multi-
plication and intensifications
of threats to the lives of people
and peoples, above all when
those lives are weak and unde-
fended. Indeed, ‘In addition to
the ancient scourges of pover-
ty, hunger, endemic diseases,
violence and war, new threats
are emerging on an alarmingly
vast scale’.2 Pope Wojtyla
refers here to the cultural situa-
tion of new forms of attacks on
the dignity of the human being
‘which gives crimes against
life a new and-if possible-even
more sinister character, giving
rise to further grave concern:
broad sectors of public opinion
justify certain crimes against
life in the name of the rights of

individual freedom, and on this
basis they claim not only ex-
emption from punishment but
even authorization by the
State, so that these things can
be done with total freedom and
indeed with the free assistance
of health-care systems’3 Ad-
dressing these moral and legal
examples of libertinage, it is
my intention to perceive the
liberating and elevating mean-
ing of the preaching of the
Gospel of life proclaimed by
this papal document.

The Gospel of Life: 
a Gift of God

It is striking how the Pope
with his preaching of a rethink-
ing of the Gospel of life wishes
first and foremost to enter into
profound communion with
every brother and sister in
faith; but at the same time he
feels animated by sincere
friendship for everyone. I
would like to immediately in-
dicate the basic reason that
forms the basis for his confes-
sional wish and this general
feeling of his. John Paul II is
led to a rethinking and preach-
ing of the Christian message of
life by its splendour of truth
that illuminates consciences,
the limpid light that heals the
darkened gaze, the inex-
haustible source of constancy
and courage to always address
the ever new challenges that
we encounter on our pathway.4

However the Pope addresses
himself first and foremost to all
the members of the Church be-
cause they are the people of
life and for life. At the same
time, the Pope makes clear
once again, ‘To all the mem-
bers of the Church, the people
of life and for life, I make this
most urgent appeal, that to-
gether ‘we may offer this
world of ours new signs of
hope, and work to ensure that
justice and solidarity will in-
crease and that a new culture of
human life will be affirmed, for
the building of an authentic

civilization of truth and love’.5

This hope and wish of ten
years ago finds specifically in
these days of seaquake a major
confirmation at a truly world
level. Never as much as now
does mankind welcome the cry
of solidarity without ‘ifs’ and
‘buts’. It does not matter that
one is dealing here more with
emotional philanthropy than
with Gospel-based charity. For
that matter, grace employs na-
ture, and thus this rethinking of
the Christian message on life
finds today specifically its own
positive response, without
precedents, when faced with a
natural catastrophe. However,
what follows below transcends
a purely humanitarian analysis.
‘The Gospel of life is not sim-
ply a reflection, however new
and profound, on human life.
Nor is it merely a command-
ment aimed at raising aware-
ness and bringing about signif-
icant changes in society. Still
less is it an illusory promise of
a better future. The Gospel of
life is something concrete and
personal, for it consists in the
proclamation of the very per-
son of Jesus’.6

In this definition of the de-
scription of the Gospel-based
value of life we must pay atten-
tion at the outset to a rather
negative clarification, that is to
say to a reflection that does not
accept the Christian message
on life. Certainly, and I say this
to remove every misunder-
standing, the Gospel of life
does not deny the originality
and the profundity of human
life and is not opposed to the
consequential commandment
which means both the sensiti-
sation of the moral conscience
towards it by individuals and
the provocation of significant
changes by society as a whole
– on the contrary. However, the
Gospel of life aims at a medi-
tated reflection on life in that
this is a historical reality that is
completely personal precisely
because it refers to the preach-
ing of the divine Person him-
self of Jesus of Nazareth. ‘Je-

A Gospel Rethinking of Life:
a Gift of God and the Consequences for Man
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sus made himself known to the
Apostle Thomas, and in him to
every person, with the words:
“I am the way, and the truth,
and the life” (Jn 14:6). This is
also how he spoke of himself
to Martha, the sister of
Lazarus: “I am the resurrection
and the life; he who believes in
me, though he die, yet shall he
live, and whoever lives and be-
lieves in me shall never die”
(Jn 11:25-26). Jesus is the Son
who from all eternity receives
life from the Father (cf. Jn
5:26), and who has come
among men to make them
sharers in this gift: “I came that
they may have life, and have it
abundantly” (Jn 10:10).7 Here
we are at the heart of the Chris-
tian message on life or the
message that Christ himself re-
vealed.       

I will allow the Pope to ex-
plain this: ‘Jesus is the Son
who from all eternity receives
life from the Father (cf. Jn
5:26), and who has come
among men to make them
sharers in his gift: “I came that
they might have life, and have
it in abundance” (Jn 10:10)…
In Christ, the Gospel of life is
definitively proclaimed and
freely given…As the Second
Vatican Council teaches, Christ
“Jesus perfected revelation by
fulfilling it through his whole
work of making himself pre-
sent and manifesting himself:
through his words and deeds,
his signs and wonders, but es-
pecially through his death and
glorious resurrection from the
dead and final sending of the
Spirit of truth. Moreover he
confirmed with divine testimo-
ny what revelation proclaimed,
that God is with us to free us
from the darkness of sin and
death, and to raise us up to life
eternal”’8 Jesus, therefore, is
not only the fullness of Life,
because he is Life, but he is al-
so the Giver of life because he
is its Source. Here we en-
counter the idea of life as a
fundamental and primary
good.

Life is Always a Good  

In Jesus, the “Word of Life”,
God’s divine and eternal life is
thus proclaimed and given and
thus in its earthly phase as well

human life acquires fullness of
value and meaning. Indeed, di-
vine and eternal life is the end
towards which the man who
lives in this world is directed
and called.9 The most obvious
and reasonable consequence of
this ‘celestial’ direction of
every ‘earthly’ human life lies
in the certainty that life is al-
ways a good! ‘The fullness of
the Gospel message about life
was prepared for in the Old
Testament. Especially in the
events of the Exodus, the cen-
tre of the Old Testament faith
experience, Israel discovered
the preciousness of its life in
the eyes of God. When it
seemed doomed to extermina-
tion because of the threat of
death hanging over all its new-
born males (cf. Ex 1:15-22),
the Lord revealed himself to Is-
rael as its Saviour, with the
power to ensure a future to
those without hope. Israel thus
comes to know clearly that its
existence is not at the mercy of
a Pharaoh who can exploit it at
his despotic whim. On the con-
trary, Israel’s life is the object
of God’s gentle and intense
love. 10 ‘Through it, Israel
comes to learn that whenever
its existence is threatened it
need only turn to God with re-
newed trust in order to find in
him effective help: “I formed
you, you are my servant; O Is-
rael, you will not be forgotten
by me” (Is 44:21)’. 11

Illuminated by the faith of
these words of God and as-
sured by trust in the faithful-
ness of God, the sapiential
books move from the daily ex-
perience of the precariousness
of life and awareness of the
threats that imperil it to trusting
recognition of participation in
the eternal life of God. Revela-

tion progressively enables us to
understand with ever greater
clarity the seed of immortal life
placed by the Creator on the
hearts of men. Kohelet, the son
of David, the King of
Jerusalem, reveals this to us
with every emphasis: ‘He (the
Creator made everything beau-
tiful in its time but he has
placed the notion of eternity in
their hearts’ (Ec 3:11).  How-
ever, ‘In Jesus’ own life, from
beginning to end, we find a
singular “dialectic” between
the experience of the uncer-
tainty of human life and the af-
firmation of its value. Jesus life
is marked by uncertainty from
the very moment of his birth.
He is certainly accepted by the
righteous, who echo Mary’s
immediate and joyful “yes”
(cf. Lk 1:38). But there is also,
from the start, rejection on the
part of a world which grows
hostile and looks for the child
in order “to destroy him” (Mt
2:13); a world which remains
indifferent and unconcerned
about the fulfilment of the
mystery of this life entering the
world: “there was no place for
them in the inn” (Lk 2:7)’.12 At
this point we are led to share
with great conviction what
Pope Wojtyla asserts about life
as a perpetual good: ‘In this
contrast between threats and
insecurity on the one hand and
the power of God’s gift on the
other, there shines forth all the
more clearly the glory which
radiates from the house at
Nazareth and from the manger
at Bethlehem: this life which is
born is salvation for all human-
ity (cf. Lk 2:11)’.13 This state-
ment on the liberation and ele-
vation of every phase of hu-
man life on the new earth, in its
contradictions and its risks,
finds incontestable confirma-
tion in St. Paul: we are taken
on to the full by Jesus of
Nazareth. Indeed, ‘though he
was rich, yet for your sake he
became poor’ ( 2 Cor 8:9).  In
the view of the Pope we find
an even more substantial con-
firmation of this in John: ‘It is
precisely by his death that Je-
sus reveals all the splendour
and value of life, inasmuch as
his self-oblation on the Cross
becomes the source of new life
for all people (cf. Jn 12:32). In
his journeying amid contradic-
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tions and in the very loss of his
life, Jesus is guided by the cer-
tainty that his life is in the
hands of the Father. Conse-
quently, on the Cross, he can
say to him: “Father, into your
hands I commend my spirit!”
(Lk 23:46), that is, my life.
Truly great must be the value
of human life if the Son of God
has taken it up and made it the
instrument of the salvation of
all humanity!’ 14

However, and this is an im-
portant point, human life is al-
so a good because in the world
it is an expression of God, a
sign of His presence, a trace of
his glory (cf. Gen 1: 26-27; Ps
8:6). Only man, of all the visi-
ble creatures, is ‘able to know
his own Creator’.15 Life, as a
gift of God, is a tension to-
wards fullness that consists in
participation in the eternal life
of God Himself. The existence
of every man goes beyond the
very limits of time and space.
‘For God created man for in-
corruption , and made him in
the image of his own eternity’
(Wis 2:23). This is why man is
perennially dissatisfied. Made
by God, bearing within himself
an indelible trace of God, man
naturally tends to Him. This is
what is taught by the Cate-
chism of the Catholic Church:
‘The desire for God is written
in the human heart, because
man is created by God and for
God; and God never ceases to
draw man to himself. Only in
God will he find the truth and
happiness he never stops
searching for’.16

To understand even further
the free giving of the divine
gift of human life, I will refer
to original sin. The wonderful
project of God with man was
obscured by the irruption of sin
into history. With sin, man re-
belled against his Creator, end-
ing up by idolatrising  crea-
tures. When God is not recog-
nised as God, the profound
meaning of man is betrayed
and communion between men
is prejudiced. But thanks to the
mercy of God the project of
life consigned to the first
Adam, a ruin and disruption of
the design of God for the life of
man because man introduced
death into the world, found in
the redemptive obedience of
Christ, the second Adam, the

source of grace that is poured
on man, thereby opening the
doors of the kingdom of life
(cf. Rom 5:12-21). The Apos-
tle of the Gentiles further
makes clear: ‘The first man
Adam became a living being;
the last Adam became a life-
giving spirit’ (1Cor 15:45).17

The Commitment of 
Every Man: to Love 
the Human and Divine 
Dimension of Life

The Christian message on
the ontological value of human
life obviously involves deonto-
logical existential conse-
quences, that is to say conse-
quences of a moral order. First
of all and above all towards
Christ, then towards personal
life and last but not least to-
wards the life of every brother
and sister.

In relation to Christ, the
restorative design of God has a
primary and radical conse-
quence: the following of
Christ. The author of Evangeli-
um vitae writes here: ‘All who
commit themselves to follow-
ing Christ are given the full-
ness of life: the divine image is
restored, renewed and brought
to perfection in them. God’s
plan for human beings is this,
that they should “be con-
formed to the image of his
Son” (Rom 8:29). Only thus, in
the splendour of this image,
can man be freed from the
slavery of idolatry, rebuild lost
fellowship and rediscover his
true identity’.18

The first consequence of be-
ing regenerated by God and
taking part in the fullness of
His love lies in the non-reduc-
tion of life to mere existence in
time and space. The life that
Jesus came to give is ‘the life’
because it constitutes the spe-
cific object of the mission of
Jesus, he who ‘comes down
from heaven and gives life to
the world’ (Jn 6:33). Thus Je-
sus can state with full truth
‘whoever follows me…will
have the light of life (Jn 8:12).
Whoever believes in Jesus and
enters into communion with
him has eternal life (cf. Jn
3:15; 6:40). The adjective does
not only refer to a supra-tem-
poral perspective. ‘Eternal’ is

the life that Jesus promises and
gives because it is fullness of
participation in the life of the
‘Eternal’.19

Now we can understand bet-
ter what ‘knowing God and
His Son’ means. It ‘is to accept
the mystery of the loving com-
munion of the Father, the Son
and the Holy Spirit into one’s
own life, which even now is
open to eternal life because it
shares in the life of God’.20 The
Christian message on life thus
reaches its peak. The very life
of God is at the same time the
life of the children of God. It
should be, noted, however, that
this dignity ‘is linked not only
to its beginning, to the fact that
it comes from God, but also to
its final end, to its destiny of
fellowship with God in knowl-
edge and love of him. In the
light of this truth Saint Ire-
naeus qualifies and completes
his praise of man: “the glory of
God” is indeed, “man, living
man”, but “the life of man con-
sists in the vision of God”’. 21

Thus the reasons why man
can, indeed, must, love his life
in the earthly condition are
twofold: one is natural, the oth-
er is supernatural. Indeed, from
a natural point of view man
loves his life, in an instinctive
way, because of the fact that it
is a primary and fundamental
good. From a supernatural
point of view he loves it be-
cause in it is already sprouted
and in growth eternal life.
‘Similarly’, concludes the
Pope, ‘the love which every
human being has for life can-
not be reduced simply to a de-
sire to have sufficient space for
self-expression and for enter-
ing into relationships with oth-
ers; rather, it develops in a joy-
ous awareness that life can be-
come the “place” where God
manifests himself, where we
meet him and enter into com-
munion with him. The life
which Jesus gives in no way
lessens the value of our exis-
tence in time; it takes it and di-
rects it to its final destiny: “I
am the resurrection and the
life...whoever lives and be-
lieves in me shall never die”
(Jn 11:25-26).22 ‘Through the
words, the actions and the very
person of Jesus, man is given
the possibility of “knowing”
the complete truth concerning
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the value of human life. From
this “source” he receives, in
particular, the capacity to “ac-
complish” this truth perfectly
(cf. Jn 3:21), that is, to accept
and fulfil completely the re-
sponsibility of loving and serv-
ing, of defending and promot-
ing human life’.23

It is true that this demanding
conclusion concerns first of all
and above all else the members
of the Church, the mystic Body
of Christ. However, and I
would like to stress this point,
this commitment concerns
every man and woman and
thus has echoed in every con-
science ‘from the beginning’,
that is to say from the time of
the creation itself, in such a
way that despite the negative
consequences of sin, it can al-
so be known in its essential
traits by human reason.

Lastly, the Pope draws atten-
tion to the responsibility of
every man before God as re-
gards veneration and love for
the lives of everyone. If the life
of man is a gift of God, His Im-
age and imprint, because a
sharing in His vital breath, it is
evident that He is the only
Lord of life and that no one can
dispose of life. God himself
emphasises this to Noah after
the flood: ‘For your own
lifeblood, too, I will demand an
accounting… and from man in
regard to his fellow man  I will
demand an accounting for hu-
man life’ (Gen 9:5). The life
and the death of man, there-
fore, are in the hands of God,
in His power. This is what Job
exclaims: ‘In his hand is the
life of every living thing and
the breath of all mankind’ (Job
12:10). He alone can say ‘It is I
who bring both death and life’

(Dt 32:39). However this is not
a threat but of a statement of
care and loving concern to-
wards his image-creatures!
‘God did not make death, and
he does not delight in the death
of the living. For he created all
things that they might exist’
(Wis 1:13-14). Thus human life
is inviolable because it has its
foundation in God and His cre-
ative action. The command-
ment of God to safeguard the
life of man thus has a more
profound aspect in the require-
ment to venerate and love
every person and his life.

Conclusion

The Christian message on
human life, brings, to con-
clude, our gaze to the ‘Child
born for us’ (cf. Is 9:5) and to
the Lamb who was sacrificed
for us. It is in him that we con-
template ‘the life’ that ‘is man-
ifested’ (1 Jn 1:2); it was in
him that was fulfilled the en-
counter of God with man and
the pathway of the Son of God
on the earth begins, which cul-
minated in the giving of his life
on the Cross. It is indeed by his
death that he defeated death
and became for the whole of
humanity the beginning of a
new life. As the sacrificed
Lamb he lives with the signs of
his passion in the splendour of
his resurrection. For this rea-
son, he alone is master of all
the events of history: he opens
its “seals” (cf. Rev 5:1-10) and
proclaims, in time and beyond,
the power of life over death. In
the ‘new Jerusalem’, that new
world towards which human
history is travelling, ‘death
shall be no more, neither shall

there be mourning nor crying
nor pain any more, for the for-
mer things have passed away’
(Rev 21:4). And as we, the pil-
grim people, the people of life
and for life, make our way in
confidence towards “a new
heaven and a new earth” (Rev
21:1), we look to her who is for
us “a sign of sure hope and so-
lace”.24
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The subject on which I am
about to offer only certain
points for reflection does not
concern specifically my sector
and my specialisation: the
terms ‘ethics’ and ‘law’, which
are examined here in tandem,
constitute in definitive terms
two essential aspects of a sin-
gle reality that have been
thought for far too long over
these last two centuries as be-
ing opposed or indifferent or
irrelevant to each other. In-
deed, the opposition between
law and morality, and from
certain points of view the pri-
macy of law over morality,
have led to a severing of these
essential ties between man and
his nature, which every every-
one in the individual and the
social world, in the private
sphere as in the public sphere,
feels they lack The disassocia-
tion that is evident in daily life
between values and laws, and
between actual and normative
aspirations and behaviour is so
strident, that one lives either in
a constant tension that finds no
outlet, or in a mortifying indif-
ference, or in a lacerating re-
bellion.

From the same situation and
the same matrix spring other
concerns that fill the souls of
everyone: the disappearance of
sacredness and the sacred,
which also involves the mys-
tery of life, and from which
comes genetic engineering; in-
tolerance and contempt to-
wards others that is also ex-
pressed within natural soci-
eties such as the family; the in-
ability to govern nature, which
is almost rebelling against the
deterioration caused by a fool-
ish mankind.

Today as yesterday we are
on the threshold of a new mil-
lennium and today as yester-
day the individual, not as a
never to be repeated entity or a
number that is indistinguish-
able from many others, but
simply as a man beyond an un-
rewarding optimism or a radi-
ant pessimism, has to confront
himself with himself and with
others and thus climb step by
step the steep mountain, learn-

ing from the pathway that has
been followed and the perils
that have been overcome, but
without stopping, continuing
on his journey but without im-
possible flights ahead.

Aware of his finitude and his
limits, he has to make himself
one with others in order to live
and to express his dignity to
the full, which is neither self-
assertion (the exercise of
rights) nor renunciation (sub-
jection to duties), but rather
aware and correct relationships
and communications with oth-
er people, with things, and
with the absolute.

This uncomfortable millen-
nium, which is already show-
ing in relief the signs of the
third, has been characterised
down the whole of its pathway
by individuality, and as an in-
dividual, man woke up after a
thousand years to discover
himself and mature as an indi-
vidual (the feudal lord, the
merchant, the clericus), then as
a thinking entity endowed with
rationality (homo rationalis),
and lastly as a producer (homo
oeconomicus). Each of these
characteristics has given him a
way of acquiring an increasing
awareness of his being made
in the image of God, the heir
of His kingdom, already re-
deemed of his fragility.

However, the moment has
come for a further advance in
awareness so that one does not
succumb to selfishness, intol-
erance and hatred. This is of-
fered by the juridical, under-
stood as a practice that oper-
ates at all levels and in all sec-
tors, as a set of ‘rules’ that are
observed not because they are
imposed but because they re-
solve conflict and eliminate
contrast; which are lived be-
cause they concretise values
and do not constitute privi-
leges or monopolies; and
which are required to improve
quality of life to the benefit of
everyman and not the few.

That this further advance in
awareness is not a utopia de-
rives from contemporary his-
tory itself and from the history
of the first millennium, whose

pre-eminent characteristic,
which in fact has fostered sub-
sequent histories, is represent-
ed by christianitas, the only
hope for today and tomorrow.

It is observed, therefore, that
I, like everyone else, am a man
apart, aware of being so, with
all the limitations that this in-
volves, but also with all the
riches that spring from a daily
commitment to living in a cer-
tain way, to addressing prob-
lems in a certain way. Obvi-
ously with more doubts than
certainties. These are certain-
ties that are very often falla-
cious, such as those of Don
Ferrante, or those that
Descartes ironically pointed
out as being specifically of the
‘loicus’.

In this way, to move out of
the use of metaphor, I should
immediately identify the sub-
ject of my analysis: the indi-
vidual in himself considered
both in relation to others and to
things and as a generator of
mechanisms of coexistence
and the user of these mecha-
nisms, and as an essential
component of structures that at
the same time give him a
voice, guarantee him, and de-
fend him.

To our great good fortune,
the contemporary world tends
to uphold and defend man in
his integrity and wholeness (at
least at the level of statements
of principle), no longer, how-
ever, in relation to himself but
rather and above all in relation
to others and on a par with oth-
ers. Even though, today more
than yesterday, individualism
and above all  particular forms
of selfishness,  or group forms
of selfishness, are still win-
ners, even though the long
pathway has begun towards a
greater and better social
awareness, with the conse-
quent reaffirmation of the cri-
terion of justice as a basis and
foundation for law.

This means that this defence
does not relate exclusively to
the values of positive law, that
is to say those principles that
are expressed in rights that are
explicitly recognised, but in-

Ethics and Law1
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volves the fact that it is indis-
pensable that the law pursues
and actuates meta-positive val-
ues.

As everyone will remember,
there was a season not so very
long ago when the mere appeal
to universal principles, which I
refer to above as meta-positive
and which are to a certain ex-
tent to be referred or connected
to religious realities, were re-
jected in the name of the secu-
larity of the ‘state’ or juridical
positivism.

With the unity of the me-
dieval system disrupted fol-
lowing the revolution of 1789,
a frequently misunderstood
natural law approach, above
all on the secular front, which
was nevertheless in its own
fashion effective and proved to
be essential, produced, any-
way, the first declarations of
essential rights and constitu-
tional charters. Above all with
the revolution of 1789, secular
society took on in the first per-
son the recognition and the
consequent safeguarding of
absolute rights.

This took place above all on
the basis of a choice in favour
of the defence of the individual
considered in himself, whom
the state, the expression of an
indistinct and indifferent gen-
eral will, and for that reason
the sole generator of reality,
watched over in an au-
tonomous and above all in-
evitable way. The necessary
consequence of this was the
embodiment of rights in
statutes through codification
and the pre-eminence of the
aspect of a validity of a norm
over the search for truth in or-
der to actuate justice.

With law entrusted exclu-
sively to the legislative power,
there became established, as a
result, that providentialism of
law itself which is still current
and widespread in almost all
systems of a political and ideo-
logical matrix. 

But the law in itself, as
everyone can see with their
own eyes, has shown that it is
not suitable and that it is inad-
equate. And above all where it
is given concrete expression,
albeit in terms of absolute law,
in the regulation of the oppos-
ing interests of individuals or
groups, in order to resolve

conflicts, without referring to
fundamental values, to achieve
their concrete defence.

The same solemn declara-
tions of rights have not imped-
ed, as is well known, the dra-
matically grand events which
have taken place since the Sec-
ond World War onwards. Who
can fail to remember the exter-
mination of millions of people
which is still today of contem-
porary relevance, indeed,
which still takes place today.
Of such a level as to lead to the
postulating against crimes
against humanity (if you recall

this phrase was enunciated for
the first time at the Nuremberg
trials) of a law of humanity
that was higher than the law of
states, which no longer re-
ferred to legislation, and which
no longer referred to positive
law. But without going too far
we have before us nowadays
the epoch-making change of
the regimes in Eastern Europe.

What is happening to these
regimes? What seems to be
happening above all from the
point of view of the historian
and the jurist? In these regimes
the social body no longer
wants a judgement as to
whether the behaviour of men
in government was in confor-
mity with the law, the law that
was then in force, but a judge-
ment as to whether they acted
in conformity with rights that
were not yet written into that
legislation: the rights of free-
dom, social rights, and politi-
cal rights.

These societies, but we
could also add our own soci-
ety, are attempting today to re-
trieve man in his wholeness

not only as an individual but
also and above all else as civis,
because of the impulse that
comes from society itself and
from public opinion. In this
way these societies assign to
their state institutions a task in-
volving aggregation, the meet-
ing of needs and the safe-
guarding of values, and of a
meta-positive nature as well.
And the first evident result is
represented by the fact that the
national sets of law, which
tend, and often are by defini-
tion constitutional, and which
appear as closed normative

systems (so-termed rigid Con-
stitutions), are required to
transform themselves into sys-
tems of material justice by ac-
cepting the subordination of
the contents of their own laws
to the control of values outside
systems. Here one needs only
to look through the decisions
of the Constitutional Court to
see that in the Italian system as
well there is this widening, this
recognition of values. And to
such an extent that reference is
made to secular morality when
in essential terms the same
rights of freedom are nothing
else but a recognition of innate
rights which constitute the
foundation of the human per-
son and make up and defend
his wholeness. Such a defence
cannot remain a mere enuncia-
tion but must operate within
reality, being translated into ef-
fective normative safeguards
and combating every form of
shameless abuse, arbitrariness
and injustice. Their actuation,
therefore, cannot be a matter
for the category of justice but
rather of effective incidence
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and the immediate verifiability
of injustice.

I do not believe that one has
to go very far, not even to a
conceptual level, to adopt as a
point of reference not positive
value but its opposite, which is
achieved specifically at the
level of experience. This obvi-
ously implies a hermeneutic
approach.In this sense one
may call to mind different
philosophers, but above all
two, whose thought is em-
blematic: Luigi Pareyson and
Hans Gadamer.

The first, in opposition to
the determinists and to all
those who champion rela-
tivism, even though in part he
embraces their theses, begins
with the anxiety that lies in
every man and which is op-
posed to happiness. He begins
with sadness and not with joy
and thus deals with concepts
of a negative character such as
radical evil, the ambiguity of
reality and man himself, non-
freedom, life as a risk and as
an absolute wager. The sated
man of the capitalist West does
not want to hear about these
things: he is aware of his con-
dition of inertia and fear, he
well knows that he has put into
other people’s hands his own
life – he strives to crush his in-
adequacy with individual or
group therapies or with psy-
cho-pharmacies, if not, indeed,
with drugs, but at the most he
manages to achieve out of self-
ishness his own artificial par-
adise in which to exorcise self-
generated loneliness and bore-
dom, in which he is called up-
on and favoured by mecha-
nisms that produce ephemeral
happiness, so as to exercise
more freedom, indeed with ar-
bitrariness and power, to ob-
tain profits and selfishness, el-
evated into a system.

It is certainly true that it is
very difficult to give a mean-
ing to pain, to accept the un-
fathomable, for that matter, as
a justified destiny of atone-
ment; marked in each of its
limits and apparent caducity.
Christian culture has tried this
for centuries but it cannot offer
paradise on earth; instead it of-
fers self-renunciation to man
and to his selfishness, to be-
come a man like the other and
for the other. Beyond the

Gospel message which reveals
a mystery that is no longer giv-
en to the intelligence of the
few but shared in freely be-
cause as John says, the Word
was made flesh and came to
live amongst men, man ob-
serves that evil is not specific
to his original nature and thus
it is possible to remove it, to be
redeemed in relation to it, and
thus to expiate it.

And the meaning of suffer-
ing lies in this expiation which
is promoted with positive ac-
tion that is performed at both
an individual level and also
(necessarily) at a social level.
Once this approach has been
understood and implemented,
pain is removed with it and

one reaches joy, because as
Pareyson says and concludes,
it would not be real joy if it did
not know about suffering. And
unfortunately the current mod-
ern epoch fears suffering more
than it fears injustice, whereas
in the classical-medieval per-
spective injustice was much
more feared than suffering.
But the approach of this
philosopher is not sufficient if
one does not consider the other
as a fellow; if, that is to say, as
Gadamer says, one does not
keep one’s own claims under
control, one’s own desires, im-
pulses, hopes and interests, so
that the other does not become
invisible and does not remain
invisible. This philosopher in-
troduces another category
which is also, at an apparent
level, negative: the category of
wrong, but in a totally special

way. That one should say that
another is right, that one
should be wrong in relation to
oneself and one’s interests, is
not something that is easy to
understand or accept. We must
learn to respect the other and
pay attention to him. This im-
plies that we must learn to be
wrong. We must learn to lose
in the game, something that
happens very early on, as is
well known, indeed, during the
first years of life. Those who
do not learn this, above all so
early on, will not manage to
deal with their tasks in their fu-
ture lives.

To live with the other, to live
as the other of the other, is a
fundamental task that is valu-

able on both the small and the
large canvasses. The way in
which we learn to live as indi-
viduals in relation to another
individual also applies, evi-
dently enough, to the other
great human complexes: peo-
ples and States

Obviously, law does not
deal with evil in all the multi-
plicity of its dimensions: it
deals with it under a nonethe-
less essential profile, that of
the unjust alteration of rela-
tional inter-subjectivity.

Thus it does not seem too
audacious to state that we,
mankind, will perhaps survive
if we manage to learn that we
must simply exploit our means
of power or the ability to act.
Yet we should learn to halt be-
fore the other as the other – be-
fore nature as before the cul-
tures of peoples and States that
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have by now grown up. It is
for this reason that we must
discover the other and others
as others in relation to our-
selves, so as to be able to ac-
quire a reciprocal participation

This approach, obviously
enough, does not reveal and
does not explain everything to
the full, above all it does not
explain its consequence in the
physical world, which makes
of the corporeal not a point of
attrition but rather a factor that
expresses in itself a value, the
corporeal that does not limit
the spirit but which becomes a
means and a vehicle of the ex-
perience of each person, and
thus of history.

But here one can employ an-
other module, already fol-
lowed for centuries as a value
which is also apparently nega-
tive,  that of tolerance, which
in order to be effective must be
located within experience and
practice and should constitute
the limit that cannot be crossed
of a norm. Learning, exercis-
ing, exercising oneself in be-
ing wrong does not mean any-
thing else but respecting the
other and having tolerance to-
wards him, towards the other
in his diversity. Today’s ho-
mogenised society no longer
knows how to do this, it not
longer has a sensitivity to-
wards motives, to which refer-
ence has already been made,
and towards that justice that
St. Thomas Aquinas saw as
made up of the very truth of
things and the right order of
being.

Public opinion is a sounding
box of criticism for its own
sake, of condemnation of
malaises which are at times
certainly real, yet a condemna-
tion that generalises, of accu-
sations of disorganisation, with
generalisation here as well,
seeing above all in authorities,
in bureaucratic apparatuses
and in state institutions that do
not function the real culprit.
We are not the culprit, indeed
today more than yesterday the
culture of protest, carefree im-
prudent condemnation and the
lacerating attribution of blame
of anyone who has any power
or authority, have grown in im-
portance. On the other hand,
emphasis is placed on success,
on personal advance, on easy

profits, on being smarter than
others, on enjoying privileges
and monopolies, and on the
carefree use of public matters.

And the real scandal is not
that of speaking badly of oth-
ers; the right endeavour be-
comes that of giving and not
taking from the other: of con-
structing and not breaking
down what the other has built
– at times specifically our of
contempt or indifference.

However, an approach can
come to our help that is, so to
speak, serene, to any question
or issue, above all if it involves
the individual and society. One
is dealing here with a way of
feeling that is not very practi-
cable today but which is any-
way at the basis of that silent
revolution, so much con-
demned by humanism and so
much despised by the thinkers
of the Enlightenment, which
took place during the medieval
period. This is the category of
intentionality, the medieval
virtue of the conscience.

This category, if employed
as took place in practical terms
during the Christian medieval
period, should be taken on by
everybody, should be acquired
above all else in relation to
other people, not only to de-
fend positions that have been
already won or to defend priv-
ileges that have already been
obtained, but in order to be or
become protagonists of life
and of society.

It is then necessary not to
forget that with the lack of
such an approach society, and
above all else capitalist soci-
ety, remains the prisoner of
those two fundamental aspects
which almost portray its im-
age: the first of these charac-
teristics is what economists
call the objective coldness of
capitalist industrial society be-
cause it is directed towards the
economy, towards the gather-
ing and storing of information,
and because it is bound up
with mechanisms of self-regu-
lation.

This involves on the socio-
logical front at least a relative
satisfaction of society which
enjoys a functioning of struc-
tures that is not optimal, be-
cause this never takes place,
but which is at least satisfying.
The consequence of this is that

society feels extraneous to this
system, develops anxiety, and
a contemporaneous need for
relationships that are less cold,
so that, on the one hand, an in-
difference of a social character,
as well, is established, and a
fracture with the institutions of
the state, and, on the other
hand, intentionality takes con-
crete form in the private sphere
and in narrow spheres that
have little influence on social
factors and on the mechanisms
of living together in society,
and thus on the front of the
regulation of interests, which
is what law is.

The second characteristic,
which, however, only indirect-
ly produces a request for inten-
tionality, is constituted by a
trend, which at first sight can-
not be stopped  by society, to-
wards reproducing oneself,
one’s behaviour and one cul-
tural codes. One need only
think here of the homogenised
and homogenising behaviour
of youth fashion, of machines,
and of everything that tends in
some way to make uniform.
Thus there are some positive
effects – the poor man is no
longer distinguished from the
rich man or the industrialist
from the intellectual. But there
are also aspects which are neg-
ative in this homogenisation
because there is no longer a di-
rect and original approach of
people to reality, a desire to
stand out from others, and
above all the power of imagi-
nation, which is the principal
engine in the creation of new
spaces and the opening up of
new horizons. Imagination is,
for that matter, another catego-
ry; it seems very far from ju-
ridical concerns and analyses,
but, in contrary fashion, it is
not.

Obviously enough, such ap-
proaches are not negative in
themselves; indeed, they can
also constitute and lead to self-
sufficiency and to the self-re-
production of society such as
to constitute its force. But be-
fore everyone’s eyes there is
the tiredness, the indifference,
the lack of interest, of curiosi-
ty, and the sadness that makes
everyone have a grey life, a
life that is melancholic, be-
cause that life is in part a mat-
ter of habit, and to such an ex-
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tent as to seem not authentic
because it is so distant from
the models and the stereotypes
imposed by the mass media.

In industrialised and techni-
cally advanced societies, after
a certain fashion the battles for
free time have come to an end,
and so many times today, al-
though perhaps not so much in
Italian society but certainly in
American society and Japan-
ese society, in order to escape
the repetitive and the void of
free time people prefer to re-
main at their workplaces, to
lengthen the time needed to re-
turn home, or fall sad in front
of audiovisual machines or
places of entertainment. These
are audiovisual machines that
also reproduce, however,
stereotypes, that take the place
of the imagination by killing it,
and this in the best of cases.
Obviously, those aspects that
we have indicated as being
positive aspects, that is to say
the raising of society, the abun-
dance of the superfluous to sat-
isfy voluptuary needs, and
greater wealth, are taken for
granted.

These observations of mine
are notes delivered in a shower
and are not completely ho-
mogenous in relation to a sub-
ject which because of its com-
plexity and its influence, in the
practical aspects of things and
the life of every society, would
require systematic in-depth
analysis and a more coherent
approach. 

I would like, however, to
emphasise that the division
that is usually engaged in of

two sectors, in which the rela-
tionship and the mutual pene-
tration of ethics and law are
seen as fundamental – that ex-
ternal sector relating to the
agreement between two nor-
mative systems and the inter-
nal sector concerned with per-
sonal and social responsibility
in the exercise of any activity
and connected with the forma-
tion of the conscience of each
individual – does not appear to
me to be suitable, not even at a
theoretical level. I believe, on
the contrary, that it is not use-
ful to distinguish between two
normative systems – that
based upon the juridical as an
internal dimension of the logic
of politics and that connected
with morality as an internal di-
mension of the logic of con-
science. If ethics and law ex-
clusively represent two au-
tonomous normative systems,
it is obvious that in the first
system, the juridical one, there
must necessarily be reference
to juridical positivism and for-
malism of law should become
necessary, and that the second
should interact with the first
solely for that space that the
system of positive law offers
to fundamental rights of the
person, recognised, for that
matter, and accepted in an
original way such as to be-
come positive rights as well,
within the sphere of the first
system. In contrary fashion,
just as it is necessary to re-
trieve man in his wholeness, so
one should reassess the social
dimension of existence and
thereby achieve a dialectical

re-affirmation of the dignity of
man. On the other hand the
law should, as pure affirmation
of authority, as a simple regu-
lator of opposed interests, and
as an instrument of external
and formal defence of rights,
retrieve its strictly juridical na-
ture, that nature, that is to say,
of reasonableness and the af-
firmation of the criterion of
justice.

Western culture, during its
centuries-old effort to investi-
gate instruments to achieve an
increasingly rich social life
and one that meets the aspira-
tions of man, has always learnt
from certain ‘praecepta’,
which were so effectively
summarised by Roman culture
and traditionally attributed to
Ulpian , those of ‘honeste vi-
vere, ‘alterum non laedere and
‘suum cuique tribuere. Such
an ethical characterisation of
law is evident and is within the
phenomenon of the juridical,
from which it cannot be sepa-
rated: it is the real answer to
the coldness and distance of
the law, because, as St. Augus-
tine stated, ‘Non est lex quae
iusta non fuerit, for, as Thomas
Aquinas taught,  ‘ius est obiec-
tum iustitiae’.
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The Health of the Elderly 

The World Health Organisa-
tion, which in 1995 revised its
programme for the health of
the elderly, Health and Aging,
believes that aging must be
seen, from a health-care point
of view as well, as an integral
part of the life cycle and that
the elderly should not be seen
as a component that is outside
the other age bands of the pop-
ulation.1

It is for this reason, then, that
it is necessary to clarify the
concept of ageing and the per-
spectives in which ageing is
generally placed, that is to say
the perspectives of an overall
strategy.

With respect to ageing one
can state that to age does not
mean to avoid the problems,
the changes or the losses that
arrive with the growing older
but that it means, rather, a con-
stant commitment, notwith-
standing the obstacles, to
strengthen gains and minimise
losses.

At the present time there is a
vast complex of knowledge
about ageing, the strategies and
the mechanisms that can help
us to face up to these losses –
knowledge that is by now
shared by gerontologists
throughout the world. On the
basis of such knowledge it has
been understood that there ex-
ists an enormous variability in
nature and time as regards the
events of ageing, that elderly
people possess hidden energies
on which they can draw as they
grow old, and that they are re-
quired to have a constant readi-
ness to adapt and fit in.

This heterogeneity increases
with age because environmen-
tal factors accumulate that ac-
centuate individual differences.
Illness as well increases this
heterogeneity given that it can
influence the process of age-
ing, differentiating it in various
ways.

With respect to the concept
of adaptability or ‘plasticity’,
elderly people have many la-
tent or sleeping reserves that

are not used because they are
activated by the requests of the
environment.

The accumulation of these
reserves begins from birth and
continues throughout life. El-
derly people tend to live in an
environment that is not de-
manding, because it has few
stimuli, whereas mental, social,
psychological or economic re-
quests could have the effect of
activating these latent reserves.

It follows from this that the
perspectives of an overall strat-
egy to address the problems
and issues of ageing should be
based on certain specific
premises:

– The addressing of ageing
as a part of the life cycle rather
than seeing health care for el-
derly people as a separate cate-
gory.

– The promotion of health
over the long term: there is
growing awareness of the need
to focus attention on the
process of ageing in health giv-
en that both in the early stages
and in the advanced stages of
life people have a large number
of opportunities to improve
their own health as they grow
old.

– The consideration of cul-
tural influences: the environ-
ment in which one grows old
plays a determining role in
health and wellbeing.

– The adoption of strategies
directed towards the communi-
ty: in the world, in the richest
nations as well, the great ma-
jority of elderly people live in a
community and it is at this
community level that many
problems should be addressed
– problems that often are not
strictly health-care in nature
but which usually have impli-
cations for health.

– The recognition of differ-
ences between the sexes: there
are important differences be-
tween the health of men and
the health of women and in the
life expectancy of the two sex-
es, and this becomes more pro-
nounced when people are el-
derly. Women have a greater
life expectancy and this phe-

nomenon, which has been de-
fined as the ‘feminisation of
ageing’, constitutes the current
experience of many developed
countries. In developing coun-
tries, where the life expectancy
of women of sixty-five years of
age is already greater than that
of men, the increase in the per-
centage of women who reach
this age and survive longer
means that ageing is feminised,
at least as, if not more than, in
developing countries. The prin-
cipal social significance of this
increase in the advanced age of
women lies in a prolonged pe-
riod of widowhood. Widow-
hood takes place at a more ad-
vanced age in developed coun-
tries (roundabout the age of
seventy) but the greater life ex-
pectancy of women, compared
to that of men of sixty-five, in
these countries, means that it is
prolonged for a longer period.

Strengthening 
Inter-generational Ties: 
it is Necessary to Promote
Strategies that Foster
Cohesion between the
Generations2

Naturally this prospect is not
worldwide: in many countries
the very dignity of the human
person is at risk, in others age-
ing does not have the same
meaning for men as for women
– as a result, as well, of sexual
discrimination – as for that
matter the WHO had already
reported in its previous docu-
ments.3 What has been said
hitherto in this paper, albeit in
an extremely summarising
form, confirms that the phe-
nomenon of ageing does not re-
quire answers that belong sole-
ly to the health-care sphere. In-
deed, at a general level as well,
one can observe that the great
epidemiological changes of this
century – first of all AIDS and
the recrudescence of tuberculo-
sis, with an increasing resis-
tance to antibiotics by micro-
bacteria in areas of especial so-
cial malaise – demonstrate that
the state of health of a popula-
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tion is not only related to the
technological advances of ad-
vanced medicine but also
seems to depend to an even
greater extent on the level of
social fairness, on the organisa-
tion of the social sector and the
health-care sector, and on the
capacity of all these services to
provide timely and efficient re-
sponses. This was emphasised
again, as regards ageing, by the
recent declaration of the Inter-
national Conference held in
Brasilia in July 1996, which
stated that ageing is a normal
dynamic process and not an ill-
ness.4 Whereas ageing is an in-
evitable and irreversible
process, the chronic conditions
of disability that often accom-
pany ageing can be prevented
or delayed, not only by medical
measures but also by econom-
ic, social, environmental ones
as well. The basic requirements
of quality of life – let us re-
member that this is the objec-
tive of the WHO for the next
century – are adequate food,
drinking water, housing, safety,
sufficient economic resources
and the possibility of access to
primary care. It follows that in
order to take into consideration
correctly the needs of the elder-
ly it is necessary to see them
within the wider context of a
social policy whose inter-secto-
rial measures should take into
consideration the determinants
of bio-physical, social, psycho-
logical, economic and environ-
mental needs.

These problems and issues
should naturally take into ac-
count ethical factors such as
equal access to care and ser-
vices and a fair allocation of
resources.5 The questions and
issues connected with distribu-
tive fairness will in fact, ac-
cording to the prospects before
us, take on increasing impor-
tance. On the basis of an au-
thoritative demographic pre-
diction, a further notable
lengthening of life expectancy
does not yet seem to constitute
the primary objective of
health-care programmes in de-
veloped countries. Only futur-
istic discoveries in the sector of
molecular biology will make
realistic the hypothesis of a
slowing down in the processes
of senescence  and will thus be
able to produce a decisive fur-

ther increase in the average life
span: even eliminating all the
principal causes of death (car-
diovascular disease and can-
cer) – a goal that appears to be
far from being achieved – life
expectancy could have for both
sexes an increase greater than
10-15 years. One would thus
remain far from the difficult
objective of 120 years, that is
to say the greatest age that has
certainly been demonstrated in
man, As a consequence, quali-
ty of life is gradually replacing
the lengthening of life ex-
pectancy as a primary and real-
istic objective. When reference
is made to quality of life it is
clear that one must refer above
all else to the most advanced
age groups, where not only are
associated illnesses and depen-
dency concentrated but where
social inequalities also become
accentuated.

At the level of facts, it is un-
doubted that where obligatory
systems of social insurance
have been adopted (as in
France or Germany) or nation-
al health services (as in Great
Britain, Spain or Italy) have
been installed, a level of health
better than in the United States
of America, where the chal-
lenge has prevailed of private
insurance which are at times
more efficient but which are al-
ways more expensive and less
effective in collective terms,
has been achieved, with the al-
location of less expenditure (in
absolute and relative terms) to
the health-care services. All the
principal health indicators,
from infant mortality to aver-
age life expectancy at birth,
confirm this difference that is
due, beyond and more than the
specific action of public ser-
vices, to the culture of the Wel-
fare State, an approach that has
been established in Europe
through solidarity and struggle,

statism and participation, and
the search for wellbeing under-
stood in its specific sense as
being well personally and a
commitment to collective
health.6

Indeed, amongst the numer-
ous challenges posed by the
ageing of the population, refer-
ence is also made to an in-
crease in health-care expendi-
ture such that people talk about
an unsustainable burden in the
future, almost a fiscal ‘black
hole’ that will absorb an unlim-
ited part of national resources.7

At the same time, however,
there is an absence of in-depth
studies on this subject. The few
studies that have focused on
ageing as a factor in the in-
crease in health-care expendi-
ture have demonstrated that the
impact of ageing and other de-
mographic changes has been
superseded by the combined
effects of factors such the in-
crease in the intensity and use
of health-care services, the in-
crease in costs of specific
health-care sectors, and in-
creases in general. 8 A recent
study indicates that whereas
the ageing of a population was
responsible for about one fifth
of the annual increase in
health-care expenditure for
constant care in the period
1987-1990, it was an irrelevant
factor in the increase on expen-
diture for care provided by
hospitals, expenditure on med-
ical doctors and other forms of
health care.9

This way of thinking comes
from a precise wish to ignore
the real terms of the question:
the real factor that is able to
modify health-care expenditure
is not discrimination on the ba-
sis of age but the political will
and capacity to rationalise ser-
vices – first of all that of pre-
vention – on the basis of the
epidemiological realities and
the results of controlled clini-
cal studies.  

Even if research in the field
of health-care policy continues
to emphasise a presumed
economising derived from
denying care to the elderly, it is
important to consider the moral
and social costs of rationing
health care on the basis of
chronological age.

A first important potential
cost lies in the lowering of the
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moral barriers to the ghettoisa-
tion of a group of human be-
ings within a category that is
marginalised from the rest of
humanity. If the elderly are cat-
egorically denied access to
health care, to what other
group in the future could this
also be denied? The suggestion
that the elderly are not worthy
of life-supporting care could be
the beginning of a slippery
slope.

Many elderly people who
draw advantages from health-
care provisions will still live
for a further decade or more,
still making a great contribu-
tion – to society, to the com-
munity in which they live, to
their families, to their friends –
during this ‘extra’ time. The
principal cultures of the world
have seen the elderly as a
source of wisdom, of discern-
ment, of productivity – as if in
the process of physical decline
further qualities of wisdom
could emerge. Productivity is
not correlated with youth:
some forms of productivity can
be greater when a person has
met most of the challenges to
development that life presents.
The problem of elderly people,
therefore, cannot be limited to
an analysis based on care but
rather the following points
should be considered from a
wider perspective:10

– The most important objec-
tive of medicine towards elder-
ly will have to be a reduction
of morbidity and disability and
not only the reduction of mor-
tality or an increase in life ex-
pectancy. 

– The need to maintain and
strengthen a strong sense of
moral solidarity between the
generations. 

– The need for an integrated
set of priorities for young peo-
ple and elderly people as a part
of the efforts to achieve a fair
allocation of resources be-
tween the generations and
within the generations.

– The need to draw up a new
strategy in the division of re-
sponsibilities in informal care,
reducing the present burden
that falls on women and devel-
oping new forms of state pro-
grammes.

– The need to help elderly
people to organise themselves
politically and collectively so

as to define and express their
chief needs.

– The promotion of a public
debate on the meaning of old
age and the drawing up of
ways by which to increase the
possibility of work and the fill-
ing in of free time for the elder-
ly. 

A rationalisation of expendi-
ture is only possible if the fol-
lowing three conditions are re-
spected:

– The use of resources must
be decided upon on the basis of
real needs and this cannot be
calculated without having epis-
temological data available.

– The assessment of the
cost/efficacy ratio of measures
must be measured with preci-
sion.

– It is necessary to consider
the ‘factory’ of health for what
it really is, that is to say a very
complex system where sectori-
al measures always create
more disadvantages than ad-
vantages.

A very significant example
here is the negative effects pro-
duced on the whole of a health-
care system by the lack of ra-
tionalisation of geriatric ser-
vices.

The role of the medical doc-
tor is unique within the produc-
tive system of health care. A
medical doctor, in fact, deter-
mines expenditure without
ever being able to be effective-
ly controlled. It is thus indis-
pensable that his training is
based on the principle enunci-
ated by one of the founding fa-
thers of modern medicine, Vir-
chow, who believed that ‘med-
icine is a social science and
politics is nothing more than
medicine on a larger scale’.
But as was said at the begin-
ning of this paper, a concrete
analysis of health cannot be
confined to criteria for the allo-
cation of public expenditure,
that is to say to the ethics of re-
sources, but, rather, must ad-
dress the subject of prevention.
This includes both specific
measures (for example vacci-
nations) directed to combat
factors for illness and the pre-
ventive possibilities that come
from choices taken in other
spheres (for example the diffu-
sion of education, the humani-

sation of work, and improve-
ment in nutrition and housing).
These measures contribute in a
decisive fashion to the promo-
tion and the defence of health
both because they manage to
change the objective condi-
tions of existence and because
they introduce knowledge and
stimuli into the personal sphere
that work for the fostering and
not the compelling of more
health-inducing forms of be-
haviour.

It has thus been established
that the only way of simultane-
ously addressing the level of
expenditure and inequality in
the protection of health is pre-
vention. The whole of medi-
cine certainly has health as its
task but only prevention has as
an intrinsic characteristic and
has as its specific task the
equality of every citizen in the
field of health care.11
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