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Most Blessed Father,

We thank you for your benevolence in receiving
us on the occasion of our twenty-second interna-
tional conference on pastoral care for sick elderly
people.
As is by now traditional, we have addressed this

important subject in order to direct this form of
pastoral care so that it can be more efficacious
throughout the Church. This direction seeks to be
the one that Your Holiness gives us and of which
our study is an explanation and a dissemination.
Thus we draw near, with attention and devotion, to
hearing your directives, Holy Father, so that the
Church can implement in a more effective way this
task that is decisive for the history of each one of
us, namely to be accompanied by Christ, the Good
Shepherd, during the last steps of our existence, in
particular when illnesses, including terminal ones,
knock at our door.
In our study, after an introduction on the Eu-

charist understood as Viaticum and as the best
form of pastoral care for sick elderly people, we re-

flected scientifically on the reality of sick elderly
people; through pastoral theology we tried to find
a deepening of the subject in the Word of God on
the pastoral care that we should provide to these el-
derly people; lastly, we sought practical ways by
which to respond more adequately to this very im-
portant pastoral task.
Most Blessed Father, I have the honour of pre-

senting you with the forty experts, from twenty-
one different countries from four continents, who,
with qualified expertise, decidedly offered a sig-
nificant contribution to our endeavour. The six
hundred people taking part in this international
conference, from sixty-six countries, who are pre-
sent here full of joy to see you, to listen to you in
filial fashion as our infallible guide and to devot-
edly receive your blessing, also greet you.
Once again we thank you, Holy Father, and we

assure you that we will faithfully follow all the in-
dications that you wish to give us,

His Em. Cardinal JAVIER LOZANO BARRAGÁN,
President of the Pontifical Council for Health Care Workers,

the Holy See

ADDRESS OF HOMAGE TO THE HOLY FATHER
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Your Eminence,
Venerable Brothers in the Episcopate
and in the Priesthood,
Dear Brothers and Sisters,

I am pleased to meet you on the occasion of this
International Conference organized by the Pontifi-
cal Council for Health Pastoral Care. I address my
cordial greeting to each of you, which goes in the
first place to Cardinal Javier Lozano Barragán,
with sentiments of gratitude for the kind expres-
sions he addressed to me in the name of all. With
him I greet the Secretary and the other members of
the Pontifical Council, the distinguished persons
present and all those who are taking part in this
meeting to reflect together on the theme of the pas-
toral care of the aged sick. This is a central aspect
of pastoral health care today, which, thanks to the
increase in life span, concerns an ever greater pop-
ulation who have multiple needs, but at the same
time indubitable human and spiritual resources.
If it is true that human life in every phase is wor-

thy of the maximum respect, in some sense it is
even more so when it is marked by age and sick-
ness. Old age constitutes the last step of our earth-
ly pilgrimage, which has distinct phases, each with
its own lights and shadows. One may ask: does a
human being who moves toward a rather precari-
ous condition due to age and sickness still have a
reason to exist? Why continue to defend life when
the challenge of illness becomes dramatic, and
why not instead accept euthanasia as a liberation?
Is it possible to live illness as a human experience
to accept with patience and courage?
The person called to accompany the aged sick

must confront these questions, especially when
there seems to be no possibility of healing. Today’s
efficiency mentality often tends to marginalize our
suffering brothers and sisters, as if they were only
a “weight” and “a problem” for society. The per-
son with a sense of human dignity knows that they
are to respect and sustain them while they face se-
rious difficulties linked to their condition. Indeed,
recourse to the use of palliative care when neces-
sary is correct, which, even though it cannot heal,
can relieve the pain caused by illness.
Alongside the indispensable clinical treatment,
however, it is always necessary to show a concrete
capacity to love, because the sick need understand-

ing, comfort and constant encouragement and ac-
companiment. The elderly in particular must be
helped to travel in a mindful and human way on
the last stretch of earthly existence in order to pre-
pare serenely for death, which – we Christians
know – is a passage toward the embrace of the
Heavenly Father, full of tenderness and mercy.
I would like to add that this necessary pastoral

solicitude for the aged sick cannot fail to involve
families, too. Generally, it is best to do what is pos-
sible so that the families themselves accept them
and assume the duty with thankful affection, so
that the aged sick can pass the final period of their
life in their home and prepare for death in a warm
family environment. Even when it would become
necessary to be admitted to a health-care structure,
it is important that the patient’s bonds with his
loved ones and with his own environment are not
broken. In the most difficult moments of sickness,
sustained by pastoral care, the patient is to be en-
couraged to find the strength to face his hard trial
in prayer and with the comfort of the sacraments.
He is to be surrounded by brethren in the faith who
are ready to listen and to share his sentiments. Tru-

ADDRESS OF HIS HOLINESS BENEDICT XVI
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ly, this is the true objective of “pastoral” care for
the aged, especially when they are sick, and more
so if gravely sick.
On many occasions, my Venerable Predecessor

John Paul II, who especially during his sickness
offered an exemplary testimony of faith and
courage, exhorted scientists and doctors to under-
take research to prevent and treat illnesses linked
to old age without ever ceding to the temptation to
have recourse to practices that shorten the life of
the aged and sick, practices that would turn out to
be, in fact, forms of euthanasia. May scientists, re-
searchers, doctors, nurses, as well as politicians,
administrative and pastoral workers never forget
that the temptation of euthanasia appears as “one
of the more alarming symptoms of the “culture of
death’, which is advancing above all in prosperous
societies” (Evangelium Vitae, n. 64)! Man’s life is
a gift of God that we are all called to guard always.
This duty also belongs to health-care workers,
whose specific mission is to be “ministers of life”
in all its phases, particularly in those marked by
fragility connected with infirmity. A general com-
mitment is needed so that human life is respected,
not only in Catholic hospitals, but in every treat-
ment facility.

It is faith in Christ that enlightens Christians re-
garding sickness and the condition of the aged per-
son, as in every other event and phase of existence.
Jesus, dying on the Cross, gave human suffering a
transcendent value and meaning. Faced with suf-
fering and sickness, believers are invited to remain
calm because nothing, not even death, can separate
us from the love of Christ. In him and with him it
is possible to face and overcome every physical
and spiritual trial and to experience, exactly in the
moment of greatest weakness, the fruits of Re-
demption. The Risen Lord manifests himself to
those who believe in him as the Living One who
transforms human existence, giving even sickness
and death a salvific sense.
Dear brothers and sisters, while I invoke upon

each one of you and your daily work the maternal
protection of Mary, Salus infirmorum, and of the
Saints who have spent their lives at the service of
the sick, I exhort you to always work to spread the
“Gospel of life”. With these sentiments, I warmly
impart theApostolic Blessing, willingly extending
it to your loved ones, co-workers and particularly
to aged patients.

BENEDICT XVI
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The principal from of pastoral
care that can be offered to sick el-
derly people is that of giving life
back to them. This may appear to be
something that is rather difficult but
such is not the case if we locate our-
selves in the field of faith and if in
this splendid reality we strive to find
the best way possible of providing
sick elderly people with the best
care possible, that is to say to impart
to them the Eucharist in the form of
Viaticum. This will not only be a
psychological consolation but the
highest reality which will give sick
elderly people the fullness of life.
If one is speaking about pastoral

care for sick elderly people it is log-
ical to think of palliative care. Here
we are dealing with therapies which
in fact do not treat the sick person
but, rather, tend to reduce his or her
pain so that he or she will suffer less
and – something that is even more
important – so that he or she will be
able to live in the best ways possible
the most important of his or her
earthly existence – death. With pal-
liative care a sick person prepares
himself or herself in the most aware
way possible for this great step. It
often happens that the intensity of
pain does not allow space for a
serene approach in which the neces-
sary dominance of self for the mo-
ment of death is obtained.
We know that palliative cures

take many forms – physical, psy-
chological, family, social and spiri-
tual. All of these are necessary but
in this paper I will address only spir-
itual palliative cures.
Spiritual palliative cures are not

only mere palliative cures but go be-
yond them, that is to say they not

only mitigate pain but transform it
into happiness. Christian palliative
cures realise the paradox of trans-
forming illness and death into a
source of life. Through them one
reaches the apex of life in which all
the vital wishes of the person are
met.
These wonders are actuated in a

special way through the sacraments
of the Church, in particular through
the sacrament of the anointing of the
sick and the sacrament of the Eu-
charist received as Viaticum.
After a brief reflection on the

sacrament of the anointing of the
sick, I will concentrate on a number
of reflections on the Viaticum since
in the Eucharist received as Vi-
aticum the wonder of achieving the
paradox that death is life and happi-
ness is achieved to the full. After
briefly listing doctrinal points with
reference to the Second Vatican
Council, my paper will be based on
three points: the Viaticum as life,
the Viaticum as communion and the
Viaticum as eternity.
Seeing the Eucharist as definitive

health is something which in some
contexts that are overly secularised
has fallen into disuse. Many people
have made it be believed that to call
a priest for the anointing of the sick
and to bring the Viaticum is equiva-
lent to calling the undertakers. Peo-
ple are very much afraid of death
and obviously also of what its draw-
ing near could mean. However, a
question necessarily here poses it-
self: is the Viaticum really the pro-
logue to the darkness of death? Is
this something that wounds the sen-
sibility of the man of today?What is
the Eucharist received as Viaticum?

Is this a lugubrious subject that
worsens the already deteriorated
health of a terminally-ill person?
One of the first recommendations

of Pope Benedict XVI was not to
forget the Second Vatican Council
since its richness was such that such
richness could not in the least be
held to be finished.
Following this pathway, and in

order to answer these questions (and
others like them), it seems to me ad-
visable to engage in a small reflec-
tion on three paragraphs taken from
two Constitutions of the Second
Vatican Council, namely Sacrosan-
tumConcilium and LumenGentium.
With regard to the sacrament of

the anointing of the sick, the Dog-
matic Constitution on the Church
tells us (n. 11) ‘By the sacred
anointing of the sick and the prayer
of her priests the whole Church
commends the sick to the suffering
and glorified Lord, asking that He
may lighten their suffering and save
them;1 she exhorts them, moreover,
to contribute to the welfare of the
whole people of God by associating
themselves freely with the passion
and death of Christ. In the same
Constitution and the same section
we read: ‘In participating in the Eu-
charistic sacrifice, a source at the
summit of the whole Christian life,
they offer to God the divine Victim
and with him themselves…The
concretely demonstrate the unity of
the People of God, which by this
sacrament is adequately expressed
and admirably achieved’.2
In the Constitution on the Sacred

Liturgy it is observed that ‘We learn
from the sameApostle that we must
always bear about in our body the

JAVIER LOZANO BARRAGÁN

Pastoral Care for Sick Elderly People
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dying of Jesus, so that the life also
of Jesus may be made manifest in
our bodily frame3. This is why we
ask the Lord in the sacrifice of the
Mass that, “receiving the offering of
the spiritual victim, “he may fashion
us for himself” as an eternal gift”’.4
As regards the central argument

of the analysis that I am seeking to
expound I would like to be allowed
to begin with what I will call the
contemporaneousness of the Eu-
charistic mandate received from
Christ himself – ‘do this in memory
of me’. In every Eucharist our con-
crete time and the time of all cen-
turies is inserted into the culminat-
ing event of history, in which every-
thing reaches its apex – the Last
Supper, the death and the resurrec-
tion of the Lord, or to be more ex-
plicit, all of the meaning on the
mystery of the Incarnation in its
wholeness, as established by the
eternal decree of the Father, hidden
prior to all the centuries, until the
eternal presence of Christ at the
right hand of the Father.
Following this pathway, I will try

to outline certain ideas connected
with the vitality, the communion
and the eternity that the Viaticum
represents for those who receive it.

1. Life

The Viaticum is the summit of
life. The Eucharist is the total source
of life because it is the contempo-
rary presence of the whole of the
mystery of Christ. This is re-cre-
ation: the new creature. In the Eu-
charist we are participants in the
‘medicine’ of immortality; however
in the Viaticum, on the threshold of
death, the contemporaneousness of
death with the fullness of life oc-
curs; medicine is received to defeat
death with the highest irruption of
life.
Our death is death as an end but

through the Viaticum it is no longer
an end but, rather, from being a
tomb, it is transformed into a cradle,
into authentic birth.
Christ on the cross abandoned

himself to the hands of the Father
and consigned to him his Spirit, and
this sacrifice of Love, the Spirit, is
the force with which the Father con-
verted the death of Christ into a
source of life, raising him from the
dead. Our self-abandonment to the
Father at the final moment, as an

embrace of total love in the Spirit, is
an embrace with the arms of Christ
nailed on the cross. With Christ, in
the Viaticum, our mortal embrace
becomes the immortality of resur-
rection. Christ spoke about his hour
as the hour of his glorification and
in the sameway theViaticummakes
our last hour the hour of our glorifi-
cation.
In the Viaticum our death is

joined to the death of Christ, thereby
making up for what was lacking in
the passion of Christ for the salva-
tion of the world. The highest event
of our existence reaches this summit
when we find ourselves in harmony
with Christ and we offer, with him,
our lives for the salvation of the
world. We thus come to give full
meaning to suffering, illness and
pain, which we take on to complete,
in our bodies, what was lacking in
the sufferings of Christ, giving them
full meaning through death. A para-
dox that transmutes them from the
funeral procession that has accom-
panied us for all of our lives, by the
work of Christ who, in Christ and
through him, gives us new imper-
ishable life. This union between the
painful precedents of the whole of
our lives, which prelude death, with
death itself, with the sufferings and
death of Christ, is the Eucharist re-
ceived as Viaticum. It gives us the
contemporaneousness of the whole
of our existence with the life of
Christ and makes us the heirs of
eternal life.

.

2. Communion

People always speak about how
dramatic the loneliness of death is
but nobody puts themselves in the
place of other people, and all of us,
as individuals, have to die. This is a
certain thing but for a Christian,
through the Viaticum, this loneli-
ness is not as terrible as it could ap-
pear at first sight.
In the Eucharist received as Vi-

aticum we find ourselves in full and
intimate union with Christ, who dies
in the death of each one of us, but
this does not take place in the shad-
ows of annihilation but in the lumi-
nosity of resurrection. This lumi-
nosity is nothing else but the per-
sonal Truth that accompanies us
during the whole of existence
which, lived in Christ, reaches the
merciful and benign judgement of

our Saviour; it means the merciful
love of the eternal Father who lives
in he who dies, thanks to the Eu-
charist, and who is the omnipotent
Love of the Holy Spirit. In the Vi-
aticum we enter the Trinitarian
communion as the last step so as to
exit in the perfect way from our
earthly existence and open our-
selves to the highest perfection of
heaven.
In Christ, the Head of the mystic

Body of Christ, we enter the com-
munion of saints with the Most
Holy Virgin Mary, with St. Joseph
and all the saints, with those who
are in the state of purgatory and with
all Christians with whom we are in
communion. All of them accompa-
ny us in the definitive moment of
the transit and help us to take the
transcendental step towards ab-
solute happiness.

In Christ, Alpha and Omega, the
first-born of the Universe, the whole
of the creation is found potentially,
and at this moment, through the Eu-
charist received as Viaticum, the
whole of the creation waits to be re-
deemed with us, and obtains it with
the communitarian individuality of
those who are at the moment when
they inherit it in Christ by being in
him who is, equally, the centre of
the Universe, thought of and willed
by the Father as the first-born of the
Universe in the First-born of the
Universe.5 In the Viaticum for every
Christian there arrives the culminat-
ingmoment spoken of by Paul in his
Letter to the Ephesians: ‘For he has
made known to us in all wisdom and
insight the mystery of his will, ac-
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cording to his purpose which he set
forth in Christ as a plan for the full-
ness of things, to unite all things in
him, things in heaven and things on
earth. In him, according to the pur-
pose of him who accomplished all
things according to the counsel of
his will, we who first hoped inn
Christ have been destined and ap-
pointed to live for the praise of his
glory’.6
Experiencing the loneliness of

death is something that belongs on-
ly to those who do not have faith. In
the Viaticum faith is sustained
through the definitive presence of
Christ; it is the coronation of the in-
dividual, solidarity-based and com-
munion-based triumph of brother-
hood, friendship, and total love of
devotion that consists in the happi-
ness that will come. The proportion-
al relationship between loneliness
and faith at the moment of death is
inverted – the greater the faith, the
less the loneliness.

3. Eternity

The definitive presence of Christ
in the Eucharistic host already en-
ables us to pre-taste eternity. Christ
appears as being independent of the
conditions of space and time. His
dimension is transcendent in rela-
tion to any imagination which is al-
ways conditioned by external
means. This is what happens in all
the Eucharistic acts that we engage
in, and in a very special way it is
achieved in the architrave of eterni-
ty – the Viaticum.
Boethius defined eternity in clas-

sic terms as ‘interminabilis vitae to-
ta simul atque perfecta posessio; the
unending, simultaneous and perfect
possession of life. In his definition
we can perceive an aspect that al-
lows us to uncover, stuttering, par-
ticipation in divine life. Indeed, the
boundary, so to speak, between di-
vinity and being a creature is move-
ment. God is unchanging; a creature
is changing. One is not dealing here,
certainly, with a quantitative move-
ment, which can be measured with
the co-ordinates of space and time,
but, rather, of a qualitative move-
ment which becomes progressively
perfect. Divine immutability is not a
static quiet lacking in dynamism but
the fullness of dynamism that
means omni-perfection. This is not
only the concept of the immobile

engine, but, rather, the fullness of
devotion in an infinite giving of
love which is the Most Holy Trinity.
It is a movement that is not con-
cerned to possess because it is
everything; it is the giving of love
without limits, glorious welcoming
without end: God is Love. He is not
only infinitely loveable – He loves
infinitely. This immutability of the
perfect joy of infinite loving is au-
thentic divine immutability, the na-
ture of God.

To share in the divine nature
means to enter this community that
is full of love; it means to enter the
Trinitarian circle by defeating the
mutability of desire and progressive
growth in the satisfaction of the
creature in the fullness of his or her
capacities. It is life, as it is, alone;
without adding anything at all; it is
health.
The Eucharist achieves this won-

der; it is for this reason that Christ
says to us: ‘if anyone eats of this
bread, he will live forever…he who
eats my flesh drinks my blood has
eternal life, and I will raise him up at
the last day…he who eats my flesh
and drinks my blood abides in me,
and I am in him.As the living Father
sent me, and I live because of the
Father, so he who eats me will live
because of me’7 It is the bread that
is given for us and the blood that
was spilt on the cross.8
Such is the Viaticum: to share in

the body of Christ who gives of
himself in death and in the blood
that was spilt on the cross, and
thereby to enter eternity. The bound-
ary of created mutability is defeated
in death thanks to the Viaticum be-
cause the boundary between divini-
ty and being a creature is crossed
thanks to that bridge, the cross, not a
death that is feared and rejected but
a loving death of configuration with

the Lord Jesus who died and rose
again. It is the full giving of love,
the summit of all our giving, in
which we do not give something but
rather the whole of our lives to the
Lord Jesus. This is the complete
work of the Holy Spirit who com-
municates to us his love of devo-
tion. We thus begin to live as Christ
does for the Father because we will
live for ever in him.

Conclusion

The fullness of health is death;
not any death but death in Christ
and with Christ, intimately joined to
his death. This is the Viaticum, the
fullness of health. This is why I said
at the beginning of this paper that
the Viaticum is that which most
specifies fully pastoral care in
health because it is the horizon to-
wards which humanity advances,
running after life.
When, together with Pope John

Paul II, we define health as ‘pro-
gression towards physical, mental,
social and spiritual harmony’, it is to
the Viaticum that we are directing
our gaze. Death is a lack of harmo-
ny, it is disintegration, but the Vi-
aticum transforms this lack not into
pure harmony but into the same
thing – Christ who rose again.
The disorder of death becomes

the highest order; anxiety about
death becomes the greatest tranquil-
lity. The Viaticum is the definitive
guarantor of peace for each one of
us at the moment of death because
peace is ‘tranquillity in order’. This
is the greatest pastoral care that we
can give to our sick elderly people.

H. Em. Cardinal JAVIER LOZANO
BARRAGÁN,

President of the Pontifical Council
for Health Care Workers,

the Holy See.

Notes
1 Cf. James 5:14-16.
2 N.11
3 Cf. 2 Cor 4:10-11.
4 (Missale romanum, prayer over the offer-

ings of Monday the eighth day of Pente-
cost)/Sacrosantum Concilium, n. 12).

5 Col. 1:15-20.
6 Eph. 1:9-12.
7 Jn 6:51, 54, 57.
8 Cf. Lk. 22:14-20.
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First of all I would like to thank
the organisers of this important con-
ference for inviting me to give this
talk on the history of care for sick
elderly people. I am deeply hon-
oured and look forward to hearing
the other speakers. We will hear a
wide range of experts on demogra-
phy, clinical medicine, ethical and
spiritual matters. What I propose to
do is to set the present situation of
care of frail older people in an his-
torical context, from ancient
sources to the present day. There
may be a little, but I hope not too
great, overlap with other speakers.
As theWelsh poet Dylan Thomas

wrote in his famous radio verse
play Under Milk Wood – ‘To begin
at the beginning’. The first men are
recorded as living for a very long
time: Adam, 930 years; Noah, 950
years, with Methuselah reaching
969 years. Moses did not live so
long, 120 years, but this achieve-
ment of longevity continues to be
celebrated in the Yiddish toast ‘biz
hundert-zwanzig’ (May you live to
be one hundred and twenty!). In
other ancient cultures longevity was
the rule, at least amongst the rulers.
Gilgamesh, the King of Uruk,
reigned for 126 years whilst the ear-
liest Chinese emperors were said to
have reigned for thousands of
years.1 We do not know whether the
principles and practices of modern
geriatric medicine played a part in
such longevity, but we can say that
the importance of family and
friends, or to use modern-day jar-
gon ‘inter-generational solidarity’,
which is the bed rock of a success-

ful society, appeared to be a factor,
as clearly several generations must
have lived together at the same
time.
The prevention of ageing and the

continuation of vitality has been a
constant theme from time immemo-
rial until the present. We laugh at
most of the suggested methods of
the past but occasionally they
chime with modern evidence – for
example the advocacy of exercise
and avoidance of over-eating. Char-
latan methods of the present anti-
ageing movement need to be clear-
ly differentiated from modern evi-
dence-based approaches which re-
ally have been of benefit to older
people and which I will discuss lat-
er.
Examination of the report of

King David’s ill health in later life
shows parallels with contemporary
practice. In the book of Kings we
read: ‘NowKing David was old and
stricken in years and they covered
him with clothes but he gained no
warmth’. He was clearly suffering
from hypothermia, a serious risk in
old people who have inadequate
heating, particularly if they also
have other illnesses. A colleague
who served in the British army told
me that the standard practice today,
if you find someone with hypother-
mia out in the open, is to put them
in a sleeping bag and then put a
healthy person in the sleeping bag
with them. This was the roughly the
same treatment that King David re-
ceived. The biblical text also indi-
cates that David had a poor memo-
ry and that his ‘bones wasted

away’, raising the possibility of that
he also suffered from dementia and
osteoporosis.2 Perhaps this was the
first reference to multiple patholo-
gy, a frequent finding in frail older
people.
As we are in Rome I must say

something about old age in Roman
times. What struck me reading a re-
cent review by Karen Cokayne was
how similar attitudes to older peo-
ple were then to how they are now.3
For example, Horace in Ars Poetica
castigates the old for being hoarders
and describes them as being slug-
gish and greedy and giving to con-
demning the young. On the other
hand, Cicero says, although age
takes away everything else, it un-
doubtedly brings wisdom. These
two views contrast, the celebration
of older people’s wisdom contrast-
ing with negative stereotyping,
what might be called ageism today.
The Eastern Roman empire also es-
tablished the equivalent of old peo-
ple’s homes – ‘gerocomeia’.
A blossoming of medicine took

place towards the end of the first
millennium with the famous physi-
cians Avicenna and Maimonides
who were both concerned about
diseases in old age. At the same
time there was a growth of religious
establishments in Christian Europe
which provided care for the sick, in-
cluding older people. These, togeth-
er with the universities which were
founded at the same time, incorpo-
rated newer schools of medicine
with those of ancient Greece and
Rome.4-5 There was continuing in-
terest in ageing. Vilanova, a physi-
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cian at the Court of Aragon, wrote
on conserving youth and preventing
old age whilst in thirteenth-century
century England, the Franciscan fri-
ar, Roger Bacon, wrote his famous
book On the Cure of Old Age and
the Preservation of Youth. In the
sixteenth century in England there
was the creation of public systems
of ‘care’, regarded in England as an
important event which would three-
hundred years later perhaps at least
partially explain why the United
Kingdom was one of the first coun-
tries to develop geriatric medicine
as a major medical specialisation.
The nineteenth century was a

time of great development in medi-
cine. Anaesthesia was introduced,
microbes were discovered to be a
major cause of disease, and there
was renewed interest in the mal-
adies of later life. The great French
neurologist Charcot published his
book Clinical Lectures on Senile
and Chronic Diseases. However,
the story of geriatrics as we know it
today really started at the beginning
of the twentieth century with the
publication by the Austrian-Ameri-
can Ignatz Nascher, in 1909, of his
book Geriatrics. Diseases of Old
Age and their Treatment. He intro-
duced geriatrics into the medical
lexicon, the word being derived
from the Greek geros, an old man,
and iatros, relating to the physician.
In this book he describes several of
the syndromes of later life, includ-
ing dementia and delirium, and he
makes the point that disease in later
life can express itself in ways dif-
ferent to those to be found in
younger people, just as disease in
children is also different. He draws
attention to the fact that there had
been little research into treatments
in later life and that this posed ther-
apeutic difficulties. He correctly
urged a cautious approach to drug
treatment.6-7 The issues of a defi-
cient evidence-base for effective
treatment in older people remains
current today, although consider-
able progress in this area has been
made.
I first came across Nascher’s

name when I started training in
geriatric medicine in the 1970s. It is
a custom in many hospitals in the
UK to name wards after famous
physicians and other notables and
the Nascher ward was one of five
geriatric medicine wards in the hos-

pital. The other four were named
Warren, Sheldon, Anderson and
Brooke, each of whom held a dis-
tinct place in the history of geriatric
medicine.
Ferguson Anderson trained in

Glasgow and became the first Pro-
fessor of Geriatric Medicine in the
UK, possibly in the world. Subse-
quently he became President of the
Royal College of Physicians and
Surgeons of Glasgow, a position
that Brian Williams, also a geriatri-
cian, currently holds. Fergie, as he
was known, trained in Glasgow
with both John Brocklehurst and
Bernard Isaacs, two other great fu-
ture Professors of Geriatric Medi-
cine. Fergie was a pioneer of joint
working with primary care, revolu-
tionary then and now playing an
important part of a geriatrician’s re-
sponsibilities in the UK and else-
where.
Joseph Sheldon’s great claim to

fame was his survey of older people
living at home published in 1948.
He identified the inter-relationship
between medical and social factors,
the high prevalence of mobility dis-
orders, and other less glamorous
conditions such as foot and hearing
disorders. He introduced domicil-
iary treatments for impaired move-
ment and function. He became the
third President of the International
Association of Geriatrics. Eric
Brooke was the originator of as-
sessment at home.
However, most would regard the

greatest of these four to be Marjorie
Warren who invented the specialty
of geriatric medicine just before the
SecondWorld War. We have recog-
nised this by naming the office of
the British Geriatrics Society the
Marjory Warren House, which co-
incidentally is sited almost next
door to the Priory of St. John, the
former headquarters of the Knights
Hospitaller in England. She de-
scribed the development of geriatric
medicine in two seminal papers
published in the British Medical
Journal and The Lancet.8-9
The dissolution of the monaster-

ies in the sixteenth century led to
the creation of poor houses, which
were funded by local communities.
They catered for the old, the sick
and for orphans as well as for the
poor. The general philosophy was
that these people had brought their
misfortune on themselves and the

conditions were often inhumane.
Families were separated and costs
were severely curtailed. Charles
Dickens’s novel Oliver Twist is
based on his experiences of one
such facility in Victorian England.
Conditions gradually improved and
in the 1930s their control passed to
the municipalities which by that
time also had responsibilities for
more acute hospitals. MarjorieWar-
ren was given responsibility for one
such hospital in a suburb of Lon-
don. She advocated separate blocks
for older people on an acute hospi-
tal site. She drew attention to the
need for special provisions for diet,
linen, trained staffing and equip-
ment. She stressed the need for old-
er people to have good access to all
other facilities of an acute hospital
such as X-rays, pathology, chi-
ropody, ophthalmology and den-
tistry. In her BMJ article she made
four simple points which have
stood the test of time and are of cur-
rent importance as the debate on the
future role of hospitals is devel-
oped. She argued that geriatrics
should be included in the medical
student curriculum, that student
nurses should be trained in units for
old, that for the proper care of older
people all the facilities of the gener-
al hospital should be available to
them, and that geriatric medicine
units were needed to facilitate clini-
cal research. To quote her ‘it is quite
as unsuitable to treat these patients
in wards for acute cases as it is to
relegate them … to institutions for
the chronic sick where facilities for
diagnosis, research and treatment
are unavailable’. She, like Nascher,
drew analogies with the develop-
ment of paediatrics which had only
just emerged as a separate specialty
and to quote her again ‘until the
subject (that is geriatrics) is recog-
nized as a special branch of medi-
cine in this country it will not re-
ceive the sympathy and attention it
deserves’. She also favoured the
separation of older people by phys-
ical and mental status. In her Lancet
paper she recognised and promoted
the multi-disciplinary nature of re-
habilitation with physiotherapy, oc-
cupational therapy and social work
involvement and made a clear state-
ment that older people should not
be admitted to care homes until
they had received a comprehensive
geriatric assessment.9 A sentiment
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which I am sure we would all en-
dorse today.
Shortly after this latter paper was

published, almost all hospitals in
the UK joined together to form the
National Health Service which like
the British Geriatrics Society is
now sixty years old. Doctors had to
be appointed to run the units for the
chronically sick and these doctors
became the first specialists in geri-
atric medicine, often being respon-
sible several hundred patients. Over
time the numbers of patients each
specialist looked after fell but even
in 1981, when I became a consul-

tant, there were over two hundred
patients in my unit. Patients were
usually screened at home prior to
admission in order to assess the pri-
ority of need and approaches other
than admission were developed.
Day hospitals were developed both
as a method of preventing hospital
admission and as a facility to con-
tinue rehabilitation following dis-
charge.10 They also provided relief
and support for patients and their
families. There were debates
whether patients with differing lev-
els of acuity should be nursed to-
gether or separately. Irvine advocat-
ed progressive patient care where
patients moved from ward to ward
as they improved. He argued differ-
ent wards would allow nursing and
therapy expertise to be concentrated
appropriately.11 Irvine with his or-
thopaedic surgeon colleague
Michael Devas also pioneered the
joint geriatric orthopaedic unit for
patients recovering from fracture
neck of femur and other trauma.

Brice-Pitt and Silver established a
joint geriatric-old age psychiatry
unit for people who had both physi-
cal and mental illness.12 In a further
development, Tom Arie established
a joint clinical and academic ser-
vice which encompassed both of
these services, although organisa-
tional and other changes in the NHS
have meant that old age psychiatry
and geriatric medicine are not
working as closely together as they
should be.
Marjory Warren’s ambitions for

the improvement of care of older
people saw its fruition both in ser-

vice development and in the growth
of academic geriatric medicine.
Care of older people is firmly em-
bedded in the undergraduate med-
ical curriculum and in the curricu-
lum for other health professionals.
This development was led by a
number of charismatic professors
whose influence continues. For ex-
ample, Bernard Isaacs, Professor of
Geriatric Medicine in Birmingham,
coined the phrase ‘Geriatric Giants’
comprising instability, inconti-
nence, immobility and intellectual
deterioration as syndromes with
which many older people presented
to hospital.13
Today in the UK most geriatri-

cians will have a special interest
and many services have been devel-
oped to run alongside acute and re-
habilitation wards for older people.
For example, there might be out-pa-
tient falls, continence and move-
ment disorder clinics. Palliative
care is being provided for dementia
and other chronic diseases as well

as cancer. The British Geriatrics So-
ciety, founded in 1947, now has
2,500 members and has become a
multi-disciplinary rather than a
purely medical society It holds two
conferences each year and pub-
lished a highly successful journal –
Age and Ageing. Uniquely, I think
in the world, geriatrics in the UK is
the largest specialisation within in-
ternal medicine.
I have concentrated on describing

the development of specialisation in
the UK but there have been parallel
developments in Europe, North and
South America and in Australasia.
In the United States geriatric medi-
cine developed with support from
various strands.Medicare andMed-
icaid funded care for old and for
poor people. The National Institutes
of Ageing was founded in 1974.
The Veterans Administration estab-
lished a network of GRECCs (Geri-
atric Research, Education and Clin-
ical Centers). The major medical
schools established divisions of
geriatrics within their departments
of internal medicine which as well
as conducting research offered
training fellowships to aspiring
geriatricians. In contrast to the UK,
Canada and elsewhere, the route to
becoming a geriatrician there can
be via family practice as well as via
internal medicine. Since the Second
World War geriatric medicine has
been recognised as a separate med-
ical specialisation and there has
been a similar growth in services,
teaching and research.
The last twenty-five years have

seen throughout the world a growth
of home care programmes provid-
ing both social support and a wide
range of health care (nursing, thera-
py etc.). The drivers for such devel-
opment are principally both the de-
sire to reduce the costs associated
with hospital or nursing home care
and also to respond to older peo-
ple’s wishes to remain independent
at home for as long as possible. En-
suring quality of such services is a
major issue. In most developed
countries there has been a large
growth in nursing homes. Most of
the early homes were established by
religious foundations but they are
now provided by a wide range of
non-governmental organisations,
municipalities as well as the com-
mercial sector. Programmes of in-
spection and training for staff aim
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to ensure high quality care as well
reducing risk of abuse. In many
countries professional staff organi-
sations support these aims whilst in
the Netherlands care home medi-
cine has been recognised a distinct
specialisation.
Although the ideas for, and ex-

amples of, patient-empowered
health promotion have been in exis-
tence for many years they have not
really been mainstream. However,
the potential for new technology to
assist in this area is enormous.
International collaboration has

been fostered by the International
Association of Gerontology and
Geriatrics which meets regularly in

regional and world-wide confer-
ences. More recently countries
from the less developed parts of the
world have also joined. The en-
largement of the European Union
acted as a catalyst to develop a Eu-
ropean Union Geriatric Medicine
Society and several leading mem-
bers of both organisations are
speaking here. There are numerous
other collaborations that focus on
more specific issues such as train-
ing and many of the more devel-
oped countries have exchange pro-
grammes with less developed coun-
tries.
The achievements of geriatric

medicine have been succinctly
summarised by Barton and Mul-
ley.14 An awareness of atypical and
non-specific presentation of dis-
ease. A holistic approach to those
with co-morbidity and complex
needs. The importance of interdis-

ciplinary comprehensive assess-
ment, rehabilitation and the recog-
nition of the needs and rights of car-
ers. These care features have been
coupled with the development of a
range of inpatient and outpatient
services and a robust evidence base
for the effectiveness of this ap-
proach. Standard assessment tools
have been developed so that health-
care workers in hospital and in the
community can have a common
language. Emerging areas for re-
search include frailty, exercise, life
satisfaction and empowerment as
well as of course research on the
specific diseases commonly found
in later life.

The care of older people has ben-
efited from all of the other advances
in medical care – new medications,
new diagnostic procedures and new
surgical techniques such as cataract
surgery and joint replacement. The
impact of the evidence-based medi-
cine approach has also been felt.Al-
though many gaps on how best to
treat older people remain, particu-
larly because of the low recruitment
of such people to clinical trials of
newmedications, a range of clinical
guidelines have been produced both
at a national and international level.
Recent examples include those on
diabetes, falls, delirium, pain and
continence.
There is much still to do. In the

UK we are considering how best to
apply the principles of the Euro-
pean Convention on Human Rights
with its clear statements on the right
to life, to security, and to respect for

private and family life to the care of
frail older people. These are princi-
ples which had their foundation in
the biblical commandment kaved
et-avicha ve’et-imecha (‘Honour
your Father and your Mother’) and
give confirmation to the continuity
that has existed from ancient times
to today.
If I may finish by quoting Mar-

jorieWarren again. She refers to the
UK but I am sure her views are uni-
versal: ‘If we are to maintain the
right to call ourselves a great nation
and a cultured civilisation we must
make provision in our scheme for
all members of the community, old
and young, sick and well, poor and
rich, helpless and independent’. I
am sure that these sentiments will
be amplified in the rest of the con-
ference.

Prof. PETER CROME,
Professor of Geriatric Medicine,

Keele University,
President, British Geriatrics Society,

Great Britain.
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‘The next day nobody died. This
fact, because absolutely contrary to
the rules of life, caused great
disturbance in spirits, something
that was totally justified; we need
only remember that such an event
was not to be found in the forty
volumes of universal history.’
José Saramago, Le intermittenze
della morte, 2005

1. ‘Intermissions of Death’
and the Systemic
Non-sustainability of the
Disappearance of Death

In 2005, in his brilliant and
provocative novel, Le intermittenze
della morte, José Saramago exag-
gerated in paradoxical form the
consequences of an unforeseen ‘in-
termission’ as regards death, which
was explained pitilessly and wisely
by the author as a feared but in-
evitable benchmark for the survival
of socio-economic and political-
cultural systems created around the
certainty of the usual ‘parameters of
activity’ of death. Thus Saramago,
in summoning to theMinistry of the
Country without Death a Grand
Council to address the systemic
non-sustainability of the disappear-
ance of death leaves out nobody:
economists, sociologists, medical
doctors, actuaries, statisticians, in-
surers, farmers, philosophers, ex-
perts on bioethics, the representa-
tives of the various religious con-
fessions and on to the employees of
undertakers and the owners of
cemeteries, not to forget the ambas-
sadors of the bordering countries,
where death continued, unper-
turbed, to play its role as a socio-
economic catalyst and which were
flooded by people on the edge of
death and who had only to cross the
frontier to breathe their last,
dragged across the border by the
‘maphia’who in this way attempted
to conserve the indispensable func-

tions of mortality. Albeit in a para-
doxical way and with biting narra-
tive exaggeration, literature, as is
often the case, foresees, under-
stands and meets the challenge of
addressing scenarios that may be-
come possible in the future – in this
case the scenario of an ‘intermis-
sion of death’. As in the novel by
Saramago, indeed, although the in-
stinctive and healthy reaction of the
Country Without Death is that of
collective festivities, in parallel
with the emergence of the new de-
mographic phenomenology of the
‘disappearance of death’ there has
also emerged at a collective level
the responsibility to ‘rearrange’ the
system of our homes and countries
so that all the demographic, social,
economic, cultural, political and en-
vironmental variables that assure
the equilibrium of an organised hu-
man society in systems of varying
degrees of complexity is achieved.
This is also necessary for us in or-
der to make sustainable the ‘devas-
tating’ – because of its newness and
intensity – demographic process
underway, that involving the ageing
of the population.

2. TheAgeing of the Population:
an Unstoppable Demographic
Process

The strong demographic ageing
of the population, which is a cardi-
nal demographic development and
revolution of the twenty-first centu-
ry – is near to the complexity of the
‘intermission of death’ that has been
narrated in literature. This is be-
cause the victory against unwanted
births is only a very recent fact that
has advanced with medical-cultural
developments that are still not com-
pletely globalised, and the extraor-
dinary victory over early death
which has been unceasingly pur-
sued by man and has even involved
the search for immortality, have

over the space of a few decades rep-
resented a concrete achievement of
the ‘intermission of death’. The in-
crease in longevity, indeed, has
over recent decades been so intense
and so rapid that it has gone beyond
all the forecasts or charts that were
attempted in the 1960s and 1970s.
In particular, average life spans
within populations have grown,1
given that early mortality, as has al-
ready been pointed out, has been al-
most completely eliminated. At the
same time, however, living beyond
the age of 110 remains exceptional,
a testimony to the fact that the max-
imum age of individuals has not
grown.2
An equally important observa-

tion to be made is that during the
eighteenth century people who died
over the age of a hundred were reg-
istered as being a unicum: ‘in every
country, in every estate of life, some
people, although they are rare, go
beyond the age of a hundred. In
these notes…there are four aged a
hundred and six’. This illuminating
quotation is taken from the tavole di
vitalità of 1787 by G. Toaldo who
two hundred and twenty years ago
addressed the question of early
mortality as an obstacle to an in-
crease in the average life span of
people within a population and
which had a deformed impact on
the ‘mountain parishes’, the ‘town’
parishes, and the ‘plain’ parishes
(those that were most affected).
With reference to the high inci-
dence of male mortality he noted
how ‘with more males than females
born, at all ages there are more fe-
males than males and this longevity
of females in general is repeated by
the abundance of damp, by the con-
tents of vases and fibres which
leads to a later contraction of senile
dryness’ (Toaldo, 1787).
Here it is extremely interesting

and especially instructive to ob-
serve how demographic ageing in-
volves an overall increase in aver-

ANTONIO GOLINI
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age life spans which derives from
an almost complete elimination of
early mortality (figure 1). In other
words, the dramatic achievement of
a hundred years of demographic
history has involved the substantial
aligning of average life spans, as re-
sult of which each individual be-
tween the ages of 0 and 80 can ex-
pect on average to live the same
number of years (putting together at
every age the years that have been
lived and the years that can be ex-
pected to remain). The differential
of average life spans by sex
emerges again in a game of hori-
zontally parallel nets which indicate
a differentiated average life span by
sex as regards the years that are on
average lived (with men in the year
2002 at about seventy-seven years
of age and women at about eighty-
three years of age) but one that is
homogenous within each sex. Only

for those who live more than the
age of seventy-five to eighty, both
in the case of men and in the case of
women, do we encounter again a di-
versification of average life span.
This attests to the fact that for those
who go beyond the entrance into
old age, the concluding point of life
reaches 100-105 years and beyond
this people do not go except in the
case of extraordinary individuals,
whether male or female (figure 1).

As is well illustrated by table 1,
the second half of the twentieth cen-
tury witnessed throughout the
world an increase in average life
span, expressible in terms of life ex-
pectancy, which from 47 years in
1950-55 reached 65 in 2000-2005,
with an increase equal to 18 years
of age and + 38% compared to the
line of departure of the period under
examination (Table 1).

It is immediately clear how the
‘gain in average life years’ in the
macro-region ‘world’ reflects in-
creases that are not homogenous
both at the level of the number of
years added to average life spans
and in terms of speed of acquisition:
the 18 years of gain of the second
half of the twentieth century repre-
sents the average gain of a range of
levels from 2 (the Union of Inde-
pendent States) to 29 years (East
Asia and the Pacific); an average
life span of departure between 38
(Africa) and 69 years (the United
States); and an average life span at
the end of the period of between 49
(Africa) and 82 years (Japan). It is
interesting to link the demographic
trend, both by regions (for example
developed countries, transition
economies, developing countries)
and by individual countries, to the
parallel evolution of political-eco-
nomic and socio-cultural develop-
ments, so as to observe a substantial
reciprocal osmotic and dependency
relationship between population
trends and the system in which each
population lives and undergoes
transformation.
In this picture, the trend of the av-

erage number of children for each
woman (table 2), which between
1950-1955 and 2000-2005 under-
went a decrease at a world level
equal to 48% (-2.4 children on aver-
age for each woman) certainly cor-
responds to a more or less synchro-
nised and articulated development
of economic, media, cultural and
political processes which in the in-
teraction of their changes reshape
each others’ trajectories. It is also
very interesting to stress that in this
sphere the shift from an average 5
children for each woman in 1950 to
the 2.6 average children in 2000 at a
world level constitutes an interme-
diate measurement between de-
creases equal to 69% (EastAsia and
the Pacific: from 6.1 to 1.9 children
for every woman) and less notable
decreases equal to a minimum of
25% (Africa: from 6.7 to 5.0 chil-
dren for every woman).

In every context it is thus of fun-
damental importance to analyse not
only the push and resistance factors
in the evolution of a specific demo-
graphic variable but also in what
way other factors that exert an in-
fluence play their part in this inter-

Figure 1. Overall life span according to age reached,
Italy, 1902 and 2002

Source: Istat, Annuario statistico, various years
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Table 1. Average life span (or life expectancy) in some regions
of the world, 1950-55-2000-05
Region or country 1950-55 2000-05 Increase Increase %
World 47 65 18 38
Developed countries 67 78 11 16
Europe 66 78 12 18
Japan 64 82 18 28
United States 69 77 8 12
Canada, Australia, New Zealand 69 80 11 16
Transition economies 63 65 2 3
Union of Independent States 69 65 2 3
South-East Europe 57 74 17 30
Developing countries 41 63 22 54
Latin America and the Caribbean 51 72 21 41
Eastern Asia and the Pacific 41 7 29 71
South Asia 39 63 24 62
West Asia 43 68 25 58
Africa 38 49 11 29

Max-min difference 31 33
Source: calculation from data: DESA, 2007

età età
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action. In Africa, for example, it is
plausible to posit that women main-
tain an accentuated persistence in
having a high number of children
for every woman both because of
cultural traditions and because of
economic necessities. In the more
economically developed countries,
instead, the same synergic action of
cultural and economic factors in
bringing about reproductive behav-
iour (1.6 children for every woman)
lower than the level that assures a
mere continuation of the population
(equal to 2.1 children for every
woman), on the one hand, and a cul-
tural development that has exalted
the values of the centrality of the in-
dividual, of female emancipation
from the role of the angel of the
hearth, and of the prolongation of
the age of youth free from family
responsibilities, on the other hand,
has created a socio-economic con-
text that encourages forms of be-
haviour that are particularly restric-
tive at a reproductive level, not least
because of its inability to assure
family budgets that are not overly
stressed because of the low number
of family members.
In focusing in on the decline in

the average number of children per
woman in the European context
(figure 2), in the period of time be-
tween 1980 and 2002, there is fur-
ther confirmation of how in the
planetary decrease in fertility in
general the continuing presence of
advanced developed countries –
amongst which are to be placed
those in Europe – that are well be-
low the threshold of population re-
placement, has without doubt con-
stituted a fundamental variant in
bringing about the shift of a consis-
tent percentage of the world popu-
lation during the stage of the second
demographic transition.

The two subjects analysed,
namely the decline of mortality and
the decline of fertility, have charac-
terised in the demographic scenario
of almost all countries the first de-
mographic transition which in nu-
merous advanced developed coun-
tries has been followed over recent
decades, as has already been ob-
served, by the second demographic
transition, which is due to, and
characterised by, a lasting very low
level of fertility and by a further de-
cline in mortality especially con-

centrated in the most advanced age
groups, and which will lead in the
long term, as regards the principal
demographic consequences con-
nected with it, both to a rapid and
intense decline in the population
and a ‘devastating’ change in its
structure in terms of age.
From a demographic, economic

and political point of view, the con-
sequences of differences at the mo-
ment of emergence and in the speed
of these two demographic transi-
tions are very great. These are con-
sequences that principally express
themselves in a different temporal
and territorial sequence of the in-
evitable three demographic peaks –
of the young population, of the pop-

ulation of working age and of the
elderly population. Thus there to-
day co-exist – for the first time in
the history of humanity – societies
and economies that are charac-
terised by a population with large
groups of young people and soci-
eties and economies characterised
by a population with large groups of
adults, with these last societies and
economies characterised by a popu-
lation with large groups of elderly
people.
As regards the decrease in fertili-

ty and its permanence at very low
levels, there seems for populations
to be a lower limit of around 0.7-0.8
children for every woman (Golini,
1998), and this is by now a point

Figure 2. Average number of children for each woman
in some European countries

Source: Eurostat, 2003

Table 2. Average number of children for each woman
in some regions of the world 1950-55-2000-05
Region or country 1950-55 2000-05 Increase Increase %
World 5,0 2,6 -2,4 -48
Developed countries 2,8 1,6 -1,2 -43
Europe 2,5 1,4 -1,1 -44
Japan 2,8 1,3 -1,5 -54
United States 3,4 2,0 -1,4 -41
Canada, Australia, New Zealand 3,5 1,6 -1,9 -54
Transition economies 3,1 1,6 -1,5 -48
Union of Independent States 3,1 1,6 -1,5 -48
South-East Europe 3,7 1,6 -2,1 -57
Developing countries 6,2 2,9 -3,3 -53
Latin America and the Caribbean 5,9 2,5 -3,4 -58
Eastern Asia and the Pacific 6,1 1,9 -4,2 -69
South Asia 6,1 3,2 -2,9 -47
West Asia 7,0 3,5 -3,5 -50
Africa 6,7 5,0 -1,7 -25

Max-min difference 4,0 3,7
Source: calculation from data: DESA, 2007
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that has been reached by certain
populations. The notable margins in
present conditions that exist for a
further increase in age span which
are well brought out by the inci-
dence of those people who go be-
yond sixty-five years of age in
every thousand births (table 3), as

well as the residual life expectancy
at the age of sixty-five (in this case
calculated with reference to the
Japanese population in 1950-55 and
2005 and the Italian population of
2003), demonstrate how survival to
the age of sixty-five in Japan is by
now near to 1,000 in every 1,000 in-

dividuals, with an incidence of
residual life equal to 17.7 years for
men and 22.9 years for women. The
levels for Italy, although they stand
out in a world context, demonstrate
margins of further advance which
can be concentrated almost exclu-
sively in advanced age groups for
places with low or very low mortal-
ity.

The joint action, as was observed
at the beginning of this paper, of a
decline in early mortality and the
control of unwanted births is ex-
pressed in a very strong ageing of
the population, confirmed by popu-
lation developments, once again for
the years 1950-2005, of the over 60,
over 65 and over 80 age groups.Al-
though the world’s population dur-
ing the last decades of the twentieth
century experienced an increase
equal to 57%, passing from two
milliard and a half of inhabitants to
almost six milliard and a half in
2005, the increases in the more ad-
vanced age bands have been even
more notable (table 4). Indeed, we
may observe how over the same pe-
riod of time the over 80 section of
the population increased by 52%,
more than doubling its percentage
proportion of the overall composi-
tion of the population (from 0.5% to
1.3%). Less intense, but also
strongly marked, were the percent-
age increases in the over 60 and
over 65 age bands (+228% and
+263% respectively), which
brought about a significant percent-
age proportion of the world popula-
tion equal, respectively, to 10.4%
and 7.4%.

With respect to the ageing of the
population, beyond the incon-
testable value and significance of
the overall figure in global terms,
we need, more than ever before, de-
tails on the groups of the various
continents of the world where a very
important fact stands out which tells
us that the demographic phenome-
non of the ageing of the population,
albeit globalised, takes place at two
different and parallel levels – speed
and intensity. Although, in fact, in
developed countries the process of
ageing began earlier, producing as a
result percentages in the composi-
tion of the elderly population that
are decidedly higher than those to
be encountered in developing coun-

Table 3. Survivors at the age of 65 and their further life expectancy,
Japan, 1951 and 2005, and Italy.

Source: for Japan: http://www.ipss.go.jp/p-info/e/S_D_I/Indip.html; for Italy: Istat, Annuario statistico italiano 2006

Table 4. The total population in thousands of inhabitants of the over 60,
over 65 and over 80 age groups in the world and groups of continents
and as a percentage of the total population, 1950 and 2005.

Table 5. Calculations on the maximum longevity that can be reached
by an entire population

Year

Numbers
of Survivors
at 65 (out of
every 1,000)

Lenght of
residual life

at 65
(in years)

Total
increase
in years

1951-2005

Increase
in months
for every

calendar year
Males

1950-52 900 11,4
2005 994 17,7 6,3 1,4

Italy 2003 850 16,8
Females

1950-52 908 13,4
2005 996 22,9 9,5 2,1

Italy 2003 922 20,6

Region or country 1950 2005 Increase Increase % 1950 2005 Increase
World 2.519 6.465 3.946 57 100,0 100,0
60+ 205 672 467 228 8,2 10,4 2,2
65+ 131 476 345 263 5,2 7,4 2,2
80+ 14 87 73 521 0,5 1,3 0,8
Developed countries 647 984 337 52 100,0 100,0
60+ 79 203 124 157 12,2 20,6 8,4
65+ 53 153 100 189 8,2 15,5 7,3
80+ 7 39 32 457 1,1 4,0 2,9
Transition economies 191 302 111 58 100,0 100,0
60+ 19 47 28 147 10,0 15,7 5,7
65+ 13 37 24 185 6,7 12,4 5,7
80+ 2 6 4 200 1,0 1,9 0,9
Developing countries 1.681 5.179 3.498 208 100,0 100,0
60+ 107 422 315 294 6,4 8,1 1,7
65+ 65 286 221 340 3,9 5,5 1,6
80+ 5 41 36 720 0,3 0,8 0,5
Source: calculation from data: DESA, 2007

Source Limit Date of
publication Date broken Country and sex

of limit break
Fries 85,0 1980/1990 1985 Japan, women
Olshansky et al. 85,0 1990 1996 Japan, women
Banca Mondiale 90,0 1990
Nazioni Unite 87,5 1999
Olshanzky et al. 88,0 2001
Source: E. Barbi (2007)
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tries, nonetheless these last ‘are age-
ing and will age’ at a much higher
speed.

3.What Future for the
Demography of Ageing?

Although the present, as regards
direct demographic determinants
and indirect contextual determi-
nants and their scale and diffusion,
appears to be sufficiently graspable
from the various interdisciplinary
trajectories that work together to
describe, interpret and explain the
phenomenological origins and evi-
dence of the ageing of populations,
it is extremely difficult and prob-
lematic to sustain a projection that
can be farsighted in relation to the
uncertain definability of the maxi-
mum life span of an entire popula-
tion and developments as regards
the average number of children for
each woman.
As regards the first question, in-

deed, although since the 1950s au-
thoritative scholars have challenged
themselves at a scientific level to
calculate the highest levels of life
expectancy, some of those levels
have already been demonstrated to
be fallacious, undone by the posi-
tive impact of human survival in
breaking the age limit that has been
applied now and then applied to the
most advanced age bands (table 5).
It is interesting to stress here how
the calculations of Fries (1980) and
of Olshansky et al. (1990) were
overtaken by Japanese women, re-
spectively in 1985 and 1996, repre-
sentatives of the country which still
today has the longest life expectan-
cy on the planet.

When, therefore, will the new
age limits established for human
longevity concentrated between the
ages of 87.5 and 90 be broken?And
for that matter is it really the case
that these calculation will only con-
stitute transitional thresholds to-
wards further ‘temporary’ limits to
human longevity?
According to the calculations

made by the UN 2007 (table 6),
over the next forty years, with re-
gard to the population of the world,
the increase in average life ex-
pectancy could be ten years (+
15%), reaching 75 years as the av-
erage to be expected between the 65

African years and the 88 Japanese
years. Although it is comforting to
observe how the range between the
most long-living country and the
least long-living is growing narrow-
er with time, going from 33 years to
23 years,Africa could in 2045-2050
have an average life expectancy (65
years) that was already reached or
exceeded in 2000-05 by almost all
of the countries on the planet. Al-
though the increase in Africa is ex-
pected to be decidedly the most no-
table over the decades to come,
with 16 years gained on average for
each life (+33%), on average a
Japanese would expect to live at
least 23 years more than anAfrican.
In the UN projections, in fact, Japan
will reach the threshold of 88 years
in 2045, a threshold indicated by
the same UN calculations and by
Olshansky as the maximum thresh-
old for the longevity of a popula-
tion. If this calculation turns out to
be exact, projections placed even
further ahead in time would envis-

age countries growing nearer to the
threshold of 88 years on average
with a diminishing increase until to-
tal elimination of such an increase
took place once the age calculated
to be the highest for maximum av-
erage life span had been reached.
For that matter, if the speed of the
recovery of differentials in terms of
average longevity were to occur
with the rhythms already expected
for the next decades, the time peri-
ods for the homogenisation of the
world’s countries in this respect
would appear to be much more re-
duced.

The potentiality in terms of ‘gain
in average years lived’, in relation
to a calculation for the maximum
threshold of average life span, can
be well visualised by analysing the
curve of survivors by classes of age
with a sort of ‘life area’ (figure 3)
constructed as the surface of a ‘rec-
tangular age for survivors’. One can
intuitively observe that if out of the

Figure 3. Survivors by sex, Italy, tables of mortality, 1902 and 2002

Source: Istat, Annuario statistico, various years

M

2002

1902

2002

1902

so
pr
av
vi
ve
nt
i(
su

10
00
)

so
pr
av
vi
ve
nt
i(
su

10
00
)

F

Table 6. Average life span in years in some regions of the world,
2000-05 and predicted for 2045-50
Region or country 2000-05 2045-50 Incremento Incremento %
World 65 75 10 15
Developed countries 78 84 6 8
Europe 78 83 5 6
Japan 82 88 6 7
United States 77 82 5 6
Canada, Australia, New Zealand 80 85 5 6
Transition economies 65 74 9 14
Union of Independent States 65 74 9 14
South-East Europe 74 80 6 8
Developing countries 63 74 11 17
Latin America and the Caribbean 72 79 7 10
Eastern Asia and the Pacific 70 78 8 11
South Asia 63 75 12 19
West Asia 68 78 10 15
Africa 49 65 16 33

Max-min difference 33 23

Source: my own calculation from data: DESA, 2007

età età
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individuals of departure (100% of
the generation) all the 1,000
reached the maximum age estab-
lished in this case at the age of a
hundred (100% of survivors at 100
years), the years lived would corre-
spond to 100% of the possible
years.

Indeed, calculating in terms of
region, and considering that the
years lived correspond to the area
beneath the curve of survivors at
different ages, the 1,000 survivors
from 0 to 100 years would consti-
tute an actual area (that is to say the
area of the rectangle and thus the
area of the years lived) equal to
100% of the possible area (that is
to say the hypothetical area where
all the 1,000 individuals of depar-
ture reach 100 years of age). Thus
comparing in this logic of ‘lived
area’ the curve of Italian survivors
for the year 1902 and the year
2002, portrayed by the tables of
mortality of ISTAT, one can easily
observe how the area contained be-
tween the curve of 2002 and that of
1902 represents the ‘regained’
years of life of the survivors of
2002 compared to those of 1902.
However, in their turn the 1,000 of
2002 ‘waste’ in terms of lived
years an area that corresponds to
the surface between the higher
boundary of the curve of survival
at 2002 and the boundaries of the
rectangle of ‘maximum life’. The
question spontaneously arises: will

it be possible, and when will it be
possible, to regain the current years
that are still ‘wasted’. In addition,
what kind of years will be it be pos-
sible to regain taking into account
the empirical evidence according
to which the years ‘that are still
available’ coincide with the age
when in nearly all people a chronic
illness is present? Furthermore, is
the hypothesis and the prospect of
‘shifting the wall of average life’,
reshaping the final axis of the rec-
tangle beyond the age fixed here
tentatively at 100 years, science
fiction or a future possibility?
In the construction of variants

for the projections of longevity it is
thus of fundamental importance to
consider carefully how possible
positive discontinuities that break
the barriers of the maximums
reached today can combine with
equally possible negative disconti-
nuities that would exercise, in their
turn, an opposing force in slowing
down the prolongation of life (box
1). Thus diagnostic tools that are
increasingly reliable and effective
are constructed in synergy with ad
hocmedicines calibrated for an el-
derly population, in the same way
as the greater accessibility of fu-
turistic therapeutic techniques
would constitute positive elements
for the reduction of certain causes
of mortality in advanced age. The
appearance of new epidemics, a
weakening of physical strength
due to phenomena accumulated

during years of pollution, such as
the spread of forms of behaviour
that are extremely damaging to the
health of the body (for example
disordered eating habits, drug
abuse, smoking, little physical ex-
ercise…) would render vain in part
or completely the potential of cer-
tain positive discontinuities.

To further confirm how these
‘strategies of death’ conserve a
likeness even over great periods of
time and how, therefore, some ‘ty-
pologies of discontinuity’ at the
level of parameters of action can
occur again albeit over centuries, it
is interesting to observe how the
scholar Toaldo, who is a point of
reference, as has already been ob-
served, for the construction of the
pioneering ‘life tables’ of the eigh-
teenth century, also concentrated
on analysing how climatic, proper-
ty and epidemiological factors in-
fluenced mortality. Indeed he ob-
served how ‘for example, from
leafing through the registers of
health care I have observed very
often in the space of one or two
weeks many deaths of people of
the same age, not only at the level
of years but also of months and
days; this proves that a given se-
vere, cold, humid season…has an
impact on the individual data
since the age itself is disposed to
receive it and certain epidemics
have a greater effect on one class
of people than another… [In the
same way as] who wants to invest
capital in a life would be right to
choose the life of a Jew (Toaldo,
1787, p. 51). One need only em-
phasise here that at the time of
Toaldo if a mountain parishioner
of the age of fifty was likely to live
another sixteen years, a plain-
dweller fourteen years and an ur-
ban dweller eighteen, at the same
age a monk could expect to live for
another twenty years, a nun for an-
other twenty-three years, and a
Jew for another twenty-five.
As was observed in the identifi-

cation of principal demographic
trends, one of the determinants of
the ageing of a population – the
contraction in the number of births
largely due to decline in fertility –
has constituted and could continue
to constitute a primary element in
the progressive and rapid thinning
of the youngest classes of the pop-

Box 1. The Prospects for theAverage Longevity of Individuals

A. Possible positive
discontinuities

1. Substantial and recurrent
successes in basic research
(with particular reference to
biogenetics and biotechnologies).

2. effective, simple, economic and
easily accessible forms of
treatment linked to stem cells,
genetic engineering and
nanotechnologies.

3. Medicines tested on and
produced for elderly people.

4. Physical exercise throughout life
and greater attention being paid
to the body.

6. More intense preventive activity
linked to improvements in
nutrition and lifestyles

B. Possible negative discontinuities
1. Negative effects of the accumulation

of phenomena of pollution in the air,
water, and food.

2. Iatrogenous effects of medicines taken
over decades to combat chronic
illnesses.

3. The appearance of new, unexpected
and unforeseen epidemics (as can
happen or has happened with AIDS,
the H591 virus, and new forms of
tuberculosis).

4. An excessive ‘veneration’ of the body.
5. An increased spread of drugs, doping,

and obesity above all amongst the
young generations.

6. Large-scale climatic changes.
7. The non-sustainability of welfare

systems linked to the ageing of the
population and/or economic crises.
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ulation. The determination of ac-
curate estimates of fertility is thus
essential in the drawing up of an
overall hypothesis on the future
composition of populations in
terms of classes of age.
Here the projections drawn up

by the UN (table 7) show a path-
way of alignment which should
lead both as regards the macro-ar-
eas and the various individual
countries in the world to an aver-
age level by 2045-50 of about 2.0
children for every woman. This is
thus just below the level of re-
placement (2.06) that assures the
zero growth of a population. One
can, therefore, observe how a sub-
stantial and to be hoped for con-
vergence in reproductive behav-
iour will be achieved thanks to a
decrease in the world average of
0.6 children for every woman. In-
deed, between 2000 and 2005 the
projections for fertility for devel-
oped countries envisage a modest
increase equal to +0.2 children for
every woman, whereas even more
significant, in terms of intensity
and population involved, is the de-
cline in the fertility of developing
countries, which is equal to – 0.8
children for every woman.

Thus the policies in relation to
fertility that countries will produce
and implement will be decisive.
These are policies which, even
though extraordinarily complex,
difficult and problematic whatever
the context may be, will be indis-
pensable in attenuating the demo-
graphic consequences of overly
weak fertility (or in contrary fash-
ion fertility that is overly strong)
and in sustaining an otherwise un-
sustainable decline (growth) of
populations and a population
structure characterised by age
bands that are increasingly made
up of elderly people. With a world
population which in 2050 is envis-
aged to be made up to the tune of
22% of people over the age of six-
ty, with a figure of 32% in devel-
oped countries, it is certain that in
addition to careful policies for sup-
porting and appreciating ageing,
very difficult policies relating to
fertility and births will be equally
fundamental (tables 8-9).

It is certainly the case that the
development of fertility will con-

Table 7. The average number of children for each woman
in certain regions of the world, 2000-05 and envisaged for 20045-50

Table 8. Some demographic consequences of alterative variants of
future fertility in some countries (2005 – 2050)

Table 9. Total population, in thousands of inhabitants, of the ages 60+,
65+ and 80+ for the world and for groups of continents and percentage
of the population, 2005 and projected for 2050

Region or country 2000-05 2045-50 Increase Increase %
World 2,6 2,0 -0,6 -23
Developed countries 1,6 1,8 +0,2 +13
Europe 1,4 1,8 +0,4 +29
Japan 1,3 1,9 +0,6 +46
United States 2,0 1,9 -0,1 -1
Canada, Australia, New Zealand 1,6 1,9 +0,3 +19
Transition economies 1,6 1,8 +0,2 +13
Union of Independent States 1,6 1,8 +0,2 +13
South-East Europe 1,6 1,8 +0,2 +13
Developing countries 2,9 2,1 -0,8 -28
Latin America and the Caribbean 2,5 1,9 -0,6 -24
Eastern Asia and the Pacific 1,9 1,9 0 0
South Asia 3,2 1,9 -1,3 -41
West Asia 3,5 2,0 -1,5 -43
Africa 5,0 2,5 -2,5 -50

Max-min difference 3,7 0,7
Source: my own calculation from data: DESA, 2007

Source: UN,World Population Prospects. The 2004 Revision (medium variant), New York, 2005

Source: my own calculation from data: DESA, 2007

Region or country 2005 2050 Increase Increase % 2005 2050 Incremento
World 6.465 9.076 2.611 40 100,0 100,0
60+ 672 1.968 1.296 193 10,4 21,7 11,3
65+ 476 1.465 989 208 7,4 16,1 8,7
80+ 87 394 307 353 1,3 4,3 3,0
Developed countries 984 1.067 83 8 100,0 100,0
60+ 203 345 142 70 20,6 32,3 11,7
65+ 153 280 127 83 15,5 26,2 10,7
80+ 39 105 66 169 4,0 9,8 5,8
Transition economies 302 261 -41 -14 100,0 100,0
60+ 47 76 29 62 15,7 29,3 13,6
65+ 37 56 19 51 12,4 21,4 9,0
80+ 6 14 8 133 1,9 5,4 3,5
Developing countries 5.179 7.748 2.569 50,0 100,0 100,0
60+ 422 1.547 1.125 267 8,1 20,0 11,9
65+ 286 1.129 843 295 5,5 14,6 9,1
80+ 41 275 234 571 0,8 3,5 2,7

Italy
High 2,35 689 820 1,19 -4.481

+4.770
+289

1,28 Medium 1,85 429 818 1,91 -11.951 -7.181
Low 1,35 234 816 3,49 -18.518 -13.748

Fertility variant
(on the left the 2005-05 values;
on the right the 2045-50 values)

Births
(000)

Deaths
(000)

Ratio
D/B

Less
than 80

80
or over Total

Annual average 2045-2050 2005-2050 population change

France
High 2,35 1.004 792 0,79 +8.289

+4.001
+12.290

1,87 Medium 1,85 647 789 1,22 -1.380 +2.621
Low 1,35 368 786 2,14 -10.154 -6.153

China
High 2,35 23.097 19.089 0,83 +245.560

+85.785
+331.345

1,70 Medium 1,85 14.279 18.883 1,32 -9.322 +76.463
Low 1,35 7.615 18.710 2,46 -230.370 -144.585

India
High 2,35 30.839 14.797 0,48 +741.748

+44.511
+786.259

3,07 Medium 1,85 19.581 14.347 0,73 +444.822 +489.333
Low 1,35 10.941 13.981 1,28 +184.645 +229.156
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stitute a focal point in the move
from six milliard and a half inhab-
itants to nine milliard in 2050
(table 9). The expected increase of
40% of the world population, to-
gether with the internal transfor-
mations of its structural composi-
tion, will also call into question the
sustainability of the population of
the earth in terms of food, energy
and environmental resources, just
as the albeit imperfect analyses of
the MIT in the 1950s were a cause
for concern in the famous projec-
tion of the Club of Rome. The
worry about a further envisaged
increase of 2.5 milliard in the pop-
ulation of developing countries is
also incontestable if this demo-
graphic increase (+50% in fifty
years) is not matched by an extra-
ordinary and necessary economic
restructuring. But, on the other
hand, there is no less worry about a
further increase in unsustainable
consumption on the part of devel-
oped countries.
In considering the multidiscipli-

nary intersections that are required
to address present, imminent and
future ageing of the population,
which is inevitable at a global lev-
el, although differentiated at the
level of rapidity and intensity in the
various parts of the world, it is nec-
essary, as has already been ob-
served in this paper, to correctly in-
dentify what, amongst other things,
‘economic equilibrium’ means. As
is known, indeed, the virtuous cir-
cles of the economy always derive
from a varyingly long-term rear-
ranging of the productive system in
a broad sense, in response to the
demand, again in a broad sense, re-
quested of it by a general ‘con-
sumer’, whether an individual or
society. The challenge to which,
amongst other things, the economy
will be called will involve, there-
fore, reorganising itself internally
in order to assure a sustained and
sustainable growth of GDP despite
the structural changes in the popu-
lation, and redirecting its supply in
response to the changing needs of
demand – interpretable as a dy-
namic demand for goods and ser-
vices – of a structure which in
terms of age is in constant and pro-
found transformation. The ageing
of the population, from the point of
view of its economic conse-
quences, will in fact affect both the

Figure 4. A graph for the evolution of the structure by age of a
hypothetical population in line with demographic transitions that have
finished (from high fertility and mortality to low fertility and
prolonged mortality) and with reference to three current populations
that are undergoing different stages of demographic transition

Source: Golini, Marini, 2004

Figure 5. Variations of populations by age group and regions
in millions (2000-20050)

Source: Eurostat, 2005
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‘population of producers’ and the
population of ‘consumers’.
In constructing a general schema

of the development of the structure
by age of a hypothetical population
subject to the first and second de-
mographic transitions – a schema
for that matter that refers to three
current populations that are under-
going different stages of demo-
graphic transition, namely Niger,
China and Italy – (figure 4), we can
in fact observe how over a time
frame of a century and a half the
age band 0-14 has experienced a
collapse in terms of percentages,
falling from 50% of the population
to less than 10%.

It is evident that the section of
the population of less than fifteen
years of age is the bearer of a spe-
cial direct and indirect demand for
goods and services which will
gradually diminish compared to
the demand of more elderly age
bands (60+) which in 2050 could
replace its role of being ‘half the
body’ of the population, being near
to the threshold of 50%. It is im-
portant to observe that the 15-59
age band, identifiable as working
class, follows a bell pathway with a
peak that can come to exceed 60%
of the total population. This is what
is happening in China where it will
constitute 60% of the population,
vigorously sustaining a strongly
and rapidly growing economy. But
forty years later, feeling the very
intense fall in births of the past, it
will be crushed under the unyield-
ing increase in the elderly part of
the population, slipping below the
threshold of 45%. Each of these
great age bands, as has already
been pointed out, in their shifts, in
percentage terms and in absolute
terms, will force the restructuring
of consolidated economic equilib-
riums in order to face up to new
qualitative-quantitative typologies
of demand for good and services
and to take advantage of changed
qualitative-quantitative human re-
sources (figure 5).

Worthy of note, for that matter,
as has already been pointed out in
this paper, is the inverse relation-
ship, well portrayed in figure 6,
between the level of current ageing
(on the horizontal axis) and ex-
pected ageing (on the vertical ax-

is), in the sense that where the cur-
rent ageing is already very intense
(for example in Europe) the future
increase in those over sixty will be
less and vice versa (for example
Africa). At different times and in
different ways the ageing of popu-
lations will therefore be a strongly
characterising element of all the
countries on the planet.

4. Four Generations
for a Revolution: a Century
of Demography of the Elderly
in theWorld

Four generations in about a hun-
dred years: once again a different

way of seeing the times and pro-
tagonists of an authentic demo-
graphic devolution that is trans-
forming a population group,
namely the elderly, into an authen-
tic population within a population,
because of an absolute, percentage
and relative progressive propor-
tion (table 10). Although, in fact,
between 1950 and 2005, that is to
say the first fifty-year period to
witness the fulfilment of this cen-
turies-old journey, the world and
its various regions still had a
greater increase of people with
less than sixty years of age com-
pared to those of sixty and over – a
phenomenon especially accentuat-
ed in developing countries, be-

Figure 6. Ageing of the population: present and future. Percentage
of 60+ in 2006 and expected increase between 2006 and 2050

Source:my own calculations from UN, 2006

Table 10. Expected variation between 1950 and 2050 of the population
less than sixty years of age and over sixty years of age

Source: my own calculations from data: DESA, 2007

∇

Region Less
than 60

60
or more

Less
than 60

60
or more

1950-2005 2005-2050

World +3.479 +467 +1.315 +1.296

Developed
countries +213 +124 -59 +142

Transition
economies +83 +28 -70 +29

Developing
countries +3.183 +315 +1.444 +1.125
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tween 2005 and 2050, or so the
UN projections show, there will be
an increase in the population with
less than sixty years of age which
will be limited to developing
countries, and in any case halved
compared to that of the first stage
of the grey revolution. The expect-
ed near tripling of people over six-
ty is due, once again, to the popu-
lations of developing countries
which, as has already been de-
scribed, will experience an ageing
that will be characterised by great
speed, side by side with the very
intense but not very accelerated
ageing that is typical of the devel-
oped countries. The problem that

arises, therefore, is that of facing
up to an exceptional increase in
the elderly population with a mod-
est increase (or even a decrease) in
the young and adult populations.

Some of the major difficulties
linked to these extraordinary de-
mographic transformations (figure
7) lie in their capacity to relocate
human, in addition to physical and
financial, resources in itinere.
These are resources which, al-
though they are inert in their sup-
ply (a) (for example the stationary
character or even increase in
teachers) would not match in a
congruous way the structural

change in the demand (b) (a con-
traction in school classes because
of low fertility levels and a fall in
births), thereby generating an area
of varying degrees of breadth (d)
of imbalance between the demand
and supply of goods and services.
A different analysis applies in the
second case study where in the
face of an increase in demand in-
jected into the market of good and
services by elderly people (c), the
inertia of the supply (e) (for exam-
ple of geriatricians, home carers)
would create an area of insuffi-
ciency in the market of human, as
well as physical and financial, re-
sources in relation to the needs of
a growing and thus unsatisfied
new demand.

In a vision of a ‘domestic’ kind,
of fundamental importance will be
the speed of change in the popula-
tion by age groups and the parallel
capacity to have a similar rate of
change in financial, physical and
human resources allocated to the
various age groups. The political
response cannot, therefore, be lim-
ited exclusively to a demographic
response but must, rather, be part
of a global approach that inter-
nalises all social and economic as-
pects in the planning that takes
place.
At an international level, in or-

der to deal with the impact of the
demographic cycle in the world
arena and to govern the mecha-
nisms of international competition
and competitiveness that would
otherwise lose from the outset, it
will also be of fundamental impor-
tance to address the complex
question of the contraction in the
ratio between the section of the
population of working age and the
section of the population not of
working age (figure 8), which
over the next decades will be ap-
plied to all countries. All coun-
tries, inevitably, will have to re-
view the threshold for the fixing of
the age when people will have to
see themselves as ‘dependent on’
and no longer the ‘engine of’ a
productive system.A relocation of
the thresholds for entrance into the
labour market and retirement will
be needed in order to find a re-
sponse to a shortage that would
otherwise be inevitable in the
workforce and above all else to an

Figure 7. The dynamic adaptation of the economy and society. A graph
that illustrates the imbalance between the population of specific age
groups and human resources (for example teachers, paediatricians,
geriatricians, nurses, etc.)

Source: Golini, 1993

Figure 8. Dealing with the impact of the demographic cycle
domestically and internationally. The ration between the section
of the population of working age (15-59) and the dependent population
(0-14;60+) in seven countries at different stages of demographic
population (1950-2000; average variant of projections until 2050)

Source: UN,World Population Prospects. The 2004 Revision, New York, 20
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imbalance between pensioners
and workers. Here we are dealing
with the size of the working age
population (WAP), expanding its
boundaries both to keep those
more advanced in age working
and speedily to integrate young
people who are by now mature
enough for the system. These are
measures that appear correct not
only economically but also an-
thropologically , socially, cultural-
ly and politically now that life ex-
pectancy has been so expanded. It
is not easy to understand, beyond
the question of the sustainability
of the economic system, the rea-
son for an ejection from the labour
market of people who are still
helpfully and easily employable in
the dynamic of production.

It is certainly the case, with the
increase in productivity (em-
ployed/GDP) as well, that one can
and one must identify a flying
wheel to sustain a growth in GDP
that would otherwise be con-
demned to a painful decline (box 2).

The strong deterioration in the
ratio between people who are ‘de-
pendent because of old age’ and
people of working age is con-
firmed again by circumscribing
the range of the analysis of the pro-
jections first to the European con-
text (figure 9) and then to the de-
velopment in absolute values of
the population of Italy (figure 10)
which is expected to have to pre-
pare for a very strong contraction
in the working age population in
both absolute and percentage
terms.

5. Facing up to theAgeing
of Families

Of no less relevance in this con-
text are the transformations at the
level of units of micro-aggregation
that create, through their further
higher aggregations, those popula-
tions whose ageing is studied –
families understood in a broad
sense.
To address the ageing of a popu-

lation means, indeed, also dealing
with the ageing of families, which
involves the co-existence (and not
necessarily cohabitation) of three
to four generations, not only in a

Figure 9. Number of people of the age of sixty five and over for every
hundred people between the ages of twenty and sixty-four

Source: Eurostat projections (baseline)

Figure 10 – Population by age groups: <15, 15-59, 60+. Italy 1950-2050
(medium variant, in millions)

Source: UN,World Population Prospects. The 2002 Revision (medium variant), New York, 2003

Box 2. Demography, Ageing and GDP
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typical family unit (figure 11) but
also, for example, in the contem-
porary Chinese population, with

all the repercussions on terms of
‘expectations’ that the older gener-
ations have in relation to the mem-
bers of the younger generations
which often take the form of an on-
ly child ‘crushed’ by the concen-
tration of his identity by all the
projections of the numerous adult
and elderly members of the family
and thus in a precarious psycho-
logical state of balance.
For that matter the increase in

the number of families with a sin-
gle child or even without children
(‘child-free’ families according to
some contestable feminist nega-
tive tendencies which commit the
sin of ‘social short sightedness’)
requires an increasingly accentuat-
ed growth in inter-generational
solidarity between elderly people,
to be flanked and implemented in
parallel with traditional inter-gen-
erational solidarity which will nec-
essarily decrease both for demo-

graphic reasons and for social rea-
sons (the very strong increase in
separations and divorces which
disrupt the families that people
come from) (figures 12-13).

5. Conclusions

To end this paper, I may state
that the challenges raised by de-
mographic ageing are immense
and require both developed coun-
tries and developing countries to
have important and diversified ca-
pacities.
In particular, economically de-

veloped countries will have to find,
develop and combine a capacity to:
make the productive system survive
by dealing with the impact of their
demographic cycle combined with
that of developing countries; make
their system of social security sur-
vive by dealing with the impact of
demographic cycle; find a different
system of assistance and care for
disabled elderly people given that
what in many countries is based up-
on families seems to be no longer
sustainable because of the alteration
in the ratio between the generations,
modifications in the nosological
framework, the length of periods of
care, the increasing fracture and re-
forming of families , and the fre-
quent inadequacy of home habita-
tions; try to increase the fertility
rate, in order to thereby ward off an
increasingly intense process of age-
ing as well; and manage immigra-
tion which is necessary but which
indicates that it will be on an in-
creasingly mass scale.
Developing countries, in their

turn, will have to find, develop and
combine a capacity to: maintain
and improve their productive sys-
tems by managing to create over a
few decades over a thousand mil-
lion decent jobs (that is to say with
remunerations that go beyond two
dollars a day), managing, there-
fore, to deal with the demographic
impact of developing countries
and the problems of competitive-
ness that are created between
them; create everywhere efficient
and universal national health ser-
vices, and create everywhere a
general system of social security,
dealing with the extraordinary
speed of their ageing and the diffi-
culties of economic growth.

Figure 12. The increase within families of the co-existence
of different generations

Figure 13. An assessment of co-existence between three generations (be-
tween 20-24, 45-49, and 70-74 years of age, in thousands),
1950-2050, Italy, France, China, India

Source: UN, World Population Prospects. The 2004 Revision (medium variant), New York, 2006

Figure 11. The co-existence of
different generations in a family
unit of aWestern (but not only)
country

Source: Golini 2003
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These are certainly complex
challenges, but responding to them
and addressing them would cer-
tainly allow developed countries
and not yet developed countries to
experience the ‘intervals of death’
not only without excessive worry
but even with relative tranquillity.
Is it perhaps a necessarily less

wise and detailed approach to the
initial ‘gains in life’ to suggest to
the fathers of mortality studies that
they should define the first tables
to analyse human survival as ‘life
tables’ rather than ‘death tables’?
Is it because they were still sur-
rounded by a very frequent early
death that a life expectancy of six-
ty years already constituted a suffi-
cient achievement to define a table
a ‘life’ table’ and not a ‘death’
table? And is it because death was
seen as being an integral part of the
human journey that it was neces-
sary to define the sequences of
numbers that testified to a capacity
to be living as ‘life’ tables’?
A commitment of the future,

therefore, will also be a return to
the serenity of Don Toaldo in
defining his tables as ‘life’ tables
in which the just hope of prolong-
ing life is accompanied by respect
for the human pathway of the mor-
tal creature who only in the accep-
tance of this eschatological tie can
really enjoy the profound signifi-
cance of being able to pass with
awareness through the various
stages of life.

Prof. ANTONIO GOLINI
Lecturer in Demography,
‘La Sapienza’ University,

Rome, Italy.
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Notes
1 Emphasis should be laid on the subse-

quent obsolete charts or hypotheses about
maximum life span (for example Bourgeois
Pichat) which, whatever the case, indicated a
progressive ageing of the population to the
statistical benefit of the most advanced ages
(Golini, 2003).

2 This very important conceptual shading
can be better understood by observing how
the maximum individual age at death became
established, for example during the Italian pe-
riod of 1973-2003, on a threshold of low os-
cillation:110 years in 1973 (the first over hun-
dred woman from Lazio);111 years in 1991 (a
man from Calabria); 112 years in 2002 (a man
from Sardinia); 113 years in 2003 (a man from
Puglia).
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In the last thirty years there has
been a change in lifestyles and in
the cultural and social conditions of
the general population. Pro-
grammes involving prevention and
screening for cancer, and cam-
paigns for the promotion of, and ed-
ucation in, prevention of cardiovas-
cular risk, have changed the causes
of illness and death in the elderly
part of the population. This phe-
nomenon has led to a reduction in
mortality rates caused by cardiovas-
cular pathologies, stroke, domestic
accidents, and an increase in mor-
tality rates for lung pathologies and
diabetes. Taking into consideration,
in addition, the constant increase in
the average life span of the popula-
tion both in industrialised countries
and in developing countries, with
an increase in the percentage of in-
dividuals within society over the
age of eighty, we may state that
health care and social assistance
have experienced the impact of this
typology of patient.
Advanced age, having a number

of pathologies at the same time, the
risk of the compromising of physi-
cal capacity, sarcopenia, disability,
handicaps or a compromising of
‘social’ functions, all constitute the
elements that characterise the so-
called ‘frailty’ of elderly people.
Physical disability and social dis-
ability have a close relationship
with dependence.
On the basis of these observa-

tions, there has emerged in outline
the specificity of the geriatric pa-
tient and thus of an individual of an
advanced age, affected by various
concomitant pathologies, where his
functional status, quality of life and
prognosis also depend on non-
physical factors such as his cogni-
tive-neuropsychological condition
and economic, social and environ-
mental situation, which, indeed,
make it difficult to draw near to
him and provide assistance to him.
An increase in disability also im-

plies an increase in the demand for

services involving assistance and
help for elderly people, as well as a
necessary planning of the action to
be taken through a correct utilisa-
tion of the resources that are avail-
able. From a clinical point of view,
an frail elderly person needs the in-
tegration of health-care and social
services which should achieve,
through various professional fig-
ures, a plan of individualised inter-
vention through a suitable assess-
ment of the problematic areas of
the patient himself.
The international literature in the

field has for some time clarified
that the multidisciplinary and inter-
disciplinary character of the action
taken constitutes the specificity of
the role of geriatrics. It is thus in-
dispensable to acquire instruments
for assessment that cover these var-
ious dimensions and assure overall
and individualised professional in-
tervention which is at one and the
same time preventive, curative and
rehabilitative.
The figure of the geriatrician has

for some time been acquiring an
outline, above all in the light of cer-
tain studies which have demon-
strated how the presence of a geria-
trician and a geriatric assessment
unit within hospital departments al-
lows a reduction in the re-admis-
sion rates of patients to hospitals, a
reduction in mortality, and a reduc-
tion in costs.
The study by Rubenstein is by

now a landmark. In this study two
groups of elderly people chosen at
random were compared in which
the ‘treated’ group was made up of
elderly people who were assessed
with multi-dimensional assessment
instruments and followed by a geri-
atric assessment unit and the ‘con-
trol’ group was made up of elderly
people who received conventional
treatment without multi-dimen-
sional assessment instruments or a
geriatric assessment unit.
The results obtained were as fol-

lows: a survival to one year of 70%

of the group that was followed by a
geriatric assessment unit as against
a rate of 50% in the case of the con-
trol group; a significant reduction
in mortality at two months (-41%)
and at six months (-36%) in the
group followed by the geriatric as-
sessment unit as compared to the
control group; 73% discharged and
sent home in the first group as op-
posed to 53% in the second; 12.7%
transferred in the first group as op-
posed to 30% in the second; and a
decrease in overall annual expendi-
ture on health care (a saving of
5,229 dollars for each patient).
In the light of these facts the con-

cept of team work has become in-
creasingly established. This takes
place through an assessment unit in
which there is the figure of the geri-
atrician who, through a system of
‘case management’ and through
suitable instruments of multi-di-
mensional assessment, draws up a
plan of action directed towards an
improvement in the quality of life
of the patient and an optimisation
of the resources that are available;
through initiatives directed towards
the prevention of all factors than
can affect the patient’s level of self-
sufficiency; through the treatment
of illnesses; and through rehabilita-
tion.
For multi-dimensional assess-

ment, a methodology of inquiry has
been established which, through a
broad gamut of tests, measurements
and scales of assessment, which are
able to identify the problem or the
problematic area that are to be as-
sessed, flanks the normal nosologi-
cal assessment of the pathologies of
the patient, allowing a more overall
and deeper knowledge of them, in
particular at a functional, cognitive
and social level.
In a standardised and interdisci-

plinary way, it assesses the various
problematic areas of the ‘frail’ el-
derly person in order to identify
with precision the problems that are
present and to draw up a plan for

ROBERTO BERNABEI

3. Spiritual Care for the Sick Elderly



32 THE PASTORAL CARE OF SICK ELDERLY PEOPLE

assistance that will solve these
problems. Multi-dimensional as-
sessment as such should assure: an
identification of the needs and the
problems at the level of assistance
of the individual patient; problem
solving; the planning of action at
the level of assistance (prevention,
treatment, rehabilitation); and fol-
low-up.
The meta-analysis of Stuck et al.

demonstrated a reduction of 28% in
the mortality of patients who were
followed with multi-dimensional
assessment, a reduction in level of
admission and re-admission to hos-
pital, an improvement in the physi-
cal and cognitive condition of pa-
tients, and a decrease in the levels
of institutionalisation.
On the basis of these premises,

there emerges the need for a
methodological approach directed
towards the problems as a whole
that an elderly person who runs the
risk of non-self-sufficiency experi-
ences, and the employment of mul-
ti-dimensional instruments of as-
sessment that ensure that the action
that is taken is of a high profession-
al standard.
An analysis of the literature in

the field of geriatric assessment and
other fields as well offers a very
broad gamut of instruments that are
certainly suitable but which are at
the same time sectorial and specif-
ic. Traditional instruments of as-
sessment engage in a descriptive
assessment of the individual prob-
lematic areas of the elderly and
their principal limitation is that
they do not lead in a directed way
to a plan for action, they describe
an individual problematic area, and
they do not assure a rapid compari-
son between the various experi-
ences at the level of assistance and
the various settings at the level of
assessment.

The second-generation multi-
dimensional assessment instru-
ments are all inclusive instruments
that move towards a correct aetio-
logical diagnosis of the problems
that have been identified; lead to a
better individualised plan of assis-
tance; assure a monitoring of the
patient’s state of health; and allow
the creation of a database (which in
turn means a comparison, the con-
trol of the quality, and the transfer-
ability, of the data that has been col-
lected).
The need for an all inclusive in-

strument that assesses all the prob-
lematic areas of a resident elderly
person and also includes all his
residual capacities and preferences
for, and ability to engage in, vari-
ous activities, was met by the draw-
ing up of the resident assessment
instrument (RAI).
The RAI (or VAOR in Italy) is a

multi-dimensional assessment in-
strument that was created by more
than eighty experts in response to a
mandate given to them by the Con-
gress of the United States of Ameri-
ca following the OBRAlaw of 1987.

The aim of the RAI is to create,
through an overall assessment of
the resident guided by questions
contained in the minimum data set
(MDS) and summarised in the an-
swers given to the items proposed –
these are the bases for the drawing
up of a plan of individual assistance
that allows the achievement and/or
maintenance of the highest possible
level of physical, mental and psy-
cho-social functioning.
The assessment form for home

assistance, validated in the version
translated into Italian as well,
namely the VAOR-ADI, allows an
overall assessment of an elderly
person and, supplemented with
client assessment protocols, identi-
fies all the various health-care and
non-health-care problems of the
patient.
The compilation of this assess-

ment from for home assistance,
with its three hundred items, is not
in itself conclusive. It is only ‘de-

scriptive’ of the elderly person and
achieves this through positive or
negative answers to the assess-
ments that are contained in it. The
answers are ‘weighed’ by the vari-
ous PVCs (automatically through
the software that is used) in order to
become automatic or potential indi-
cators of a problem and/or need at
the level of assistance.
Obviously, this system, in addi-

tion to being useful for the planning
of action taken at the level of assis-
tance in the case of individual pa-
tients, also constitutes a basis for a
possible cataloguing and storage of
all the data involved.
TheVAOR system, indeed, func-

tions both as a facilitator in deci-
sions of a clinical/care character at
the level of the patient and as a
standardised and validated instru-
ment for the collection of data and
thus for the creation of a database
for population studies.
The creation of data banks which

bring together information of a de-
mographic, clinical, and so-
cial/health-care character, is ab-
solutely indispensable if wewant to
improve the planning of care ser-
vices for elderly people, to improve
their quality, and to allow debates
not only within individual nations
but also between nations.
Hitherto the implementation of

the family of RAI instruments has
allowed the creation of an interna-
tional database which at the present
time is used for the purposes of sci-
entific research and the monitoring
of the quality of care. The group of
fifty-eight researchers that repre-
sent twenty-five nations which is
used to studymulti-dimensional as-
sessment instruments bears the
name interRAI.
In addition to the possibility of

defining factors of prognosis and
assessments of specific outcomes,
the use of a database also allows the
control of indicators of quality of
the care that is provided which
show changes over time (‘inci-
dence measurements’) or the situa-
tion at a given time (‘prevalence
measurements’). Some indicators
of quality offer correct measure-
ments as regards the basic risks of
the patient and in addition have the
advantage of allowing comparative
analyses between patients within
the same care setting in the same
region or between different geo-
graphical regions.
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Studies carried out with the RAI
database have allowed the estab-
lishment of forecasting factors as
regards the non-use of painkillers
in cancer patients, the risk of mor-
tality linked to an absence of vacci-
nation, and the disability linked to
physical activity, etc.
The use of a minimum common

denominator created through the
employment of equal instruments
of assessment/data gathering was
the point of departure for the cre-
ation of the AD HOC (Aged in
Home Care) Project, which was di-
rected towards ascertaining the best
strategy available for home care for
elderly people through the estab-
lishment of a reference model for
home care that could best meet the
needs of elderly people in Europe.
Through a comparison of the da-

ta from eleven European countries
it emerged that in Italy home care
patients are extremely compro-
mised from a functional and cogni-
tive point of view. In addition, the
formal support, calculated in terms
of weekly hours of care, is minimal
compared to the needs and require-
ments of the part of the population
receiving home care. In this area,
home care services are used by on-
ly 3% of elderly population, the
‘heaviest’ percentage in terms of
care. This fact indirectly reflects
the lack of availability of alterative
care structures and the difficulties
that home care services encounter
in dealing with such patients in an
adequate way.
The use of multi-dimensional as-

sessment instruments is envisaged
within a geriatric assessment unit,
whose fundamental core is made up
of a geriatrician, a professional
nurse, a social worker, a rehabilita-
tion therapist, an oculist, a psycho-
geriatrician, and, according to need,
an occupational therapist, a lalopho-
miatrist, a hearing specialist, a dieti-
cian, a foot specialist, and so forth.
The work of a geriatric assess-

ment unit takes place within an in-
tegrated network of social/health-
care services for elderly people that
includes – before anything else –
integrated home care and health-
care homes.Within the geriatric as-
sessment unit there can be the fig-
ure of the case-manager or the case
co-ordinator who is able, by using
suitable instruments, to carry out a
multi-dimensional assessment and
to establish with the general practi-

tioner and with all the other mem-
ber of the geriatric assessment unit
the suitability or otherwise of one
or more ongoing care services. The
case co-ordinator has a double task
– on the one hand that of being a
counter to which the elderly person
can turn for an assessment of his
needs and a consequent referral to
the service that he requires, and on
the other that of being a co-ordina-
tion centre. The case co-ordinator
has to be able to engage in a multi-
dimensional assessment of the el-
derly person and to plan specific
initiatives through the drawing up
of individualised care plans.
This model of care has been ap-

plied in Italy in the NHS area of
Rovereto (TN) where, through a
controlled clinical trial, the impact
has been observed of an integrated
programme of home (social and
health-care) services on the phe-
nomenon of institutionalisation, on
the use of services, on the consump-
tion of resources, and on the func-
tional decline of ‘frail’ elderly peo-
ple who live in their own homes.
At the beginning of the experi-

ment, the individuals of the active
group as opposed to the members
of the control group did not display
any significant differences as re-
gards functional and clinical vari-
ables. However, after a year it was
shown that integrated measures of
home (health-care and social) care,
implemented through an interdisci-
plinary team that included amongst
other figures a general medical
practitioner and a non-medical pro-
fessional worker with the duties of
a ‘care manager’, were able to re-
duce the risks of admission to hos-
pital and the length of stays in hos-
pital or a nursing home.
In addition, using the same home

care resources, the individuals of
the active group showed a signifi-
cant reduction in their functional
and cognitive decline. Lastly, the
overall cost for the care provided to
each individual in the active group
was significantly lower than was
the case with the members of the
control group.
Similarly, the implementation of

home care services based upon the
organisation of services through a
geriatric assessment unit demon-
strated at a national level a reduc-
tion in the level of hospitalisation
and the length of admission to hos-
pital, as well as a diminution of

hospital costs through a reduction
in incongruous unplanned admis-
sions and re-admissions, which, in-
deed, are what most bear on health-
care expenditure.
The efficacy of the multi-dimen-

sional assessment instrument as op-
posed to the conventional assess-
ment instruments applied to indi-
vidual problematic areas emerged
even more after the Bergamo expe-
rience where two methodologies
for multi-dimensional assessment
were compared. The patients in-
volved in the study, who were the
same at the level of general charac-
teristics, were chosen by random
from two districts of the Italian
NHS of Bergamo. District 1 used as
an instrument of multi-dimensional
assessment the VAOR-RAI (the in-
tervention group) whereas District
2 used conventional instruments for
geriatric assessment for the func-
tional state of patients (theADLand
IADL index) and for the cognitive
state of patients (MMSE). Irrespec-
tive of the group to which they be-
longed, all the patients considered
suitable for the home care pro-
gramme received case management
attention and a planning of what
was to be done for them by the local
geriatric assessment unit and gener-
al medical practitioners.
The differences between the inter-

vention group and the control group
were statistically significant as re-
gards functional and cognitive per-
formances, which were improved in
the intervention group where there
was, in addition, an increase in the
use of social services and a reduc-
tion in the levels of hospitalisation
and days spent in hospital.
It is thus evident that in the ap-

proach to patients over the age of
seventy-five, in addition to anam-
nesis and a careful objective exam-
ination, it is also indispensable to
engage in a multi-dimensional as-
sessment directed towards identify-
ing problems of a clinical, laborato-
rial and functional character and
which analyses in a more complete
way the various problematic areas
of elderly people.
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I will try to analyse in a positive
way the title that was assigned to
me for this paper. For this reason,
rather than referring directly to the
generic heading of the symposium,
namely ‘the origins of illnesses that
influence the elderly’, and to the
part that was assigned to me, name-
ly ‘behaviour, lifestyles or diet’, I
will centre my paper around these
points but by starting with a more
positive observation that takes as
its basis the questions that refer to
prevention. I believe that in this
way I will meet the spirit of the
symposium and of the conference
in a better way. To this end I will or-
ganise my paper into two parts. In
the first part I will develop certain
ideas connected with what we
could see as ‘healthy ageing’,
meaning by this a kind of mirror
image of the ‘illnesses that influ-
ence the elderly’. In the second part
of the paper I will address ‘behav-
iour’ (the ‘human behaviour’ of the
title of the paper) which must have
as its foundation approaches based
on prevention. In this context I will
place greater emphasis on those as-
pects connected with lifestyles and
diet, as indeed is incumbent upon
me.

1.HealthyAgeing:
Some Concepts

One can make many observa-
tions about ageing. In the field of
the evidence that has been pro-
duced there are some kinds of evi-
dence which are not very con-
testable. They are fundamentally

three in number. The first is that
one is dealing with something to
which we all aspire. However neg-
ative the vision that each person
may have of old age, evidence
demonstrates that we all want to
reach it. Nobody wants to die
young. Even those who reject old
age and announce that they do not
want to become elderly find a suit-
able moment to make the jump as
the years go by. It appears clear that
those people who do not want to
reach old age are a not very signifi-
cant minority: perhaps some people
who commit suicide and in almost
all cases people who have motiva-
tions that are exceptional in charac-
ter.
The second form of evidence is

of a demographic character and is a
novelty as regards the whole of the
previous history of mankind. Until
the twentieth century a certain ad-
vanced age was a very rare phe-
nomenon within the reach of very
few people. It was experienced as
something very singular and was in
nowway a significant phenomenon
within the general context of soci-
ety. The demographic transition of
the last hundred years have led us
towards a society that is increasing-
ly aged where a very important pro-
portion of the population reaches
an age that was unthinkable a few
decades ago. Here it is worthwhile
to recall certain data. Average age
expectancy in the countries of
Western Europe at the beginning of
the twentieth century was between
thirty-five and forty years of age,
with a few years more in the case of
women. A hundred years later in

this same geographical area these
levels are above eighty for women
and area near to this age in men. If
we add to this that the number of
births has decreased dramatically,
we can understand that the level of
people over the age of sixty-five –
the retirement age – has increased
in a spectacular way, constituting,
according to the country involved,
between 15% and 18% of the total
of the population. Today in devel-
oped Europe for the first time in
history the number of people who
are over the age of sixty-five is
greater than those who are under
the age of fifteen! There are more
elderly people than there are chil-
dren!
Various factors have contributed

to bringing about this situation and
some of them are directly connect-
ed to the health-care world. First of
all there are measures of public
health, amongst which is included
something that is very elementary,
namely as drinkable water, a provi-
sion that was not widespread at the
beginning of the twentieth century.
There are the epidemiological ad-
vances and in a specific way grad-
ual increased knowledge about var-
ious risk factors in relation to all
kinds of illness and the possibility
of dealing with them. This subject,
the entering onto the stage of the
so-called ‘risk factors’, is equally a
recent phenomenon. Only begin-
ning with the publication of the
first data of the study by the Fram-
ingham study during the 1950s did
people begin to speak about this
question. To a lesser extent, other
advances more directly linked to
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individual health, such as those
achieved in the field of pharmacol-
ogy, anaesthetics and surgical tech-
niques, have also had an impact. It
is important to bear in mind that in
order to understand the ageing of
the population, in addition to ad-
vances in that world that is most di-
rectly connected with health, many
other factors that are directly de-
rived from what we could call so-
cial progress and economic devel-
opment have also played an essen-
tial role.
The third area of evidence con-

nected with ageing is the observa-
tion that with the passing of the
years changes take place in our
bodies. These are very important
changes which, if described in a
simple way, are habitually ex-
pressed in losses. To grow old
means to lose as one goes through
life by very different pathways a
good part of the enormous margin
of functional reserves with which
we come into the world. These are
losses that have in common the fact
of becoming increasingly vulnera-
ble to any kind of aggression, there-
by facilitating the weakening of the
body, the appearance of illness, and
in the final analysis death itself.
Before going on it is worthwhile

recalling certain concepts of a de-
mographic character. I am referring
here to what we call life span or life
expectancy. This is a multifaceted
phrase that should be stressed. First
of all should speak about what the
literature in English in this field
terms ‘life span’, which could be
translated into Italian as ‘estensione
di vita’ or ‘speranza o aspettativa
di vita massima’. One is referring
here to the maximum period of
time which in the best possible sit-
uation the life of an individual or a
specific animal could achieve. This
is a specific limit for every animal
species but one shared by all its
members and it has undergone only
a small number of changes over
time. In all periods of history and in
all animal species exceptional indi-
viduals have existed which in a
very small proportion have man-
aged to reach this limit point. In or-
der to be able to know the maxi-
mum life span to which a man can
aspire it is necessary to have avail-
able without any margin of error
the dates of his birth and death,
something that has only been possi-
ble since the widespread creation of

the ‘civil register’, something that
took place in European countries at
the beginning of the nineteenth
century because of the Napoleonic
revolution. This took place some-
what later in other parts of the
world.
The absence of reference data

that are reliable as regards birth
dates on many of those purported
extreme life spans that have been
described in remote areas of the
planet which are nearly always at a
high altitude in mountain chains
such as the Andes, the Caucuses or
the Himalayas means that these ex-
treme life spans cannot be taken in-
to account. With civil registers as
one point of reference one can state
that the greatest life span for man is
roundabout the age of 120 and it is
not likely that this limit will change
significantly in the short term. To
achieve the age of 120 is the most
important goal for which bio-
gerontologists are fighting. The
longest living person about whom
we have firm evidence is Jeanne
Calment who died in France in
1997 at the age of 122.

Asecond concept is that of ‘aver-
age life span or life expectancy’.
This refers to the period of time
which, according to statistical crite-
ria, an individual can probably live
starting from a specific moment,
which can be the birth of that indi-
vidual or any other age. This also
requires a physical location. In or-
der to establish this figure the
whole of the population of refer-
ence is taken into consideration and

the predictable average length of
age is established. This concept is
variable and it has undergone very
important changes down history
and according to the geographical
area of reference.
The other two important con-

cepts linked to life expectancy are
‘independent life expectancy’ and
its opposite – ‘dependent life ex-
pectancy’. Here the limit is deter-
mined by the fact that the subject in
question is or is not able to rely up-
on himself or herself to carry out
the basic activities of daily life and
does or does not require the help of
third parties. In this context what
we know as ‘dependence’ has
changed into a fundamental refer-
ent for our society to the point of
giving rise in our country and in
other countries as well to a specific
law which some people have de-
fined as the basis for the establish-
ment of the fourth pillar of the wel-
fare state in an advanced society.
The result of a good ‘functional ca-
pacity’ – the antithesis of what de-
pendence is – constitutes the funda-
mental objective of the specialisa-
tion of geriatrics and is a more spe-
cific challenge as a medical spe-
cialisation.
Old age is not something that is

reached in a brusque way. One does
not become old at a specific mo-
ment, nor is there an age that can be
used as a perfectly definable limit.
The establishment of a top point, an
age, has sense in only two situa-
tions. For administrations when a
person retires and becomes a pen-
sioner or for demographers or spe-
cialists in epidemiology when, for
whatever reason, they need to carry
out studies on a population. Ageing
is produced in a dynamic way and
is modulated by three complemen-
tary pathways that are very differ-
entiated at a conceptual level but
which interweave and overlap with
the passing of the years to the point
of giving rise to the contemporary
resulting situation of every person
whatever his or her age may be.
These three pathways are as fol-
lows:
First of all, one’s own physiolo-

gy. I am referring here to the modi-
fications caused by the continuous
use of our organism during the
course of our lives. These are
changes that are connected with the
simple passing of time. Their fun-
damental characteristic is that of
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being universals in the dual sense
of influencing all individuals and
doing this to each of the organic
components of an individual, al-
though the cadence of modifica-
tions that they can bring out can
vary from person to person. The
same may be said of the compo-
nents of an individual’s organism.
We are referring here to certain
changes that are placed in gerontol-
ogy under the heading of ‘physio-
logical ageing’.
The losses caused by physiologi-

cal ageing, although they are uni-
versal, influence in particular the
skeleton and the renal, endocrinal,
gastro-intestinal and neuromuscu-
lar systems of the body, as well as
the various regulatory systems em-
ployed in the control of homeosta-
sis. The most significant of these
modifications are bone and muscu-
lar losses, losses connected with
skin, the loss of intra- and extra-
cellular water content, a relative in-
crease in the proportion of fats
compared to other immediate prin-
ciples and also the redistribution of
fats.
At a second level are located the

changes brought about by the ef-
fects of illnesses, accidents or sur-
gical mutilations which every indi-
vidual has accumulated during the
course of his or her life. These are
processes that where they do not
produce death have large and small
functional consequences that force
people to accept certain limitations
and physical adaptations to help
functions that have deteriorated be-
cause of pathological events. In this
case we refer to changes that can be
attributed to ‘pathological ageing’.
Lastly, there is a third group of

factors that generate changes that
are correlated with the kind of life
that an individual has led. This is a
matter of the consequences of ex-
posure over many years to agents
like contamination, suitable or un-
suitable diet, the regular consump-
tion of toxic agents such as tobacco
or alcohol, stress, the lack of physi-
cal exercise or exposure to specific
risk factors. These are changes that
go under the heading ‘environmen-
tal’.
The changes that I have defined

as physiological constitute what in
a strict sense is known as ‘primary
ageing’, whereas those derived
from pathologies or environmental
factors are usually defined as forms

of ‘secondary ageing’ and in prac-
tice offer, as wewill see, very broad
margins for intervention. Primary
ageing is very much linked to ge-
netic factors and it is calculated that
it contributes to the extent of 25%
to the inter-individual variations as
regards what is known as maxi-
mum life expectancy. Genetic fac-
tors play an important role in the
development of cardio-vascular ill-
nesses, of many tumours, of specif-
ic endocrinal-metabolic processes
or of some neurological processes.

According to the various situa-
tions that in each specific case ac-
company the ageing of an individ-
ual, we can establish different ap-
pellations which anyway appear
excessively schematic. Thus we
can speak about ‘eugenic ageing’or
‘successful’ ageing when during
the course of the process of ageing
what I have defined as ‘physiologi-
cal changes’ have dominated, with
a low level of incidence on those
changes derived from pathology or
adverse environmental factors.
These are individuals who have
had few illnesses and who in basic
terms have led what in everyday
language is known as a healthy life,
with a low level of aggression re-
ceived from environmental factors.
In contrary fashion there also ex-

ists ‘pathogenic ageing’ or acceler-
ated ageing when an excess of ill-
nesses or accidents, and/or an ex-
cessive level of submission to inju-
rious environmental factors, have
influenced the existence of exces-
sive changes that took place earlier
than they would have otherwise

done in life. These are individuals
who, as everyday language puts it,
‘look older than they really are’.
Geriatric literature uses another

two terms which after a certain
fashion equally express ways of
ageing. Thus it speaks about ‘usual
ageing’ to refer to what statistical
normality assumes to be the norm
and to ‘successful ageing’when the
intention is to refer to that group of
individuals who have tried to reach
an advanced age in an enviable
state of health, or put in other
terms, who have been able to
achieve ‘successful ageing’.
It is worthwhile to comment on

another two concepts that are very
interconnected with what has been
observed in this paper and which
are concepts for which we who
work in the world of ageing fight
for from a medical perspective or
otherwise. One of these relates to
population and it refers to the
‘curve diagram’. By this the wish is
expressed that although we are not
able to extend our maximum life
expectancy we at the least manage
to increase average life expectancy
to the point of drawing it near to the
limits of the maximum life span so
that the mortality curve in both cas-
es is kept horizontal, practically, to
ages that are very near to the maxi-
mum limits.
The second of these concepts is

the concept of ‘morbidity com-
pression’ and has a very personal
and individualised character. Giv-
en that we all die and this fact is al-
ways influenced by an illness or an
accident of a negative character
that acts as a trigger element, we
strive to ensure that all those
processes that limit our vitality and
in essential terms determine our
death accumulate during a short
and final stage of life. This is a pe-
riod of hours, days or weeks, so
that up to that point we are able to
enjoy certain optimal conditions of
health.
In a broader context it is neces-

sary to remember that in the year
2001 the World Health Organisa-
tion coined the phrase ‘active age-
ing’, and held this up as a challenge
for future years. This slogan – more
than a slogan I would speak here
about a specific programme – was
intended to replace the slogan
which the World Health Organisa-
tion in the 1990s defined as healthy
ageing. The World Health Organi-



sation defines active ageing as ‘the
process of the optimisation of the
possibilities of health, of participa-
tion and of safety in order the im-
prove quality of life as people grad-
ually age’. This concept was rati-
fied and gave rise to a specific doc-
ument at the SecondWorldAssem-
bly on Ageing which was held in
Madrid in the year 2002.

2. SatisfyingAgeing:
Orientations

The next question will be to see
how we can compress our morbidi-
ty and, in connection with this, how
we can obtain that successful age-
ing to which we all aspire. The an-
swer is a complex one but it de-
serves certain reflections on the ba-
sic points that can direct us towards
this end.
The point of departure to obtain

this objective relates to prevention.
As regards geriatrics, prevention
usually means the ability to identify
patients who are at a greater risk of
having certain illnesses or clinical
problems and to apply suitable
policies to minimise this risk. This
includes, among other things, the
identification of every type of risk
factor and their behaviour, the ad-
visability or otherwise of establish-
ingmeasures of periodic control for
processes with a high prevalence
(table 1), and the suggestion of cer-
tain courses of action to change
lifestyles or the preventive employ-
ment of specific pharmaceuticals or
vaccines.

Two basic principles: the first is
that these preventive measures
must be applied very early on in a
person’s life; if possible, during
childhood; the second lays down
that no age is a bad age to begin
preventive measures because it is
never too late to begin. The general
objectives of prevention in geri-
atrics are: a) to reduce premature
deaths caused by acute and chronic
illnesses; b) to maintain the func-
tional independence of a person as
far as this is possible; c) to increase
active life expectancy (indepen-
dent) and d) to improve quality of
life.
I have commented on the path-

ways by which changes associated
with the process of ageing are con-
ditioned. Is there an opportunity to
act on some of these so that the pos-
itive aspects are strengthened and
the deleterious aspects are limited?
As regards primary ageing, what

is called physiological ageing, our
possibilities of intervening today
are minimal. We are born with a
specific genetic endowment which
at the present time does not give us
a margin of implementation. Not
even in human beings have great
advances been made through the
various attempts to block mecha-
nisms that are inserted into the
process of ageing. This is a field
that is a permanent subject of study
by basic researchers who have the
dual aim of lengthening maximum
life expectancy and minimising or
suppressing some of the deleterious
consequences of this process,
achieving thereby more successful

ageing. Their attempts at the pre-
sent time are concentrated above all
on the most elementary animal
models.
We have greater possibilities of

achieving a healthy old age when
our attempts are directed towards
forms of behaviour related to sec-
ondary ageing. The first goal here
is to minimise the consequences of
so-called ‘pathological ageing’.
Here, to an even greater extent, pre-
vention is a key word: primary pre-
vention and secondary prevention
in relation to many of the illnesses
or accidents that can arise during
the course of a person’s life and
whose consequences can limit with
varying levels of seriousness the
future quality of life. Preventive
measures that try to avoid the ap-
pearance of illness or their short or
long term consequences can be of
various kinds. Many of these are of
a pharmacological kind but there
are also ones of a social character
and some of them are related to en-
vironmental factors. By way of ex-
ample as regards some of the mea-
sures that are connected most di-
rectly with decisions of a social
character that influence the whole
of the population, I will cite mea-
sures directed towards preventing
events such as road accidents, fires
or environmental contamination.
Amongst the pharmacological

measures of an individual character
which can be adopted, there are an
infinity of examples. Perhaps the
most simple in the field of primary
prevention is that connected with
the use of vaccines. A correct fol-
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Table 1. The Principal Periodic Tests Recommended in Geriatrics

Kind of Test Recommendation Level of Effectiveness Level of Evidence

Arterial pressure One visit at least I A
once a year

Breasts Annual physical test >40 years I A
Breast scan Every 1-2 yrs. from 50 to 69 and

from 1-3 years from 70 to 85
Cholesterol Every 5 years. Contestable in many elderly people I-III C
Sigmoidoscopy Every 3-5 yrs. >50 II B
Rectal tract Annual >40. II C
Sight and hearing Annual test >65 III B
Mouth Annual test >65 III C
Testicles, skin Annual test III C
Heart and lungs
Basic glycaemia Periodically in groups at risk III C
Thyroid function Occasionally in >65 III C
Glaucoma When needed, periodic in >65 by a specialist III C
Densitometry In the population at risk III C
Prostate Annual PSA/physical test >50 III C-D
Supplemented by: Bloon
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lowing of the calendar of vaccina-
tions during childhood was shown
during the twentieth century to be a
fundamental measure in avoiding
developments that have major neg-
ative effects on the future quality of
life of an individual. We may think
of what anti-polio and anti-small-
pox vaccinations achieved. For old
age as well there is a well estab-
lished calendar of vaccinations the
implementation of which can pro-
duce more successful ageing for in-
dividuals. Annual anti-influenza
vaccinations and to a lesser extent
anti-pneumococcica vaccinations
are a good example of this.

In secondary prevention the pos-
sibilities offered by contemporary
pharmacology are enormous. In the
field of cardio-vascular pathology
alone I may point to the role played
by pharmaceuticals such as asta-
tine, the inhibitors of the angioten-
sine enzyme converter or the beta-
adrenergic receptor blockers or be-
ta blockers, when one has to limit
the growing worse of an illness or
when one has to reduce the number
and the gravity of complications in
individuals with lipid alterations
with coronary diseases or who have
been the victims of cardiac insuffi-
ciency. Similar observations can be
made about the employment of an-
ti-coagulant therapies in patients
with atrial fibrillation or those who
are the carriers of specific arterial
or vein diseases.
In engaging in prevention and in

the achievement of successful age-
ing it is necessary to carry out suit-
able controls of the chronic
processes generated by serious

complications that can give rise to
developments such as mellitic dia-
betes type 2, arterial hypertension
and osteoporosis. These are patho-
logical disturbances which at one
time could not be controlled and
whose control is today within our
reach so that their long-term evolu-
tion depends on a diligent applica-
tion of the therapeutic protocol that
is required.
Examples that refer to causes

that cannot be placed under the
heading of secondary prevention
can be given ad infinitum. They go
beyond the cardio-vascular appara-
tus and also include what we know
as campaigns for the early detec-
tion of specific illnesses where it is
possible to intervene during their
early stages, whereas there are high
risks of death or the ailment be-
coming chronic with an ‘unsuc-
cessful’ prognosis as regards quali-
ty of life when the diagnosis is
made at an advanced age. The need
to establish an accurate control is
applicable to many forms of cancer
but also to other illnesses such as
arterial hypertension, mellitic dia-
betes type 2, osteoporosis, en-
docrinal illnesses with functional
disturbances of the thyroid, etc.
Where our ability to act is greater

in preparing someone for success-
ful ageing in the field of secondary
ageing is in the context of every-
thing connected with what has been
called ‘environmental factors’.
Above this should be located the
education of children in what is
known as ‘healthy lifestyles’.
There are three elements that pre-
dominate in this concept – physical
exercise, suitable diet, and the
avoidance of toxic habits such as
excessive alcohol consumption and
smoking.
The advantages of physical exer-

cise carried out constantly during a
lifetime of an individual, but espe-
cially engaged in during old age,
have been clearly demonstrated in
medical literature. A person who is
physically active lives longer and
in better conditions of health. This
was demonstrated in the 1950s by a
study on London bus drivers and
ticket collectors. But the advan-
tages of physical exercise are also
to be seen in other sectors (table 2).
It keeps bones and muscles in bet-
ter condition and limits their physi-
ological losses, it improves heart
performance and breathing, it helps

to control very common develop-
ments such as diabetes, arterial hy-
pertension, and alterations in cho-
lesterol levels or smoking, it im-
proves mental performance by co-
operating in the fight against de-
pression and anxiety disturbances,
it limits losses and in general helps
in a decisive way to achieve suc-
cessful ageing and helps an individ-
ual to maintain his or her autonomy
into advanced old age.
Age is never a counter-indication

for physical exercise or sport if
practiced in a way that is suitable to
the person involved. This includes
simple walking or dancing up to the
non-competitive practice of sports
such as swimming, walking, cy-
cling, gymnastics or golf. Except
when there exist evident counter-
indications that are linked to well
known specific pathologies, the
recommendation must always be
positive when one takes into con-
sideration aspects such as the type
of sport that one wants to engage in
and previous experiences in rela-
tion to that sport. There should also
be an assessment of the intensity of
the exercise that is envisaged, the
environmental circumstances of
the place where it is to be engaged
in (time of year, physical area, time
of day, length, equipment, etc.), the
warming-up period and the rest pe-
riod, something, indeed, required
of any other individual circum-
stance (concomitant chronic ill-
nesses, the pharmaceuticals that are
being taken, etc.) that can involve a
risk.
One can make similar observa-

tions about nutrition. A suitable di-
et is another ‘healthy habit’ that
represents one of the basic princi-
ples of prevention in geriatrics. The
evidence on the importance of hav-
ing a good diet which is usually as-
sociated with other healthy prac-
tices in the lifestyle of an individual
has been amply demonstrated by
many studies in the field. The rec-
ommendations here as well take as
their point of reference common
sense and should begin with good
knowledge of the nutritional prob-
lems that are most frequently en-
countered in elderly people, not to
speak of their energy requirements
and their needs and shortages at the
level of vitamins and minerals.
A varied diet is recommended

according to the previous habits of
the individual involved. It should
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contain a sufficient energy input
and be rich in fresh foods, milk
products, vitamins and minerals
(table 3). The levels of calcium, of

vitamin D and of folic acid are usu-
ally low to a high degree in elderly
people. In some situations the ad-
ministration of food supplements

can be recommended or diets en-
riched with vitamins or minerals
can be proposed. The advantages of
a systematic and universal admin-
istration for preventive purposes of
these products or large doses of
certain vitamins or minerals is a
very debatable question.
It is of fundamental importance

that every day an elderly person
drinks a sufficient quantity of liq-
uids which should never be less
than two litres – with age there is a
reduction in the quantity of both in-
tra- and extra-cellular liquid as well
as there being a reduction in feeling
thirsty. This means that with situa-
tions involving increased losses,
such as high temperatures, the pres-
ence of vomiting and diarrhoea,
fever and sores, the risk of dehydra-
tion increases and with this also the
possibility of a decrease in kidney
function or of the central nervous
system.
Another recommendation is to

promote the consumption of fibres
through foods that are rich in fibres
or, when this is necessary, through
specific items. By doing this we en-
gage in primary prevention, as well
as secondary prevention, as regards
processes of constipation and di-
verticolisis which are highly pre-
sent among elderly people, and we
can also control more effectively
illnesses such as melytic diabetes
type 2.
The consumption of alcohol

must not be prohibited in too severe
a fashion except in situations that
are very specific. Such consump-
tion should be limited to one or two
glasses of wine every day or the
equivalent if we are dealing with
other kinds of alcoholic drinks. In-
stead, because tobacco is a risk fac-
tor for very many cardiovascular,
respiratory and tumour processes at
any age, the recommendation
should always be to eliminate it.
The next point is connected with

the possibility of knowing about
and acting upon the so-termed risk
factors (RF), both those of a gener-
al character and those that are spe-
cific to specific pathologies. Al-
though the concept of a risk factor
was initially linked to the cardio-
vascular apparatus, at the present
time it is applicable to any type of
process and at least in the concrete
case of elderly people it goes be-
yond what is merely medical and
enters the sphere of social prob-

Table 2. The Principal Advantages of Physical Exercise inAdvancedAge

– It helps to maintain a good muscular mass
– It improves aerobic capacities
– It reduces the risk of cardiovascular illness
– It stabilises the bone mineral density and prevents osteoporosis
– It modifies in a favourable way the hydrocarbon homeostasis
– It helps in the control of the very common chronic processes of old age
(ischemic cardiopathy, arterial hypertension, mellitic diabetes, obesity,
depression, osteoporosis, etc.)

– It helps in the fight against other cardiovascular risk factors such as smoking
or hyper-cholesterol levels

– It reduces anxiety levels
– It helps to maintain better mental activity
– It fosters joint, respiratory, trauma, vascular, post-operation, etc.
rehabilitation.

– It improves quality of life

Table 3. Principal Recommendations as RegardsAlimentation
for People of anAdvancedAge

• Total calorie in-take (daily Kcal/):*
Men Women

60-69 2,400 2,200
70-79 2,200 1,900
>80 2,000 1,700
——————————————————————————-

If >1,500 Kcal/a day there is a high risk of a deficit as regards micronutrients

• Protein in-take
– 1.1 gr./Kg weight/daily
– Increase in acute medical or surgical situations
– Reduce if there is a kidney insufficiency

• Ingestion of carbohydrates:
– 50-60% of the VCT**
– Minimum 150 gr/daily

• Fat in-take:
– 30-40% of the TCV**
– Monosaturate fats: 10-15%
– Saturate fats: up to 10%
– Polysaturate fats: 7-8%
– Cholesterol: <100 mg/daily

• Liquids (essentially water): minimum of
– 1.5-21./daily

• Fibre:
– 10-13 gr. For every 1,000 Kcal consumed
– Proportion of soluble to insoluble fibre 1:3

• Calcium:
– 1200 – 1500 mg/daily (above all women)

• Alcohol
– Not more than one glass of wine every day or its equivalent

* The total calorie in-take is very conditioned by the individual characteristics of the patient (weight,
height, sex), by the presence or otherwise of associated illnesses and above all by his or her level of
physical exercise.
**TCV: Total Calorie Volume
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lems. The positive effects of the
fight against risk factors in the el-
derly part of the population have
been studied rather late as regards
the elderly and the young but they
have also been demonstrated to be
effective as regards the elderly. It
should be emphasised that those
risk factors that influence the elder-
ly and the less elderly are not al-
ways the same and when they are
the same they do not always act
with the same intensity in the vari-
ous groups that make up the popu-
lation.
To speak about risk factors with

reference to that part of the popula-
tion which is of a very advanced
age is to encounter a whole variety
of medical processes and social sit-
uations and problems which are of-
ten closely bound up with each oth-
er. It is important to have good
knowledge about them so as to be
able to address them with guaran-
tees from the point of view of pre-
vention. Today, fortunately enough,
we have available sufficient infor-
mation to be able to be effective in
the majority of cases that present
themselves.
The basic principle of all possi-

ble measures by which to intervene
in this field, as in other fields, is
based upon good health-care edu-
cation for elderly people, their en-
vironment and society in general.
In this sense, of fundamental im-
portance is the role of health-care
professionals, of educator at all lev-
els, and of those who are in charge
of the mass media.
Care for the sense organs and the

mouth is another key point in
achieving successful ageing. Alter-
ations in them are very common,
they increase the disease rate of
those who suffer from them, they
give rise to important functional
limitations and they have a very
negative effect on the quality of life
of an individual. Losses in the
sense organs, the eyes and hearing
are usually a part of the major geri-
atric syndromes.
Specific prevention in relation to

sensorial pathology passes by way
of becoming aware that its loss, al-
though inherent to major extent in
the changes influenced by age,
should never constitute a sort of fa-
talism to which one must necessar-
ily resign oneself. These are losses
which in many cases can be pre-
vented through early periodic tests

that discover and then correct them,
as well as the possible losses that
they can produce according to their
aetiology. Whatever the case there
is always the possibility of sec-
ondary and tertiary prevention
without age in any way constituting
a counter-indication.
Deterioration in the skin and the

mouths of elderly people has been
subjected, as in the cases, to a less-
er extent, of sight and hearing, to
lack of historical interest. A lack of
interest I would emphasise that was
full of appeals to resignation. Tak-
ing as an example to which to refer

the case of teeth, it is necessary to
remember that the proportion of el-
derly people who are totally or
partly without teeth is extremely
high. Lack of teeth, in addition to
having a very negative effect on the
quality of life of an elderly person,
is transformed into a risk factor for
many other disturbances connected
with nutrition or local pathologies
of an infectious character or involv-
ing cancer. Thus in this field as well
it is vital to apply preventive mea-
sures in the form of suggestions at
the level of hygiene and periodic
tests.
Elderly people are great con-

sumers of pharmaceuticals which
furthermore, very frequently, are
self-prescribed. This means that the
risk of having negative reactions to
such pharmaceuticals (iatrogeny) is
very high. There must be a periodic
re-examination both of the level of
therapeutic compliance and of the
efficacy of the response to those
pharmaceuticals that are consid-
ered necessary so that there can be
an elimination at any time of those
pharmaceuticals that are not con-
sidered necessary. It is known that
the appearance of negative reac-

tions is influenced by the pharma-
ceuticals that are consumed much
more than by age.
Another recommendation is that

connected with control measures in
the face of specific processes which
because of their gravity, because
they can make people invalids or
because of their high prevalence in
this section of the population, con-
stitute a problem of the first order.
If the question is approached from
the point of view of cancer it advis-
able to remember that we are
speaking here of the second highest
cause of death amongst elderly

people, a cause that is second only
to cardiovascular diseases, with the
special feature that just as the fight
against these latter has been
demonstrated to be effective over
the last ten years there is no evi-
dence of a decrease in the incidence
of cancer pathologies over the
same period of time.
From a theoretical point of view,

the ideal form of prevention against
cancer is primary prevention
through action against cancer-in-
ducing agents. This is something
that is not very practical in the short
term given that our knowledge in
the field is still at a low level and in
addition this would an application
of such measures at a very early
age. Whatever the case we know
that certain measures such as
avoiding tobacco, changing certain
forms of diet or avoiding excessive
exposure to the sun are very effec-
tive in this field.
The only malign physical tu-

mours for which there exists a high
level of evidence as regards the ef-
fectiveness of periodic tests in this
age band are breast cancer (self-ex-
amination and periodic breast
scans), prostrate cancer (the rectal
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tract and PSA), and cancer of the
large intestine (periodic rectal-sig-
moidoscopy of subjects at risk, es-
pecially those who have family or
personal precedents on this field).
Mention should also be made of
skin cancer. Other cancers such as
cancer of the cervix require an in-
tensification of efforts made in the
first stages of life, whereas in cases
such as lung cancer, stomach can-
cer or other forms of cancer we do
not have sufficient evidence avail-
able to us.
In the category of prevention

should also be included those mea-
sures intended to improve the so-
cial environment. Problems such as
loneliness, a poor economic situa-
tion or the lack of family support
have an effect upon quality of life
and make difficult the achievement
of successful ageing. The list of
possible actions in this field is
broad in character and calls upon
the responsibilities of government
bodies. It includes measures direct-
ed towards improving the environ-
ment and fighting against contami-
nation, on to other more specific
measures to do with very concrete
problems.
It is worthwhile placing empha-

sis on the non-acceptance of any
form of discrimination based upon
age. This is a bad habit that has
been very much introduced into so-
ciety in general and into daily clin-
ical practice. This is a bad habit in
which families also take part but in
which medical doctors and health-
care structures also participate.Age
in itself should never figure in the
list of counter-indications although
an elderly person necessarily is fre-
quently the subject of these
counter-indications. It is simply
that the general criteria established
for most people should also be ap-
plied to elderly people.
We can see that many of themea-

sures that are required for success-
ful ageing are of a social and edu-
cational character. They imply a
change in mentality that influences
lifestyles and this should take place
to begin with at a very early age. If
at all times and at all stages in the
life of an individual man has al-
ways seen health as his most valu-
able gift, he should give priority to
this subject and employ the neces-
sary instruments so that this result
which nowadays has ceased to be
utopian can be transformed into a

real possibility and should be con-
solidated in the habitual way of
growing old.
There should be no absence of an

appeal for attention to be paid to
something in our society which I
referred to above in this paper. I am
referring here to abuses, neglect
and maltreatment in relation to the
elderly. Ever since the 1980s med-
ical literature and to a lesser extent
also juridical literature has offered
increasing evidence to demonstrate
at what stage we are in relation to a
real problem that can affect, ac-
cording to the criteria that are used
to assess it and the context in which
studies are carried out, between 5%
and 20% of the elderly part of the
population. However in practice
this is rather ignored and to such an
extent as to give the impression that
our society is extraneous to this
concern.
Today we know the principal risk

factors that can transform a person
into a victim of this scourge. Today
we have available to us studies that
describe to us both the profile of the
aggressor and the profiles of the
victims of this phenomenon. We
know the reason for the silence that
exists in relation to it and we use
important information of the great-
est interest. We also know, and this
is my second observation, the pos-
sibilities as regards prevention in
this field. Everyone declares that
they are not indifferent to this prob-
lem, that they know it exists, that
they want to be sensitised to it, and
that they will intervene when this is
necessary, even though with the
greatest discretion possible, when
confronted with the least suspicion
that this phenomenon is present.
Everything that has been said

hitherto on this paper leads us to an
unequivocal conclusion. The best
way of achieving healthy ageing
passes by way of prevention. Apre-
vention that begins in the earliest
stages of life, is maintained in an
uninterrupted way throughout life
and which maintains its value at the
most advanced age. A prevention
whose central axis must be based
on what we call life habits and
which at a collective level requires,
in fundamental terms, attempts to
achieve the good health-care edu-
cation of society as a whole. This is
an objective that embraces a very
broad horizon and in which is in-
cluded, together with measures

which are of a strictly health-care
character, also others of an environ-
mental, economic and social char-
acter.
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Introduction

My thanks for this invitation to
Bishop Thomas Williams Auxil-
iary Bishop of Liverpool and
Chair of the Hospital Chaplaincy
Association and the Healthcare
Reference Group of the Catholic
Bishops’ Conference for England
andWales.
Technological and pastoral

health care should always go hand
in hand but we need to protect and
cherish pastoral care as the accel-
erating pace of medical science
sometimes threatens to over-
whelm it.
In 1999 His Holiness Pope John

Paul 11 wrote a letter to the elderly
of the whole world: ‘To my elderly
brothers and sisters. Nowadays
thanks to medical progress and im-
proved social and economic condi-
tions, life expectancy has in-
creased significantly in many parts
of the world. The gift of life is too
beautiful and precious for us ever
to grow tired of it’.We are remind-
ed of increased longevity and the
value of the gift of life.
The phenomenon of scientific

and technological progress has
been accompanied by increasing
dilemmas. There are many won-
derful and beneficial develop-
ments but increased choices are
testing our ethics and philosophies
of care. The pace of scientific
change has accelerated remarkably
in the last fifty years but we must
remember and appreciate all that
has gone before. Sometimes we
need to learn again the lessons of
history. As a Senior Registrar in
Medicine I trained with Sir David
Weatherall Nuffield Professor of
Medicine at the University of Ox-
ford. The Weatherall Institute of
Molecular Medicine is symbolic
of the leading edge of twenty-first

century medical research into the
genetics of disease and has helped
in the understanding of Haemoglo-
binopathies such as Thalassaemia
prevalent in the Eastern Mediter-
ranean.1 The institute is close to the
famous Bodleian Library and pro-
vides a striking contrast to the col-
lection of historic medieval manu-
scripts representing mankind’s
slow accumulation of knowledge
and scholarship over the centuries.

Industrial Diseases

The health legacy of industrial
lung diseases remains long after
old heavy industries have been
swept away. Stone dust inhalation
was a side effect of the cutlery in-
dustry and as a boy I saw many
men sitting on stools outside their
small terraced houses breathless
and coughing. Chest X-rays reveal
the widespread changes of pul-
monary silicosis and lung function
tests measure the associated de-
cline of alveolar oxygen ex-
change. The industrial revolution
was powered by coal and the min-
ers were exposed to the accumula-
tive effects of coal dust inhalation
resulting in pneumoconiosis
which is demonstrated well on
high resolution CT scans of the
thorax. The most serious compli-
cation of asbestos exposure is
Mesothelioma which has a poor
prognosis and there is often after a
long duration from exposure to
clinical presentation. Families are
also at risk from secondary expo-
sure when washing clothes conta-
minated with asbestos fibres. As-
bestos was widely used in indus-
trial pipe lagging for insulation
and in the shipbuilding industry.
Mesothelioma is well shown on
CT and MRI diagnostic imaging

but remains notoriously resistant
to treatment.

Life Saving and Life
Enhancing Technology

Michelangelo’s masterpiece of
the creation of Adam in the Sistine
Chapel here in the Vatican depicts
the miraculous spark of life. Im-
plantable cardiac defibrillators are
a remarkable example of modern
medical technology and transmit
quite literally a ‘spark of life’. A
priest of the LiverpoolArchdiocese
whom I recently saw professional-
ly told me his dramatic medical
history. He had collapsed while
conducting a funeral and was re-
suscitated by a medically qualified
parishioner. After admission to
hospital he had several further
episodes of ventricular fibrillation
and cardiac arrest and each time
was successfully resuscitated. A
miniaturised cardiac defibrillator
was implanted with great success.
Many medical advances have

not only extended the length of life
but have immeasurably improved
its quality. This is well illustrated
by the developments in prosthetic
joint surgery. Surgical technique
and the design technology of the
prostheses continue to evolve and
improve. We now have minimal
invasive hip replacement and uni-
compartmental knee replace-
ments. These are associated with
fewer days in hospital, lower com-
plication rates and faster rehabili-
tation times. It is not only the re-
cipient who benefits but the whole
family as well as the wider society.
There has been a transformation

in stroke services. Stroke is age re-
lated with a rising incidence and
was formerly too often either a sen-
tence of death or of high disability.

JOHN J. TURNER

4.2 Scientific Technological and Industrial
Change in Medical Care of the Elderly
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Outcomes are now improving with
the rise of specialist stroke units,
risk factor identification, control
and the increased emphasis on pre-
vention. The use of thrombolysis in
ischaemic stroke is growing but re-
quires rapid early diagnosis with
fast access to scanning and highly
organised facilities.
Surgical improvement of arterial

blood flow through the carotid ar-
teries has resulted in a sharp rise in
the numbers of successful carotid
endarterectemies and the develop-
ment of sophisticated surgical
techniques including stenting and
the protection of brain tissue from
embolisation during surgery. Good
outcomes also depend on the care-
ful selection of suitable patients
using Doppler ultrasound and
magnetic resonance angiography
to map out the areas of stenosis.
The rising numbers of dementia

may be considered as part of the
price of medical successes in im-
proving mid life survival from in-
fectious diseases, cardiovascular
disease and Cancer. The numbers
of dementia are predicted to dou-
ble in the UK to over 1 million by
2025. In addition to the direct bur-
den of dementia itself it is a major
complicating factor in the treat-
ment and outcomes of other condi-
tions. It threatens to become one of
the biggest challenges for health
and social care in technologically
advanced societies.

Contagion. Ancient and Modern

In 1347 Michele Di Piazza, a
Franciscan monk, observed the ar-
rival of the Plague in Sicily on gal-
leys trading from Venice.2 He ac-
curately described the respiratory
transmission of pneumonic plague
and the devastating speed of pro-
gression from onset to death. The
consequences were to plunge Eu-
rope into a major social and insti-
tutional crisis. The Plague of Ash-
dod. Nicholas Poussin – painted
in Rome and displayed in The
Louvre Paris superbly captures the
tragedy.3 The oriental rat flea feed-
ing on human blood arriving from
China was the mode of transmis-
sion and rapidly disseminated the
causative bacterium Pasteurella
Pestis. Plague has not entirely dis-
appeared. Approximately 3,000

cases of plague are reported annu-
ally worldwide. It is a chilling sign
of the times that modern bioterror-
ists have considered using plague
as a biological weapon.
The rise of MRSA and Clostrid-

ium Difficile are threats to the
New Age of Medicine and attract
much media interest. We regularly
see headlines like this. ‘Fears over
deadly Hospital bugs’ - BBC
News.4 The combination of com-
plex surgery, multiple episodes of
hospital admission, intensive care
and our enormous use of venous
and arterial access lines provide
fertile conditions. We need to be
very disciplined in our use of an-
tibiotics and to achieve the highest
standards of clinical hygiene and
hospital cleanliness.

End of Life Decisions

The engraving deathbed scene
of George Washington with his
physicians, circa 180,5 reflects the
grave responsibilities of physi-
cians dealing with the end of life.
The rise of consumerism in combi-
nation with new forms of aggres-
sive secularism [Richard Dawkins.
The God Delusion] is a political
and social force that has increased
the difficulties in decision-making
for modern physicians. The use of
advance directives and living wills
is increasing and in many coun-
tries carry legal force, creating
many ethical dilemmas between
doctors patients and their relatives.
.Cardiopulmonary resuscitation
(CPR) is effective and often life-
saving in situations such as the
acute coronary syndrome. In ad-

vanced progressive irreversible
diseases such as late stage metasta-
tic cancers, advanced respiratory
failure and cardiac failure or se-
vere dementia the clinical out-
comes from CPR are very poor. In
these circumstances an inappropri-
ate emphasis on CPR may conflict
with the philosophy of care re-
quired to provide a focus on hu-
man dignity and a process of nat-
ural death with all the necessary
nursing, medical and pastoral sup-
port.6

Primum Non Nocere

As therapeutic choices increase
we need to frequently remind our-
selves of ‘first do no harm’. Food
and fluids are the very fundamen-
tals for sustaining life. In frail old-
er patients with severe illness
some impairment of swallowing is
common with some risk of aspira-
tion and pneumonia. In the UK
this increasingly results in a ‘Nil
by Mouth’ sign above a hospital
bed. What are the consequences
and what choices have to be made
next?
Intravenous Fluids
Subcutaneous Fluids
Naso-gastric Tube feeding
Per Endoscopic Gastrostomy

Feeding
Per Endoscopic Jejunostomy
Parenteral Feeding

These techniques are important
but all have limitations and com-
plications. The oral route is pre-
ferred wherever possible but in
frail ill older patients it demands
skilled nursing offering frequent
small amounts of fluids, semi

Graph 1) Trends in MRSA for England andWales
UK Government Office of National Statistics.
Graph 2) Trends in Clostridium Difficile
UK Government Office of National Statistics
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solids or liquid nutrition. This is
time consuming and the pressure
on ward nurses may lead to the
premature use of a technological
delivery of fluids and nutrition.We
are seeing an increased proportion
of nursing time taken up by docu-
mentation and computer data entry
at the expense of direct patient
care - not only physical but emo-
tional and pastoral.
We need always to remember to

try to use our technology in the
best interest of the individual pa-
tient, taking care to avoid inflicting
unnecessary procedures. Mayor
looked at a group of patients who
died within 30 days of endoscopy.7
The cause of death was not the en-
doscopy itself but the severity of
the associated illnesses and asks
the question: was this intervention
justified?
As the use of modern technolog-

ical medicine becomes ever more
complex we must continue to re-
mind ourselves that science must

be accompanied by the art of med-
icine and should be tempered by
care and concern for the individual
patient. The qualities of the com-
passionate doctor are depicted
well by Sir Luke Fildes in The
Doctor.8

Conclusion

His Holiness Pope John Paul II
addressed this conference ten
years ago. ‘The conference papers
emphasised the complexity of
health problems in today’s world’.
The complications involved in
healthcare have become greater.
Decision-making for physicians
has become more taxing. The need
for a strong ethical base is greater
than ever.

Dr JOHN J TURNER FRCP,
Consultant Physician,

University Hospital Aintree,
Liverpool, England.

Great Britain.

Notes

1 WEATHERALL D.J., The Thalassaemias.
Chapter 3.19 Oxford Textbook of Medicine
(Oxford University Press, 2000).

2 MICHAELIS PLATIENSIS, ‘Historia Sicula
ab anno 1337 ad annum 1361’ published in
Classic Descriptions of Disease (Charles C
Thomas, Springfield Illinois, 1945).

3 NICHOLAS POUSSIN., The Plague of Ash-
dod, 1630; The Louvre Paris.

4 bbc.co.uk/ health, 30 Jan 2007.
5 George Washington in his last illness at-

tended by his Physicians. C.1800; Coloured
Engraving. Olds Collection, New York His-
torical Society.

6 TURNER JJ., bmj.com; Do Not Resuscitate
or fly; Editor’s Choice. Rapid Responses 26
Feb 2006

7 MAYOR, S., ‘A study of seriously ill pa-
tients undergoing endoscopy in the final phase
of life’, BMJ 2004:329;873.

8 SIR LUKE FILDES, The Doctor. Tate
Gallery London. Published in Medicine and
Art (The Royal Society of Medicine Press,
2003).



45DOLENTIUM HOMINUM N. 67-2008

First of all, certain principles
must be listed. No pharmaceutical
is specific to old age; before being
put on the market all pharmaceuti-
cals which are used in relation to ill-
nesses that become more frequent
with old age should be studied on
people over the age of eighty. Such,
however, is not the case. Most tests
used to involve a limit of the age of
sixty. More recent tests have raised
the age threshold but it is rare for
the barrier of the age of eighty to be
broken.And yet people over the age
of eighty often have more than one
kind of pathology and are great
consumers of drugs and medicines.
There is a bad use of drugs and
medicines (disuse): on the one
hand, the number of drugs or medi-
cines that are prescribed are too
high in number (overuse) and in-
volve a iatrogenic risk – over 20%
of admissions to hospital are con-
nected with inappropriate forms of
treatment; and, on the other hand,
the drugs and medicines that are
recommended are under-used by
very elderly people (underuse).
Let us consider the set of illness-

es that are linked to ageing: cardio-
vascular illness, cerebral vascular
accidents, Alzheimer’s disease and
connected diseases, osteoporosis
and fractures, depression, cancers,
and sensorial disturbances. It has
been demonstrated that most of
these maladies are not treated ac-
cording to the recommendations of
medicine based on evidence (evi-
dence-based medicine).
Let us now take three examples

of bad use and underuse: heart fail-
ure, osteoporosis and Alzheimer’s
diseases.

Heart failure

All epidemiological studies have
shown a drastic increase with age of
heart failure (Kannel W., 2000). A
recent study (Euro Heart Failure

Survey, 2005) indicated that the
forms of treatment that are recom-
mended are not applied: the in-
hibitors of the conversion enzyme
and the beta blockers which are rec-
ommended at the present time are
in a significant way not prescribed
for patients over the age of seventy-
five, whereas dioxin is more used.
But the situation has significantly
improved for patients over the age
of eighty-five where inhibitors of
the conversion enzyme are used
(Gambassi, 2000).

Osteoporosis and fractures

Fractures of the hip and the ver-
tebra are a cause of death and of
falling into dependency, as has
been demonstrated by numerous
studies. The projections suggest
that in the world the number of
fractures is increasing, rising from
1.66 million in 1990 to 6.26 million
in 2050 (Cooper, 1992). Strategies
for prevention which involve,
amongst other things, the treatment
of osteoporosis, are available but
they are insufficiently used
(Gehlbach, 2007). Less than 50%
of women who run a high risk of
fractures receive suitable treatment
which involves calcium and vita-
min D, biphosophonates, teripari-
tide or ranelates of strontium. Only
17% of women afflicted by frac-
tures receive appropriate treatment.
Here we encounter a second exam-
ple of under-treatment. Compara-
ble data can be observed for tu-
mours or depression.

Alzheimer’s disease

This disease raises special ques-
tion given the dramatic increase in
its incidence and prevalence with
age: (Ferri, 2005): the number of
patients suffering from this disease
will rise from 20 million in 2001 to

80 million in 2040 if no preventive
or curative treatment is discovered.
There are about 4.6 million new
cases ever year and one every seven
seconds. What is at stake here for
public health is something on a ma-
jor scale. The pharmaceuticals for
the symptoms of this disease are
underused. The research into pre-
ventive methods or drugs and med-
icines that act on the process in-
volved must be encouraged as a pri-
ority. In France these methods re-
late to about 850,000 people, that is
to say 25% of the population over
the age of eighty-five, with 225,000
new cases every year. One person in
every two suffering from this dis-
ease is not diagnosed and only 17%
of patients with this malady are
treated with the drugs and medi-
cines that are available.
At the present time, forms of sub-

stitutive treatment of symptoms ex-
ist. These include cholinergic forms
of treatment which replace the most
defective neurotransmitter, the
acetylcolin. Here we are dealing
with three inhibitors of acetyl-
cholinesterase – donepezil, rivastig-
min and galantamin (Birks J.,
2006). A fourth non-cholinergic
agent, memantine, is an inhibitor of
the NMDA receptors (Aerosa,
2005). The results of these forms of
treatment demonstrate a moderate
but significant improvement of the
cognitive functions in the activities
of daily life and of the overall
judgement of patients. There is cer-
tainly a dose effect and some
cholinergic secondary effects. The
period of effect is limited in time
but the benefit is persistent when
compared to placebo.
The treatment of the symptoms

of Alzheimer’s disease has opened
up a new era of research. It has
shown researchers and industrial in-
vestors that the myth of the absolute
incurability of this disease has been
seriously undermined and that a
step by step advance, to be com-

FRANÇOISE FORETTE

4.3 Therapeutic Prospects in Gerontology
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pared with that used by AIDS spe-
cialists, is promising. It has shown
that an improvement in symptoms
produced by substitutive forms of
treatment, which are certainly mod-
erate but which are perceived by the
medical doctor and the patient,
would allow patients to lead a
longer life, and a life which de-
serves to be lived, surrounded by
family relatives. One should not un-
derestimate this success and it is not
a good thing that such a dramatical-
ly low number of patients benefit
from such treatment.
The notable advances that have

been made at the level of our
knowledge about this disease now
allow us to see approaches that will
act upon the chain of lesions of the
brain and will allow us to delay, that
is to say block, the pathological
process involved (cf. Blennov, 2006
and Klafki, 2006). But we must be
clear: these new approaches are not
based on any hypothesis which
hitherto has received definitive con-
firmation. Themost commonly pro-
posed hypothesis is the amyloid hy-
pothesis.

The amyloid hypothesis

Of the two objectives that are
possible, namely extra-cellular
amyloid plaque and intra-neuronal
neurofibre degeneration, the choice
has fallen on the first as a priority.
The objective is to attempt to influ-
ence the production, aggregation,
deposit and/or clearance of the A
beta amyloid protein. According to
this hypothesis, the element that be-
gins the chain of lesions is an im-
balance between the production of
Aβ and its physiological clearance.
In family diseases, the imbalance is
said to be principally due to the
over production of Aβ linked to the
mutations of the genes of the APP
and the presenilins, whereas spo-
radic diseases are said to suffer
above all from a reduction in the
protein clearance under the influ-
ence of general risk factors such as
APOE 4 and environmental factors.
The accumulation of abnormally

high quantities of soluble or insolu-
ble A beta 42 is said to involve
synaptic anomalies, the progressive
formation of plaques, the activation
of micrology and astrocytes with
subsequent inflammation, oxidative

reactions and intra-neuronal ionic
alterations, and neural dysfunctions
with neurotransmission deficits.
Lastly, and possibly, the alteration
of the kinase systems and phos-
phatase systems is thought to lead
to hyperphosphorylation of the tau
proteins that make up the micro-
tubuls and lead to the formation of
neurofibrillary degenerations, act-
ing thereby between the two lesions
and leading to neuronal death and
cognitive deficits.

The anti-amyloid approaches

Three kinds of treatment based
upon the amyloid hypothesis are
being developed: secratase modula-
tors; active (vaccine) or passive im-
munotherapy; and inhibitors of the
fibrillary aggregation of the amy-
loid.

Secratase modulators

The amyloid protein of forty to
forty-two aminate acids comes
from a dual selection of a normal
protein of the organism, the APP of
650 to 770 aminate acids. The me-
tabolism ofAPP takes place as a re-
sult of the action of three secretases,
the alpha, beta and gamma secre-
tases, by two pathways. 1. A physi-
ologicalnon-amyloidogenous path-
way takes place a as a result of ac-
tion of the alpha-secratese which
cuts in two the sequence of the A
beta, liberating a large fragment of
soluble APP, and then as a result of
the action of the gamma-secratese
which breaks up the terminal C
fragment. 2. The myloidogenous
pathway takes place as a result of
the action of the beta-secretese
which breaks up the APP at the be-
ginning of the sequence of theAbe-
ta and then as a result of the action
of the gamma-secretase which frees
the free fragment which constitutes
the amyloid peptide A beta 42 or A
beta 40. To inhibit the amyloidoge-
nous pathway, the aim is to stimu-
late the alpha-secretase and to in-
hibit the beta or gamma-secretases.

Bace 1 inhibitors or beta-se-
cratase inhibitors. Animal experi-
ments have amply demonstrated
that ‘Bace knockout’mice conserve
a normal phenotype despite the ab-
sence of beta-secratese activity
(Luo Y, 2001). Other research has

stressed that the oral administration
of a selective non-peptidic Bace-1
inhibitor reduces the beta cleavage
of the APP and involves a signifi-
cant reduction of A beta 40 and A
beta 42 in the brains of APP trans-
genic mice (Hussain, 2007). Other
experiments have been underway
that demonstrate that the develop-
ment of this therapeutic approach is
possible. A very large number of
groups have synthesised these in-
hibitors. Few of them meet all the
pre-conditions that are needed for
development (Hill, 2007).

The inhibitors of the gamma sec-
retase. The development of these
substances raise at a theoretical lev-
el a greater number of questions
about possible secondary effects
because the cleavage of this site
runs the risk of altering other vital
functions such as those of the Notch
which could interdict a blockage in
the long term (Hull, 2006). The ob-
jective is to discover selective prod-
ucts for the cleavage of theAPP and
which in particular inhibit the for-
mation of Aβ42 which aggregates
more (Evin, 2006). Some products
have been developed that do not re-
late to the Notch signal ( Petit,
2001) and appear to be well tolerat-
ed in the phase 1 studies (Siemers,
114).

The alpa secretase activators.
The stimulators of apha secretase
have the purpose of directing the
metabolism of the APP towards the
non-amyloidogenous physiological
pathway. An activator of the kinase
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C protein, tested in cancer, appears
to increase to a significant extent
the activity of the β secretase and
reduce the concentration ofAβ42 in
the brains of Alzheimer transgenic
mice. Given that briostatin 1 has al-
ready been amply tested in cancer
treatment, tests could be rapidly im-
plemented with Alzheimer patients
(Etcheberrygaray, 2004).

Immunotherapy

Active immunotherapy. Active or
‘vaccine’ therapy was developed af-
ter the publication of the works by
Schenk on PDAPP transgenic mice.
Thanks to their transgenes, such
mice over-express the human amy-
loid protein, they deposit them in
specific regions, and progressively
develop a neurodegenerative
pathology. In 7-8 months the amy-
loid protein is deposited in plaques,
in 8-9 months neuritic dystrophy
and glyosis have developed, and in
10-12 months there is synaptic loss.
The hypothesis developed by

Schenk (1999) is that the immuni-
sation of the amyloid protein is able
to stimulate the immunity system
and prevent the deposit of the amy-
loid, that is to say to increase its
clearance. The results are clear: im-
munised before the formation of le-
sions, one observes an almost com-
plete prevention of the formation of
amyloid plaque, neuritic dystrophy
and the block of glyosis. When the
female mouse is immunised at
eleven months, that is to say when
the lesions are already formed, one
can observe the reduction of an
amyloid burden, of dystrophy and
of astrocytosis, as compared to non-
vaccinated non-transgenic mice.
Subsequent research showed that
Aβ immunisation reduced not only
the plaques but also some behav-
ioural disturbances of the animal
model (Janus, 2000) and memory
loss (Morgan).
Interest in this research stimulat-

ed very rapid experimentation on
humans. After a phase I study, Elan
and Wyeth engaged in a phase II
study in which 298 Alzheimer pa-
tients were vaccinated with the Aβ
peptide and 72 received a placebo
(Gilman, 2005). The test was bru-
tally interrupted because of the ap-
pearance of meningoencephalitis.
In total, eighteen patients were af-
fected, that is to say 65 of the popu-

lation subjected to active treatment
(Orgogozo). This grave secondary
effect was attributed to a cell T re-
sponse against the terminal C frag-
ment. The expected anti-Aβ anti-
bodies were developed by 205 of
the respondents of the total popula-
tion. In this test which was prema-
turely interrupted, the vaccination
did not demonstrate any significant
benefit as regards the pre-estab-
lished cognitive criteria but a post-
hoc analysis brought out a signifi-
cant benefit as regards a composite
criterion. The total cerebral volume
diminished and the hypothesis here
was a clearance of the cerebral bur-
den in amyloid peptide (Fox 2005) .
An autopsy case revealed an ex-

tended disappearance of amyloid
plaques in numerous zones of the
cortex, the persistence of a couple
of helix filaments in the neo-cortex
zones without plaques, signs of
meningoencephalitis of the T-lym-
phocytes, infiltrations of
macrophages in the white sub-
stance, and a persistence of amy-
loid angiopathy (Nicoll, 2003).
The disappearance of the amyloid
plaques of theAbeta immunisation
was able to lead to a clearance of
the beta-amyloid. An examination
of the brain of a vaccinated patient
without meningoencephalitis con-
firmed this hypothesis (Masliah,
2005).
For that matter, a sub-sample of

the study demonstrated that 19 pa-
tients that developed anti-bodies
against the amyloid plaque demon-
strated over the period of a year a
cognitive decline and a deteriora-
tion in daily-life activities that were
lower than in a the case of the nine
patients that did not develop anti-
bodies. Despite the small size of the
sample, these data suggest that the
anti-bodies directed against the
amyloid plaque can slow down the
cognitive decline connected with
Alzheimer’s disease (Hock, 2003).
Despite the grave secondary ef-

fect, the data as a whole clearly en-
courage us to proceed with research
in this direction. The objective is to
conserve the production of anti-
bodies by avoiding a deleterious T
cell response. The employment of
different helpers and above all frag-
mentsAbeta that will not lead to the
lymphocyte T response is now un-
derway in experiments (Agadjan-
ian, 2005).

Passive immunotherapy. Passive
immunisation through anti-A beta
anti-bodies in order to treat, that is
to say to prevent illness, is another
promising method. Potential candi-
dates here are humanised monocli-
nal anti-bodies. Molecules that are
able to ‘siphon’ the amyloid to-
wards the blood through the
haematic-enchephalic barrier could
be ‘therapeutic’ anti-bodies (Fillit,
2004). The injection of intravenous
immunoglobins in 5 patients per-
mitted a decrease in the total Abeta
level in the cephalorachidian liquid,
an increase in this level of 233% in
the serum, and the ADAS-cog cog-
nitive test is said to increase by 3.7
points in six months (Dodel, 2004).
A large number of companies are at
the present time experimenting
with anti-bodies.

The inhibitors of the fibrillary
aggregation of the amyloid

Another therapeutic approach is
that of preventing the formation of
presumably toxic holigomeric ag-
gregates of the Aβ. Weknow that
the GAG are connected with the
Aβ and cause their aggregation
(van Horssen, 2003). The pharma-
ceutical candidate (Alzhemed) is a
mimetic-gag intended to interfere
between the GAG and the Aβ. In
the United States of America and
Europe two experiments are cur-
rently underway but one of these
has already been broken off. This
generates a certain pessimism as
regards the efficacy of this prod-
uct.
Metals such as zinc and copper

can accelerate aggregation of the
Aβ. Clyochinol chelate (PBT-1) re-
duces deposits of Aβ in transgenic
mice. The phase II experiment
demonstrated a marginal cognitive
improvement but was interrupted
because of an iodide impurity. Oth-
er experiments with a pharmaceuti-
cal that does not contain iodide
(PBT-2) are now underway
(Ritchie, 2003).

Therapies that aim
at the tau protein

Neurofibrillary degenerations
(DNF) correspond to intra-neu-
ronal aggregation of abnormally
phosphorilated tau proteins. They
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constitute the second neuropaho-
logical lesion of Alzheimer’s dis-
ease and soon arrive with the devel-
opment of the malady (cf. Buée,
2006). One can observe tau hyper-
phosphorylation in a large number
of neurodegenerative diseases and
this is seen as being secondary to an
imbalance between the activity of
the kinase and the phosphatasis.
The identification of mutations of
the tau gene on the chromosome 17
responsible for frontal-temporal
dementias show that the deregula-
tion of the tau can cause on its own
degenerative processes. During the
course of Alzheimer’s disease, the
chronology and the relationships
between amyloid plaque and DNF
have not yet been completely clari-
fied.
The inhibition of neurofibrillary

degeneration linked to the hyper-
phosphorylation of the tau protein
is a highly promising attempt. This
can be achieved with the inhibition
of the kinase tau, the activation of
phosphatases or the inhibition of
the tau aggregation.

Inhibitors of kinase tau

Some pharmaceutical candidates
that reduce phosphorylation of the
tai by inhibiting the kinase tau such
as CDK5 or GSK-3 β are being ex-
perimented with but the important
number of kinases and phos-
phatases involved in the process
make the action of a single kinase
aleatory (Buée, 2000).

Phosphatases activators

Some research has suggested
that in addition to the inhibition of
kinases, the up-regulation of the
phosphatese tau could constitute
another attempt to inhibit the ab-
normal phosphorylation of the tau
proteins (Iqbal, 2004). In particular,
it has been demonstrated that the
PP2A phosphatese was involved in
the regulation of the phosphoryla-
tion of tau in vivo.
Is it interesting to observe that

memantine, an antagonist of the
NMDA receptors, was able to in-
hibit the phosphorylation and neu-
rodegeneration of sections of mice
brains. It has been suggested that
this effect took place as result of the
re-establishment of the activity of
PP2A.

The inhibition of tau aggregation

According to some hypotheses,
the aggregation of the tau proteins
and the formation of PHF are di-
rectly connected with the process of
degeneration. Molecules capable of
blocking this aggregation could,
therefore, turn out to be neuro-pro-
tective. Some candidate producers
have been identified (Pickhart,
2005). This approach, however,
needs to validate the hypothesis of
the deleterious role of aggregation
which is seen by some as a mecha-
nism of protection (Lee, 2005).

Approaches based upon
epidemiological data

Observational epidemiological
research has demonstrated that a
certain number of substances, taken
over a long period for a specific
pathology, involve a reduction in
the incidence of Alzheimer’s dis-
ease. Most of the hypotheses have,
unfortunately, not been confirmed
by controlled trials.

Anti-inflammatory treatment

A certain number of observa-
tions indicate an immunity hyper-
activity in the course of
Alzheimer’s disease: microglial re-
actions around the senile plaque,
astrocyte proliferation, the produc-
tion of inflammatory cytokines
some of which (Interleukine-1 and
interleukine-6) are thought to in-
crease the precursor synthesis of
amyloid protein (McGeer 2003).
Various studies have demonstrated
an inverse relationship between the
arrival of Alzheimer’s disease or
cognitive deterioration and the tak-
ing of anti-inflammatory pharma-
ceuticals (Szekely, 2004). The anti-
inflammatory drugs are thought to
act amongst other things by direct
action on the gamma secretase and
by reducing the production of A
beta 42.
The control trials carried out with

Cox inhibitors or non-steroid anti-
inflammatory drugs have not
demonstrated proof of prevention
or slowing activity in relation to the
disease (Aisen, 2003). Other at-
tempts are underway in the field of
mild cognitive impairment (MCI).

The products that work
on cholesterol

Cholesterol plays an important
part in the metabolism and the APP
and possibly in the production of
the protein A Beta. Animal experi-
mentation confirms that the lower-
ing of cholesterol inhibits the beta
and gamma secrateses of neurons in
culture and reduces the pathology
linked to A beta in transgenic mice.
Lastly, epidemiological studies
show a very important lowering in
the incidence of Alzheimer’s dis-
ease in patients who take statine
(Jick, 2000; Wolozin, 2004).
On the other hand, three ran-

domised attempts have not con-
firmed the action of protection of
the statines but it should be empha-
sised that in not one of these tests
was cognition a primary criterion
(Sheperd, 2000; HPS Collaborative
Group, 2002; Li, 2004). Other re-
search is necessary to have a clearer
idea of the relationship between a
raising of cholesterol levels, the
presence of APOE4, which is the
most powerful risk factor of spo-
radic Alzheimer patients, the inci-
dence of the disease and the possi-
ble protection provided by the
statines (Wolozin, 2006).

Estrogens

A large number of epidemiologi-
cal studies have demonstrated the
beneficial action of estrogens and in
particular replacement hormone
treatment on cognition or the inci-
dence of dementia (LeBlanc, 2002,
Hogervorsr, 2002). Here as well the
control trials have not confirmed a
protective role, with an emphasis on
the risk of cancer and cardiovascu-
lar complications in the case of pro-
longed use. It would be necessary to
have other trials on women with
minor cardiovascular risk and with
through-skin estrogens and natural
progestatives used in Europe to
confirm or disprove the American
data (Mulnard, 2000), Shumaker
S.A., 2004).

Anti-oxidant treatment

Here we have another example of
the contradiction between observa-
tional epidemiological studies and
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control trials that eliminate the
prospects of selection. Observation-
al studies have demonstrate the
beneficial effects of alimentation
rich in anti-oxidants (Engelhart,
2002; Morris, 2002). A trial with
selegilin and vitamin E showed a
modest slowing down of the devel-
opment of moderately grave
Alzheimer’s disease (Sano, 1997)
but a control test did not show any
effects on the conversion of MCI in
Alzheimer’s disease (Petersen,
2001).

Anti-hypertensive treatment

A very large number of epidemi-
ological studies have demonstrated
an association between the level of
arterial pressure and the outbreak of
Alzheimer’s disease or vascular de-
mentia from fifteen to twenty years
later (Skoog, 1996; Hanon, 2003
for the revision). Two control tests
demonstrated that anti-hypertensive
treatment was able to reduce in a
significant way the incidence of
Alzheimer and vascular dementias
for the SYST-EUR study (Forette,
1998; Forette, 2002) and dementias
linked to a lapse of a cerebral vas-
cular accident for the PROGRESS
study (Tzourio, 2003). Questions
remain about the mechanism of pre-
vention which could be connected
to the lowering of arterial pressure
and/or the specific effect of specific
agents (Birkenhäger, 2001; Hanon,
2006). Other tests are indispensable
to clarify the links between vascular
factors and the pathology of

Alzheimer’s disease but henceforth
it is important to promote balanced
nutrition and a reduction of the set
of vascular risk factors which have
been shown to be useful in the pre-
vention of cardiovascular and cere-
brovascular illnesses.
A certain number of studies have,

in addition, demonstrated that the
consumption of fish (Morris, 2003),
physical exercise (Simonsick,
2003), recreational activities
(Verghese, 2003) and mental activi-
ty can work together to prevent
Alzheimer’s disease (Coyle, 2003).
To conclude this paper, it should

be said that major efforts should be
made to improve therapy in elderly
patients, reduce the bad use of
drugs and medicines, and encour-
age the right prescription of recom-
mended and essential pharmaceuti-
cals. For this reason, it is indispens-
able that there is an improvement in
the information provided to the
population about the use of drugs
and medicines as well as in the fight
against the discrimination to which
elderly patients are often subjected.
The example of the intense research
that is being carried out in the field
of Alzheimer’s disease may lead us
to hope that a cure for this scourge
is not beyond the reach of the ad-
vances of medical science.

Prof. FRANÇOISE FORETTE,
Professor of Geriatrics,

Paris V University,
Director of the National Foundation
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France
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To begin these observations it is
important to reflect on what we
mean today by ageing, which is
called the third age. Using kind
words we define elderly people as
people of a certain age. Whatever
the case, this is a relative concept
and one that depends on the cultur-
al, ethical-social and – why not? –
also biological context of every so-
ciety.
At the age of twenty, ageing is

something to be thought about lat-
er on in life. Pains disappear rapid-
ly and wounds heal over rapidly
etc. At the age of forty, the first
wrinkles become more marked
and it is not easy to lose the kilos
that have been put on. However, an
individual is concerned with many
things and also with the responsi-
bilities of his age (family, work,
getting on, economics etc.). At the
age of sixty being overweight is
accepted, as well as a certain rigid-
ity in one’s bones and joints and
physical pains and disturbances in
general, as though this was the
normal process of growing old.
Research carried out in various

important centres in the medical-
scientific world are changing the
view that ageing is a process that is
to be expected and a generalised
process. ‘There are enormous dif-
ferences in the ways in which a hu-
man being grows old, both as re-
gards his own physical capacities
and as regards the energy that is
developed, as well as at the level
of his real expression of commit-
ment to life’, to employ the words
of Prof. Sehiro Kawachi of the De-
partment of Health and Behaviour
of the University of Harvard
(USA).

The above observation seeks to
point out that ageing is not a
process that is the same with
everyone, that takes place at the
same age, with the same intensity,
and with the same forms. It also
varies in line with the variables
and conditioning factors of health
and illness, whether they are bio-
logical, economic, social, cultural
or anything else in character. It is
here that one must identify and
analyse the elements connected
with legislation, laws and regula-
tions and determine whether a
health service provides adequate
and constant access for the elderly
population.
To complete this picture, one

must recognise that amongst other
things there are three fundamental
elements in the changes that have
contributed to achieving the objec-
tive of reaching a healthy, active
and pleasant old age, namely:
The extraordinary increase in

life expectancy, which has meant
that people who only twenty-five
years ago were seen as old, today
are at a further stage in the journey
of life. It is certainly the case that
in many countries legislation con-
tinues to utilise old concepts of
ageing and thus pension pro-
grammes and giving up working
take place at an age when a person
is still useful and – why should we
not make the point? – too early on
(at the age of sixty, sixty-two or
sixty-five). Prevention, education
and notable advances in curative
treatment or treatment to keep a
person fit have made this improve-
ment possible, with a related re-
duction in suffering and in the de-
terioration of people’s health.

However, we have to acknowledge
that these great medical advances
have led not only to technical and
social problems in the suitable and
fair use of improvements but also
to false hopes about, and a perma-
nent trust in these technologies,
which, in fact, do not improve the
lifestyles of a large number of peo-
ple in the age bands mentioned
above, who, indeed, are often tak-
ing decisions about their old age.
The second element is the in-

crease in knowledge about the fac-
tors that determine health and ill-
ness during the course of a per-
son’s life, whether they are of a bi-
ological, economic, social or polit-
ical character. Access to, and the
dissemination of, information,
constitute a weapon of great rele-
vance when strategies and initia-
tives connected with improving
conditions in order to achieve an
honourable and dignified old age
are discussed.
The third element that I would

like to refer to, is connected with
technological advances in general
and in the field of health in partic-
ular. This is not only a matter of
medical treatment, which, indeed,
has developed a new world at the
level of pharmaceuticals and vac-
cines, but also diagnosis and relat-
ed activities, hospital equipment,
transport and mobile emergency
units, communications in general
(including mobile telephones and
suchlike), which ensure that the
health sector can be much more ef-
ficient and at times in line with the
philosophy of the Good Samari-
tan.
Thus what are the most signifi-

cant changes that have arisen from
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this situation? I venture to say that
in industrialised countries, where
the percentage of the population
that is elderly is significant, the
greatest change relates to an
awareness of the economic impli-
cations of this phenomenon and
the medical care involved, both of
which are becoming increasingly
difficult and/or complex, at least at
the level of continuing the provi-
sion of the benefits that are cur-
rently provided to elderly people.
Vice versa, in developing coun-

tries – in poor societies in general
– the changes that are taking place
are more significant than is the
case with industrialised countries.
Thus, for example, we are dealing
here with access to medical care, a
minimum old age pension, and
protection against abuse in all its
forms, especially as regards elder-
ly women.
In the paragraphs that follow I

will refer to the current situation
and to the gaps that need changes
and initiatives given the realities of
today’s world, which, indeed, we
define as being modern.
In discussing the generalisations

and the specific points of the sub-
ject of this paper, one has to point
out at least three categories of soci-
ety which may or may not be
countries as well.
There is a first group which in-

cludes rich societies, which have
extraordinary levels of wealth and
power and where on the whole the
decisions that count are taken both
a national level and at a global lev-
el (globalisation?). Then there is a
second group which includes the
so-called emerging societies or
those societies that are in a state of
transition. Lastly, there are the less
developed societies, which are
generally poorer, which are other-
wise defined as (permanently?)
‘developing countries’.
Never before in history have we

witnessed so much wealth concen-
trated in so few hands and at the
same time such a terrible wide-
spread presence of poverty, hunger
and misery amongst most people
on earth.
It is within this context that we

must locate the social situation of
elderly people or people of the so-
called third age, whose potential
numbers are increasing at a dizzy
rate.According to international ex-

perts (the WHO and industrialised
countries), people over the age of
sixty-five could reach a figure of
16.9% in the year 2050, as op-
posed to 6.9% which is said to be
the current figure. This urgent situ-
ation leads to the identification,
promotion and implementation of
health-are policies and at a broader
level social policies as well, which
include laws that seek to provide
support to the elderly part of the
population.
We all know that the resources

of the welfare state both as regards
health care and pensions are sub-
ject to major financial pressure and
in some cases are verging on bank-
ruptcy. At the same time, one can
also observe that in developing
countries the funds allocated to
health care are not increasing at an
adequate rate or at the rate that
would be possible, at the same
time as there is a high growth in
other sectors of consumption and –
an even more surprising fact – in
the sector of armaments as well.
Hence the great importance of a
new analysis of social policies
with regard to the period that we
are now going through. Because of
all these factors, the new reflec-
tions on social policies are not on-
ly concerned with health. They are
also connected with such other
sectors as housing, education,
work etc. and theymust be careful-
ly taken into account when deci-
sions are taken about the allocation
of resources by governments and
other sources of funding, because
without health and wellbeing there
can be no development.
Even when resources are hypo-

thetically adequate, education at
the level of lifestyles is probably
the most important factor in the fu-
ture state of health of society. Giv-
en that contemporary customs and
habits lead only to a society that
thinks about accumulating materi-
al goods, a constant striving after
money or public positions with the
use of the advantages that they can
offer, not considering the social
world which has inequalities, and
a way of life that involves transient
excesses, we should expect grave
consequences in terms of health
and wellbeing, with an old age
marked by illnesses, malaise and
unhappiness.
As regards lifestyles, we should

stop for a moment to reflect on el-
ements that have a great influence
on the future of health. Elements
such as diet, physical exercise, the
cleaning up of the environment,
the consumption of alcohol, tobac-
co etc. will have greater influence
on life during the third age. Even
were there to be policies, laws and
regulations, without informed edu-
cation about such behaviour be-
ginning in infancy it would be very
difficult to achieve the ideal of
healthy, active and dignified adult-
hood and old age.
The above paragraph describes

what is taking place in industri-
alised (rich) countries but in devel-
oping countries this whole uni-
verse of social and health policies
only exists in documents and not
in practice, and this point applies
to the allocation of resources as
well. However, the social and fam-
ily fabric of society remains very
strong and solidarity-inspired.
This has meant that this culture of
society conserves a modus vivendi
which means that elderly people
have a consolidating function,
even though they do have avail-
able to them the necessary health-
care services because there is a
lack of economic resources. The
WHO has expressed itself on this
subject in the following way: ‘De-
spite the enormous medical
progress that has been achieved in
recent decades, the fact remains
that the last years of life are often
marked by an increase in illness
and often of infirmity’. The key
factor in achieving a healthy old
age for people is the possibility of
remaining as self-sufficient as pos-
sible. Real advances that promote
a healthy old age and prevent infir-
mity in elderly people will have as
their consequence greater efficien-
cy and less cost in the use of
health-care services. This will also
allow a higher quality of life for el-
derly people and will allow them
to go on leading independent and
productive lives for a greater peri-
od of time. One is not dealing here
with increasing the number of
years that are lived.We have to de-
velop a society that offers elderly
people an opportunity to go on be-
ing interested in the world around
them and feeling that are still part
of society.
In today’s world in poor coun-
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tries, which are also called devel-
oping countries, the cultural aspect
and social organisation are more
generous in terms of time and care
in the case of both children and el-
derly people. Indeed, these coun-
tries devote a large part of their re-
sources, which are scarce and lim-
ited by their situations, to their el-
derly people and it is certainly the
case that their elderly people have
survived many adverse factors.
I will now devote a fewwords to

pensions and this leads us back to
the gap that now exists between
rich countries and poor countries,
where, indeed, pension plans or
old age pensions rarely exist after
people stop working, or where
they do exist (for example in
emerging economies and societies
undergoing transition) they have to
deal with a series of restrictions or
inadequacies at the level of eco-
nomics and management. Once
again the social fabric and cultural
thinking have to try to solve these
problems.
As regards the use of free time

by elderly people, there are soci-
eties (for example China) which
have implemented policies of so-
cial participation in use of free

time by elderly people so that they
can keep their physical, mental,
psychic and spiritual conditions of
health at the best level possible.
This is a matter of physical exer-
cise and voluntary work that uses
the experience and knowledge of
these people or voluntary work in
less industrialised countries to
which the knowledge that elderly
people have acquired during their
lives can be transferred.
I would also like to observe that

in developing countries the coop-
eration promoted by elderly peo-
ple in daily life is of great value.
This is because they perform the
function of providing support to
the family (I may refer here by
way of example to the relationship
between grandparents and their
grandchildren). I would also like
to observe that in our unequal
world there are societies where el-
derly people up to when they die
do not have free time.
In ending this collection of ob-

servations and ideas, we may state
that the changes that have taken
place in care for elderly people and
their active participation in society
require complete revision in the
light of today’s and tomorrow’s

world so that elderly people are
not seen as a social burden but as a
contribution to the social fabric.
We should remember that it is el-

derly people who worked to create
the abundance enjoyed by the mod-
ern world and that during their lives
they made their own contribution
to welfare resources (we may ask
ourselves: is the term ‘welfare’ still
valid in this context?).
It may also be observed that

there is an unacceptable difference
at the level of gender, with women
at a clear disadvantage not only at
the level of welfare provisions but
also at the level of medical care
and pensions.
Lastly, is it not right to recognise

the contribution that was made by
those who are now elderly when
they were young people and
adults? Is it not perhaps the young
people of today who will be the el-
derly people of today? We have to
work in this field.

Dr. FERNANDO
ANTEZANA ARANÍBAR,

President of the Executive Council
of the WHO,

Geneva, Switzerland,
Consultor to the Pontifical Council for

Health Care Workers



54 THE PASTORAL CARE OF SICK ELDERLY PEOPLE

WANGARI MUTA MAATHAI

Allowme to thank youmost sin-
cerely for the warm invitation to
participate in this very important
conference on care of the sick and
especially the elderly. I want to say
that I was looking forward ex-
tremely so to be with you and to
learn so much about this subject,
an issue and a theme that affects all
of us. But unfortunately, due to a
political process that is going on in
my country I am unable to come.
Indeed on the very day I was sup-
posed to present this paper I will
be undergoing a process of nomi-
nation where a person must be pre-
sent. And therefore, I will miss
greatly the opportunity to be with
you at the Vatican and to learn a lot
about diseases and ailments that
affect sick and old people.
Most people hope for a long life.

I was privileged to have a mother
who grew to be an old lady in her
nineties. And even then she was
happy and she was looking for-
ward to a much longer life than she
was given. And when she left, I
was devastated. I think we are nev-
er ready for our loved ones to go. It
is a great blessing to have our
loved ones grow old. But we want
them to grow old in grace, we want
them to grow old without pain,
without ailments. And so indeed
that is why we are here to see:
How can we take care of them?
How can we make it comfortable
for them; to be old but healthy, to
be happy even in their old age, to
be enjoyed by their great grand
children indeed?
In many communities old age is

admired, is respected; in fact in my
own community to be old was con-
sidered a great blessing and people
were blessed by their old ones usu-
ally with a blessing “may you
grow old to see your third and
fourth generation.” That indeed is

the way my grandmother used to
bless me. But in many other soci-
eties youth is glorified, and as you
become old and fragile and you
lose your energy and vitality,
sometimes you are moved away
from society and you are put in in-
stitutions. In our traditional soci-
eties, old people used to take care
of children. They used to play the
role of story tellers, they were
around and when younger people
went to the field to work, they
stayed at home. And so they were
never put away, so to say. They
were always there. They played a
very important role of being old
and being enjoyed and enjoying
grandchildren.
But we have changed a lot, even

in our poorly developed countries
as we try to catch up with the rest
of the world, we have moved into
cities and we are actually trying to
create institutions where we can
put our old people, because we are
no longer able to take care of them
in the extended families that used
to be part of the society structure.
And so it is extremely important to
consider what happens or what
should we do to make sure that our
old people do not suffer as they
age.
As you know my work devolves

around the environment and I had
the privilege of being named the
Noble Peace Laureate of 2004 be-
cause of our environmental work
and of our being able to make the
link between sustainable manage-
ment of resources, good gover-
nance, respect for human rights
and peace. And in working for the
environment, among the issues we
encounter that are very relevant for
our health is pollution of the envi-
ronment, pollution that comes with
development, because as we in-
dustrialize we use chemicals, as

we improve our agriculture we
find ourselves polluting the air we
breath, polluting the water we
drink, polluting the soil in which
we grow our crops. And so some
of the diseases that indeed afflict
us as we grow older, are diseases
that are associated with the chang-
ing environment, the food we eat,
the chemicals that have been used
to grow it, the water we drink, the
chemicals that many have reached
into the wells and rivers and the air
we breathe.
Many of the illnesses that aged

people are confronted with have to
do with the fact that they have
changed the traditional food crops
that they were eating. I hardly can
recognize what my mother and my
grandmother were eating. Many of
those crops are no longer available
to us, we do not grow them, we
have become more modern.Ad so,
we eat different kinds of foods and
we are creating different kinds of
biological bodies than our parents.
And we do not how our bodies are
going to react to the chemicals we
are consuming in our water and in
our foods.
We do not knowwhat is going to

happen to us because of the smok-
ing habits that we have now em-
braced, because of the drinking
habits that we have now embraced,
because of the changing habits, for
example of eating too much meat,
may be taking too much sugar.
These are all things that have
changed in our environment and
which are going to make it very
very difficult for us
Our mothers our fathers enjoyed

a very good biological constitu-
tion, perhaps because they lived
within a clean and health environ-
ment. But as we progress in devel-
opment we have seen a lot of
changes in the new diseases that

4.5 Ecological Change and Old Age: Pollution
of Water, Pollution of the Environment
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are affecting us and that are going
to affect us as we age. One of the
most characteristic feature of
course of people growing old is
loosing their memory. Perhaps sci-
entists will unravel the cause and
tell us what we ought to do about
it. But it is one of the issues that
need to be looked at vis-à-vis the
environment in which we live, to
see what could we be doing to our-
selves to our bodies, to our brains
to our nerve cells, that brings about
loss of memory, which is a very
devastating condition for the aged.
The other is the loss of energy, the
loss of capacity to move, joints es-
pecially. We see so many younger
people today suffering from joints
ailments, they are unable to move.
Some are suffering from conges-
tion, especially respiratory dis-
eases which may be associated
with smoking and pollution in the
atmosphere.
So I want to say that as we work

for the environment, it is extreme-
ly important for us to pay attention
to the environment, to ensure that
every person has a right to a clean
and healthy environment. This
ought to be a basic right. Govern-
ments should ensure that every cit-
izen lives and grows old in a clean
and healthy environment. Because

this is the basic gift that we can
give to each one of us in order to
avoid some of the ailments that we
get as we grow old.
The Bible says, to paraphrase

“that there is a time for everything;
there is a time to be young and
there is a time to be old.” It is not
possible to live long without loos-
ing the vitality, the energy, the
movements that we are used to
when we are young. And it is im-
portant for all of us to remember
that if we are blessed with a long
life, we are likely to lose that ener-
gy and vitality that is associated
with youth. We also know that or
we want to believe that when we
are in that situation we are not put
away, that we are taken care of and
we are allowed not to suffer be-
cause of ailments that are due to
environmental degradation.
I hope that the proceedings of

this conference will be widely
shared because it is very impor-
tant for us to learn more about this
subject, to spread the message
even further and to ensure that as
many people as possible under-
stand that as we grow older we
shall reflect the lifestyle we lived
when we were younger, the envi-
ronment in which we grew up,
and grew old in and that therefore

we have a right to clean and
healthy environment.
All governments have a respon-

sibility to give all their citizens a
clean and healthy environment in
which to live and to grow old. I al-
so hope that there will be a com-
mitment to take care of old people.
We owe it to them. They lose there
energy taking care of us! They
need our love, they need our com-
passion, they need our protection.
We should invent or be creative
about how to take care of the old
people. Whether they are sick or
healthy they need our love and our
compassion. I am extremely en-
couraged by the fact that the Vati-
can has decided to convene a con-
ference on this theme. I am very
much looking forward to the pro-
ceedings, because I know I will
learn a lot and I want to focus on
this issue and make it part of my
environment agenda. I owe it to
those whom God blesses with a
long life.
Thank you, and may you have a

great and blessed conference.

Prof. WANGARI MUTA
MAATHAI, PH.D

Nobel Peace Prize 2004

Transcription from the Tele-conference
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The Prefect and Vizier Ptah-
hotep says:
Sovereign, my lord,
Old age has been generated, se-

nility has descended,
Caducity comes, powerlessness

is renewed:
Because of this one is a baby

every day–
My eyes are weak, my ears are

deaf,
My vigour declines because of

the debility of my heart,
My mouth is silent and does not

manage to speak,
My memory fails me and I no

longer remember yesterday,
My bones are painful because of

the length (of my age),
Good has become bad,
All taste has gone.
What old age does to people
Is ugly in all respects:
My nose is damaged and cannot

breathe,
Standing up and sitting is hard.
May orders be given to this ser-

vant so that he can
Become a walking stick of old

age,
So that I can tell him the words

that will be listened to.
Roccati, Allessandro, Sapienza

egizia (Brescia, 1994), pp. 34-35.

We these words the Vizier, a
man aged a hundred and ten
(ibid., p. 53), asked his sovereign,
the Pharoh Isesis (c. 2,400 BC),
permission to have a successor so
that he could, so to speak, assure a
walking stick for his old age.
The striking description of dis-

turbances and illnesses that afflict
an elderly man in this ancient text
of Greek wisdom literature has a
parallel with the late book of wis-
dom of the Old Testament, that is
to say in Ecclesiastes. The follow-
ing verses, which go back to the
fourth century before Christ,
stress with further emphasis the
above-mentioned weakness of an
elderly man: ‘Remember also
your Creator in the days of your
youth, before the evil days come,
and the years draw nigh, when
you will say: “I have no pleasure
in them”; before the sun and the
light and the moon and the stars
are darkened and the clouds return
after the rain; in the day when the
keepers of the house tremble, and
the strong men are bent, and the
grinders cease because they are
few, and those that look through
the windows are dimmed, and the
doors on the street are shut; when
the sound of the grinding is low,

and one rises up at the voice of the
bird, and the daughters of son are
brought low; they are afraid also
of what is high, and terrors are in
the way; the almond tree blos-
soms, the grasshopper drags itself
alone and desire fails; because
man goes to his eternal home, and
the mourners go across the streets;
before the silver cord is snapped,
or the golden bowl is broken, or
the pitcher is broken at the foun-
tain, or the wheel broken at the
cistern, and the dust returns to the
earth as it was, and the spirit re-
turns to God who gave it. Vanity
of vanities, says the Preacher; all
is vanity’ (Ecclesiastes, 12:1-8).
The Egyptian text contains the

disturbances of an elderly man
who has reached the venerable
age of a hundred and ten. A hun-
dred and ten years constitute an
ideal age that was not unknown
even in the Old Testament. The
Pentateuch is almost presented as
framed by the ideal of a centenar-
ian perspective of life. After the
angels sinned by uniting them-
selves with the daughters of men,
God ordered that human life could
last a hundred and twenty years
but no longer (Gen 6:3). Moses
was the man who managed to live
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so long that he reached this age:
‘Moses was a hundred and twenty
years old when he died; his eye
was not dim, nor his natural force
abated’ (Deut 34:7).
The life of the fathers in the

Book of Genesis is rarely ide-
alised. Abraham and Isaac died
old men, full of days and life (Gen
25:8; 35:29); cf. also Job 42:17).
Let us have a look at the ages of
mothers and fathers: Abraham
lived to the age of a hundred and
seventy-five (Gen 25:7); Sarah
lived to a hundred and twenty-
seven (Gen 23:2); Isaac to a hun-
dred and eighty (Gen 35:28); and
Jacob to a hundred and forty-sev-
en (Gen 47: 28). Job, after the
tribulations that he had to endure,
lived another hundred and forty
years (Job 42:16).

1.The Limited Duration
of Human Life

In the Old Testament a man of
eighty was aware without any il-
lusions of his age and of the fact
that the vigour of youth had aban-
doned him. Barzillai, the Gala-
dite, had come down to Roghelim
and crossed the Jordan with the
king to take his leave of him by
the Jordan. Barzillai was very old,
he was eighty. It was he who had
looked after the king during his
stay at Macanaim. In fact he was
very rich. The king said to him
“Cross over with me, and I will
provide for your old age as my
guest in Jerusalem.” But Barzillai
answered the king: “How much
longer have I to live, that I should
go up to Jerusalem with the king?
I am now eighty years old. Can I
distinguish between good and
bad? Can your servant taste what
he eats and drinks, or still appreci-
ate the voices of singers and
songstresses? Why should your
servant be any further burden to
my lord the king? In escorting the
king across the Jordan, your ser-
vant is doing little enough! Why
should the king give me this re-
ward? Please let your servant go
back to die in his own city by the
tomb of his father and mother”’ (2
Sam 19,32-37).
A friend of King David reached

the ideal age of eighty. Psalm 90

sees a life of eighty years as in re-
alistic terms the greatest age that
could be reached: ‘The years of
our life are threescore and ten, or
even by reasons of strength
fourscore; yet their span is but toil
and trouble; they are soon gone,
and we fly away.’ Only in rare
cases does this maximum age ac-
tually appear to have been
reached. The life of the Jewish

kings, with the exception of
David and Salomon, during the
period that went from 926 to 597
BC oscillates around sixty-six
(Azariah and Manasseh) and
(Ahasja). None of them, there-
fore, managed to live to the ideal
age of seventy. Life expectancy in
ancient Israel was not high. For
this reason, complaint about the
shortness of life is a very recurrent
theme in the Bible (Ps 89:49;
39:5-7; 49:13-21; 90:5-6; 102:4-
5; 13:15-16; Is 40:6-8; Job 7:1-17;
14:1 ss.).

2. Illnesses are the Cause of the
Short Duration of Life

We do not have certain and reli-
able information to confirm the
fact that illness impeded people
from reaching an advanced age.
We know that two kings of Judah
fell ill. The first was Azari-
ah/Uzziah who lived during the
first part of the eighth century. He
reigned for fifty-two years and
died at the age of sixty-six. God

put him to the test by making him
fall ill with leprosy and he lived
with this illness until his death,
which took place in a house which
we have no information about and
which is not described to us: ‘And
the Lord smote the king , so that
he was a leper to the day of his
death; and he dwelt in a separate
house. And Jotham the king’s son
was over the household, govern-

ing the people of the land’(2
Kings 15:5).
Because of the uncertain inter-

pretation of the Hebrew phrase
bebet hachofschitwe are, unfortu-
nately, not able to establish at
what moment in his life this king
was struck by leprosy or for how
long he had to live with this dis-
ease. In addition, we cannot en-
gage in a certain statement about
the ways in which he was treated
and cared for in this ‘separate
house’.
The second king was Hezekiah

who ruled during the second half
of the eighth century BC. The
Second Book of Kings reports as
follows: ‘In those days Hezekiah
became sick and was at the point
of death. After Isaiah the prophet
the son ofAmoz came to him, and
said to him “Set your house in or-
der; for you shall die, you shall
not recover”’ (2 Kings 20:1). The
king addressed a prayer to God
and God spoke again to the
prophet Isaiah, entrusting him
with the task of telling the king
that fifteen years would be added
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to his life. In addition the prophet
ordered the preparing of a cake of
figs, whose curative properties
were well known ( 2 Kings 20:1-
11/Is 38,1-22). In this account one
reads that the king’s head is turned
towards the wall: ‘Then Hezekiah
turned his face to the wall’ (2
Kings 20:2). This could mean that
the king was lying on a bed.When
we are told that the Patriarch Ja-
cob was sick, we are informed
that he was lying on a bed. When
Joseph together with his sons
Manasseh and Ephraim went to
his sick father to pay a visit to
him, Jacob drew upon all his
strength to get up so as to be able
to receive his son while being
seated: ‘After this Joseph was
told, “Behold, your father is ill”;
so he took with him his two sons,
Manasseh and Ephraim. And it
was told to Jacob, “Your son
Joseph has come to you”; then Is-
rael summoned his strength, and
sat up in bed’ (Gen 48:1-2, cf.
49:33).

3.God the Physician

The capacity to do anything of
the art of medicine in antiquity
was extremely limited. As a re-
sult, in cases of illness human
help was not rated very highly. It
was instead to God that the cry for
help was addressed. This is to be
found throughout the ancient
East, especially in ancient
Mesopotamia and ancient Israel.
With respect to ancient
Mesopotamia, we have a large
number of ritual texts and prayers
used when there was illness which
bear witness how in the final
analysis illness was a religious
question. Even though physicians
existed that could be of some
help, a god was always the princi-
pal recipient of every request for
help made by a sick person.
The Biblical text in which the

verb ‘to heal’ (apr) appears for the
first time is to be found in the
Book of Genesis (Gen 20:17).
The word is used when God heals
the impotence of the King of the
Philistines, Abimelech, the sterili-
ty of his wife and his female
slaves, after Abraham interceded
on their behalf: ‘Then Abraham

prayed to God and God healed
Abimelech, and also healed his
wife and female slaves so that
they bore children’ (Gen 20:17).
Moses received the revelation
from God which defines God as
He who cures and heals and this
he communicated to the people of
Israel: ‘There the Lord made for
them a statute and an ordinance
and there he proved them, saying,

“If you will diligently hearken to
the voice of the Lord your God
and do that which is right in his
eyes, and give heed to his com-
mandments and keep all his
statutes, I will put none of the dis-
eases upon you which I put upon
the Egyptians; for I am the Lord,
your healer (Ex 15:25b-26). And
the epilogue to the Code of the
Covenant we read: ‘You shall
serve the Lord your God, and I
will bless your bread and you wa-
ter; and I will take sickness away
from the midst of you. None shall
cast her young or be barren in
your land; I will fulfil the number
of your days’ (Ex 23:25-26).
In both these texts the account

shifts from the first person re-
ferred to God to the first person.
The discourse on God becomes
the discourse of God Himself,
This passage, interpreted from the
theological point of view, means
that in reality God alone is He
who can be of help, He who can
heal.
Similarly to what has been said

about the Pentateuch, where God

revealed Himself as a ‘physician’,
the Prophets, too, talk about the
saving action of God which is ex-
pressed in an exemplary way in
the divine activity of healing. The
Prophets have before their eyes
above all else the infirmity of the
people: ‘Moreover the light of the
moon will be as the light of the
sun, and the light of the sun will
be sevenfold, as the light of seven

days, in the day when the Lord
binds up the hurt of his people,
and heals the wounds inflicted by
the blow’ (Is 30:26). ‘I have seen
his ways, but I will heal him; I
will lead him and requite himwith
comfort, creating for his mourners
the fruit of the lips. Peace, peace,
to the far and to the near, says the
Lord; and I will heal him’ (Is
57:18-19). ‘Behold your God will
come vengeance, with the recom-
pense of God. He will come and
save you. Then the eyes of the
blind shall be opened, and the ears
of the deaf unstopped ; then shall
the lame man leap like a hare, and
the tongue of the dumb sing with
joy’ (Is 35:4b-6a; cf. Mt 11:5/ Lk
7:22).
What applies to the people also

applies to individuals. God will
make Jerusalem a city where ever
inhabitant can say: ‘“I am sick”;
the people who dwell there will be
forgiven their iniquity’ (Is 33:24).
People who from outside witness
the drama of a man struck by in-
firmity, turn directly to God,
knowing well that He alone can
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help and heal. Moses implores
God to help his sister Miriam who
was afflicted by leprosy:
‘And Moses cried to the Lord:

“Heal her, O God, I beseech
thee”’ (Num 12:13). More fre-
quently it is the sick themselves
who pray to God to be healed. Je-
remiah, for example, complains
about the illness with which God,
for reasons unknown to him, has
afflicted him and which he is now
forced to bear (Jer 15:18). The
complaint of the prophet is, how-
ever, at the same time, a prayer, a
prayer to be healed (17:14). The
psalmists also exclaim ‘heal me’
(Ps 6:3; 41:5) and subsequently
describe their experience of being
healed. For this reason, the
psalmist was able to say: ‘Lord
my God I cried out to you and you
healed me’ (Ps 30:3).

4.The Insufficiency of Human
Help in Illness

In the psalms, side by side with
complaints because of infirmity,
there frequently recurs complaints
about being abandoned by rela-
tives and friends and left alone at
a moment of especial difficulty:
‘Be gracious to me O Lord for I
am in distress: my eye is wasted
from grief, my soul and my body
also, For my life is spent with sor-
row, and my years with sighing;
and strength fails because of my
misery, andmy bones waste away.
I am the scorn of all my adver-
saries, a horror to my neighbours,
an object of dread to my acquain-
tances; those who see me in the
street flee from me, I have passed
out of mind like one who is dead;
I have become like a broken ves-
sel. Yes, I hear the whispering of
many – terror on every side! – as
they scheme together against me,
as they plot to take my life (Ps
30:10-14; Ps 38:6-14; 41:6-10).
See also Ps 71. The psalm seems
here to be recited by an old man.
The psalmist complains of the
drawing near of the weaknesses of
old age (9.18) and of the fact that
men have become his enemies
(10-11).
To consider such complaints as

the projections of the sick man
himself without doubt contains

some truth. However, one cannot
deny that such an explanation is,
if not mistaken, at the least limit-
ed. It is very probable, in fact, that
one is not dealing simply with the
wanderings of a mind due to
fever. What the psalmists want to
express with the words ‘I looked
for pity but there was none; and
for comforters but I found none’
(Ps 69:20), is more a profound
sense of discomfort felt by a per-
son confronted with a sick man.
This last provoked in a healthy
and strong man a feeling of
pained embarrassment. For the
healthy man, the sick man is any-
thing but attractive. The Bible de-
fines a sick man as a repugnant
and disgusting reality. The fact
that the complaints of the sick
who feel isolated and abandoned
are not only the projections of
their imagination – these projec-
tions are often the cause of the
fact that sick people are unjust and
ungrateful towards the people
who are ready to help them. They
reflect a true reality, which unfor-
tunately takes place too often, and
this is borne witness to in the Bib-
lical text where reference is made
to a man afflicted by infirmity
‘From the sole of the foot even to
the head’ (cf. Is 1:6). The suffer-
ing servant of the Lord is torment
for those who see him; what is
provoked is a radical aversion:
‘As many were astonished at him
– his appearance, beyond human
semblance, and his form beyond
that of the sons of men –Who has
believed what we have heard?
And to whom has the arm of the
Lord been revealed? For he grew
up before him like a young plant,
and like a root out of dry ground;
he had no form or comeliness that
we should look at him, and no
beauty that we should desire him.
He was despised and rejected by
men; a man of sorrows, and ac-
quainted with grief; and as one
from whom men hide their faces
he was despised, and we esteemed
him not’ (Is 52:14; 53:1-3).

5. Infrequent Invitations to
Take Care of the Sick

The Biblical evidence on care
for the sick is not very rich. This

certainly unexpected fact leads
one to think that the discomfort of
the healthy when faced with hu-
manweakness and illness was fol-
lowed up in the instructions of the
books of wisdom and in the
Torah. I would like to refer, albeit
very briefly, to a fact that is pre-
sent in some texts of ancient
Egypt. Since the times of the An-
cient Kingdom a catalogue of
works of mercy had existed which
included, among other things,
‘giving food to the hungry, cloth-
ing the naked, and giving a boat to
those who have to cross a river’.
This threesome makes up the core
of that literary genre that devel-
oped over the following centuries
and which is defined by Egyptolo-
gists as ‘ideal biography’ or also
‘moral profile’.
We learn about ‘ideal biogra-

phy’ from a large number of in-
scriptions. The long history of this
literary genre began in about
2,400 BC and continued until 600
BC. However, examples of this
literary genre can also be found
subsequently, during the Christian
epoch. The literary production of
the first thousand years, that is to
say from 2,400 to 1,400, almost
completely lacks references to
care provided to sick people. This
lack is certainly not accidental. It
was caused by very precise fac-
tors and can be explained by the
fact that help for the poor and the
hungry belonged to the range of
common human possibilities. In
contrary fashion, human capaci-
ties were revealed in all their lim-
its when the question in hand was
that of healing a man with an ill-
ness. For this reason, there were
not many Egyptian functionaries
who had the courage to have writ-
ten on their tombstones, ‘I healed
the sick’. But there were excep-
tions. For example, an inscription
going back to the first intermedi-
ary period, that is to say the period
of the tenth and eleventh dynas-
ties (c. 2,000 BC) reads as fol-
lows: ‘I was a son for the old, a fa-
ther for the child, a commander of
citizens everywhere. My food be-
longed to the hungry, my oil to
those who were not oiled. I gave
my clothes to those who were
naked. I enchanted the face of the
sick; I removed bad odour. I am
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one who buried he who died
blessed. I decided things accord-
ing to their correctness and en-
sured that two contracting parties
came out of the judicial court with
their hearts content’.
Similar examples of works of

mercy are reported, albeit in a re-
duced quantity, in the Old Testa-
ment as well. The twenty-ninth
chapter of the Book of Job, in
which Job narrates his happy past,
can be characterised as an ideal
biography. Amongst other things,
one can read the following words:
‘I delivered the poor who cried,
and the fatherless who had none
to help him. The blessing of him
who was about to perish came up-
on me, and I caused the widow’s
heart to sing for joy. I put on right-
eousness, and it clothed me; and
my justice was like a robe and a
turban. I was eyes to the blind,
and feet to the lame, I was a father
to the poor, and I searched out the
cause of him whom I did not
know. I broke the fangs of the un-
righteousness and made him drop
his prey from his mouth’ (Job
29:12-17).
Even though on the whole the

exegesis of this text affirms that
the words ‘I was eyes to the blind,
and feet to the lame’ should be
seen as metaphors, the character
of the metaphor itself communi-
cates a specific meaning: the com-
mitment to the poor and the op-
pressed, which the metaphor
wants to mean and express, is
compared to help for handicapped
people. This represents a work of
mercy which, on a par with com-
mitment to the poor, is worthy of
praise.
In Leviticus, together with oth-

er commandments, there is the in-
junction not to be an obstacle to
the deaf and the blind: ‘You shall
not curse the deaf or put a stum-
bling block before the blind; but
you shall fear your God. I am the
Lord you God’ (Lv 19:14).
Amongst all the command-

ments, the Decalogue has a value
and a level that are completely
special. But within its texts, it
does not lay down that the elderly
and the sick should be cared for
and treated. However, the com-
mandment to honour one’s father
and one’s mother is directed to

adult children (Ex 20:12/Dt 5:16).
It does not constitute in the first
place the duty of small children to
obey their parents (cf. Col 3:20;
Eph 6:1-3), but rather the commit-
ment of adult children of take care
of their parents once these have
become old or fallen sick. This
task of adult children is further
emphasised by the promise that is
added to the commandment (cf.
Eph 6:2) – the only case on the
Decalogue. Jesus, too, interpreted
this commandment to honour
one’s parents in the sense of look-
ing after one’s elderly parents
(Mk 7:8-13/Mt 15:1-6).
But before Jesus, Jesus the Son

of Sirach, Jesus Ben Sirach, the
wise man of the second century
BC, interpreted this command-
ment of the Decalogue in the
same sense. The reference to the
fourth commandment appears
twice, in the third and the seventh
chapters. Let us now dwell on
these two passages so that we can
analyse them more closely.
Within the book of Jesus ben

Sirach (Sir 3:1-6 and 7:27-28)
they form a framework that in-
cludes the first series of thematic
discourses of this wise author. The
first text is marked out by two as-
pects: 1. the comment on the
Decalogue constitutes the first
thematic discourse after the pro-
logue. This last defines the foun-
dations and the principles of the
whole of the book: wisdom and
fear of the Lord constitute what
brings out divine mercy (Sir 1-2).
After the prologue, which has a
very precise structure and con-
tents of great weight, the first dis-
course addresses a concrete prob-
lem and recommends: ‘Listen to
me your Father, O children; and
act accordingly, that you may be
kept in safety. For the Lord hon-
oured the father above the chil-
dren, and he confirmed the right
of the mother over her sons’ (Sir
3:1-2).
With regard to the value and the

precedence of the admonitions of
parents, the book of ben Sirach
agrees with a series of command-
ments that are to be found in
Leviticus and to which references
have already been made in this
paper. This series does not contain
only the commandment of love

for neighbour and commitment to
the deaf and the blind (Lv 19:18
and 14) but also begins with the
command: ‘Every one of you
shall revere his mother and his fa-
ther’ – and in that order! The fa-
ther comes after the mother (Lv
19:3). This commandment has
precedence over all the other
commandments and even over
those that refer directly to rela-
tionships with God. The second
aspect of the first discourse of Sir-
ach lies in the theological motiva-
tion for the exhortation to honours
one’s parents which runs through
the whole text: ‘Whoever hon-
ours his father atones for sins’ (Sir
3:3a), ‘whoever obeys the Lord
will refresh his mother’ (Sir 3:6b).
The text in an explicit way talks

about the illness and weakness of
an elderly father. The weakening
of intellectual powers is a real
possibility that a son must take in-
to consideration. Even were a fa-
ther to lose his mental faculties, a
son should not despise a father
who presents signs of dementia:
‘O son, help your father in his old
age, and do not grieve him as long
as he lives: even if he is lacking in
understanding, show forbearance;
in all your strength do not despise
him. For kindness to a father will
not be forgotten, and against your
sins it will be remembered in your
favour (Sir 3:12-14, in the Latin
text: sensus). Verse 13 should be
translated ‘even if his mind fades,
show forbearance, following the
Hebrew and Greek text: maddao;
synesis.
The commandment to honour

one’s parents is taken up again in
the book of Sirach at the end of
the first series of thematic dis-
courses: ‘With all your heart hon-
our your father, and do not forget
the birth pangs of your mother.
Remember that through your par-
ents you were born; and what can
give back to them that equals
their gift to you?’ (Sir 7:27-28).
The admonition of the wise

man here, too, has great theologi-
cal weight. ‘With all your heart’ is
the phrase referred to the com-
mandment to love God as found
in Deuteronomy (Dt 6:4 f.). The
close connection between honour-
ing one’s parents and love for God
is further emphasised by the fact
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that the wise author goes on to ex-
hort one to fear God with all one’s
heart (v. 30a) and to love the Cre-
ator with all one’s strength
(v.31a). Honouring one’s parents
has an immediate relationship
with love for God.
The wise author than enjoins

care for the ministers of worship
(Sir 7:29b-30b) and emphasises
sacrifices (Sir 7:3cde). The dis-
course thus ends with reference to
the poor, honouring the dead, and
visiting the sick: ‘Stretch forth
your hand to the poor, so that your
blessing may be complete. Give
graciously to all the living, and
withhold not kindness from the
dead. Do not fail those who weep,
but mourn with those who mourn.
Do not shrink from visiting a sick
man, because for such deeds you
will be loved. In all you do, re-
member the end of your life, and
then you will never sin’ (Sir 7:33-
36).
The verse that provokes great-

est interest, ‘Do not shrink from
visiting a sick man, because for
such deeds you will be loved’, un-
fortunately is not certain from the
point of view of textual criticism.
The Hebrew text has something
totally different which should,
however, be seen as a corruption
of the text. The ancient transla-
tions are clear and testify in par-
ticular to care for the sick. The
verb ‘to visit’ in the Greek text is
the same that Jesus used in his dis-
course on the final judgement
when he lists works of mercy (Mt
25:36).
The commandment to honour

one’s elderly parents also recurs
in the book of Tobit where there is
a reference to an elderly mother
who survives the death of her hus-
band: ‘when I die, bury me, and
do not neglect your mother. Hon-
our her all the days of your life; do
what is pleasing to her, and do not
grieve her. Remember, my son,
that she faced many dangers for
you while you were yet unborn.
When she dies, bury her beside
me in the same grave’ (Tb 4:3-4).
The discourse of the old Tobit

addressed to his son does not only
appear in many Biblical tradition-
al passages but also demonstrates
notable similarities with Egyptian
texts. The catalogue of good

works, known in the ideal biogra-
phies of ancient Egypt, continues
also here. Just as in the ideal bi-
ographies the authors only in rare
cases praise themselves for hav-
ing helped the sick, so in the dis-
course of wisdom of Tobit there is
no exhortation to take care of the
sick. This fact stands out even
more when we think that he is a
handicapped person, a blind man
who acts as a teacher.

6.What was Done for the Sick?
What was Taken for
Granted?

Let us begin with the doctrinal
account of the book of Tobit: the
account describes the healing of
Sarah (Tb 8:1-3) and of Tobit
(11:1-5). The book presents the
remedies of traditional medicine
for cases of possession by a de-

mon and cases of blindness (Tb
6:6-9). Even more important in
this story is that the fact that the
Archangel Raphael points out to
the young Tobit what the neces-
sary methods are. The name of the
archangel clearly communicates
that in reality one can restore
health, whether one is dealing
with a sick young man or with an
elderly person.
In antiquity the art of medicine

was certainly not unknown but in
most cases people did not know
how to react to illness. The Book
of Sirach recommends consulting

a physician but at the same time it
warns that too much should not be
expected of him (Sir 38:1-15).
The text of Ben Sirach, in which
there is an explicit reference to a
physician, is worthy of especial
interest because it alludes to the
passage in Exodus where God is
defined explicitly as the physician
of Israel (Ex 15,26).
But what do we find in the

Bible as regards purely human
help for the sick? It is narrated that
the wife of Isaac, Rebecca, to-
gether with her favourite son,
treated her old and blind husband
badly. The weakness of the hus-
band and father is exploited in a
shameless way! This contempt for
an elderly and blind man cannot
be taken as a model to be imitated.
The elderly priest from Bethel
known as Eli is ninety-eight years
old and cannot see (1 Sam 4:15;
3,2). His sons see him as a despot

who is without any moral sense.
The old man no longer has any
power over his sons because they
do as they please (1 Sam 2:22-26).
This is also a case that cannot be
taken as an example of behaviour
to be followed.
Are there examples to be fol-

lowed? The friends of Job come
‘to condole with him and to com-
fort him’ (Jb 2:11; 42:11 cf. 2:13).
They do this but the absence of
such care is complained about by
the psalmist: ‘I looked for pity but
there was none; and for com-
forters, but I found none’ (Ps
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69:21). The friends of Job, as they
are presented in the account given
to us, which on the one handmake
up a framework of discourses by
Job and his friends, and, on the
other, of the discourses of the
Lord and of Job, have the inten-
tion of focusing everything on the
sick man.
‘Naaman, commander of the

army of the king of Syria…was a
leper’. He is perhaps a good ex-
ample of what a sick person ex-
pected of a prophet-physician:
‘Behold, I thought that he would
surely come out to me, and stand,
and call on the name of his Lord
his God and wave his hand over
the place, and cure the leper’ (2
Kings 5:1,11).
What one could expect in the

case of an illness or a wound is to
be found in the Book of Isaiah
through the image of a human
body afflicted by illness from the
sole of his foot to the top of his
head – where the human body
represents Judah, whose territory
has been notably reduced: ‘What
will you still be smitten, that you
continue to rebel? The whole head
is sick, and the whole heart faint.
From the sole of the foot even to
the head, there is no soundness in
it, but bruises and sores and bleed-
ing wounds; they are not pressed
out, or bound up, or softened with
oil’ (Is 1:5-6). The body that is de-
scribed is destroyed: the wounds,
the bruises and the sores should
have been cleaned, bound up and
dressed with oil, but of all this has
not been done. Here, between
parentheses, we find the same se-
quence of actions that is reported
in the narrative of Jesus about the
Good Samaritan: binding wounds
and then dressing them with oil
(cf. Lk 10:34): ‘and he went to
him and bound up his wounds,
pouring on oil and wine’.
The prophet Ezekiel also offers

an image: God accuses the false
pastors, those who lead the peo-
ple, of not showing the least sign
of responsibility for their sheep,
whereas, instead, they should
comfort the weak, bind the
wounds of those who are wound-
ed, and treat the sick: ‘ The weak
you have not strengthened, the
sick you have not healed, the crip-
pled you have not bound up, the

strayed you have not brought
back, the lost you have not
sought, and with force and harsh-
ness you have ruled them’ (Ez
34:4).
Because the pastors do not act

as they should act, God Himself
takes responsibility for His sheep:
‘I myself will be the shepherd of
my sheep, and I will make them
lie down, says the Lord God. I
will seek the lost, and I will bring
back the strayed, and I will bind
up the crippled, and I will
strengthen the weak, and the fat
and the strong I will watch over; I
will feed them in justice’ (Ez

34:15-16). In the Jewish world
visiting sick people is seen as an
act of imitation of God. Probably
the verb present in Ezekiel
34:11.12, biqqer ‘to heal’, ‘to be
concerned’, is at the base of the
phrase biqqur cholim.

7.Caring for the Sick in the
Epistolary Letters of the New
Testament

The letters of the New Testa-
ment do not explicitly deal with
the subject of sick people. Only
occasionally is reference made to
a sick person: ‘Epaphroditus my
brother and fellowworker and fel-
low soldier…has been distressed
because you heard that he was ill.
Indeed, he was ill, near to death.
But God had mercy on him, and
not only on him but on me also,

lest I should have sorrow upon
sorrow’ (Phil 2:26f.). Timothy re-
ceived the following advice: ‘No
longer drink only water, but use a
little wine for the sake of your
stomach and your frequent ail-
ments’ (1 Tim 5:23). In the same
way reference is made to a certain
Trophimus who was left ill at
Miletus: ‘Trophimus I left ill at
Miletus’ (2 Tim 4:20). Who left
him alone? Paul?
In the letter of James we find

advice addressed to sick people
themselves: ‘Is any among you
sick? Let him call for the elders of
the church, and let them pray over

him, anointing him with oil in the
name of the Lord; and the prayer
of faith will save the sick man,
and the Lord will raise him up;
and if he has committed sins, he
will be forgiven. Therefore con-
fess your sins to one another, and
pray for one another, that you may
be healed. The prayer of a right-
eous man has great power in its
effects. Elijah was a man of like
nature with ourselves and he
prayed fervently that it might not
rain, and for three years and six
months it did not rain on earth.
Then he prayed again and the
heaven gave rain, and the earth
brought forth its fruit’ (Jm 5:14-
18). This passage from James is
the classic Biblical foundation for
the sacrament of the anointing of
the sick.
Although references to how

sick people should be cared for in
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the letters of the New Testament
are very rare, in the Gospels a
completely different kind of situa-
tion is encountered.

8.The Behaviour of Jesus
towards the Sick and his
Exhortation to those who
Follow him to Care for the
Sick

The material offered by the
Gospels on the subject of ‘the
sick’ cannot, unfortunately, be
presented in all its breadth. A
number of observations will have
to suffice.

a. Jesus and the sick

‘That evening, at sundown,
they brought to him all who were
sick or possessed with demons.
And the whole city was gathered
together about the door. And he
healed many who were sick with
various diseases, and cast out
many demons; and he would not
permit the demons to speak, be-
cause they knew him’ (Mk 1:32-
34; cf. Mt 8;16; Lk 4:40-41). This
is the first summary in the oldest
Gospel, the Gospel of Mark. The
text is preceded by the account of
the healing of Peter’s mother-in-
law who had a fever (Mk 1:30-
31). This summary is followed by
two accounts: of the healing of a
leper (Mk 1:40-45) and the heal-
ing of a paralytic (Mk 2:1-12).
The vocation of the publican Levi
(Mk 2:13-14) leads to the discus-
sion between Jesus and the
scribes and the Pharisees about
eating with sinners and publicans.
The account reaches its climax
with the words of Jesus: ‘Those
who are well have no need of a
physician, but those who are sick;
I came not to call the righteous,
but sinners’ (Mk 2:17).
Jesus heals elderly people such

as the woman who ‘had had a
flow of blood’ and restored life to
a young girl, the daughter of
Jairus (Mk 5:21-43; Mt 9:18-26;
Lk 8:40-56). In another summary
in the Gospel of Mark we read as
follows: ‘And when they had
crossed over, they came to land at
Gennesaret, and moored to the
shore. And when they got out of

the boat, immediately the people
recognized him, and ran about the
whole neighbourhood and began
to bring sick people on their pal-
lets to any place where they heard
he was.Andwherever he came, in
villages, cities, or country, they
laid the sick in the market places,
and besought him that they might
touch even the fringe of his gar-
ment; and as many as touched it
were made well’ (Mk 6:53-56; Mt
14:34-36).
The summaries of the Gospel

of St. Mark are further developed
and broadened in the other two
synoptic Gospels where they are
placed within very precise and
significant contexts. Cf. for ex-
ample Mt 4:23-25. The passage
that is parallel to the first summa-
ry of the Gospel of Marl (Mk
1:32-34) has been enriched by a
quotation from the book of the
prophet Isaiah taken from the
fourth song of the Servant of the
Lord: ‘That evening they brought
to him many who were possessed
with demons; and he cast out the
spirits with a word, and healed all
who were sick. This was to fulfil
what was spoken by the prophet
Isaiah, “He took our infirmities
and bore our diseases’ (Mt 8:16-
17; cf. also Mt 9:35-38; 12:15-
22;14:14).
What the summaries express is

interpreted by Jesus himself when
to the messengers of John the
Baptist he says that his coming is
the beginning of the time of the
Messiah: ‘Now when John heard
in prison about the deeds of the
Christ, he sent word by his disci-
ples and said to him, “Are you
who is to come, or shall we look
for another?”And Jesus answered
them, “Go and tell John what you
hear and see: the blind receive
their sight and the lame walk, lep-
ers are cleansed and the deaf hear,
and the dead are raised up, and
the poor have good news
preached to them. And blessed is
he who takes no offence at me’
(Mt 11:2-6/ Lk 7:18-23).
Unfortunately, I am here forced

to interrupt the discussion of the
behaviour of Jesus towards the
sick. To conclude, I would like to
refer briefly to how Jesus entrust-
ed his disciples with the task of
completing his care for the sick.

b. Jesus’charge to his disciples
to heal the sick

The speech with which Jesus
sent out the twelve begins in the
following way: ‘And he called to
him his twelve disciples and gave
them authority over unclean spir-
its, to cast them out, and to heal
every disease and every infirmity’
(Mt 10:1). This speech explicitly
contains the charge to heal the
sick: ‘And preach as you go say-
ing, ‘The Kingdom of Heaven is
at hand’. Heal the sick, raise the
dead, cleanse lepers, cast out
demons. You received without
pay, give without pay’ (Mt 10:7-8;
cf. Lk 9:1-6; 10:1-12).
The speech on sending out the

twelve in the Gospel of Mark,
which is much shorter than in the
Gospel of Matthew and the
Gospel of Luke, ends with the
news that the disciples had man-
aged to call many to repentance
and had already healed many sick
people: ‘So they went out and
preached that men should repent.
And they cast out many demons,
and anointed with oil many that
were sick and healed them’ (Mk
6:13/ Lk 9:6).
The words of Jesus at the end of

the Gospel of Mark addressed to
the unbelieving Eleven (cf. Mk
16:11,13,14) contain the statement
that those who have received bap-
tism will place their hands on the
sick and will heal them: ‘He who
believes and is baptised will be
saved…’ (Mk 16:16). (Believers)
‘will pick up serpents, and of they
drink any deadly thing, it will not
hurt them; they will lay their
hands on the sick, and they will re-
cover’ (Mk 16:18).
In the context of the announc-

ing of the coming of the Messiah
as the son of man, Jesus speaks of
the final judgement and lists the
six works of mercy: giving food
to the hungry, giving drink to the
thirsty, welcoming strangers,
clothing the naked, visiting the
sick, and going to see those who
are in prison (Mt 25:35-36, 37-39;
25:42-43 and 44).
Together with the example of

the Good Samaritan (Lk 10:30-
37), this list of works of mercy has
inspired Christianity in its care for
the sick.



64 THE PASTORAL CARE OF SICK ELDERLY PEOPLE

I would like to end this paper of
mine by observing what in the ac-
counts of healing in the Gospels
emerges in a special way on two
occasions. When Jesus heals the
paralytic – this is the first of the
healings worked by Jesus – the
paralytic is carried by his friends.
Because he could not reach Jesus
directly because of the crowd,
they opened a hole in the roof of a
house and lowered the pallet on
which the paralytic was lying
down in front of Jesus. This must
be a injunction for Christians.
They must behave like the friends
of the paralytic: care for the sick
must be as serious and an effec-
tive as this action of the four men.
A sick man must be taken to Jesus
and to do this one must even open
a hole in the roof of a house (Mk

2:1-11/ Mt 9:1-8/ Lk 5:17-26).
There is also a disconcerting

‘anti-tale’. There was a blind beg-
gar in Jericho called Bartimaeus,
the son of Timaeus. When he
heard that Jesus was nearby he
cried out with all his strength and
said “Jesus, Son of David, have
mercy on me!”. But the crowd
around Jesus told him to be quiet:
‘And many rebuked him, telling
him to be silent”. But Bartimaeus
did not allow himself to be dis-
couraged and cried out even
more. Nobody managed to silence
him (Mk 10:46-52/Mt 20:29-
34/Lk 18:35-43). This, too, is a
warning for Christians; they
should be attentive to the laments
and the cries of the sick.
The dignity of sick people is as-

sured and defended by the care of

those who are near to them. This
care and this being neighbours is a
valuable source of help for sick
people. The friends of Job, in this
sense, are a true example: they do
what they have to do at the side of
a suffering man. They sit down
and keep quiet with the suffering
Job. Then, instead, they begin to
answer the speeches that Job
makes to them, they become ene-
mies of the suffering man, like
God whom Job condemns as his
enemy (cf. Jb 19:22; 13:24).
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In a book that is still a textbook on
the history of old age, Georges Mi-
nois presents a rather negative vi-
sion of the condition of elderly peo-
ple during the first centuries of
Christianity: only old people with
authentic wisdom are said to have
been appreciated and the Church,
even though it was a gerontocratic
society, is said to have used the el-
derly without any gratitude or
thanks.1 This book has been the sub-
ject of criticism both at a philologi-
cal level2 and at a specifically histor-
ical level,3 and, for that matter, very
different interpretations have, in-
stead, laid emphasis on the apprecia-
tion of elderly people in Christian
society and culture.4 However, very
little attention has been paid to the
special topic of care for the elderly,5
in particular at a health-care level,
and to the approach of the Fathers of
the Church to this question. I be-
lieve, instead, that this subject can
throw rather interesting light on the
action of Christianity in the social
field, whose development and evo-
lution can, in my view, be clarified
first and foremost if they are seen in
connection with the advances in
medical science at the time, taking
into account the special interest that
the Church has always shown to-
wards medicine.
In the Greek world care for the el-

derly was generally seen as the task
of their family relatives.6 The ap-
proach of the Jews was similar. For
them, however, an old person who
did not live with his or her family,
and did not have heirs who were
able to care for him or her, belonged
to the more general problem of
poverty and the precepts of charity
were thus applied to that person.7 In
the Roman world as well care for the
elderly was the task of the family,
even though the state took responsi-
bility for certain special categories
such as veterans and favoured the el-
derly through a policy of immunity.8

Into this consolidated tradition
Christianity immediately introduced
profound elements of change which
later evolved and modified with
time. The first reference to the sub-
ject appears in the account of the
Acts of the Apostles when this text
speaks about the beginnings of
Christian preaching when the Apos-
tles, answering the ‘Hellenists’9 who
complained about their widows be-
ing neglected at the level of daily
care, chose ten deacons to look after
them.10 This complaint with every
probability referred to help for the
poor which in this case did not in-
volve giving food to widows11 and
which the Apostles immediately ac-
cepted as an essential task of their
communities. But the profound sig-
nificance of this task and its organi-
sation were then clarified in an in-
delible way by St. Paul.
In his First Letter to Timothy, in

fact, Paul states that it is necessary to
care for and to honour widows who
are really widows. If they have chil-
dren or grandchildren these last
should help them and demonstrate
pity for the family. If, on the other
hand, the widow is on her own, she
must be helped by the community,
as long as she has demonstrated her
faith, has led an irreproachable life,
she has not re-married, and is not
less than sixty years of age. Howev-
er Paul further exhorts believers
who are relatives of widows and can
help them to help them so that the
Church does not have to take re-
sponsibility for them and thus can
help those who are really in need.12
Through these clarifications of St.
Paul, therefore, care for elderly
women without means of subsis-
tence and relatives able to help them
became a prominent task of the
Church and it appears evident that
this had to involve, in addition to
subsistence, also health care, even
though no evidence confirms the
thesis that at that time there was spe-

cific organisation for this purpose. It
is also important to observe the ef-
fort that the Apostle made to try to
limit the role of the Church to cases
of real need and this was a result of
the evident awareness of the limits
to the resources that the Christian
communities of that epoch had
available to them and to a concern to
avoid their dispersion and to lack be-
ing created as regards those who
needed such resources.
The prescriptions of Paul re-

mained the basis of the action of the
Church, for which care for widows
was a constant commitment,13 and
also of the thought of the Fathers of
the Church, beyond the explicit and
recurrent exhortations to conform to
the teaching of Christ who, accord-
ing to the accounts of Matthew and
Luke, exhorted us not to trouble
about the future needs of the body
but to take care of the future needs of
the soul instead.14 Thus Evagrius
Ponticus exhorted monks to be care-
ful about an avidity that was linked
to thinking about a long old age, the
impossibility of working, hunger
and the illnesses that would arrive
with old age, and the shame of hav-
ing to turn to the charity of others.15
This, however, was linked to Basil
of Caesarea and Gregory of
Nazianzus,16 who as we will see lat-
er were particularly committed to
care for the elderly, whereas Jerome,
who cites the passage in Matthew to
exhort Eustochius to be careful
about avidity and not to work with
the prospect of possible old age and
illness and people not having any
compassion for him, immediately
afterwards observes the commit-
ment of the faithful to support elder-
ly women, blaming those who en-
gaged in abuses because of pride.17
He elsewhere observes the injunc-
tions of Paul with approval, injunc-
tions which limited the care of the
Church to widows over the age of
sixty whowere of good habits.18 Em-
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phasis should be laid in considering
these passages on the connection be-
tween old age and illness which
were seen as complementary as re-
gards fear about the future. But the
reference to the words of Christ are
connected in both cases with trust in
charity, which would make old age
less severe, in the case of those who
did not have heirs who were able to
maintain them.
However, the care provided to el-

derly widows should not be underes-
timated. By the middle of the third
century in Rome, where the Christ-
ian faith was widespread but not
predominant, the letter of Pope Cor-
nelius to Fabius, the Bishop of Anti-
och, bears witness to the fact that the
Church maintained a thousand wid-
ows and poor people.19 The breadth
of this action and the burden that it
involved were confirmed by Jerome
who reminded the presbyter
Nepozianus that were he to fall ill he
could encounter difficulties in being
cared for because the Church fed
many old women who returned such
charity by looking after the sick,
which was, indeed, a way, as one
can see, of taking advantage of re-
sources and at the same of time of
ensuring that these elderly women
did not feel useless.20 Elsewhere
Jerome himself laid stress on con-
demning those who refused to help
their own mothers, thereby forcing
the Church to take care of them and
reducing what was available for
those elderly women who were real-
ly in need, and were also not
ashamed of seeing their own moth-
ers in church begging for alms.21 In
an even more sorrowful way Am-
brosiastrus praised the farsighted-
ness of Paul who established precise
criteria for those widows who could
be looked after: this commitment, in
fact, was a major burden on the
Church, above all because of those
faithful who, although they were
economically able to help them and
even to extend their charity to other
categories, sought to avoid this
obligation, thereby forcing widows
to turn to the Church for help.22 Thus
it was necessary to help a large num-
ber of widows rather than a few and
people complained about, and de-
layed, the help they gave. In addi-
tion, in opposition to the prescrip-
tions provide by St. Paul, widows of
more than one husband who had led
a dissolute life took advantage of the
help of the Church both because of

negligence and because of the inter-
vention of powerful people.23
Despite these difficulties and the

possible examples of abuse, help for
widows over the age of sixty re-
mained an essential institution of the
Church. However, elderly men,
even though in a state of need, re-
mained excluded from such help,
and this help was directed above all
towards providing food, housing
and clothes. However, no special
form of organisation seems to have
been dedicated, at least at the outset,
to dealing with illnesses. This situa-
tion, however, evolved progressive-
ly at both levels. Indeed, widows
and orphans appear as the beneficia-
ries of the care provided by the
Church in the Letter of Barnabus.24
Ignatius of Antioch, who was mar-
tyred under Trajan, prescribed chari-
ty for widows, orphans, the op-
pressed, prisoners, the hungry and
the thirsty.25 Towards the middle of
the second century Polycarp of
Smyrna thought that it was the duty
of presbyters to help the sick, wid-
ows, orphans and the poor.26 But al-
ready by the end of the same century
Clement Alexandrine refers to the
old, together with widows and or-
phans, as categories dear to God.27
Elsewhere Clement sharply attacked
ladies who rejected widows, old
people and orphans, and spent their
money on exotic or monstrous ani-
mals, whereas in fact they should
have provided help to the elderly
who taught them wisdom and had
faces that were much more beautiful
than monkeys. He referred to the
words of Christ who warned that
everything done to these brethren of
his was done to him.28
Although the testimony of

Clement could appear to be a per-
sonal stance marked by special con-
cern about the condition of elderly
people, much more significant at a
practical level is the testimony of-
fered to us by Tertullian in his
Apologetics, which was written in
197. He states in this work that the
money collected thanks to the offer-
ings made by the faithful should not
be wasted in useless expenditure but
should be used to give food and bur-
ial to those in need, to help orphans,
elderly servants and the victims of
shipwrecks, and all those who, be-
cause of their faith, had been con-
demned to work in the mines, de-
ported or imprisoned.29
And at the beginning of the third

century Origen, a pupil of Clement,
stated that it was necessary to be
careful in the distribution of ecclesi-
astical goods so as not to waste them
and the needs and the dignity of
every person had be considered with
prudence. Indeed, those who were
always having to make economies
and those who had lived for a long
time in comfort but only later fell in-
to poverty were not to be considered
as being on the same level. Equally,
the same things should not be of-
fered to men and women or to the el-
derly and the young who because of
their conditions were not able to
maintain themselves. It was also
necessary to ask people if they had a
large number of children, if they had
abandoned them, or if they were not
able, despite their efforts, to help
them in an adequate way.30 In a more
explicit way Ambrose, when ad-
dressing the duties of ecclesiastics,
stated that in helping people it was
necessary to take into account age
and infirmities and to give more to
those elderly people who were not
able to maintain themselves through
their own efforts and to the sick.31
With reference to this passage, as
with that taken from Origen, we
should draw attention to the juxtapo-
sition of the old and the sick, based
upon their shared situations, as indi-
viduals who were unable to obtain
enough to live. This juxtaposition,
for that matter, is to be found in the
monastic rules of Pacomius who
roundabout 321 established coeno-
bitism in Egypt by founding the
monastery of Tabennisis, to which
six other monasteries were soon
added.32 Old people, children and the
seriously ill appeared in these
monasteries to be the only cate-
gories that were exempted from the
fasts that were required of the
monks.33 This bears witness to an
awareness of the special condition
of weakness that they shared, which
in this case clearly had physical
causes rather than economic ones.
These passages testify to a clear

evolution, as a result of which, be-
ginning with the last decades of the
second century, old people became
one of the categories that were par-
ticularly attended to by the Church,
on a level with orphans, widows and
the sick. The consequent effects of
this evolution became evident be-
ginning above all else with the reign
of Constantine when the triumph of
Christianity and its full conformity
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with the Roman state created the
pre-conditions for a muchmore inci-
sive intervention to help those who
lived in a state of need, and this
within the context of the impetus
that the Christians gave to health
care through the foundation of hos-
pitals, above all in the eastern re-
gions of the empire.34 This interven-
tion took place exceptionally early
on. Indeed, whereas the first refer-
ence to a Christian old people’s
home in which the sick were also
treated is that connected with an ini-
tiative of Eustace, the Bishop of Se-
baste nel Ponto, in the middle of the
fourth century,35 the Patria of Con-
stantinople provides us with infor-
mation about an old people’s home
called Psamathia which had been
founded by Helena, Constantine’s
mother, in a neighbourhood of the
same name, together with a church.36
In my view there is no reason to
doubt this information when one
takes into account its exact historical
and chronological context. Indeed,
Helena had been living in Rome
since 32237 and she left it only in 327
in order to engage in a pilgrimage in
the East which would lead her to
Jerusalem. On the occasion of this
visit we have notice of her great acts
of charity and generosity not only in
the form of the foundation of
churches but also of generous dona-
tions to communities and to individ-
uals in need, with the freeing of peo-
ple in prison and the recalling of
people from exile.38 After returning
to Rome, Helena died between 329
and 330.39 The foundation of the old
people’s home in Constantinople
can only be dated to the epoch of her
pilgrimage and the historicity of this
foundation seems to me to be clearly
confirmed by the action of Helena as
a whole. In my view, the figure of
the creator of this new institution is
emblematic. Here there were three
features: the private benefactress,
the saint who would shortly be
recognised by the Church, and the
mother of the Emperor. Her activity
on behalf of elderly people in need
was in fact characterised from that
moment on, in my view, specifically
by a perfect harmony, at the level of
intention and action, of the Church,
the state and private individuals.
The importance of the role of pri-

vate benefactors is in fact borne wit-
ness to in particular in Constantino-
ple by the Patria and it was per-
formed above all else in the form of

the creation of foundations.40 Thus
under the Emperor Arcadius the pa-
trician Fiorentius left his home at his
death as an old people’s home, with
a chapel attached to it.41 The same
initiative was taken, while he was
still alive, by the patrician Dex-
iocrates under Theodosius II.42 The
magistros Antemius, who became
Emperor of the West in 467, also
transformed his home into an old
people’s home and into a church,43
and under Justin II the Eubulus
bothers and Isodorus converted their
homes into an old people’s home for
foreigners and into one for elderly
people.44
The example of Helena remained

for that matter an inspiration for

women of the imperial family: Eu-
docia, the wife of Theodosius II, is
credited with having founded a large
number of homes for the elderly,45 of
which we know of one that was lo-
cated in Jerusalem.46 Pulcheria, the
daughter ofArcadius and the wife of
the Emperor Marcian, together with
her husband founded in Constan-
tinople a home for the elderly that
was known as Prasina.47
The direct role and involvement

of the Church was also notable. In
particular Basil, on the occasion of a
famine that had struck Cappadocia,48
collected food for women, children
and old people, and he himself, to-
gether with his servants, attended to
the bodies of those who needed such
care.49 Gregory of Nazianzus, in one
of his poems written on the occasion
of his withdrawal from Constantino-
ple at the end of his patriarchate,50

uttered the following words: ‘wid-
ows, orphans, the sick, who looked
at my hands as though they were the
hands of God, and sweet homes that
took in the elderly, I will never for-
get your love, even if I wanted to’.51
The reference here is to the Church
of Santa Anastasia and these verses
seem to bear witness to the existence
of one or more homes for the elderly
that were managed by the patriar-
chate. It is an important fact that
Gregory puts side by side in an ex-
plicit way the activities engaged in
to help widows, orphans and the
sick.52 This testified to the putting of
these categories on a par which had
taken place in the care that was pro-
vided by the Church.

The context that I have outlined
raises three problems: the reasons
for the development that led the Fa-
thers of the Church, beginning at the
least from the last decades of the
second century, to add elderly peo-
ple to the list of categories that were
deserving of special care; the rea-
sons that led to the creation of insti-
tutions specially designed to accom-
modate and care for elderly people,53
a reality that was totally unknown
previously; and the reasons for the
breadth of such activity, namely the
special commitment shown in this
area by the state, the Church and pri-
vate benefactors. To answer these
points it is necessary, in my view, to
pay attention, on the one hand, to the
development of medical science in
relation to old age and the illnesses
that characterised old age, and, on
the other, to the influence of social



and economic phenomena that were
then developing within the Empire.
In Greekmedicine, and in particu-

lar in the Corpus Hippocraticum,
old age was seen as being charac-
terised by a progressive cooling of
the body which, it was thought, was
prevalently accompanied by a dry-
ing up of the humours, even though
a minority of writers spoke instead
of an excessive humidity.54 The ten-
dency to have specific illnesses in
old age was well known about and
in particular the author of Aphorisms
considered the typical illnesses of
old age as being feeling cold, mal-
adies of the urinary-genital appara-
tus, nephropathies, apoplexy, prob-
lems with bones and joints, insom-
nia and maladies of the ears and the
eyes.55 However, there was no refer-
ence to the existence of a specialisa-
tion in geriatrics which was, it ap-
pears, totally unknown.
This situation changed in a net

way during the Roman epoch.
Whereas Celsius confined himself
to observing that young people were
more subject to acute illnesses, el-
derly people had chronic illnesses
and elderly people in substance had
the same illnesses that were referred
to in the Hippocratic Aphorisms,56
we do have available to us works on
the illnesses of elderly people dated
to the period between the first and
second centuries AD.57 It was above
all else Galen who seems to have
provided an overall systematic ap-
proach to the subject and he offers
us valuable information on the situa-
tion as it existed during his epoch,
that of the last decades of the first
century and the first decades of the
second century, in the fifth book of
his De sanitate tuenda and De mar-
core, a work dedicated to marasmus,
a characteristic disturbance of old
age.58 On the basis of the theory of
the humours,59 Galen agreed with
the idea that dryness was character-
istic of old age, quite apart from the
false impression of dampness that
was created by an abundance of se-
cretions.60 He believed that old age
was not an illness but a condition in
line with nature.61 Above all else he
offers us valuable information on
the activity of the physicians of the
time. He observed in this work that
it was difficult to deal with the
health of elderly people just as in the
same way as it was difficult to deal
with convalescents because both
these realities did not involve per-

fect health but were intermediary
conditions between health and ill-
ness. He also testified to the fact that
the youngest physicians called that
part of their art that was concerned
with the health of elderly people
gherokomikón. 62 Elsewhere, when
addressing the subject of marasmus
and its affliction of the elderly, he
stated that it was impossible to im-
pede it but that one could prolong
life and that this was the task of the
branch of medicine that was called
gherokomikón, whose objective was
to avoid as far as possible that the
body of the heart became desiccated
to the point of it ceasing to func-
tion.63 In the opinion of Galen a good
physician of the elderly was a per-
son who knew their condition,
which was provoked by dryness and
cold, and learnt about simple reme-
dies that provided humidity and
cold.64 The therapies that Galen pro-
posed, in fact, sought to obviate a
lack of warmth and humidity and
gave major space above all else to a

suitable diet and hot baths.65 But he
also paid notable attention to the
psychological aspects of the condi-
tions of elderly people and to the
consequences of age for their
minds.66
The testimony of Galen demon-

strates first of all that in his time
geriatrics was a specialisation that
was by then well established, with
physicians who devoted themselves
in particular to the treatment of el-
derly people. The special illnesses of
the elderly were well known about
and required specific therapies and

therapies that were ongoing because
the maladies of elderly people be-
longed to the sphere of chronic af-
flictions and threatened them with
death, as well as being expensive be-
cause they were based first and fore-
most on diet and hot baths. For that
matter, Galen’s theories enjoyed a
wide diffusion and not only amongst
the pagans. It is sufficient to remem-
ber here that according to Eusabius
the adherents of the heresy ofArthe-
mon venerated their contemporary
Galen almost as a god.67 It should
not amaze us, therefore, that bishops
of great learning such as Clement,
Tertullian and Origen, who lived
shortly after Galen, rightly under-
stood, in the light of the theories and
practice of the medical science of
the time, the importance of health
care for elderly people.
For that matter, the approach of-

fered by Galen to geriatrics and the
therapies suggested by it remained
uncontested, and to such an extent
that we find them expressed again

during the fourth century in Oriba-
sius, in the sixth century in Aezius,
in the seventh century in Paul of
Egina,68 and during the medieval pe-
riod they constituted the uncontested
basis for the treatment of elderly
people.69 In this way there became
established the need for special ther-
apies that had been promoted by
Galen’s work, therapies that were
substantially distinct, because of
their specific character and their
long period of application, from
those that were held to be necessary
for people whowere sick in the strict
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sense. Thus it is that one can under-
stand, in my view, the need for the
creation of special places of care for
elderly people which were separate
in terms of terminology from other
centres providing care.70 Indeed, the
homes for the poor and for foreign-
ers had in essential terms to offer ac-
commodation to those who had no
places to stay; orphanages and
places for women about to give birth
had a well defined function in
chronological terms as well; and the
hospitals themselves took in and
treated patients whose period of stay
was limited to the effects of the
treatment they received; and, lastly,
the lepers’ hospitals took in sick
people who were seen with special
horror by most of the public.71 The
people who stayed in old people’s
homes needed accommodation, suit-
able food and heat, as well as special
forms of treatment and also human
and psychological care given their
conditions of health. They thus re-
quired a personnel that was avail-
able and able to attend to their need,
whereas the length of their stay was
not predictable because it would
continue until the arrival of death.
Lastly, although we have no evi-
dence available to us about the
forms of care and treatment provid-
ed in the homes for elderly people, a
source of great importance informs
us about the treatment that was in
use in the monasteries. The Rules of
St. Benedict, in fact, grant to sick
people both baths and exemption
from the prohibition on the eating of
meat, laying down an obligation on
the cellarii and servants to attend to
all their needs.72 Immediately after-
wards the same provisions are ap-
plied to the alimentation of the old.73
It seems to me here evident that
there is a reference to the forms of
treatment prescribed by Galen
which therefore must have been well
known about, and applied, in the
monasteries of the sixth century.
Although these factors explain the

creation of homes for old people,
very different reasons, in my view,
of a social and economic kind, ex-
plain their widespread presence and
the interest in them. Studies on an-
cient demography have demonstrat-
ed through analysis of the evidence,
and in particular of tomb inscrip-
tions, a clear increase during the im-
perial age in the number of people
who reached an advanced age, even
above a hundred, albeit with notable

geographical differences, as a result
of which, for example, Africa seems
to have been a privileged paradise
for elderly people. At the same time,
however, infant mortality remained
at a rather high level.74 We should al-
so take into account the effects of
epidemics. For example, the ecclesi-
astical historian Evagrius of
Epiphany, writing in 594 at the age
of fifty-eight, stated that the plague
had struckAntioch four times before
over a period of fifty-two years and
had carried off many of his sons, his
wife, various members of his family,
a large number of servants and peas-
ants, and two years previously his
daughter and her son.75 If one takes
into account the gravity first of the
‘Antonine’ plague which took place
between the second and the third
centuries, and secondly the Justinian
plague, which for a long time re-
mained endemic and gave rise to a
very large number of deaths,76 one
can understand how the conditions
in which Evagrius had to face up to
old age were not exceptional. In ad-
dition, the exposure of babies was a
rather widespread phenomenon and
concerned above all else less well-of
families that were not able to pro-
vide for them77 and had no scruples
in selling children they could not
maintain into slavery. Thus in the
year 315 Constantine issued an edict
which established urgent help for
parents who were prevented by
poverty from bringing up their chil-
dren so as to stop these children be-
ing killed, and in the year 322 he is-
sued similar rules to help those peo-
ple in grave economic difficulties
who were induced to pawn their
own children.78 In 329 a further de-
cree of Constantine regulated the
ransoming of young men sold as
slaves, which was evidently tolerat-
ed given the more serious threat that
they would be killed,79 and in 331
another decree established that who-
ever rescued a baby that had been
exposed and had brought it up was
able to keep it as a free person or a
slave, with the rejection of any claim
of the person who had exposed the
baby to have property rights over
it.80 It is evident that the intention
was to encourage the adoption of
children who had been subjected to
the practice of exposure.
The policy of Constantine in this

field had, however, very little effect
when we take into account the sharp
criticisms levelled at him by

Zosimus as regards the creation of
the crisargirum, a rather heavy tax,
which forced many parents to sell
their children,81 and the evidence
which demonstrates that the sale and
exposure of babies remained com-
mon practices during the whole peri-
od of the Low Empire.82 It is evident
that all of these phenomena could
not but increase to a very great ex-
tent, above all amongst the poorer
strata of society, the number of el-
derly people who did not have chil-
dren or grandchildren and were able
to maintain them, thereby making
the need for institutions that provid-
ed for their welfare impelling.
The most important confirmation

of this and at the same time the most
vivid illustration of what has been
argued so far in this paper is, howev-
er, offered by a passage, which has
generally been ignored, from John
Chrysostome. This evidence is fun-
damental, not least because it comes
from one of the Fathers of the
Church who was most sensitive to
the social aspects of the mission of
the Church83 and was involved in the
first person in works of care and
marked himself out by creating a
large number of hospitals inAntioch
and Constantinople.84 In his work
Suspicious Cohabitations, which
was written at the beginning of his
patriarchate at Constantinople,85
John Chrysostome wrote as follows;
‘Women, it is said, require greater
protection, whereas men find in their
nature a thousand resources. How-
ever, there are many men who are
weaker than women because of their
advanced age, because of illness, be-
cause of the loss of a limb, because
of grave illnesses and because of
similar things’. However, because
public opinion was more sensitive to
women, he pointed out how they
could be helped: ‘Indeed, there are
women exhausted by old age, some
with withered hands, others with
various illnesses, aggravated by
poverty and lack of resources. They
are not difficult to take in: if you
have money, spend it on them, if you
are strong, place the strength of your
body at their service. There are
many needs which require physical
help and money. It is necessary to
obtain housing for them, prepare
medicines, buy them a bed and
clothes, provide them with the nec-
essary food and everything else,
even though ten in number, but the
city is full of them. In looking after
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the weak and the old rather than the
strong and the young one can obtain
salvation’.86
Chrysostome, as one can see, at-

tests to a clear preference that was
still granted to elderly women at the
level of care being provided by the
faithful, but he reacts to it by empha-
sising how the essential discriminat-
ing element is not gender but age
and illnesses, which make all old
people in need of care. He also bears
witness to the gravity of the social
problem which was caused by the
high number of elderly people who
were poor and without family rela-
tives who were able to help them.87
Lastly, he confirmed the special
character of help that was required
in these cases, which was not con-
fined to medical care and treatment
but also involved housing, food,
clothes and beds, all of which were
elements that were needed to avoid
that the condition of elderly people
degenerated into ruinous illness. As
was very common amongst the
Founders of the Church, he also em-
phasised that the faithful were not
only required to provide help in the
form of money – they were also re-
quired to provide personal involve-
ment.88 But in this case the involve-
ment required was of a special char-
acter and this was to such an extent
that Chrysostome emphasised the
factor of physical strength which
was necessary to help people who
were often unable to move au-
tonomously.
In the Byzantine East care for the

elderly remained very alive and pro-
moted and we have evidence on a
large number of institutions.89 The
existence of homes for the elderly is
attested to in particular in Egypt by
papyruses90 but the literary sources
also demonstrate that they were
widespread and that the Church, pri-
vate benefactors and the authorities
took part in this field. For example,
Maximus the Confessor, when list-
ing the merits of Georgius, who was
the Prefect of Africa,91 refers among
other things to his work in creating
and supporting homes for elderly
people.92 In September 600 Pope
Gregory the Great sent beds and
blankets to the abbot of the
monastery of Sinai to equip a home
for old people that was to be built by
a certain Isaurus.93 John the Alms-
giver, who was patriarch of Alexan-
dria from 611 to 619,94 was praised
by his hagiographer for having es-

tablished homes for the elderly.95Ac-
tivity in this area appears to have
been widespread amongst those
missionaries who worked outside
the empire. Thus in the Laws of the
Homerites, which is attributed to
Gregenzius, the Bishop Tafar in the
Yemen, who lived during the first
decades of the sixth century and was
famous for his missionary work
amongst the Homerities,96 the King
of the Ethiopians, who at that time
also governed the Homerites and
had converted to Christianity, was
said to have created homes for the
poor and for the elderly.97
Activity in this field in the West

seems to have been on a much more
modest scale, in line, for that matter,
with the much lower diffusion of
centres that provided care and their
low level of specialisation,98 but al-
so, in my view, with the very differ-
ent political and economic situation
that prevailed. Towards the end of
the sixth century Pope Pelagius II99
had a home for poor elderly people
built in his own home100 but this evi-
dence is in a category of its own. In
my view the information provided
by the Regula monachorum commu-
nis, a text attributed to Fructus, the
Bishop of Braga during the middle
of the seventh century,101 is much
more interesting. This text, even
though the attribution of its author-
ship is contested is nonetheless in
large measure based upon his
thought.102 These Rules lay down
that sick people must be treated with
special care and the administrator of
a dispensary should not deny them
anything103 and should pay special
attention to them. They also provide
wide ranging regulations on the
problems of elderly people. Indeed,
the author of these Rules states that
many old people come to the
monastery as novices and he well
knows that they are led to do this not
out of a vocation but because they
are in a state of need.104 When these
people are discovered they must be
severely punished, in particular they
should be condemned to silence ex-
cept when they are asked questions.
They speak without purpose and if
they are rebuked for this by the
monks they get angry and are struck
by the malady of sadness, only to
fall once again into the vice of emp-
ty chattering. They must be thus
brought into the monastery in a way
that they do not pass their days and
nights speaking uselessly and they

should be induced, instead, to en-
gage in exercises of penance and
lamentation which must be the more
heavy and felt because they relate to
grave sins which have been commit-
ted for seventy years and even
more.105 If after all of this they do not
change their ways they much be ex-
communicated and after being
warned fourteen times they must be
judged by an assembly of the elders
which can expel them from the
monastery if they do not reform
themselves. On the other hand those
old people who behave well and
demonstrate their devotion must be
treated as children with heartfelt
compassion. They are to be exempt-
ed from heavy work and in addition
they are to be granted tender foods,
meat and wine which are suited to
their special diet, as well as clothes
and shoes that defend them against
the cold without them needing a
fire.106
These last prescriptions confirm

the continuing existence, in that
epoch as well, of an awareness of
special dietary conditions and
warmth that were needed by the el-
derly. But what us most important,
in my view, is the social situation to
which these Rules bear witness and
the response of the Church. The very
fact that the Rules see the taking of
refuge of elderly people on monas-
teries in order to escape need as a
rather frequent phenomenon demon-
strates to what point poverty and in-
security were widespread and also
bears witness to the powerlessness
of the state and private individuals in
providing help to elderly people
who were without it. The Church
was thus the only refuge and its in-
volvement was such that these Rules
even derogated the fundamental
principle of a novice having a voca-
tion and real faith as yardsticks to
decide on his entrance to a
monastery. The commitment to-
wards, and pity for, elderly people
forced to do what they did because
of their state of need was of such a
character and so great that they laid
down a rather long procedure for
their possible expulsion which, in-
deed, could only take place after nu-
merous rebukes, when it had been
established that it was impossible to
reform them and to convince them
to follow at the least the rules of the
community, thereby not creating
scandal amongst the brothers. Faced
with the very large number of elder-
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ly people who were poor and who
without family relatives who were
able to help them, the monastery
opened its doors on the sole condi-
tion that they did not disturb the or-
der of the monastic community and
did not hinder its spiritual life, there-
by transforming itself in substance
into an equivalent of those homes
for elderly people which in the East
continued to perform their functions
in an effective way.
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Introduction

In the fewwords of my reflection
on the subject that was entrusted to
me, I do not intend to look into the
faith and charity of those who care
for sick elderly people. I prefer to
restrict my paper to the question of
the growth in faith and charity of
those who, due to old age and sick-
ness, are approaching death. While
death looms ahead of all of us,
questions concerning its mystery,
its theological significance and the
immediate preparation for the final
passage become more acute in the
final stages of life, even when in
these last moments intellectual pro-
ficiency and psychic awareness
may be reduced or seriously im-
paired. What insights can theologi-
cal reflection offer us to illuminate
the spiritual experience of the final
journey? How do changes caused
by the development of medical
techniques influence this spiritual
experience? As always, theological
questions have to look towards
Christ in the search for an answer.
Jesus Christ, the Son of the eternal
Father passed through death and
resurrection. The paschal mystery
therefore, has to be penetrated in
the search of meaning for the final
passage of Christians.

The Death of Christ

In his meditation on the passion
of Christ as it is presented in the
Gospel of St. Matthew, the Belgian
theologian Fr. Servais Pinckaers
OP focused primarily on the gift of
self of Jesus. In popular piety a
painful focus on the various shades
of suffering of Jesus sometimes
predominated in such meditations.

An attentive reading of the Gospel,
however, shows that it is not suffer-
ing that is in the centre of the dra-
ma. The women who looked from
afar at the cross were not just weep-
ing in the face of the brutality. In
their contemplative gaze they
looked at Jesus giving himself to-
tally to the Father and to humanity.1
Cardinal Albert Vanhoye insists

that the sacrifice of Christ does not
consist uniquely in his death but in
the transformation of that death in-
to a source of new life.2 In the mod-
ern understanding of the words ‘ex-
piation’ and ‘sacrifice’, we think of
punishment and suffering. But just
as ‘to simplify’ means ‘to make
something simple’, and ‘to sancti-
fy’ means ‘to make something
holy’, so also ‘to sacrifice’ means
‘to make something sacred’. The
sacrificium of Jesus, his sacrifice,
is the making of his human will
supremely holy as that will is filled
with the love that is the Holy Spirit.
Giving himself totally, in utter
openness to the Father, Jesus has
shown us how the human will can
be fully enriched and expanded be-
yond its natural limitations by the
love that flows from the Trinity.
The role of the Holy Spirit in the
passion of Christ lay in the filling
of Jesus’ human heart with all the
force of divine love, in such a way
that in that death, suffered against
all justice, an ultimate covenant be-
tween God and humanity was
made. The fire of the Holy Spirit
transformed that death into a sacri-
fice of union, a means of making
the human heart of Jesus and our
hearts as we unite with him, holy.
Through his total gift of self, in his
solidarity with sinners, Jesus gave
us access to this divine love, which
flows out to us from his open heart.

We meditate in the paschal mystery
on the change of the death of a
man, treated as a criminal and pun-
ished with a cruel death, into a
means of supreme communion
with God and with humanity. This
change is of greater import and the
ultimate source of that further
change that is then the transubstan-
tiation of bread and wine into the
body and blood of Christ.
John Paul II in hisApostolic Let-

ter Salvifici doloris of 1984 reflect-
ed upon human suffering with sim-
ilar attention to the paschal mystery
understood as a mystery of divine
love, redeeming human sin by the
power of that love. In Jesus’ suffer-
ing ‘sins are cancelled out precisely
because He alone as the only-be-
gotten Son could take them upon
Himself, accept them with that love
for the Father which overcomes the
evil of every sin; in a certain sense
He annihilates this evil in the spiri-
tual space of the relationship be-
tween God and humanity, and fills
this space with good…The words
of the prayer of Christ in Gethse-
mani prove the truth of love
through the truth of suffering…
Human suffering has reached its
culmination in the Passion of
Christ. And at the same time it has
entered into a completely new di-
mension and a new order: it has
been linked to love, to that love…
which creates good, drawing it out
by means of suffering, just as the
supreme good of the Redemption
of the world was drawn from the
Cross of Christ, and from that
Cross constantly takes its begin-
ning’.3
Jesus could have saved us by

adding supreme divine love to his
smile in the crib in Bethlehem.
Since every human act can be nour-
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ished from within by the love of
God, and in Jesus his divine love
was supreme and infinite, although
also subject to human growth, theo-
retically, he could have made man-
ifest his supreme love in a simpler
way than by dying on the cross,
even though we would have had
greater difficulty in recognising
that love. By continuing to give
himself in his death, in spite of his
rejection and persecution, by being
totally in control of himself, even
though it seems that in the events of
his passion and death Jesus was be-
ing led by others and constrained in
his liberty, by saying during the en-
tire passion only what he wanted to
say and saying it when he wanted,
by refusing to use his divine power
to constrain his persecutors,4 Jesus
showed the fullness of divine love,
which is more powerful than suf-
fering and death. In the death of Je-
sus and in his resurrection, which
express his prayer in Gethsemane,
we see his gift, his total surrender
to the Father and his total openness
to the gift received, in which his
obedience consists. The suffering
of Jesus in his death made his trans-
parency to the Father and to the
power of the Spirit more visible.
We can try to bring home this

mystery by a simple comparison.A
doctor who goes to work in a dis-
tant country where he contracts a
serious disease and dies from it, or
a priest who goes as a missionary to
a foreign country and is killed
there, manifest the power of their
love. The parents of the doctor or
the missionary will feel pain that
their son has died or has been
killed. But at a deeper, spiritual lev-
el, they will feel joy that in the heart
of their son the love that they had
taught him has won, that in his
death which humanly seems to be
pointless the power of love has
shown its complete force, generat-
ing a supreme generosity that gives
itself to the very end. Of course the
son could have expressed his love
without dying as a missionary in a
foreign country, but his death man-
ifested clearly with no tarnishing
the quality of his love. Similarly,
we can presume a similar joy in the
heart of the eternal Father, who
views the victory of the love that
animates the Trinity made manifest
in the ultimate gift of self of the
Son. ‘This is my Son, in whom is

the fullness of my love!’ (cf. Mt
3:17; 17:5; Mk 1:11; Lk 3:22) The
eternal Father, moved by the love
of His original grace which preced-
ed the creation of the world and the
sins of humanity (Ep 1:4) is pleased
by the power of love, which His
Son not only manifested, but also
extended in his death towards
wounded humanity.
The perception of the profound

significance of the paschal mystery
can throw light upon the final
stages of the human spiritual jour-
ney in which elderly people pre-
pare for their ultimate passage.

Since the paschal mystery human
death has no longer been just a hor-
rible moment of the final separation
of the body and the soul, of the per-
son and his or her family and com-
munity. A Christian death is a gain,
a supreme union with God (Phil
1:21) to be lived out in love, and
not in fear (Heb 2:15), on the basis
of that supremely divine love that
has been freely offered to us. The
question therefore is not how to es-
cape death (which we cannot do),
but how to enter death in such a
way that the spiritual richness of
this passage, in union with Christ’s
own passage through death and res-
urrection to glory, will be an occa-
sion for supreme openness to the
freely given divine life. That is why
St. Paul wrote: ‘If we live, we live
for the Lord; and if we die, we die
for the Lord, so that alive or dead
we belong to the Lord’ (Rm 14:8)
and ‘we know that when the tent
that we live in on earth is folded up,

there is a house built by God for us,
an everlasting home not made by
human hands, in the heavens’ (2
Cor 5:1), and also: ‘when this per-
ishable nature has put on imper-
ishability, and when this mortal na-
ture has put on immortality, then
the words of scripture will come
true: death is swallowed up in vic-
tory” (1 Cor 15:54).

Learning how to Love

Viewing the utter gift of self of
Christ who loved us to the very

end, up to the manifestation of that
love in the suffering of the cross
and its manifestation in the Eu-
charist, we can learn how to love,
which is the sense of our life’s pil-
grimage. The secret of growth in
love lies in openness to the super-
natural love that flows from the
Trinity. The essence of charity is
that it is a supernatural love, that
same love that animates the Trinity
and can be incarnated in our human
loves, purifying them and giving
them their full splendour. ‘The love
of God has been poured into our
hearts by the Holy Spirit which has
been given us’ (Rm 5:5). St.
Thérèse of Lisieux in her medita-
tion on the sacerdotal prayer of Je-
sus recognised the secret of divine
love. Jesus gave us his own love,
and he invites us to live out that
love in our human relationships.5
We merit growth in that love not by
our meagre human efforts but by
receiving with greater trust that



love which is freely given. The
saint of Lisieux said: ‘It is said that
it is sweeter to give than to receive,
and this is true, and so when Jesus
wants himself to enjoy the sweet-
ness of giving, it would be impolite
to refuse’.6 St. Thérèse had heard
about a sister who died in great suf-
fering, offering herself in repara-
tion to divine justice. St. Thérèse
rejected this type of devotion and
instead she offered herself to the
merciful love of God. Since God is
infinite mercy, that infinite mercy
needs souls that will accept it, and
live it out to the full. There is an in-
herent need within the divine love
that wants to expand. Bonum est
diffusivum sui. St. Thérèse there-
fore offered herself to that merciful
divine love so that within her it
would find a space for its expan-
sion.7 Her openness to God consist-
ed in a completely filial trust in the
goodness and concern of the divine
Father. This did not, however, dis-
pense her from faith. Even though
her death can be physically attrib-
uted to tuberculosis, she died of
love. Her heart accepted the full-
ness of the divine love that she was
willing to receive, while that divine
gift had to pass through her heroic
faith, perplexed by temptations
similar to the positions of many
atheistic philosophers.
The supernatural virtue of chari-

ty in which we receive God’s love
and try to apply it in our approach
towards God and others, even if we
may open to it fully only in the last
moments of life, is the only reality
of heaven that we can experience
already here on earth. As we love
one another on the basis of that di-
vine love, we already have one foot
in heaven. To understand this mys-
tery, or rather to accept it intellectu-
ally, because we cannot fully ex-
haust this mystery by our under-
standing, we need to overcome a
philosophical presupposition that
has distorted thinking, at the least
since the end of the Middle Ages.
The prime cause can act complete-
ly within the secondary cause with-
out in any way depriving it of its
natural quality, dignity and rights,
and so the two causes do not face
each other as rivals.8 Divine grace
can manifest itself within truly hu-
man action. We may elicit an act of
love, flowing from the inner move-
ment of grace that is completely su-

pernatural, transparent to the
supreme love of God, and at the
same time it is fully our own act,
with all our human involvement,
inventiveness, and personal re-
sponsibility. The human will, since
it is created, can be moved from
within by God, without losing in
any way its own human nature, fi-
nality and personal quality. This
means that the love of God, made
manifest in the total gift of self of
Christ, can pass through our human
love. In fact, God is begging for our
hearts, our minds and our hands,
for our generosity and creativeness,
so that something of the divine love
of God will manifest itself in the
here and now of our lives.
Adifficulty arises, however, from

the fact that we easily erect resis-
tance to the movement of God’s
grace within us. Through our own
ambitions, through the convictions
of our special capacities and rights,
we may block the purity of divine
grace within us. A great spiritual ef-

fort and spiritual poverty are need-
ed to distance ourselves in humility
from attachment to our own pro-
jects and ideas, allowing the fecun-
dity of God to manifest itself within
them.
There is also a further difficulty

in total surrender to God. While, on
the one hand, it is true that there is a
correspondence between nature and
grace, grace making nature more
natural, more graceful, on the other
hand there is a certain opposition
between the two. The gift of super-
natural grace extends the human

faculties beyond their natural lim-
its. Grace, in particular as it be-
comes more dominant in the soul, is
then experienced by nature as a for-
eign intrusion, something like a
virus that generates feverish oppo-
sition.When God’s gift of grace be-
comes more powerful, when it
takes control of the soul, the forces
of nature protest. What happens on
the spiritual level is then countered
by the crisis of the dark night expe-
rienced strongly at the psychic lev-
el. A deeper immersion in the mys-
tery of God does not indicate with
such lights that faith would become
unnecessary. On the contrary: it
obliges one to make deeper, more
heroic, acts of faith in which the
mystery is received in utter blind-
ness against an opposition of na-
ture.
As we advance in life, we learn

how to love, and how to let go of
our own projects, imaginations,
self-condemnations and ambitions,
so that divine love, given freely by

Christ on the cross, will be hosted
in the depths of our heart. Those
who have learnt during their active
lives to live out the love that is
more powerful than human love,
recognising the weakness of their
own natural efforts and opening in
faith to the love that is freely given
to them as an unmerited gift, enter
eternity while still among us. Those
who have left openness to the di-
vine gift to the final moments of
their lives, learn humble submis-
sion to divine grace at their last mo-
ments, when sickness, suffering
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and fragility force them to trust on-
ly in God. Death is a transfer in
which the magnitude of divine love
can overcome the person to the full.
We go to heaven so as to love and
to love more with that divine love
that we have learnt to live out al-
ready here on earth.
It is in the light of the mystery of

divine love that we need to view old
age. In the past, people lived with a
deeper awareness of their depen-
dency upon God because they knew
that their survival depended on the
weather, on the harvesting of the
crops. Today with economic afflu-
ence people may live most of their
active lives without thinking about
God. God has therefore replied to
this situation by extending the lifes-
pan of people. People now live
longer, and sometimes they spend
extensive periods in their old age,
when they are sick, alone and for-
gotten by their families. This is a
privileged period of time, given by
God, when the old and sick, who
had been independent and success-
ful in their lives, learn how to let go
of all their attachments and become
children before God. It may seem
that the old and sick, limited to their
hospital or nursing home beds, can
do little, that the scope of their char-
ity is reduced. But God does not
need great projects and enormous
human activities. God is waiting
only for the response of the human
heart. The person who in old age
lives out his boring monotonous
days in prayer, in abandonment to
God alone, because all those who
were close are gone, who no longer
tries to impose upon God life’s pro-
jects, because history has moved on
and what seemed to be important
and dramatic in the past is no longer
relevant, such a person can become
transparent to the exchange of love
that flows from the Trinity. This is a
God-sent moment that should not
be ignored or unnoticed. It is a time
for the ultimate deepening and pu-
rification of faith and divine charity
in the soul.

Encounter with God
and Extended Dying

In the past, hospitals were places
where the sick were cured. When
the doctors arrived at the conclu-
sion that it was impossible to cure a

patient, the sick were sent back
home to die. This meant that the fi-
nal agony took place at home, often
in the presence of a close family,
amidst the furniture, the holy pic-
tures and mementoes that had ac-
companied the person in life. The
final moment was a time to make
adieus to one’s family and to re-
ceive the viaticum for the ultimate
journey.Accompanying prayers as-
sisted in the maintaining of a lively
faith, a deep trust in God, and sur-
render to the loving arms of the
awaiting eternal Father. Contempo-
rary advances in medical tech-
niques and in the organisation of
terminal health care have pro-
longed the duration of the last mo-
ments and transferred the final
agony to impersonal institutions
where people die, attached to ma-
chines, often far from their loved
ones, and without the close support
of their ardent prayers. Do these
circumstances assist or do they hin-
der in maintaining alive within the
suffering dying and within their
dimmed awareness a lively faith
and confident trust in God’s love?
The theological virtues do not

belong to the psychic level but to
the spiritual level, and this means
that their exercise does not neces-
sarily involve conscious feelings or
sentiments, even though the pres-
ence of these virtues in the faculties
may elicit an echo at the psychic
level. The repercussion of the theo-
logical virtues does not therefore
necessarily generate an experimen-
tally perceptible reaction, while
making the soul amenable to grace.
We cannot experientially perceive
the movement of grace, even
though we can consciously experi-
ence the fact that we make an act of
faith or an act of love, based
uniquely upon the foundation that
is trust in God. A theological expo-
sition of the theological virtues, of
their nature and mode of function-
ing, is applicable to all situations in
life. The faith of a child receiving
his first Holy Communion is the
same in its nature as the faith of a
profound mystic. It is a gift of
grace, which sets the soul on its en-
counter with God. The question,
however, is how these virtues func-
tion in moments of sickness and
human fragility. Can a senile per-
son, being unconscious, under the
influence of drugs or in depression,

exercise the theological virtues?
Can a mentally retarded person, in-
capable of intellectual endeavour,
make acts of faith and charity? Of
course it is difficult to judge ob-
serving the weak person fromwith-
out, but happily it is not our task to
judge them and to ascertain the
quality of their theological virtues.
Who are we to exclude them from
an encounter with God? Certainly
we can sometimes witness expres-
sions of religious trust and devotion
amongst the profoundly mentally
disabled.When human qualities are
undeveloped or diminished, trust in
God may be the only spiritual real-
ity that will remain, with the Trini-
ty finding supreme joy in meeting
the poor in spirit (Lk 10:21). Faith
and charity are given by God so as
to enable a contact with Him and it
is up to God to ascertain whether
and how they are exercised.We can
believe, therefore, that the utter pu-
rification that senility, suffering and
the agony of death bring with them
can so purify the soul that trust in
God will be the only important de-
cisive reality that will remain, even
in the state of a dimmed, reduced
consciousness. Multiple examples
of holy deaths, in which the final
passage is a moment of conversion,
of letting go of all ephemeral hopes
and of passing into the hands of the
loving Father, show that this is pos-
sible, that this is in fact the most
important moment of life, which
begins the richer, resurrected life,
on the other side of eternity.
In conclusion, I would like to add

a short remark by taking into ac-
count new bioethical issues that
have been provoked by the devel-
opment of medical sciences and the
possibility of the extension of the
time span of the final agony. In Pol-
ish medical terminology, some new
terms have been coined to describe
emerging situations and they are
now acquiring precision.9 A death
which comes about spontaneously
as a natural result of sickness in
spite of appropriate medical care or
as a result of the fact that limited
medical equipment had to be trans-
ferred to another patient who was
deemed to need it more, is de-
scribed as ‘orthothanasia’, meaning
a good death. It has none of the
morally evil connotation of ‘eu-
thanasia’, which strictly refers to
the direct killing of a suffering per-



son supposedly out of mercy. An
aggressive medical treatment that
attempts to prolong the life of the
patient at all costs, irrespective of
the patient’s pain and hopeless situ-
ation, is defined as ‘dysthanasia’. In
fact, more than the prolonging of
life, this is the prolonging of the
process of dying. Perhaps following
the logic of the new terminology,
we could coin the hitherto unused
term ‘heterothanasia’ for an inap-
propriate way of dying that would
be an antonym of ‘orthothanasia’,
the ‘good death’, with ‘dysthanasia’
being a form of ‘heterothanasia’.As
with distinguishing between ‘ortho-
doxy’ and ‘heterodoxy’, we would
then distinguish between an appro-
priate way of dying and an inappro-
priate way of dying. It may happen
that the process of dying will be
prolonged artificially for a variety
of reasons that do not deserve moral
approval. If this is done without
concern for the patient’s real good,
but uniquely for the purpose of
gathering material for scientific re-
search, or for the ‘harvesting of or-
gans’, or as may happen in the case
of a dictator, so as to arrange politi-
cal manoeuvres before his death,
these concerns for the prolongation
of life would be a form of ‘het-

erothanasia’. The morally accept-
able decision to forego ‘dysthanasi-
a’, burdensome and disproportion-
ate aggressive medical treatment,10
has to take into account the true
good of the patient. Returning,
therefore to the issue discussed in
this paper, it is important that for the
true good of the patient which
should always be a subject of focus,
the patient’s spiritual good and en-
counter with God are included. The
fact that the dying patient has re-
ceived the sacraments may be a fac-
tor, which will enter, apart from the
strictly medical arguments, into the
assessment of whether the prolon-
gation of further treatment is seen
as extraordinary and disproportion-
ate and whether palliative means
which may result in decreased con-
sciousness can be applied. The prin-
ciple formulated by John Paul II
needs however to be maintained:
‘as they approach death people
ought to be able to satisfy their
moral and family duties, and above
all they ought to be able to prepare
in a fully conscious way for their
definitive meeting with God’.11

Fr. WOJCIECH GIERTYCH, O.P.
Theologian of the Pontifical House,

the Holy See.
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1.Preamble

I have to admit that when I
agreed to make a presentation at
this conference I was more con-
cerned by the prospect of making
a presentation to this prestigious
gathering, in this sacred space,
than the topic itself. That was be-
fore I came to understand the full
ramifications of the topic. At that
point I became very concerned be-
cause, at first, I was not able to
think of many saints who had de-
voted their lives specifically to
caring for the elderly. Then I
found, in an address by BishopAl-
bino Luciani (known to us now as
Pope John Paul I) to the Women’s
Youth Congress on 1 October
1963 these words: “Tell the young
it is not only those in Heaven and
in pictures on the walls of church-
es and houses who are saints, but
also all the faithful who love the
Lord with a strong commitment.”
Given my topic today, these

words of Bishop Luciani resonate
with my personal experience of
“saints caring for the elderly”.
I grew up in the West of Ireland

in the 1950s. It was a place and
time when so many families lived
with the scourge of poverty, isola-
tion and the need to migrate. El-
derly persons were particularly af-
fected in this situation and suf-
fered from neglect and, the great-
est suffering of all, a sense of
worthlessness and loneliness.
However, in that society I came to
know many ‘saints’ who sacri-
ficed themselves and their careers
and even postponed following a
vocation to the religious life, the
married life or the priesthood in
order to care for an elderly father
or mother, uncle or aunt or other
relative.
I recall an Irish confrere, Broth-

er Sebastian Mills, who wanted to
join our Order when he was in his
twenties but postponed pursuing
his vocation until he was forty-
five years of age so that he could
care for his elderly parents. After
he eventually become a Brother of
St. John of God he only lived for a
short time. However he was re-
markable for his holiness and
great sensitivity towards people
who were suffering.

2.All cultures have an inbuilt
respect for their elders

I spent most of my religious life
working as a missionary in Korea,
a country that is predominantly
Buddhist and greatly influenced
by the teachings of Confucius
(551-479 BCE). While Confucius
believed that people live their
lives within parameters firmly es-
tablished by Heaven – which, of-
ten, for him meant both a purpose-
ful Supreme Being as well as ‘na-
ture’ and its fixed cycles and pat-
terns – he argued that human be-
ings are responsible for their ac-
tions and especially for their treat-
ment of others. For Confucius, the
acceptance of the fact that a per-
son is responsible for his or her ac-
tions is demonstrated par excel-
lence through the practice of the
Golden Rule: ‘What you do not
wish for yourself, do not do to oth-
ers.’ He regards devotion to par-
ents and older relatives as the most
basic form of promoting the inter-
ests of others before one’s own
and teaches that such altruism can
be accomplished only by those
who have learned self-discipline.
Confucian philosophy perme-

ates every aspect of life in Korea –
the manner of greeting one’s se-
niors or juniors, the relationships

within the family and relation-
ships in society and with friends
and acquaintances. Confucian phi-
losophy also influences life in
China and other countries of the
Asian region.
When I went to Korea in the late

1960s there was no need for nurs-
ing homes for the elderly because
grandparents were seen as the
family’s ‘treasure of great price’
and were treated as such. They en-
joyed pride of place, precedence
and respect because they were
seen as the custodians and trans-
mitters of the family history, its
customs, privileges and learning.
Their wisdom was sought on a va-
riety of issues – especially in rela-
tion to arranging marriages, nam-
ing new family members, teaching
their grandchildren the customs
and practices of the family and
even the Chinese characters used
in writing.
I recall remonstrating with a

taxi driver in Korea about the un-
critical way in which Koreans
seem to accept western customs
and values to the detriment of Ko-
rean traditional values and cus-
toms – especially with regard to
the position of the elderly mem-
bers of the family. Both Ireland
and Korea have experienced the
benefits of the so-called Asian
Tiger and Celtic Tiger economic
developments respectively. These
have brought much needed pros-
perity to both countries but, in my
opinion, they both have lost some-
thing very precious – respect for,
and care of, the elderly. As a con-
sequence of the free market econ-
omy there are many positive as-
pects that have benefited people,
but also there are negative conse-
quences that are causing hardship
and creating a ‘new poor’,
amongst whom the elderly find
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themselves. In some countries po-
litical expediency has caused
house prices to increase to such an
extent that they are out of the
reach of an average family in-
come. Other basic items such as
food, clothing and education have
increased in price and the result of
this is that both parents have to
find employment. This has in-
creased pressure on the parents
and their relationship with each
other and their children, and
brought enormous pressure to bear
on the traditional family unit. In
this situation both the young and
the old are exposed to possible ne-
glect, not from lack of love or
good will, but from being caught
in a desperate situation that can
cause burnout in the parents and
lead to a sense of hopelessness and
even violence. In this situation
there is the danger that the elderly
persons who are the ‘family trea-
sure’ will be sacrificed on the altar
of consumerism and will end up
being neglected.
Before getting to the core of my

talk, I would like to draw attention
to, and express appreciation of,
another group of people, men and
women, who with enormous dedi-
cation and skill, devote their lives
to the provision of care, various
programmes, respite-care in nurs-
ing homes and day centres, as well
as other types of home-based ser-
vices to so many elderly people.
Their work is not always appreci-
ated, rewarded or resourced as it
should be. If we look at past his-
tory we can see that circumstances
were quite different, because few
people managed, for various rea-
sons, to reach an advanced age.
That is not the case in many places
today and the problems in those
earlier times were of quite a differ-
ent nature. Now we often look to
strangers to care for our elderly.

3.The innate dignity
of every human being

Dignity is not conferred on an
individual: he/she is born with an
innate dignity that reflects the im-
age and likeness of God. More-
over the dignity of the human be-
ing is such that disease, disability
or the infirmities of old age in no
way can destroy or diminish it.

This is true of every phase in our
journey though life, from the new-
ly-born baby to grandma or grand-
dad who, like the elderly Simon
and Anna, thank God for the gift,
the wonder and the preciousness
of the new life they are holding in
their arms.
Some of the followers of Dr.

Martin Luther King, the great civ-
il rights leader of the 1960s, said
to him, why is it that whites have
all the jobs that give dignity and
we blacks are left to sweep the
streets and clean the windows? Dr.
King responded, there is no digni-
ty in work there is only dignity in
human beings. When you clean
the windows or clean the streets,
he exhorted, do it the best way
you know how and by so doing
you confer dignity on the work
that you do. Elderly people want
to be recognised for who they are
now, not for what or who they
once were. Often times elderly

people are only recognised for the
position they once held in society
or in the Church, rather than who
they are now. From time to time
you will hear an elderly person be-
ing introduced with words like, he
was a doctor, she was a university
professor, he was a school teacher,
a farmer or she was a fashion de-
signer as if work or position gives
a person dignity.
When we meet God in death the

question will not be,who were you
or what degrees did you have on
earth? There will be only one

question: how much did you love?
The answer to this question by
many people rejected in this life,
the homeless, people with all
kinds of disability, the stranger
whom society refused to offer hos-
pitality, may well be that of Peter,
“You know all things, Lord, you
know I love you” (Jn 21:15).
These silent prophets in our midst
who were ignored at best, at worst
marginalised and maligned. They
were considered a burden on soci-
ety, and yet in the words of the
great prophet of hospitality, St.
John of God, ‘one human being is
of more value than the combined
wealth of the entire world.’

4.The Church’s teaching

The parable of the Good Samar-
itan (Lk 10, 29-37) has drawn the
attention of the Church across the
centuries to a fundamental and

constituent dimension of our faith,
namely the fact that preaching and
worship find their ultimate truth in
serving our neighbour. This is a
belief that is informed and fash-
ioned by compassion. Christ in-
vites the Church to be both annun-
ciation and prayer, as well as ser-
vice to bear witness to the loving
closeness of God to people who
are old, sick, poor and needy. The
Church performs her mission by
taking the side of everyone specif-
ically to take care of them.
We read in St Paul’s letter to the
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community of the Galatians (Gal
5:13), a reminder to that young
community that it is ‘Through
love that you will be servants of
one another’. Obviously this is the
core of the Christian message and
was taught and exemplified by Je-
sus himself and is the blueprint for
all Christians of all time. There-
fore, the Church must always be
on the side of the poor, the sick,
the marginalised. Conscious of the
fact that everything she does, in all
she chooses, and in all her prefer-
ences for the needy, she is seeking
to be themanifestation of the Love
of God, moved at all times, as
Benedict XVI has reminded us in
his encyclical Deus Caritas Est,
by the Spirit who is ‘the energy
which transforms the heart of the
ecclesial community, so that it be-
comes a witness before the world
to the love of the Father, who
wishes to make humanity a single
family in his Son. Love is there-
fore the service that the Church
carries out in order to attend con-
stantly to man’s sufferings and his
needs, including material needs’
(n. 19).
The Church has received a man-

date to continue to practice
throughout time the example left
to us by Jesus the Good Samari-
tan, performing his identical mis-
sion, thereby embodying the love
of the Father through tangible acts
of care shown to suffering human-
ity: ‘and he sent them out to
preach the kingdom of God and to
heal’ (Lk 9:2). For it was from the
day of Pentecost that the history of
the Church became the history of
love, written throughout the cen-
turies by a huge multitude of be-
lievers who, like Jesus, took care
of injured humanity, and have ever
since been the leaven in moments
of darkness and difficulties in the
Christian community, referring
the Church back at all times to the
holiness of her origins.
Every period in history has its

own forms of poverty and the
Church has always tried to en-
courage solidarity, and it is pre-
cisely charity-love which has giv-
en a fresh impetus to the faith and
a new face to the Church, and still
continues today to emphasise the
fact that everyone, including the
elderly and the aged, have their
place and their usefulness within

the Christian community. We only
have to recall Pope John Paul II’s
Letter to the Elderly of 1 October
1999.
Looking back, even summarily,

at the Saints who have devoted
themselves to caring for the elder-
ly in the past, that is to say viewing
the Christian experience of those
who took to heart the Our Lord’s
commandment to love others as he
loved them, and to be like Christ
to others, we can see this obvious-
ly entails making a choice. This
presentation makes no attempt to
be complete, but merely seeks to
show how the Church, through her
sons and daughters, has always
had this particular dedication
across the centuries to the elderly,
as the expression of deep Gospel-
inspired love, transforming it into
an appeal and a value.
On these terms, charity – that is

self-giving – becomes an act
which epitomises the whole
Gospel. The Agape style is
Christ’s style, and it is this that all
these Saints took upon them-
selves. They found the courage to
choose this love of their aged
brothers and sisters for Christ’s
sake, expressed through the typi-
cal gentleness of the Christian
who knows that he or she is prac-
ticing the mercy which has pre-
ceded him.
It was the Saints, the women

and the men who were in love
with Christ, and seized by the
mysterious power of the Holy
Spirit who is, as our Holy Father
Benedict XVI has reminded us in
his first encyclical, Deus Caritas
Est, ‘that interior power which
harmonises their hearts with
Christ’s heart and moves them to
love their brethren as Christ loved
them, when he bent down to wash
the feet of the disciples and above
all when he gave his life for us’
(DCE, n. 19), through whom Jesus
has continued to be close to every
man and woman to this day. In
them, Jesus has continued to trav-
el not only through the small re-
gions of Judea and Galilee, but the
most impervious pathways
throughout the world.
Earlier I mentioned ‘saints,’

holy men and women but not
canonised by the Church as such,
who devoted their lives to caring
for an elderly parent or an elderly

neighbour who lived alone. These
are the ones of which Bishop Lu-
ciani speaks, whose images are
not on icons or holy pictures, but
men and women whose names are
truly written in the Book of Life.
Now I want to draw your atten-

tion to those men and women
whom the Church holds up to as
models of Christian living as an
inspiration and guide for us on our
journey through life. Some of
them lived to be elderly them-
selves and so understood how we
feel, what it is like to suffer from
arthritis, to feel unwanted and
lonely at times, to run out of steam
and nod off during a community
meeting or in the chapel, to fall in-
to the trap of talking of the ‘good
old days’ and see the vacant look
coming into the young face sitting
opposite one! The few people
named in this paper belong to the
host of holy men and women of
charity who made the face of the
Church of Jesus shine out by em-
bodying the Gospel of Mercy in
their words and deeds.

5.By caring for the elderly
they gave witness to the
central core of the Gospel:
the merciful love of the father

ST. JOHN OFGOD

St. John of God was born at
Montemor-o-Novo, just outside
Lisbon, in 1495 as João Cidade.
After going to live in Spain, John
had an adventurous life, including
a hazardous military career and
selling books. Having had a con-
version experience that was inter-
preted as a mental illness he was
admitted to the Royal Hospital of
Granada and there he received the
treatment of the day for mental ill-
ness which included scourging,
starvation and humiliation. John
accepted this as a way of making
recompense for his wasted life but
when he saw his fellow patients,
some of whom were old and
weary, being treated in this way,
he was outraged. He resolved to
do something about it when he
was discharged from hospital.
When John began to put his reso-
lution into practice people consid-
ered him to be insane and many
made fun of him. What sane per-



son would try to give shelter to the
homeless, care for the sick and the
dying, befriend and brother the
marginalised and outcasts of soci-
ety? Yet twelve years later, when
John died on 8 March 1550, the
entire city of Granada mourned
his death and gave him the equiv-
alent of what today would be a
‘state funeral’.What a transforma-
tion for the citizens of Granada
who had already ‘canonised John’
by giving him the name John OF
GOD! What an example of Chris-
tian charity and selfless giving to
one’s brothers and sisters in need
by John of God! John of God was
beatified in 1630 by Pope Urban
VII and in 1690 he was canonised
by Pope Alexander VIII. Between
the end of the nineteenth century
and the beginning of the twentieth
he was proclaimed the Patron
Saint of the sick, hospitals, nurses
and their associations, and then
Co-Patron Saint of Granada.

ST. CAMILLUS DE LELLIS

He was born into a noble family
on 25 May 1550, near Chieti. He
lived as a mercenary soldier and,
having gambled away all his pos-
sessions, he went into service with
the Capuchins at Manfredonia.
After his conversion he went to
Rome to have an old wound treat-
ed at the hospital of St. James for
the Incurables where he dedicated
himself, above all, to caring for
the sick. He devoted himself to
Christ crucified and began study-
ing at the Collegio Romano. After
his priestly ordination he founded
the ‘Company of Ministers to the
Infirm’, better known to us as the
Camillians. His Order stood out
from others not only by the Red
Cross worn on the front of the
habit but also by its spirit of mer-
ciful love. St. Camillus devoted
particular attention to the sick and
laid the foundations for the profes-
sion of nurses and chaplains as we
know them today. He died in
Rome on 14 July 1614.

ST. VINCENT DE PAUL

He was born at Pouy in Gas-
cony on 24 April 1581; up to the
age of fifteen he looked after pigs
to pay for his studies. He was or-
dained priest at the age of nineteen

and in 1605, on his way fromMar-
seille to Narbonne, he was taken
prisoner by Turkish pirates and
sold as a slave in Tunisia. He was
freed by his ‘slave master’ who
was converted to the faith.As a re-
sult of this experience he was left
with the desire to bring physical
and spiritual relief to deportees
and persons in prison. In 1612 he
became a parish priest near Paris.
At his school, priests, religious
and lay people were given training
and formation and became anima-
tors of the Church in France; he
spoke out to those in power on be-
half of the weak and disadvan-
taged. He promoted a simple and
popular form of evangelisation.
He first founded the Priests of the
Mission (Lazarites) and then, with
St. Louise de Marillac, founded
the Daughters of Charity (1633).
He died in Paris on 27 September
1660 and was canonised in 1727.

ST. JOANANTIDATHOURET

She was born near Besançon in
France on 27 November 1765, as
the daughter of a tanner.At the age
of twenty-two she joined the Con-
gregation of the Sisters of Charity
of St. Vincent de Paul in Paris. On
the outbreak of the French Revo-
lution the Community was dis-
solved by the authorities and she
returned to her native village of
Sancey where she ran a school. In
1799 she opened a school in Be-
sançon with four assistants, mark-
ing the beginning of the Congre-
gation of the Sisters of Charity un-
der the protection of St. Vincent de
Paul. The Congregation grew
rapidly and spread to Switzerland
and Savoy. In 1810 Joan was in-
vited to run a large hospital in
Naples. She spent almost the re-
mainder of her earthly life there,
opening many Institutes in Italy,
and died on 24August 1826.

BLESSED CHARLES STEEB

He was born at Tubingen in
Germany on 18 December 1773,
into a Protestant family. Like all
the members of his family he was
an ardent evangelical but was fas-
cinated by the vibrant world of
Verona with its lively cultural and
religious life. He was ordained
priest four years later to the great

disappointment of his family who
disinherited him. This was the
time of the war between Napoleon
and Austria and Charles spent
some time working in infirmaries,
military hospitals and isolation
hospitals for people suffering
from infectious diseases, as a
priest, nurse, and an interpreter in
three languages. He devoted him-
self to the sick, the needy and the
elderly. In 1840 he founded the In-
stitute of the Sisters of Mercy in
two small rooms, who devoted
themselves to every kind of suffer-
ing and need, which came into be-
ing not only thanks to him but also
to the financial support and the
practical assistance of Luigia
Poloni, a woman from Verona,
who subsequently became Mother
Vicenza. He died in Verona on 15
December 1856 and was beatified
by Pope Paul VI in 1975.

BLESSED JEANNE JUGAN

She was born at Cancale, in
France, in 1792. Her fisherman fa-
ther died at sea when she was only
four. Jeanne worked as a domestic
servant in a castle and then began
to develop her vocation: to help
lonely old people. At the age of
twenty-five she left her village and
worked as a nurse at the hospital
of Saint-Servan. In the meantime
she had joined the Third Order of
the Mother Most Admirable,
founded by John Eudes. With her
friend, Francesca Aubert Jeanne a
rented house and began to take in
lonely and sick elderly people.
Jeanne was being prophetic when
she said to her mother: ‘Godwants
me for himself. He is keeping me
for a work which is not yet known,
for a work which is not yet found-
ed’. One winter’s evening, Jeanne
opened her home and her heart to
an elderly, half-paralysed blind
woman who had found herself
suddenly all alone, she gave up
her bed for her. This act commit-
ted her forever. Soon another old
woman followed, then a third. In
1843, there were forty such old
women around Jeanne and her
three young companions, who had
chosen her as the Superior of their
small association which was slow-
ly taking the form of a religious
community. This was the core of
her Congregation. Jeanne spent
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her last years begging for alms.
She died in 1879 andwas beatified
in 1982.

BLESSEDMARIE EMILIE
TAVERNIER GAMELIN

Emilie Tavernier was born in
Montreal on 19 February 1800. In
1823 she married John-Baptiste
Gamelin whom she had discovered
to be a friend of the poor – which
was wholly in line with her own as-
pirations. They had three children
but her joy in themwas short-lived:
they all died in childhood and she
was soon widowed after a happy,
faithful married life. The void left
by the death of her children and her
husband was filled by the poor: her
house became their home and she
worked hard to expand the premis-
es so that she could take in the im-
poverished, the elderly, orphans,
prisoners, immigrants, the unem-
ployed, the deaf, young people or
couples in difficulty, the physically
and mentally disabled. Very soon
her house became the ‘Home of
Providence’ for everyone, because
she herself was considered a ‘true
providence’. For fifteen years she
increased her acts of heroism and
dedication under the grateful and
kindly oversight of Bishop Jean-
Jacques Lartigue and subsequently
the second Bishop of Montreal,
Monsignor Ignace Bourget. Such
an invaluable life could not be al-
lowed to disappear, and had to con-
tinue. Msgr. Bourget therefore
turned to his diocese and young
Canadian girls were sent to Mrs
Gamelin who trained them to prac-
tice the compassionate charity that
she had practiced with such love,
devotion and sacrifice, and to un-
dertake the mission of Providence,
proclaimed in deeds which speak
louder than words. Emilie Tav-
ernier Gamelin died on 23 Septem-
ber 1851. John Paul II beatified her
on 7 October 2001, proposing that
the People of God take her as a
model of holiness for a life spent at
the service of our poorest brothers
and sisters in society.

BLESSED
FREDERICK OZANAM

Frederick Ozanam, the founder
of the Society of St Vincent is an
example of lay holiness and chari-

ty. He was born in Milan in 1813
(his father was in the Napoleonic
army) and after Waterloo he re-
turned home. In Paris he joined
the Catholic circles that gathered
around the physicist André-Marie
Ampère and Emmanuel Bailly. In
1833 he created the ‘Conferences’
which still share the lives of the
poor today. He graduated in law
and letters and taught at the Sor-
bonne University, becoming a
Member of the Academy of the
Crusca in Florence. In 1841 he
married and had a daughter, while
continuing to follow his Move-
ment. He died in Marseilles in
1853.

BLESSED JOSEPHINE
GABRIELLABONINO

She was born at Savigliano (Cu-
neo) in the diocese of Turin on 5
September 1843, into a wealthy

and deeply religious family. In
1855 she moved with her family to
Turin, due to the professional com-
mitments of the father who was a
physician.At the age of twenty-six
she returned to Savigliano. For
five years, until his death, she lov-
ingly cared for her sick father. In
1875 she established close bonds
with Giovanna Colombo’s Centre
for assisting orphaned girls in the
town. Even though she felt the de-
sire to enter the cloistered life she
decided to create a new religious
family, the Congregation of the
Holy Family, to care for orphans,

the elderly, the sick, or girls to be
educated. She took as her model
the Holy Family of Nazareth:
humble and hard-working. At the
age of thirty-eight she was elected
Superior and remained in this post
until her death. She died in Savona
on 8 February 1906. Mother
Josephine Gabriella was beatified
by John Paul II on 7 May 1995.

BLESSED
JOSEPH NASCIMBENI

He was born in 1851 in the
Province of Verona, and at the age
of twenty-three was ordained
priest, and qualified as an elemen-
tary school teacher. Three years
later he was posted to Castelletto
di Brenzone on Lake Garda where
he was to remain for forty-five
years, until his death. He was en-
gaged in a huge amount of pas-
toral activities, where he was able

to deploy all his talents; there was
an absolute explosion of initia-
tives, but the township was in a
catastrophic situation, with ne-
glected children, young people
who had never been to school and
had never been given a religious
education, old people left unassist-
ed and alone, families that had
broken down due to mass migra-
tion to find the employment which
their country was unable to offer
them. He opened up houses to take
in boys and organised home-care
services for all the people who
lived alone, a kindergarten, a
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school for orphans and so many
other initiatives. He founded the
Congregation of the Little Sisters
of the Holy Family which still
continues to carry forward his
charism. He died on 21 January
1922 and was beatified by Pope
John Paul II in 1988.

BLESSED
FRANCIS SPINELLI

He was born in Milan on 14
April 1853 and was ordained a
priest in 1875. He founded the In-
stitute of the Sisters Adorers of the
Most Holy Sacrament whose mis-
sion is to adore Jesus in the Eu-
charist day and night and to serve
their poor and suffering brethren in
whom they ‘see the Face of
Christ’. Francis saw Christ among
the distressed, marginalised and
rejected, and whenever there was
any kind of need: in schools, orato-
ries, caring for the sick, or lonely
elderly people. He became widely
considered a saintly man, and died
on 6 February 1913. He was beati-
fied by John Paul II on 21 June
1992.

BLESSED
TERESAOFCALCUTTA

Mother Teresa of Calcutta,
whose original name was Agnes
Gonxha Bojaxhiu, was born on 26
August 1910 in Skopje (the for-
mer Yugoslavia, today’s Macedo-

nia), into an Albanian Catholic
family. At the age of eighteen she
decided to join the Congregation
of the Missionary Sisters of Our
Lady of Loretto. In 1928 she left
her country for Ireland, and within
a year she was already in India. In
1931 the young Agnes took her
first vows and the religious name
ofMaria Teresa of the Child Jesus.
For some twenty years she taught
history and geography to girls
from wealthy families in the Lore-
to Sisters’’ school at Entally, in
east Calcutta. But just outside the
boundary walls of the convent was
the poverty-stricken neighbour-
hood of Motijhil which, with its
overpowering and nauseating
stench, was one of the most de-
pressing slums in the Indian
megalopolis. On 10 September
1946 she heard the ‘second call’
while she was on a train on the
way to Darjeeling for spiritual ex-
ercises. She felt that she was being
required to quit the convent to
work with the poorest of the poor,
for those who lived on the margins
of the world, the derelict people
who were dying daily on the foot-
paths of Calcutta without being
given the dignity of even dying in
peace. That was 16August 1948.
Our Lady is considered to be the

first Missionary of Charity be-
cause of the visit she paid to Eliza-
beth, demonstrating her burning
love in freely-given service to her
elderly cousin who was in need.
“You can find Calcutta anywhere
in the world”, said Mother Teresa,
“if you have eyes to see. Every-
where you will find those who are
unloved, unwanted, and cared for,
rejected and forgotten”. Her spiri-
tual children continue to work
throughout the world serving ‘the
poorest of the poor’ in orphanages,
leprosy hospitals, homes for the el-
derly, unmarried mothers, and the
dying. She once said, “when I am
dead I can help you even more...”.
She died in Calcutta at 9.30 p.m.
on Friday, 5 September 1997, at
the age of 87.

6. Conclusion

To conclude, if we look at past
history we can see that circum-
stances were quite different, be-
cause few people managed, for

various reasons, to attain an ad-
vanced age. Today is very differ-
ent – especially in the industri-
alised countries where people are
living much longer than previous-
ly – and the problems in those
days were of quite a different na-
ture to those of our times. Today’s
better standard of living, good nu-
trition, scientific advancements
related to the ageing process
which advises on diet, exercise,
gainful employment and involve-
ment in society, has led to people
living longer in the industrialised
north. Unfortunately, the converse
is true in the developing countries
because of a lack of the above
with wars and violence adding
dramatically to early deaths
among these populations. The in-
creasing numbers of elderly peo-
ple in the South and all the chal-
lenges relating to this, such as
multiple illnesses, financial straits,
loneliness, isolation, inadequate
housing, are a relatively recent
phenomenon. It shows that our so-
cieties have undergone a radical
transformation in attitude and val-
ues which makes it difficult to ad-
dress the issue with the determina-
tion, imagination and commit-
ment that it calls for. It is not a
matter of a lack of resources in
most countries of the south, but of
the political will not only to con-
front the challenges that a more
senior population entails, but even
more importantly to promote it as
a positive resource for the whole
of society, as demonstrated in
countries like China, Korea and
Japan where Confucianism has a
deep influence. As a person of
pensionable age myself, I can say
that the financial resources are
there in most countries because of
the hard work, taxes paid, innova-
tiveness and sacrifices of the el-
derly people of today.
The axiom of Confucius, “What

you do not wish for yourself, do
not do to others” is as valid today
as it was five hundred years BC.
The elderly person is not a prob-
lem, no more than a baby is a
problem, he or she is a blessing. In
the Old Testament you have the
aged Zachariah taking the Youth
of God in his hands in the temple
and, with words of hope and
thanksgiving, asking God to let
him go in peace for his eyes has
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seen the Light that will Enlighten
Israel.(Is 52:46:13:42-6,49. Jn
8:12b) The Gospel of St. Luke be-
gins with four elderly people
Zechariah and Elizabeth, Simeon
and Anna all of whom have a
dream, the hope for what is new.
Maybe society today needs to
utilise, listen to and care for its el-
derly citizens, grandfathers and
grandmothers, who have the time,
patience to listen, to counsel, to
accompany others as they struggle
with life issues and concerns, and
not treat them as ‘cheap labour’,
baby sitters or – even worse – a
burden. With such a high suicide
rate among our young population,
dependency on chemicals – drugs
and alcohol – as St. John of God
said to a young man searching for
his vocation in life, many young
people are like a boat without a
rudder, going around in circles.
Instead of seeing the elderly as a
burden we must accept them as
productive members of society,

obviously with health and other
needs that go with their age and
stage in life, who have so much to
contribute to a needy society from
their experience that can be useful
and nurture the hope that springs
eternal.
Across the centuries the

Church’s response to the elderly in
need has been generous and cre-
ative and has taken so many dif-
ferent forms; the service of charity
on behalf of the elderly has always
had an important place in the life
and interests of the Church.
Faced with a constant increase

in the care requirements of the el-
derly as a phenomenon of the
modern age, and the development
of increasingly more complex
forms of services, our Saints have
had to seek out and develop new
approaches and new working
methods to keep pace as closely as
possible with the new and increas-
ingly more complex emergencies
in this field.

At the end of this short back-
ward glance we have seen many
consecrated and lay people who
have dedicated their lives to look-
ing after the elderly. Their gener-
ous, patient and sensitive love
and service gave the elderly not
only the medical care they needed
but, even more importantly, a
feeling or sense of being valued
and respected, with a dignity that
the infirmities of old age in no
way destroyed or diminished.
These dedicated men and women
gave great human comfort and
spiritual assistance to those they
served, bringing them great hope
through which men and women
live as a sign or an instrument of
Christ’s love and as a manifesta-
tion of the love of the Church for
the suffering members of the
body of Jesus.

Br. DONATUS FORKAN O. H.
Prior General of the Hospitaller

Order of Saint John of God



‘Let us hold fast the confession of
our hope without wavering , for he
who promised is faithful’ (Heb
10:23). The text of the author of the
Letter to the Hebrews seems to
foreshadow our subject matter by
twenty centuries; perhaps it would
be more appropriate to say: he is
able to express the original experi-
ence of believers faced with limits.
This is an experience that does not
know the passing of time because it
is connatural with every man who
has to provide an answer to the
question of the reasons for limits, in
the various guises they appear, in
order to draw near to the meaning
that transcends him and satisfies
him. What is required in our reflec-
tion, however, are three observa-
tions of the Biblical text which
should be explained. First of all,
faithfulness to God is referred to.
This is one of the dominant themes
of the whole of Holy Scripture:
from the Old Testament to the New
Testament the leitmotif returns that
God is faithful to the promises that
He makes. In this case, the believer
is called to verify directly the truth
of this statement: God has kept the
promise that He made. But even
more than this the believer is called
to believe that specifically because
of this, God’s other promises will
be kept in due time. A second refer-
ence in the above quotation is to the
unity that is made between faith and
hope. Profession (omologhia) nor-
mally concerns faith in the Lord; in
our case, on the other hand, we find
a reference to hope. The mind of the
believer is immediately referred to
the celebration of baptism and of
Easter. In other words, to profess
faith in the Lord is equivalent to
hoping in him and in his return,
when he will complete everything
so as to then present it to the Father
(cf. 1 Cor 15:24). This dimension of
hope is expressed in great opti-
mism; the holy author wants to tell
us that we must be full of joy and

trust, optimists that is to say, be-
cause the death and the resurrection
of the Lord are our salvation. The
evil that is always present and the
limits that are imposed on our lives
are not the last word because Christ
has defeated them. Good and evil,
to go back to the teaching of the
Apostle Paul, are present in the life
of each and every man and fight
each other but the believer possess-
es the certainty that they are not on
the same level. Good always de-
feats evil and destroys limits be-
cause it good is the fruit of the Spir-
it of the Risen Christ (cf. Gal 5:22-
25). The third observation revolves
round the adverb that could easily
move into the background but in
fact allows a reinforcing of what
has already been said – ‘fast’. The
profession of hope must be made
without wavering. The Greek reads
ακλινη′ and indicates the wavering
way in which Christians live their
faith – limping! We are brought
here to the certainty of faith and the
hope that must be lived with equal
strength and consistency. To sum-
marise, in the face of the mystery of
the death and the resurrection of the
Lord in whom so many have be-
lieved and of which we have solid
testimony, we cannot allow our-
selves to be wavering. Hope, there-
fore, is a certainty that is placed on
our pathway; in it we must grow,
but with a constant process that fix-
es our eyes on the faithfulness of
God who loves those who believe
in Him and gave his Son for them.

The Inexorable Character
of Faces

‘Nature does nothing in vain’:
this Aristotelian principle allows us
to address with due reasonableness
the question of the limits that are
placed within us. They are reflected
in the traits that daily experience
obliges us to address and which

demonstrates its innumerable faces
in the most desperate situations.
One of these faces is certainly that
of illness, suffering and death. Life
is not a uniform flow; it is enough to
look at our faces to perceive how in
a few square centimetres one can
write the entire history of an exis-
tence. ‘Man’, writes R. Guardini,
‘characterises himself constantly
anew. His psycho-physical condi-
tions constantly change. The im-
ages that a man offers of himself
when he is working or when he is
resting, when he is struggling or
when with calm and serenity he en-
joys what he possesses, are very
different, With each new character-
isation of man new aspects of his
nature appear. The various condi-
tions of health, professional situa-
tion or social status can penetrate
deeply into the depths of his spirit.
The differences that are created are
at times so great that they openly
call into question the identity of a
person…however, one is always
dealing with the same man. The di-
versity of situations does not elimi-
nate his unity; indeed it is specifi-
cally his unity which is affirmed in
diversity’. God decided to write the
book of life within certain stages
that inexorably pass for each and
every human being. It is up to us to
understand the meaning of this sto-
ry and to live it with a freedom that
enables us not to ever be subjected
to what we are living. Indeed, we
are called to provide a meaning so
that we can express to the full our
personal participation in the dy-
namic of the passing of events. God
decided not for a man in general
but for a precise face, and for every-
one He has a project that develops
from birth to death as a call to life.
The response that we offer allows
us to see the completion of this pro-
ject or its failure. This is a fact: only
to the extent that we are aware that
we grasp the meaning of the move-
ment of the life are we able to ac-
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quire an identity that allows the for-
mation of our personalities. Each
stage of life that is lived is always
new; it was not lived before and it
will not be lived in the future. It is
the καιρο′ζ, the instance of the pre-
sent that makes us each time differ-
ent and yet always the same.
As long as we live with the impe-

tus of youth our gaze is often direct-
ed towards understanding the re-
quirements and the expectations
that will arise in the future; we draw
near to adulthood and old age and
the truth that has been accumulated
over the years opens our eyes so
that we can look ahead and touch
with our hands the end of the life
cycle. Each stage of life has its
phases and its crises: adolescents
and young people feel the crisis of
identity; a mature man feels the cri-

sis of limits; and the elderly feel the
crisis of detachment…At all these
moments one always perceives
something that is unique, au-
tonomous, and yet that is destined
to prepare for what is coming after-
wards. The problem that poses itself
with the arrival of old age is that of
knowing how to accept the inex-
orable passing of time, how to un-
derstand its meaning, and how to
actuate it in an active way without
being subjected to it. What must be
observed, however, is that we in-
creasingly live immersed in a cul-
ture that identifies the value of life
with youth; in this way the condi-
tion of the elderly is marginalised
and a maturation of this stage of ex-
istence is not fostered thereby lead-

ing it to be accepted and lived in a
dignified way. If an elderly person
no longer has a social presence and
no longer performs a function for
society, then it is inevitable that he
or she will become a superfluous
burden because he or she is not pro-
ductive. A spiral of the juvenile is
created which seduces people in a
devastating way because it impedes
an acceptance of what one is so as
to take refuge in the illusion of a
dream. It appears that in the current
portrayal of life are absent those
special values of the elderly person
such as wisdom produced by accu-
mulated experience and the trans-
parent behaviour that is the out-
come of a life that has been lived.
In such a context, the question in-

evitably arises: what is the use of
the various specialisations in geri-

atrics or all the new forms of wel-
fare provision if the elderly do not
become aware of their state? If the
way in which that state is presented
and received is on the same level of
a diminished young person which
remains such because of the ability
of medical doctors to prolong his or
her life with miracle-working forms
of treatment or with the various
mystifications of a cosmetic
restoration of varying degrees of
difficulty, is the result not in the end
the idea that life is only an appear-
ance, a deception and a tiresome il-
lusion? He or she will certainly re-
main alive but when sadness and
loneliness nail him or her and lead
him or her to touch with his or her
own hand what he or she really is,

how can he or she be able to react?
What meaning will he or she be
able to give to things beginning
with himself or herself and the ex-
perience that he or she is undergo-
ing? To put up with things or to ac-
cept things? This is the true dilem-
ma that must provoke and keep
alive the conscience and maintain
dynamic awareness of the moving
on of life.
In elderly people at a certain

point there inevitably arises a per-
ception of the meaning of the per-
ishability of things. Life becomes a
serious examination of conscience,
one begins to assess one’s own
strength, what one manages to do
and what life can give one; the ear-
lier a man grows old the more he in-
tensely perceives the end. With a
healthy realism one should say that
in an increasingly strong way one
has the sensation that something is
coming to an end; one does not
know the time that separates one
from it but one perceives waiting
for it and this prolongs time where-
as awareness of what will come
counters it.1 It is at this stage that
typical phenomena are developed
that enable us to perceive limits: se-
nile obstinacy, the exaggerated
wish to be seen, talking too much,
the tendency to behave in an au-
thoritarian way, becoming a tor-
ment for one’s children…to sum-
marise: all those manifestations that
lead to the belief that one is some-
one. If one wants to overcome this
moment one must necessarily ac-
cept the idea itself of time that pass-
es and we with it. One is still face to
face with the great challenge of
having to accept the condition one
finds oneself in. Whether this is ill-
ness or old age – ipsa senectus mor-
bus – does not matter; one must ac-
cept the end of oneself without suc-
cumbing to limits but equally with-
out taking away the value that it has
by becoming cynical or banal.
The challenge becomes strong at

the moment of illness. Suffering in-
creases the question about meaning
and obliges us to provide an answer.
And it is at this moment that the
forms of behaviour that have been
at the base of an entire existence
must find a synthesis. Here, in fact,
what we have been during the pre-
vious stages of our lives enters the
picture. In these moments there de-
velops to the utmost the preparation



of an entire life for addressing suf-
fering, pain, illness and death. If
one has lived one’s life with the
wisdom of discernment, with the
strength of courage and the calm of
judgement, with respect and a cor-
rect assessment of what has been
done, without jealousy and envy for
other people, always giving mean-
ing to the value of life, then limits
are no longer an insurmountable
obstacle but a moment that must be
lived in a responsible way. It is cer-
tainly the case that it is not easy to
speak in a credible way about ill-
ness if one has not experienced ill-
ness and the suffering and pain that
illness produces. And yet specifi-
cally because of this fact we can af-
firm the value that it has for mean-
ing about life. In the end credibility
about ourselves is at stake, what
one is and what one believes specif-
ically at the moment when it is nec-
essary to provide a response to pain.
If one is not able to respond, one
will not even be able to love. How-
ever paradoxical this may appear,
suffering and love are always com-
panions in life. Those who love
know how to accept suffering in
themselves and provide an answer
to it that is full of meaning; those
who love without loving will live in
rancour and rejection without draw-
ing near to a serene vision of things.
When a culture is no longer able to
provide an answer to pain, illness
and death, it is destined for eclipse
because it is no longer able to pro-
vide reasons for living in a dignified
way. There returns with contempo-
rary relevance the crude analysis of
Pascal: ‘Men after not being able to
heal death, misery and ignorance,
decide, in order to make themselves
happy, not to think about them’.2 If
one does not know how to give love
in suffering, one has to seriously
ask oneself what love today’s man
is living. Pity is not love; this stops
at deploring and compassion,
whereas love communicates direct
participation so that the person who
is loved is never left alone.

Hope does not Disappoint

In this way one returns to the
need for faith and hope as a condi-
tion for drawing near to the mean-
ing of limits. When one lives a mo-
ment of suffering this is when hope

comes into play. The firmness and
the certainty of faith do not endure
traumas if everything goes well;
when the moment of suffering ar-
rives it is then that certainty is sub-
jected to a severe trial and the hope
to which one clings enters a state of
crisis. It is easy to observe this even
in the various experiences that
Scripture proposes to us: the exodus
is seen as the great moment of liber-
ation and yet as soon as the first dif-
ficulties appear, and hunger and
thirst appear unforgiving, it is then
that faith collapses and the altar is
erected to the golden calf, with nos-
talgia for the ancient times of slav-
ery.And how should we understand
the lament of those who were de-
ported to Babylon, for whom

singing hymns to the Lord no
longer has any meaning, if not as a
great crisis of hope on the promises
that Jehovah made? The Prophets
Jeremiah and Ezekiel had to arise to
give again strength and certainty in
the hope that the homeland would
be reached.And is not the answer of
the disciples on their way to Em-
maus, ‘But we had hoped that he
was the one to redeem Israel. Yes,
and besides all this, it is now the
third day since this happened’ (Lk
24:21), perhaps a lament of disap-
pointment because of hope not ful-
filled?
What is Christian hope? In a sin-

gle line, which is as simple as it is
dense in meaning, it is expressed by
theApostle Paul: ‘Christ in you, the
hope of glory’ (Col 1:27; 1 Tim 1:1:
‘Jesus Christ our hope’). The pres-
ence of Christ in the life of every

believer – for Paul the believer and
the Church are often used in an in-
terchangeable way without any dis-
tinction – is the full and total mys-
tery that God wanted to reveal and
this is a source and object of hope.
In other words, at the origin of
Christian hope there is a full and to-
tal act, freely-given, of the love of
God. In consists in the call to salva-
tion through participation in His life
itself. In the Christian approach,
therefore, hope is not born with
man. It is not primarily understood
as a wish that opens to the future,
the fruit of consciousness that tends
to always go beyond itself while
awaiting fulfilment. On the con-
trary: it is understood as a freely-
given call that begins with the reve-

lation of God. It is here that one per-
ceives the novelty of our approach
and discernment is achieved as re-
gards every other form of hope that
belongs to humanity as its peculiar
effort to tend towards the future. To
the extent to which one perceives
the wealth of our heritage of faith
and value is given to it, one will be
able to take a step forward both in
knowledge about mystery and thus
in deepening faith, prayer and wit-
ness, and at the same time in con-
tributing in an original way to the
history of thought.
All of us can hope but it is the

contents of hope that define an act
and enable it to be understood as
being different from feeling or
utopias. As the philosopher
Kierkegaard wrote in his diaries,
even the person who wants to com-
mit suicide hopes for a better life
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and because of this hope engages in
the madness of his action. But is
that act really hope? Christian hope
does not arise at the moment of
need, suffering or dismay caused by
various factors. If such was the case
it would not be in the least different
from general feelings or the desire
to hold on to something as an ex-
treme solution to evil. Christian
hope, in contrary fashion, has as its
travelling companions, who will
never abandon it, faith and charity.
An efficacious famous page written
by C. Peguy reminds us of this:
‘Hope is a baby girl from nowhere
who came into the world last
Christmas…And yet it is this baby
girl who will traverse completed
worlds…Small hope advances be-
tween its two older sisters and one
does not even notice which one is
married (faith) and which one is a
mother (charity). And one does not
notice, the Christian people does
not notice, the two older sisters, the
first and the last, and almost does
not see who is in the middle, the ba-
by girl, the one who still goes to
school and walks lost amidst the
skirts of her sisters. And it willingly
believes that it is the two older sis-
ters who hold the baby girl by her
hand, in the middle, between them,
to make her follow that road that is
marked by salvation. Blind are
those who do not see that it is she in
the middle who brings behind her
her older sisters’. Hope, to sum-
marise, arises from faith and is
nourished by love. Without this cir-
cularity, it would not be possible to
understand the specificity of the
hoping believer who lives by cer-
tainty and not by disappointment.
In this context, it is interesting to
observe the phrase used by the au-
thor of the Letter to the Hebrews
when he has to ‘define’ faith. He
writes in that verse that comes im-
mediately after the one quoted at
the beginning of this paper: ‘Now
faith is the assurance of things
hoped for’ (Heb 11:1). The term
‘assurance’ is a translation of the
Greek hypostasis which means re-
ality, substance! What faith hopes
and waits for, therefore, is real!
The Apostle Paul for his part is

extremely clear on this point. At
crucial moments when he has to de-
scribe Christian existence he al-
ways puts together the triad of faith,
hope and charity. Here a reference

to three texts in which this teaching
returns is sufficient: ‘remembering
before our God and Father your
work of faith and labour of love and
steadfastness of hope in our Lord
Jesus Christ’ (1 Th 1:3); ‘put on the
breastplate of faith and hope, and
for a helmet the hope of salvation’
(1 Ts 5:8); ‘So faith, hope and love
abide, these three; but the greatest
of these is love’ (1 Cor 13:13). Be-
ing certainty of the keeping of a
promise, Christian hope ‘does not
disappoint’ because it has its roots
in love (Rm 5:5). In the same way,
you can never be separated from
love: ‘Who shall separate us from
the love of Christ? Shall tribulation,
or distress, or nakedness, or peril, or
sword?...No in all these things we
are more than conquerors through
him who loved us. For I am sure
that neither death, nor life, nor an-
gels, nor principalities, nor things
present, nor things to come, or pow-
ers, nor height, nor depth, not any-
thing else in all creation, will be
able to separate us from the love of
God in Christ Jesus our Lord’ (Rm
8:35-39). A more careful look at
this text will enable us to further un-
derstand the characteristics of
Christian hope that Paul describes
despite the fact that the term does
not appear explicitly.
A few verses previously the

Apostle says that for those who live
in faith and hope the condition of
suffering of the present, with all its
tribulations and wickedness, is not
comparable to the glory that will be
granted to them: ‘I consider that the
sufferings of this present time are
not worth comparing with the glory
that is to be revealed in us’ (8:18).
This glory is nothing else but the
revelation of the Son of God,
knowledge of his face or, to put it
otherwise, the full revelation of the
mystery that will lead to a contem-
plation that has no end. The future
that awaits those who today hope
and believe will not only compen-
sate the present but will also and
above all else rise above it in the in-
tensity of happiness. Here, howev-
er, the question arises that today ac-
companies many of us: who will be
able to guarantee all of this? Who
will ever be able to provide a guar-
antee as to the justifying of this wait
and the satisfaction of this hope?
To answer this question the Apostle
unexpectedly introduces the con-

cept of freedom: both the creation
and man, St. Paul states, await lib-
eration from the ‘slavery of corrup-
tion’ (Rm 8:21). Christians as well,
who have already been saved
through the death of Christ, equally
await the fullness of their salvation.
This time that we are living, there-
fore, become the time of patient
waiting: ‘In the hope that we have
been saved’ (8:24). Patience, ob-
serves Paul, contains in itself hope,
it stewards it, it strengthens it, and it
progressively leads it to a more sol-
id hope. What gives certainty to our
hoping and constitutes the guaran-
tee of the correctness of our waiting
is the fact that the believer, specifi-
cally because he or she is a believer,
perceives and ‘feels’within himself
or herself that he or she is still wait-
ing for something. The presence of
the Spirit of Christ in us does noth-
ing else but confirm this prospect.
Because we do not even know what
is important as regards asking for
our fulfilment, the Spirit comes to
our aid in our weakness. There is,
therefore, a dual guarantee for the
certainty of our hope, the subjective
guarantee, which is the ‘feeling’ of
everyone of going towards fulfil-
ment; and the objective guarantee,
the presence of the Spirit that pro-
vides strength while we wait.
Let us return again to our text

where Paul proposes the same ques-
tion: who provides a guarantee for
our hope and our victory over the
suffering of the present? Who pro-
vides confidence to the Christian
that current suffering will not be de-
finitive and allow him or her to
hope in the glory that will be given
to him or her? The answer of the
Apostle is immediate: God’s love
for us is the foundation, guarantee
and support of our hope. It because
of God’s love that everything that
today is a cause of suffering will be
overcome.And Paul is fully entitled
to speak in this way and he even
lists the seven experiences of that
concrete suffering that are certainly
not imagined that he describes in
the Second Letter to the Corinthi-
ans: ‘Five times I have received at
the hands of the Jews the forty lash-
es less one. Three times I have been
beaten with rods; once I was stoned.
Three times I have been ship-
wrecked; a night and a day I have
been adrift at sea; on frequent jour-
neys, in danger from rivers, danger



from robbers, danger from my own
people, danger from Gentiles, dan-
ger in the city, danger in the wilder-
ness, danger at sea, danger from
false brethren, in toil and hardship,
through many a sleepless night, in
hunger and thirst, often without
food, in cold and exposure’. (2 Cor
11:23-27).
Over all these sufferings there is

not only victory but also triumph
(hypernikòmen). However strong
and powerful the forces of evil may
be, the Apostle, and with him every
other believer, ‘is persuaded’, that
is to say he lives with an uncontest-
ed certainty that cannot be knocked
down by anything – the hope of

faith in the present. In a few words
one could say that in this approach
all the suffering that is present in the
world for the Christian represents
not the pain of the end but the pain
of being born: ‘For the creation
waits with eager longing for the re-
vealing of the sons of God; for the
creation was subjected to futility,
not of its own will but by the will of
him who subjected it in hope; be-
cause the creation itself will be set
free from its bondage to decay and
obtain the glorious liberty of the
children of God. We know that the
whole creation has been groaning in
travail together until now; and not
only the Creation, but we ourselves,
who have the first fruits of the Spir-
it, groan inwardly as we wait for the
adoption as sons, the redemption of
our bodies (Rm 8:19-23). This is
the certainty of love.As one can ob-
serve, Biblical hope appears to re-
volve round certain elements that

explain it and define it: waiting,
first and foremost, for the full and
definitive revelation of the Lord;
trust in his promise that he will
come again and that where he will
be we will be; patience, in addition,
that does not give way to discour-
agement and knows how to perse-
vere in suffering; and lastly the
freedom to act with and in the Spir-
it that allows us to move in this
world, foreshadowing the total lib-
eration of the future.
Hope, to summarise, is not the

fruit of the ephemeral or the pass-
ing; it proclaims, instead, stability
and continuity. It is no accident that
the Hebrew term to express this

evokes the image of a ‘drawn cord’
(tiqwah). Those who hope are
drawn towards a completing, they
are totally dedicated to the task that
is to be performed and do not allow
anything or anyone to distract them
from this task. A tension, therefore,
towards a future as a moment of de-
finitive realisation that already be-
longs to the present. The tension
specific to hope, however, is not a
feverish waiting or one full of anxi-
ety about the uncertainty of what
will happen. It is, rather, the ability
to overcome the difficulties of the
present and discover that one al-
ready possesses a gift.
It is no accident that Paul says

‘So faith, hope and love abide, these
three; but the greatest of these is
love’ (1 Cor 13:13). Therefore we
need hope now in this existence be-
cause henceforth we are partici-
pants in the goods that we will pos-
sess in the future and we will con-

template in the future. No flight,
therefore, no escape of any kind, in
taking on responsibilities in present
history. Hope acts here and now,
here and now it requires to be lived;
in daily life, in fact, it becomes a
sign and an instrument of liberation.
In this context there come to mind
the words of Paul at the end of his
Letter to the Romans: ‘May the
God of hope fill you with all joy
and peace in believing, so that by
the power of the Holy Spirit you
may abound in hope’ (15:13). This
passage from Paul is significant be-
cause it seems to define the name of
God as ‘God of hope’. The God
who in Jesus made Himself fully
known is the God who brings hope.
Is this not perhaps a serious clue by
which we can also define the be-
liever as a ‘man of faith’? The ‘God
of hope’ has a dual meaning.3 On
the one hand, this phrase could indi-
cate that the God who is professed
is He who generates hope, not the
author; on the other hand, it ex-
presses the idea that God is the sub-
ject of our hope. In both cases, the
nature of believing hoping is re-
vealed: it directs our gaze directly
to God. The title ‘God of hope’,
however, opens the mind to a fur-
ther possible analogical interpreta-
tion: is the God of hope also the
God who hopes? In a certain sense
it is a good thing to be able to veri-
fy this dimension. It says that God
Himself awaits the fulfilment of His
creation and ‘hopes’ that the salva-
tion given in Christ and realised
through the sacrificial death of the
Son has the widest possible dissem-
ination. If ‘God hopes’, then man,
too, has the right to hope. If ‘God
hopes’, the strength and possibili-
ties specific to hope cannot be taken
away from anyone for any reason.
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1. Premise: the Problems and the
Analytical Approach

Responsibility is a concept with
strong juridical and moral contents.
It pre-supposes two apparently con-
tradictory elements. Indeed, on the
one hand, a person is responsible
when he or she has a duty or an
obligation to perform, independent-
ly of whether the obligation has
been taken on voluntarily or under
constraint. The duty to use truthful
words is an example of this. On the
other hand, only an individual who
does his or her duty should be seen
as responsible because it is he or her
who decides to act and how to act at
a practical level: nobody else can
put the words in his or her mouth
that he or she speaks, whether they
are true or false. For this reason, a
responsible person is a person who
must account for his or her words
and his or her actions, and responsi-
bility is nothing else but an aware-
ness that one must account sooner
or later for what one has done
and/or what one has not done but
should have done.
Duty and freedom, therefore, are

two constituent elements of respon-
sibility. They are thus the funda-
mental reading cypher if, when one
speaks about responsibilities to-
wards the sick elderly, one does not
want to fall into a facile moralism,
but, instead, wishes to understand
the real anthropological density of
the subject and its moral implica-
tions at an individual and social
level.
To speak about the responsibili-

ties that exist between health-care
workers and the sick elderly
means: 1) recognising the human
identity of both of these categories
because only a human being, a per-
son, can claim a right that becomes
the duty of another person; 2) ad-
mitting that between these two cat-
egories there is a relationship of
need/dependence; 3) accepting that
this relationship is not symmetrical

– it is clearly weighted in favour of
the dependent subject – it is the sick
elderly who need medical doctors
and not the other way around; 4)
the future of the relationship will
fall first and foremost on the
health-care worker, on he or she
who is really free, is able to choose,
can act etc., whereas the elderly
person is always limited and inca-
pable of looking after himself or
herself, and it is specifically for this
reason that he or she needs help.
Let us now try to see how these

observations apply in the fabric of
the health-care professions, whether
the responsibilities that constitute
the core of current medical ethics as
well derive from an excellent phil-
anthropic predisposition, from a no
less specific sense of solidarity, or
rather, spring from something that is
deeper, something that is more onto-
logical, such as, for example, the
very identity of the health-care pro-
fession, the encounter between duty
and freedom, duty and freedom that
are not in the least abstract but es-
tablished in practical terms by the
nature of the two subjects who ef-
fect them, namely the health-care
operator and the patient.
Given that it is clear that the ob-

servations that I have made hitherto
in this paper are applicable to all pa-
tients – illness necessarily creates a
need and thus a dependence – we
should be careful to place at the
centre of things the singularity of
the elderly person who is a patient
or the patient who is an elderly per-
son.

2. The Health-Care Professions
and their Responsibilities

The health-care professions are
increasingly called to attend to an
elderly population that is increas-
ingly growing, this is a phenome-
non that is fostered – as many au-
thoritative speakers at this interna-
tional conference have made clear –

by the reduction, compared with the
past, of fatal acute events, improved
conditions of life and health, etc. In-
creased life expectancy is accompa-
nied at the same time by a greater
recurrence of illness, an increased
incidence of chronic pathologies,
various levels of disability, and
thus, overall, by an increased need
for health care. For example, it is
calculated that about a quarter of
patients over the age of eighty-five
will be affected by some form of
dementia, by other chronic-degen-
erative illnesses, or by disabilities
caused by brain haemorrhages, ac-
cidents (including ones at home),
depression, etc.
To summarise: we have to get

used to the idea that side by side
with the move towards progress, to-
wards greater prosperity, if radical
solutions are not applied – and I
hope that this never takes place –
there will not fail to be a counter-
tendency: that of a society with an
increasing number of people who
are dependent because of their age
and because of illness. At the same
time, the reasons to shoulder greater
responsibility appear to be in clear
decline because spontaneous ties –
for example family ties – are be-
coming rarer and those that derive
from individual choices – voluntary
work, paid professional activity etc.
– show themselves to be insuffi-
cient. Thus the only safe support for
relationships with dependent indi-
viduals remains humanity, the
awareness that we share a common
nature, that we belong to each other.
It is undoubted that medical sci-

ence will make further advances –
perhaps the elderly people of to-
morrow will be immune to diabetes
and cancer – but it is not unreason-
able to think that life will always
have an end and that the more that
end is shifted forwards the more we
will experience new illnesses, new
disabilities, that is to say other
forms of dependence, other sick el-
derly people.
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The problem of an ethical charac-
ter that accompanies this prospect is
specifically that of responsibility
because it is in these terms that will
be played out the future of the al-
ready not unusual attacks on per-
sonal dignity that elderly people,
especially if they are ill or particu-
larly vulnerable, can be subjected to
in the current systems of care and
help (hospitals, old people’s homes,
nursing homes…). It is responsibil-
ity that will decide in what way the
present complaints about care for
the elderly, in particular in struc-
tures that are specifically intended
for them but which not rarely are in-
adequate from a point of view of re-
spect for, and sensitivity towards,
the condition of the elderly, will dis-
appear or at least be reduced.
Indeed, the problems relating to

dependent human beings – whether
elderly or otherwise – can be ad-
dressed only in two alternative
ways: with responsibility or with ir-
responsibility.

Responsibility: this exists when
the following facts are absorbed: 1.
you are like me; 2. but you cannot
go on alone; 3. we met specifically
for this reason; 4. I do not rebuke
you for your dependence, indeed I
freely embrace my task as you em-
brace yours.

Irresponsibility: this already takes
place when there is the denial of on-
ly one of these facts that have just
been referred to. However, it is ad-
visable to pay attention to one phe-
nomenon in particular – usually one
begins with refusing that one has re-
sponsibility towards the other but
with time one ends up by denying or
ignoring that the other is another
self. This is what frees us from all
responsibility in a total way and ap-
parently without leaving any traces.
In our case, that of the sick elder-

ly person, the irresponsible re-
sponse stops for the present at the
third or fourth step – we do not have
a real relationship of responsibility.
With the newly-born child, the pre-
maturely born child, and above all
the foetus, our society has gone fur-
ther, to the point of denying their
human nature.
Specifically from the experience

that comes from prenatal diagnosis
we have ascertained that the irre-
sponsible response to a dependent
individual has two faces: one is soft
– I ignore you, I do not know who
you are; the other is hard – I exclude

you or I eliminate you. Fortunately,
with the sick elderly person the hard
response is rejected with horror by
the majority of people; unfortunate-
ly the soft response is not: to ignore,
to abandon, to exclude, to margin-
alise, when referred to elderly peo-
ple, are verbs that recur in the pages
of our newspapers.

3. The Status of Geriatric
Medicine Today

It seems to me almost useless to
clarify that what has been said hith-
erto in this paper is compatible with
the fact that failings at the level of
care are usually to be traced back to
the lack of ‘qualified’personnel and
a lack of economic resources em-
ployed in this field. These factors,
especially when they are combined

with each other, can easily lead to
situations of care that are not able to
respond in an adequate way even to
the most basic needs such as, for
example, good practice in alimenta-
tion, hygiene, and basic assistance
in general, thereby causing those
examples of mortification of the
dignity of the elderly person that are
increasingly complained about.
However difficult it may be to

understand the importance of the
phenomenon, assuring elderly peo-
ple have adequate standards of care
certainly today constitutes a global
problem. However I believe that
these kinds of daily problems
should be traced back not so much
to the responsibility of individuals

or institutions, in the strong sense
that I employed above, but, rather,
to what one could call the problem
of the status of geriatrics today.
Care for elderly people is an ac-

tivity that is certainly complex and
demanding, both from a medical
point of view and from the care and
ethical point of view. From a med-
ical point of view, advanced age is
characterised by physical and men-
tal resources that are in general di-
minished compared to the age of
young adults, by greater vulnerabil-
ity to attacks by illnesses and by
longer periods of convalescence.
Diagnoses can be more difficult be-
cause the symptoms tend to express
themselves in a vague way and very
often situations involving more
than one malady are present. In ad-
dition, the close link between age
and clinical symptoms often makes

it difficult to distinguish between
the existence of a pathological al-
teration and changes that are linked
physiologically to age. All of these
factors put together involve diffi-
culties in identifying what the ade-
quate level of intervention should
be in the case of individual patients.
The complexity of the medical

problems of elderly people and con-
sequently the high level of profes-
sionalism that is required in this
field could lead one to think that
medical science as applied to elder-
ly people is held in high regard. In-
stead, it is the case that specialisa-
tions in geriatrics wrongly have
very little prestige amongst medical
doctors, differently, for example,
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from heart surgery, transplants or
neurology. This fact reflects, albeit
indirectly, the way in which elderly
people are seen by medical science,
by the health-care services, and
more in general by society.
At least some of the difficulty

that care for the elderly experi-
ences, and this is a point that should
be emphasised, is a result of the low
level of resources that are invested,
and this further helps to distance
medical doctors, nurses and health-
care personnel as a whole, who are
understandably attracted by other
areas of medicine where profes-
sional gratification is more easily
obtained, from this sector. To this
we could add a cultural aspect of
the medical profession, whose prin-
cipal priority has always been to
save people’s lives, whereas any
significant ‘heroic’ meaning to the
‘mere’ looking after a sick elderly
person is today much less acknowl-
edged. I do not know whether one
day we will see a television series
on these matters.
We may thus state that care for

the sick elderly certainly does not
constitute today a priority of med-
ical science, despite the fact that
these patients often clearly require
specific medical care and treatment.

4. Constructing Responsibility
towards the Sick Elderly

What, instead, is the responsibili-
ty that medical science has today to-
wards sick elderly people? This
question has already been posed
and it will be posed again over the
next three days of this international
conference. We have listened to au-
thoritative and pertinent answers.
For this reason, in relation to the an-
swers that I believe to be most rele-
vant to the analysis that has been
presented in the first part of my pa-
per, I will confine myself to point-
ing out two, two responsibilities or
two tasks for whichmedical doctors
will have to give account to history.
Allow me, however, to make a pre-
liminary observation: it is not only
the sick elderly who are dependent
individuals – medical doctors are
dependent individuals as well. A
medical doctor is dependent on his
or her teachers, he or she is depen-
dent on society, he or she is depen-
dent on the demonstrations and ex-
perience of responsibility that have

met or have not met his or her
needs. The law and morality ordi-
narily mean by responsibility a per-
sonal fact, probably out of respect
for the freedom of the individual,
but we know that there are many
fine threads, invisible threads, that
tie together this extraordinary and
immense family of mankind.
The first responsibility can be

none other than that of respect for
the dignity and autonomy of the el-
derly patient, that is to say recogni-
tion of the first statement invoked
above. Indeed, when faced with
someone who is naked in his or her
dependency, the immediate re-
sponse should be: you are like me,
always and in all situations you are
a person, you deserve to be es-
teemed by me unconditionally.
Why this emphasis on the elderly

patient? Certainly because it is in
the condition of life of an elderly
person – one may think here of de-
mentia – that there is expressed a
high level of dependency, but even
more because we are faced with a
human nature that has been upset
by an irreversible process that first
weakens and then cancels one after
the other the signs of humanity that
up to that moment protected the
dignity of the person.
Dignity and independence are

two aspects that are connected: a
way of offending the dignity of a
patient is certainly that if treating
him or her as a non-autonomous in-
dividual; however the dignity of a
patient is frequently attacked by vi-
olations of his or her privacy as well
and, more in general, by a relation-
ship that is not attentive to the real
needs and wishes of the patient.
Frequently an elderly person ex-

periences, even in the absence of ill-
ness, a progressive loss of his or her
autonomy and independence which
almost always, at least at the outset,
causes in the individual who is in-
volved (but not rarely also in the
outlook of those who surround him
or her) a threat to the perception of
his or her dignity. In some cases, as
for example in forms of dementia,
the loss of autonomy and indepen-
dence can involve a rapid progres-
sion, without leaving the person
who is affected by it, or even his or
her family relatives and acquain-
tances, the time to adapt to the new
situation. Often because of the ap-
pearance of alterations of a mental
kind, the person is seen, in people’s

attitudes if not at the level of words,
as an individual who is no longer
useful, who can no longer be relied
upon, even as a person without self-
control, and on a par with children.
The gravest loss is that of autono-

my which, at the same time, is the
principal source of dependence.
The aphorism of medical ethics,
‘yes to help no to replacement’, ap-
plies more than ever before. The pa-
tient does not need a recognition by
other people of his or her right to
autonomy – that right by its nature
cannot be cancelled, even though it
can almost not be demonstrated at
the level of facts. His or her autono-
my, concealed by old age and infir-
mity, does not need to be ignored or
replaced by the autonomy of anoth-
er person but, rather, only accepted
and helped. In this context of care,
health-care workers must develop a
strong sense of moral commitment
to the needs of others and specifi-
cally on the basis of this taking on
of responsibility they should from
time to time support old and sick
human beings who at that time de-
pend on their care and treatment. It
is said, and there some truth in this,
that the outlook of the other can be-
come the least objective and most
pitiless mirror in the world. Instead,
it is always true that when a sick
person manages to fix his or her
gaze on a medical doctor he or she
does not see his or her face but,
rather, his or her real ‘value’, that is
to say if he or she is someone who
still deserves esteem.
The second responsibility relates

to an effective response to the need
generated by the pathology in-
volved and by ageing. In caring for
an elderly person there is certainly
the difficulty of identifying a clini-
cal level that is suited to avoiding
the excesses of treatment – which
can reach the point of hindering a
serene death – as there is that of an
insufficient level of care – the for-
going of forms of treatment (above
all specialist visits and rehabilita-
tive initiatives) is indeed an ap-
proach that is rather frequent, being
fostered both by a widespread pes-
simism on the part of medical doc-
tors in relation to elderly people (to-
day this is almost a stereotype of
medicine) and, as has already been
pointed out in this paper on a num-
ber of occasions, by the scarcity of
the resources that are available in
this field.



As regards medical decisions and
the identification of the right level
of care, the greatest difficulties re-
late to the decisions that have to be
taken during the final stages of life
when family relatives often call in-
sistently for the application or re-
moval of intensive measures – in
this kind of situation it can turn out
to be more difficult for the medical
doctor to abstain from further mea-
sures in order to allow the patient to
have a serene death, something that
is at times requested by the patient
himself or herself.

Perhaps more frequent is the risk
that an elderly patient will be ne-
glected or allowed to go too early.
However, it is also possible that one
will fall into the opposite excess of
a form of treatment that is not
longer reasonable and which con-
demns the poor patient to pass from
the hands of one medical doctor to
those of another without being able
to obtain any real benefits. The
identification of the right decision
to be taken between an excessive
prolongation of forms of treatment
and an interruption of treatment that
is too early, will, however, remain,
an eternal conflict of medical sci-
ence, above all as applied to the el-
derly.
It is obvious that amongst the ob-

jectives entrusted to my paper we
do not find the question of the sus-
pension or rejection of life support
systems. For that matter, this is a

question that is raised primarily in
other contexts. Equally, I have
avoided an approach that has by
now become fashionable when ref-
erence is made to responsibility in
the field of health and health care
and which involves a one-direction-
al process directed towards finding
one or more guilty parties and, to
put it better, deciding whether they
can bemade into satisfactory scape-
goats. The responsibility of the
structures, the institutions and even
of the organisation of health care is
a question that goes well beyond

moral categories because they in-
volve factors of an economic, so-
cial, cultural, political and even reli-
gious kind. However, here refer-
ence is made to responsibility that is
in part conventional, in a certain
sense arbitrary, which is said to re-
quire being treated not so much as a
need of human nature but as a con-
dition required by the common
good in a specific place and mo-
ment in history
I will stop here and end my paper

with a number of brief additional
observations:
1). One problem that health-care

workers are today called to address
in an urgent way is that of raising
the standard of care and treatment
that is provided to elderly people.
The quality of health care provided
to the elderly should not be consid-
ered solely as a matter of structural
factors – which are, nonetheless,

important – but also as the responsi-
bilities of individual health-care
workers in the sense and relevance
with which I think I have addressed
the question in this paper.
2). The greatest challenge for

health-care workers, today, more
than the identification of the right
level of care and treatment to be
provided to sick elderly people, is
that of upholding the importance of
the elderly person as a subject of the
human community to the full even
though he or she appears only to re-
ceive and not to offer anything.
3). The recognition that the elder-

ly person is a subject to the full and
the quality of relationships with
him or her are the key aspects of
health care for the sick elderly that
contemporary geriatrics has redis-
covered and adopted.
4). The moral responsibility of

health-care workers, differently
from their juridical responsibility, is
not measured so much by technical-
professional capacities as by the
condition of dependence of the sick
elderly person, by the needs of a hu-
man being who has been struck
down, perhaps irreversibly, by old
age and illness.
5) Medical training and training

in the field of care today are not suf-
ficiently well grounded, from many
points of view, to address the provi-
sion of care and treatment to sick el-
derly people, with obvious reper-
cussions for the quality of health
care and treatment that is provided.
In addition, the hyper-specialisation
of medical training increasingly
distances future health-care work-
ers from an ability to address and
manage the complexities of clinical
cases with multiple pathologies,
which, indeed, are typical of elderly
people. Greater attention in the field
of professional training to the prob-
lems and characteristics of elderly
people can only have a positive ef-
fect on the approach of health-care
workers and heal that situation of
marginalisation that today elderly
people easily experience at a social,
family and even medical level.
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To address the questions and is-
sues connected with the condition
of elderly people, above all during
our epoch, means for a Rabbi, as
well, to find oneself faced with a
complexity of topics, each one of
which would deserve a special
analysis.
Indeed, we have problems that

relate to the psychology of ageing
and the prevalent tendency to mar-
ginalise the elderly from the social
fabric, with contempt for experi-
ence, wisdom and the possibilities
at the level of work for people of
an advanced age. Once the age of
retirement has been reached an el-
derly person is offered some pre-
sents because of the services that
he or she has provided and those
who have given such presents are
no longer interested in that elderly
person.
Loneliness, the possibility of

filling the day with meetings with
other people or finding something
to do becomes a source of worry
for the elderly person who in this
way grows older every day.
The Jewish community, as well,

in its activities involving care for
its members has to face up to these
problems. The invocation of the
psalmist is full of contemporary
relevance: ‘Do not abandon me
now that I am old, do not leave me
now that my strength has gone’.
However, it remains to us to fol-

low the fundamental lines of tradi-
tion so that these can bring out for
us forms of behaviour and above
all motivation for our conduct.
In the Jewish tradition the rela-

tionship with elderly people fol-
lows two directives: on the one
hand, attention is paid to the re-
spect that is due to elderly people;
on the other, the forms of care that

we are called to provide to these
individuals is highlighted.
The fundamental Biblical text

which shows us that every person
is called upon to respect the elder-
ly is the text that we find in the fa-
mous chapter on holiness in
Leviticus: ‘You shall rise up be-
fore the hoary beard, and honour
the face of an old man’ (19:32).
And it adds by way of a seal: ‘and
you shall fear your God: I am the
Lord’ (ibid.).
It is interesting to observe how

the figure to which the Biblical
text refers is identified with the
wise man, the sapient man.
Through an anagrammatic exege-
sis, the zaken (the elderly man) be-
comes ze shekanà chochmà, that is
to say he who has acquired wis-
dom. The sevà, the hoary beard,
an honourable advanced age, ac-
cording to Proverbs (16:31), ‘is
gained in a righteous life’. One is
dealing here, therefore, with that
maturity of wisdom that is ac-
quired through the study and ex-
perience of life. We are called up-
on to give honour and respect to
these people.
The most widespread defect to

be found in elderly people is loss
of memory. In Jewish ethics em-
phasis is laid in a very strong way
on not ridiculing a teacher who by
chance does not remember some-
thing relating to his studies or his
research. One remembers, in fact,
how inside the Holy Ark, of bibli-
cal memory, there were both the
Tablets of the Law and the frag-
ments of the first tablets received
by Moses from the hands of God
on Mount Sinai. The esteem and
honour reserved to a wise old man
must be accompanied by an at-
tempt not to marginalise the elder-

ly; indeed, they must be continued
to be seen as an integral part both
of their families and of the social
fabric.
In a passage from Ecclesiastes

where, after a certain fashion, old
age is much praised, one reads the
following: ‘All this is observed
while applying my mind to all that
is done under the sun’ (8:9). These
words mean that wisdom acquired
through experience of life is bene-

ficially handed on to subsequent
generations. But unfortunately old
age is not always a pleasant condi-
tion. Most of the time it is synony-
mous with weakness, illness and
physical and mental deterioration,
We may remember the description
of old age provided by Ecclesi-
astes: ‘Remember also your Cre-
ator in the days of your youth, be-
fore the evil days come, and the
years draw nigh, when you will
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say, “I have no pleasure in them”;
before the sun and the light and
the moon and the stars are dark-
ened and the clouds return after
the rain; in the day when the keep-
ers of the house tremble, and the
strong men are bent, and the
grinders cease because they are
few, and those that look through
the windows are dimmed, and the
doors on the street are shut; when
the sound of the grinding is low,
and one rises up at the sound of a
bird, and all the daughters of song
are brought low; they are afraid al-
so of what is high, and terrors are
in the way; the almond tree blos-
soms, the grasshopper drags itself
along, and desire fails’ (12:1-5)
But great and tenacious should

be the trust directed towards the
elderly person. Simon, the son of
Eleazar, repeated that if an elderly
man tells you ‘destroy’, and a
young person says ‘build’, you
should destroy because the de-
struction of an elderly man is al-
ways construction and the oppo-
site for an inexpert youth.
In the view of Scripture, the ser-

vice of Levites at the Tabernacle
was limited by age – until the age
of fifty they performed this activi-
ty but after that age they were re-
absorbed into family duties (see
Numbers 8:25).
In Jewish society, ever since the

time of antiquity, the elderly have
been surrounded by special care
and concern. A place of impor-
tance was attributed to them both
within the family and within soci-
ety. That ‘council of elders’ which
frequently recurs in the Biblical
texts and in subsequent traditions
was certainly not a mere choreo-
graphic or honorific assembly. In
the same way as role of an elderly
person within the family was to be
identified totally with the relation-
ship to be maintained with par-
ents.
The organisation of the Jewish

community has always shouldered
responsibility for the needs of the
elderly; to them have been extend-
ed those forms of solidarity that
were envisaged since Biblical
times for widows, orphans and
those in need in general.
It is interesting to observe how

beginning from the high Middle
Ages there were decisions taken
by the organs of communities to
help elderly people. The particular
conditions of the diaspora of the
Jews meant that the frequent per-
secutions led to the dissolution of
the family unit because the first to
suffer were specifically the elder-
ly, the most prone to suffering and
malaise. We are dealing here were
ensuring the elderly help and
above all the security of being able

to continue their religious obser-
vance, to respect every form of
Jewish life, and above all not to
run the risk of being in an under-
hand way taken away from loyalty
to the faith of their fathers. Thus it
was that above all from the begin-
ning of the eighteenth century we
can witness the emergence of
well-defined structures designed
to give hospitality and assistance
to elderly people in various Jewish
communities in Europe.
In an epoch such as ours when

generational ageing has become a
major contemporary problem, in
an epoch in which the marginali-
sation of every weak individual
and the elderly in particular is a
reality that can be seen by every-
one, care for the elderly is a ques-
tion that concerns each member of
society and not only because
everyone, thanks to the will of
God, is destined to pass through
this stage of life. Thus the Biblical
words to the effect that ‘You shall
rise up before the hoary beard’ im-
pose the (not only moral) duty to
care for the elderly and to organise
every initiative possible to help
them.

Prof. ABRAMO ALBERTO
PIATTELLI,
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Introduction

ForMuslims as well the world is
not the outcome of chance or of
need but of a wonderful project
whose secret is known by God be-
cause He is its origin and its end.
True Muslim believers thus have
the duty to ensure that the world
achieves and in the end perfectly
corresponds to everything that
God created it for. This, in fact, is a
dynamic project in which God has
decided, freely and with love, to
turn to human cooperation.
It follows from this that the

Muslim believer as a ‘vicar’ of
God on earth, called to true sub-
mission to Him, is invited to de-
fend and steward human dignity,
and thus first and foremost there is
the ‘dignity of life’which has to be
stewarded and preserved from
birth until death.
Thus in his human adventure a

Muslim feels himself especially
responsible for his brothers in hu-
manity at the level of the defence
of their dignity. This, evidently
enough, leads him to have the
greatest care for sick people, with
absolute respect for the biological
functions of their bodies,1 aware
that illness is a part of human exis-
tence and as such is a part of the
general economy of the universe
which is seen in Islam as being ex-
tremely balanced.
For Muslims, God has envis-

aged a cure for every illness, as
emerges from the statement of the
Prophet Mohammed: ‘God has
never sent an illness without send-
ing a remedy for it’.2 Hence, also,
careful care for elderly people.

1.The Foundations: Honouring
Parents – Care for the Sick

In all cultural and religious tra-
ditions the invitation to honour the
elderly is seen as a universal oblig-

ation. This extraordinary ethical
value should be applied both to the
elderly and to those who accompa-
ny, help and treat them.
Thus with respect to illness and

the sunset of life Islam, too, pro-
poses messages of God and the
Prophet which are very fine and
are concise as to how the Muslim
believer should act. I will here give
some illustrative and symbolic
quotations from the two principal
sources of Islam, namely the Ko-
ran and Islamic Tradition (Sunna).
In the Koran, the Holy book of

the Muslims, God says: ‘Your God
has decreed that you should wor-
ship none but Him and that you
should treat your parents well. If
one of them, or both of them,
reaches old age with you do not
say to them ‘Oh!’, do not rebuke
them, but give them words of
sweetness. Bow before them the
meek wing of submission and say:
“Lord, have pity on them, as they
had with me, bringing me up when
I was little”’3
In Islamic Tradition, which con-

tains the sayings and the deeds of
the Prophet Mohammed, we can
find a large number of traditions or
hadiths in which explicit reference
is made to the sick. One example
alone: according to Abu Hurairah
(may God be pleased with him),
the Messenger of Peace (may
peace and blessings be upon him)
said: ‘“The rights of Muslims over
Muslims are six in number”. A
man said to him “And what are
they O Messenger of God?”. He
answered: “When you meet a
Muslim greet him; when he invites
you, accept his invitation; when he
needs advice, give him advice;
when he sneezes and praises God,
say to him: may God have mercy
on you; when he is sick, visit him;
and when he dies go to his funer-
al”’4
It therefore appears clear that for

the true Muslim believer taking

care of one’s parents, especially if
they are elderly, like visiting and
treating the sick, are true moral
obligations, injunctions of God
and the Prophet of Islam.

2. SomeApproaches: Respect,
Patience and theAcceptance
of Suffering

The trueMuslim believer is con-
stantly called by God and Tradi-
tion to be concerned about those
who are in need. Thus, visiting the
sick is highly recommended by
God who will bestow numerous
blessings both upon the sick per-
son and upon those who go to visit
him. The approach of a believer to
the mystery of human suffering
must be based upon respect, pa-
tience and a serene acceptance of
his situation.

Respect for life
and respect for the sick

First of all, respect for life. In-
deed, the Prophet Mohammed
manifested the high value that a
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Muslim must give to life in line
with the implementation of divine
will. The Prophet said: ‘Absolute-
ly none of you should wish for
death after an injury that has af-
flicted you. And if you cannot do
otherwise then say: Lord, keep me
alive as long as life is a good for
me and let me die if death would
be better for me’.5
Then respect for the sick

through intercession and care. In-
deed, a true Muslim believer when
he goes to visit a sick brother or
sister is invited to intercede with
God for him or her. According to
another hadith, during a visit to a
sick member of his family, the
Prophet (may peace and blessings
be on him) touched the sick man
with his right hand and said: ‘”O
God! Lord of humanity! Make this
malady disappear from him and
heal him! You are the Great Heal-
er. There is no healing other than
by You”’6
There can be no doubt that Islam

openly invites us to treat our par-
ents and the sick elderly with dig-
nity and respect. This dignity and

honour for advanced age is re-
quired by God who in the Koran
points to our weak human nature:
‘It is God who created you from a
very weak thing and then gave
strength, and then this strength fol-
lowed by weakness and grey hairs.
He creates what He wants, He is
the Wise Possessor’. 7

Patience

Secondly, patience.Another fea-
ture that marks out the Muslim be-
liever is patience (al-sabr) which

is to be linked to the term ‘submis-
sion’ (islâm): one abandons one-
self to God through submission
and acceptance of His will. Thus
patience/acceptance8 leads the true
believer to a state of peace and
serenity and thus to virtue (al-
birr), thereby learning to accept
every situation, whether it is good
or bad, to accept illness as a neces-
sity, because to be patient is a gain
and complaining is no use at all.

The serene acceptance of suffering

Lastly, acceptance of one’s own
situation of suffering. Suffering is
in the heart of every human life
and traditional reactions in afflic-
tion are concentrated on the pa-
tience/acceptance of the believer
who will easily say: ‘Praise be to
God! He does as He wishes; I ac-
cept with patience what He orders;
acceptance is the key to paradise.
God is with the patient (Allâh ma‘
al-sâbirîn); He must be praised in
good and evil’. Perfection for a
sensible Muslim lies, by accepting
his suffering, in praising the God

who makes him suffer, in recog-
nising His divine omnipotence,
and at the highest level of suffering
in repeating: al-hamdu lillah!
(God be praised!) 9

In this way, in his acceptance at
moments of affliction, the Muslim
believer finds comfort because the
patient bearing of his affliction ex-
piates his failings and thus dis-
charges his debts. Indeed, the
Prophet experienced afflictions as
a part of his religious experience
and thus provided a positive vision
of illness itself when he pro-

claimed: ‘Yes, for all suffering un-
dergone by a Muslim, God cancels
his errors; they fall like leaves
from a tree’.10

3.Witness

At this point it is appropriate to
recall the experience of Sheik
Mahmoud Hammâd Shuayda, the
imâm of the Great Mosque of
Romewho died inMay 2006 at the
Fatebenefratelli Hospital to which
he had been admitted because of a
grave illness. Testimony as to his
serenity and patience when faced
with suffering and death are no-
table, and the same may be said
about the Muslim believers who
accompanied him at his bedside.
In addition, the sincerity and sin-
cere sadness of Muslims, Jews and
Christians at his death were an ev-
ident testimony to the importance
that the believers of the various re-
ligious traditions give to life and to
the acceptance of suffering and ill-
ness with serenity and patience.11

4. Some Virtues in Behaviour
towards the Sick

Aclassic Muslim theologian, al-
Ghazâlî, in his great Compendium
on the religious sciences12 devotes
a whole chapter to the question of
rights and duties in relation to
one’s family. Referring to a series
of hadiths of the Prophet he ar-
gues, amongst other things, that
the most excellent virtue is that of
paying visits to one’s family rela-
tives even if they have neglected,
forgotten or abandoned you: ‘The
best virtue is to pay a visit to those
who have abandoned you, to give
to those who have taken from you,
and to forgive those who have
done you an injustice’13
In another hadith, emphasis is

given to the civil and moral excel-
lence of those who respect and ho-
nour their parents, a virtue which
is greatly exceeds that of the duties
of worship. Indeed this hadith says
that ‘Honouring one’s parents is
greater than prayer, alms-giving,
fasting, pilgrimage and jihâd on
the way of God’. There is also a
hadith that goes beyond this and
advises honouring the memory of
one’s father by continuing to love
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and pay visits to the friends that he
had when he was alive: ‘most ex-
cellent respect for one’s father is
continuing to visit the family of
the friends of one’s father after his
death’14

5. Inter-religious Dialogue in
Relation to Illness: a
Common Value, a Shared
Value

In order to live in a climate of
esteem and friendship, Christians
and Muslims must always search
for common and shared values
through inter-religious dialogue.
When faced with illness and suf-

fering, Christians and Muslims are
obliged to help all human beings
without distinction, and each in his
own most concrete singularity, be-
cause ‘man on earth is the only
creature that God willed for him-
self’.15 And the best way of serving
this dignity is through the defence
of life. As a consequence, Chris-
tians and Muslims should be par-
ticularly concerned about those
who are afflicted and they should
demonstrate compassion, love, af-
fection and devotion towards
them. Through this shared re-
spect for the body and the impor-
tance attributed to human life,
Christians and Muslims also bear
witness to their spiritual vision of
man, gratitude for the gifts re-
ceived from God and hope in ‘res-
urrection on the last day’.16
Special emphasis should be laid

on the cooperation between be-
lievers in active participation in
the specific works of care that
Christians and Muslims have de-
veloped in the world. Through
these works, living witness is
borne to service to suffering hu-
manity. Reference should be made
to cooperation at the level of hos-
pitals and of health care that has
been developed throughout the
world, and in particular in places
that are less favourable to dialogue
and to cooperation at the service to
life and against illness. We know
of very many people, Christians
and Muslims alike, who bear wit-
ness to this special devotion of
care for the sick and the elderly, a
devotion that makes us feel called
by one God to service to a single
humanity.

6.Conclusion

Thanks to advances in the field
of medical care and nutrition,
which were developed in particu-
lar during the twentieth century in
order to improve quality of life, the
number of elderly people has in-
creased notably. This has led the
United Nations to become interest-
ed in this question which, al-
though, on the one hand, it is the
outcome of achievements by hu-
mans, on the other, has required
special policies which began in
1982 with the International Action
Plan for the Elderly,17 and contin-
ued thereafter with the principles
of the United Nations for the El-
derly.18 We may also recall that
1999 was the International Year
for the Elderly.
Muslim believers, for their part,

have been very much interested in
all these initiatives of the interna-
tional community directed towards
meeting what their religious tradi-
tions see as a moral obligation. I
would like to describe this obliga-
tion by narrating a popular story,
which reads as follows: ‘An old
man aged eighty was sitting on a
sofa with his son who was forty-
five years old, a man with a de-
gree, when a crow perched on the
window. The father asked the son
“What is that?”, “A crow”, replied
his son. The father then asked him
once again “What is that?”, and his
son replied once again “A crow”.
Later the father asked his son once
again “What is that?” His son, who
by now was angry, replied ‘Oh, a
crow. Have you not yet under-
stood?”After a fewminutes the fa-
ther went to his bedroom and came
back to the living roomwith an old
diary in his hand which he had
kept ever since his son was born.
He sat down, opened the diary, and
asked his son to read from the page
he had chosen. The son began to
read it and found the following
words: ‘today my little boy aged
three was sitting with me on the
sofa when a crow perched on the
window.My son asked me twenty-
three times what it was and twen-
ty-three times, without any irrita-
tion or difficulty but with great
tenderness and patience, I told him
that it was a crow’. The moral of
the tale? If your parents grow old,
do not reject them or think that

they have become a burden for you
but, instead, be affectionate and
kind, meek and obedient, humble
and generous with them; and do
everything to keep them happy,
loved, esteemed, and respected.19
I will end with a quotation from

the Koran which every believer
subjected to affliction should, it
seems to me, adopt as his own:
‘Give good news to the patient!
When they fall into misfortune
they say “in truth we are of God
and to Him we will return!” They
will have the blessings of their
Lord and mercy: they are well di-
rected on the Path’.20

Rev. MIGUEL ÁNGEL
AYUSO GUIXOT MCCJ,
Dean of the Pontifical Institute
for Arab and Islamic Studies.
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Introduction

Hinduism is one of the oldest re-
ligions of the world. It is a religion
and a way of life.1 As a way of life
‘every important event of Hindu
life has to be sanctified through re-
ligious observance’. A Hindu is
expected to perform certain tasks,
fulfil certain responsibilities and
duties towards himself as well as
towards others, aspire for those
goals in life which will ensure
holistic welfare, and pursue these
goals commensurate with the
norms enunciated by the Hindu re-
ligion. Hindus believe in the re-
birth or reincarnation of the soul
and therefore they are expected to
be conscious of the deeds in the
present life which should enable
them to enjoy the good results in
the next life should they have to go
through another one. As Hinduism
is regarded as a way of life, service
to the needy has never been
thought of as a special effort to be
made but the normal and natural
duty of an individual. The history
of this religion, therefore, reveals
that there has never been what is
called organised social service in
Hindu religious practices. As ser-
vice to the needy is regarded as a
duty of every Hindu, the religion
also enjoined upon kings the re-
sponsibility of protecting and
looking after the needs of those
who are without support in times
of emergency. It was considered a
moral duty of the king. If a king
failed to do this, he was viewed as
immoral and irreligious.

Significant Tenets of Hinduism

The phenomenon of service to
society as a communitarian effort
dictated by religious sentiment
could be observed among the Hin-
dus mainly towards the later part
of nineteenth century and in the

early twentieth century. It is also
true that evidence of philanthropic
work carried out by individuals
prior to that period exist. In order
to respond to the subject matter of
this conference – care for sick el-
derly people – it would be essen-
tial here to refer to two significant
tenets of Hinduism. These are the
doctrines of ‘Dharma’ and ‘Chat-
urashram’, which merit some dis-
cussion here.

The Doctrine of Dharma

In common parlance ‘dharma’
means religion – the observation
of religious practices and duties
such as worship and related mat-
ters. ‘Dharma’ is also used in an-
other sense – ethical principles or
simply ethics. Hindu scriptures
dwelt at length upon the code of
ethics to be followed by a Hindu in
the different spheres of life. There
is a dictum in Hindu ethics which
says, ‘whatever you do, do it in a
truthful and righteous manner’. It
says, ‘Dharma charh’ – your con-
duct should reflect that you are tru-
ly following dharma. In a signifi-
cant provision dharma maintains
discipline in society.2 It is said that
the society which does not observe
ethical codes is not sustainable and
perishes before long. Immorality
becomes the foundation of such a
society; it is devoid of morals and
cannot hope to progress truly. As
Axel Michaels mentioned ‘Dhar-
ma is what holds the world togeth-
er and supports it, the eternal
(sanatan) look, the “order in con-
summation”. The Dharma applies
to humans and animals but also to
elements; it includes natural and
structural order, law and morals in
the broadest sense’.3 It may be
mentioned here that in every
sphere of human life how an indi-
vidual should conduct himself has
been laid down by Manu (a seer),

the Law Giver of the Hindus. The
scripture which contain these laws
is known as ‘Manusamhita’. The
two tenets mentioned here are ex-
plicitly noted in this scripture.

The Doctrine of Chaturashram

An important tenet of Hinduism
is that life has to go through four
stages and in each stage an indi-
vidual’s residence is different. The
Hindu term of residence is
‘Ashram’. The responsibilities and
duties that one has to perform also
differ according to the stage one is
passing through.
Ashrams in four different stages

of life are called:
Brahmacharya – the first stage

when an individual is required to
reside in a teacher’s residence and
pursue knowledge under his guid-
ance. This is a period of stu-
dentship.
Garhasthya – this is the stage of

householder when an individual is
expected to marry, raise his/her
family and perform the duties of a
householder such as bearing and
rearing children, support and care
for parents and other elderly and
relations when residing together.
In a sense, the nurture and taking
care of those who are naturally de-
pendent on the householder.
Therefore, according to Hinduism
elderly members are part of the
family, it is their rightful place and
it is the duty of young adults to
take care of them whether they are
able-bodied or suffer some disabil-
ity – physical or otherwise.
Vanaprastha – this in the third

stage of life, known as
Vanaprastha, when the residence
of the person is the forest. That
means the leaving of home and
hearth of an individual, either with
or without his wife, leaving her in
charge of his son(s), and abiding in
the forest and leading an almost

SUKLA DEB KANANGO
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ascetic life, withdrawn from the
responsibilities of householder.
Sannyasa – this is the last stage

(fourth stage) where the individual
becomes a wanderer and an as-
cetic, the ultimate goal being the
realisation of the self and salvation
of the soul.
An important observation to be

made here is that the Hindu reli-
gion extensively suggests how the
elderly should lead their lives in
old age. It is moving forward,
looking ahead, and striving to dis-
cover how they can realise their
selves, reaching that ultimate state
of freedom from bondage of all
kinds, and salvation. Not bother-
ing at all about what or whom they
have left behind in their previous
stage of life, i.e. garhasthya. That
is, to be completely detached from
all that concerns family life.

The Place of the Elderly
and Care for the Elderly
in Hinduism

In order to understand the place
and space an elderly person occu-
pies in Hindu society one has to
understand Hindu family life,
which is what the second stage,
Garhasthya, signifies rather than
Vanaprastha, which is the stage
when one is considered old and
should retire from active life.
Manusamhita extensively and

specifically laid down the duties
and responsibilities of a house-
holder (Garhasthya). In a sense
this Hindu scripture is quite pre-
scriptive as it mentions what ought
to be done and what should not be
done in a specific situation. Here
also the householder has to follow
the Dharma of a householder.
‘Dharma’ is a relative term that al-
ways refers to special circum-
stances. ‘This is righteous and that
is unrighteous’ (explains an old le-
gal text).4 Hence the householder
has to be mindful in his action and
behaviour, otherwise he will fall
prey to unrighteous action whose
consequences will not be desirable
nor beneficial.
Worship and regular study of the

Vedas, earning a livelihood
through honest means, the bearing
and rearing of children, honouring
guests through proper hospitality,
respecting elders and taking prop-

er care of parents and other rela-
tives who live with him, are
among the many duties that a
householder has to perform. In
fact, nowhere in the ordinance of
Manu (Manusamhita) no specific
mention of care for the parents is
found except when there is a refer-
ence to making gifts (‘dana’) to
parents. This scripture gives de-
tails of who are fit persons to be
given gifts and who are not. Par-
ents are placed as the first; gifts to
parents leads to rewards.5 These
rewards also imply the ultimate,
the passage to heaven.
Observing this silence about

care for parents one cannot help
concluding that parents are an inte-
gral part of the family and there-
fore it goes without saying that
they should be looked after and
taken care of by the householder

(Garhasthya). However, if we refer
to the epic Mahabharata we do
find mention of how, in their old
age parents and elderly members
of the extended families are to be
looked after and taken care of by
the householder (meaning the
son/nephew etc. of the elderly). In
an extensive account of the details
of the duties of a householder to-
wards his parents and other elders
given in the epic Mahabhrata, the
renowned Sanskrit Scholar, Sri
Sukhomoy Bhattacharya Sastri
Saptatirtha of Visva Bharati,6
mentions that among all teachers
(Gurus) parents are considered su-
perior and are referred to as ‘mah-
aguru’. Just as parents rejoice at
their children’s achievements in
life, so also the children’s welfare

(‘mangal’) is assured in this life
and life afterwards if they serve
their parents with all respect and
humility. Mention also is made of
other elderly people such as teach-
ers, older brother(s) and older sis-
ter(s) who should be attended to
and looked after; indeed, nursed if
need arises.6 Their satisfaction is
the householder’s reward. Chil-
dren who do not provide for the
day-to-day needs of the parents are
sinners. They are fallen human be-
ings who desert their parents with-
out reason. Children are never to
hurt the feelings of their parents.
Mention here is made not only
about the elder brother(s) but even
his wife who should be looked up-
on as equal to one’s mother in the
same way as an elder brother
should be seen as being equal to a
father.

There is another reference made
to widowed sisters in Mahabhara-
ta by the above scholar. A wid-
owed sister without any support is
to be provided for and she is to be
well looked after wherever she
lives by her brother(s). Pandava
Yudhistira, the oldest of five broth-
ers (as depicted in Mahabhrata)
,looked after not only his mother
Kunti in her old age but also his
paternal uncle and aunt, Dhri-
tarashtra and Gandhari, as well as
his great uncle Bhisma, until all of
them opted for Vanaprastha
(dwelling in the forest).
Hitherto my discussion of care

for the elderly has focused princi-
pally on parents. This is because of
the question of who should take
care of parents when they become
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old. Obviously care of the elderly
has become an issue today as more
and more elderly parents are seen
to be without the care and support
of their families as the extended
family has given way to the nu-
clear family, thereby impinging on
many vital spheres – the decreas-
ing numerical strength of the fami-
ly and consequently a decline in
the resources that support and sus-
tain the family. Manpower, materi-
al and financial resources, together
with the vital life supporting ele-
ments of love and care – all are de-
pleting and are rather depleted.
Many elderly are deserted by their
offspring and even when they re-
main within the family, the re-
sources of the family are not suffi-
cient to take care of elderly parents
adequately. Hence society is con-
cerned about providing for these
elderly people and how to take
care of them.

The Place of the Elderly
in the Public Sphere

The discussion now should re-
late to the place of the elderly in
society in the public sphere ac-
cording to the Hindu Dharmasas-
tra. Reference here again should
be made to Manu’s ordinance and
Kautilya Arthasastra (Kautilya the
Minister of the Emperor Ashoka’s
kingdom).
Manusanhita explains why a

king should associate himself with
elderly people who are well versed
in Vedas and Religious Norms.
Slokas 36, 37 and 38 specify that it
is the duty of a king to serve such
elderly people and follow their ad-
vice. A king who engages himself
in the service of such learned el-
derly people, even if hostile ene-
mies, will not receive any harm..
However well versed in Sastras
and benevolent by nature a king
may be, he should associate with
the learned elderly to learn humili-
ty and conduct himself with all hu-
mility because a humble king is
never destroyed whereas an arro-
gant one does (he loses his em-
pire).7 It is obvious that elderly
people, because of their knowl-
edge and wisdom, are a great sup-
port to a king who in turn should
serve them with sincerity.
As king should lead his subjects

and his behaviour should be exam-
ple for them to follow. By caring
for the elderly he sets an example
for others. Thus in the Hindu tradi-
tion the elderly are given a re-
spectable place.
Similar ideas are to be found in

the Arthasastra by Kautilya. Dr.
S.G.Moghe8 observes: ‘the topic
of the association of a person par-
ticularly a kind with the Vrddhas
has become a subject matter of the
Kautiliya Arthasastra 1.5.11 and
1.5.16. Kautiliya specifically as-
serts that a prince should have con-
stant association with elders in
learning for the sake of improving
his training, since the training has
its roots in the association with el-
ders in learning’.8
It is obvious that the above

scriptures highlight the place of
the learned elderly but are silent
about those who are not so en-
dowed with knowledge and wis-
dom. In spite of this, one may con-
clude that whether learned or not,
an elderly person is to be taken
care of by his family, and in partic-
ular his offspring.

The Present Scenario

In both industrialised countries
and developing countries the same
trends as regards the elderly popu-
lation are to be observed: it is
growing. Projections of the elderly
population in India, as per the Cen-
sus of India 1997, can be had from
the table 1.

The influence of religion on the
conduct of society has weakened
over the ages and apparently reli-
gious norms regulating day-to-day
interaction among young and el-
derly within a family are also rare
except in the observance of certain
rituals. However, in spite of this,

the role of the family in the provi-
sion of security and care to the el-
derly was emphasised in the Indian
National Policy on Aging. The
family is still viewed as very im-
portant and is seen as a cherished
institution in India; it is looked up-
on as the rightful place of the elder-
ly. In spite of all this, it would be a
travesty of truth not to acknowl-
edge the other reality – the depriva-
tion and abuse of the elderly, with-
in the family as well as without.
This is also increasing. Coupled
with this is the situation of large
populations of elderly people who
are in rural areas and do not have
equal access to services that are
available in cities and towns. The
family, on the other hand, is also
constrained in caring for its elderly
members. The economic hardship
of the majority of the families is
enormous. In addition to this there
is the lack of manpower within
families to look after the elderly
because of the ever shrinking size
of families. Nonetheless, society
and the state value the family as the
most favoured living context for
the elderly.
Homes for the elderly are gradu-

ally gaining ground in care for the
elderly but they are still not a
favoured option for the majority of
families. There is also another phe-
nomenon – families suffer from
social disapproval or are looked
down upon if they fail to keep their
elderly within the family fold.
Thus when the elderly are dis-
owned, families resort to decep-
tion to cover up the truth. There-
fore, whether with respect and dig-
nity or without it, the majority of
the elderly are still part of their
families in Hindu society and state
support to supplement family re-
sources is also gradually increas-
ing though not proportionately or
to the extent that is needed.

Age group 1951 1991 2001 2021
(projected)

60+ 20.10 60.50 81.40 177.50

Percentage
of total

population
5.62 7.31 8.44 14.45

Source: Sharma S.P. and Xenos, P., Ageing in India: Demographic Background and
Analysis (Based on census Materials, Occasional papers, Census of India, 1997.9

Table 1. Total Elderly Population in India (in millions) 1950-2025
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Conclusion

The question of care for the el-
derly, the majority of whom devel-
op some kind of disability or other
as age advances, perturbs society.
However, Hindu religious organi-
sations cannot but view responsi-
bility for taking care of the elderly,
nursing the sick and making nec-
essary provisions for them as be-
longing to the family. External
support in terms of the provision
of health-care (including treat-
ment) and financial assistance to
the families in times of need, are,
however, welcome. Hospitals,
clinics, charitable dispensaries etc.
are regular features of many Hindu
religious organisations today. The
elderly sick are a growing concern
of Hindu society and it is a strug-
gle to meet their needs in the pre-
sent economic scenario where
there is plenty of money but at the

same time nomoney.Added to this
is the weakening social fabric as
families are constrained in a myri-
ad ways and thus cannot care for
the elderly, particularly those who
are sick, adequately, and to the ex-
tent desired.

Prof. SUKLA DEB KANANGO
Department of Social Work,
Visva Bharati, Santiniketan,

West Bengal, India.
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1. Sickness as One of
the Eight Most Concerned
Sufferings

Sakyamuni Buddha, the founder
of Buddhism, has been regarded as
the Great King of Medicine.
The Buddha told his disciples

that taking care of sick people is
equal to taking care of the Buddha
himself. There are three Gems in
Buddhism: the Buddha as the
physician, the dharma as medi-
cine, and the sangha as nurse.
There is even a scripture called
“Sutra of Buddha’s Medical Sci-
ence”. From the above, one may
conclude that Buddhism is a reli-
gion of medical science, although
its main concern is the therapy of
psychological diseases which are
the main reasons for physical dis-
eases.
In his very first discourse of

teaching after attaining enlighten-
ment, the Buddha declared the
Four Noble Truths. In fact, his
teachings are nothing but the diag-
nosis and healing of sufferings or
sickness in human life.
In the First Noble Truth of Suf-

ferings, the Buddha warned that
sufferings are inevitable for every
living being. Sufferings are com-
monly classified into eight: birth,
old age, sickness, death, departure
from whom or what one loves, en-
countering whom or what one dis-
likes, inability to gain what one
seeks and psycho-physical imbal-
ance.
In the Second Noble Truth of

Causes of Sufferings, the Buddha
analyzed the main causes of suf-
ferings as ignorance and karma,
i.e. action, speech and thought.
In the Third Noble Truth of Ces-

sation of Sufferings, the Buddha

targeted Nirvana as the ultimate
aim.
In the Fourth Noble Truth of

Ways Leading to the Cessation of
Sufferings, the Buddha specified
the Eightfold Noble Ways: Right
View, Right Thought, Right
Speech, Right Livelihood, Right
Action, Right Effort, Right Mind-
fulness, and Right Concentration.
If the Formula of Four Noble

Truths is applied in medicine, we
can induce the following table:

The Buddha, although an en-
lightened being, had much less
vexation and diseases in his phys-
ical body than others but he could
not be absolutely free from them.
If the components of body become
imbalanced, the illness will cer-
tainly occur.

2.Characteristics of Buddhist
Medical Care

A bodhisattva is a great being
working towards full enlighten-
ment by means of benefiting one-
self through helping others. The
goal of Buddhist medical science
is to transform the life of patients
into that of a bodhisattva.
To help others, a BODHISATTVA

shouldmake Four GreatVows: 1. I
vow to help the immeasurable liv-
ing beings. 2. I vow to eradicate

the boundless vexations. 3. I vow
to learn the infinite knowledge. 4.
I vow to attain the supreme Bud-
dhahood.
In Buddhist medical science, to

heal the illness, a medical profes-
sional, no matter whether he or
she is a physician, a nurse, a phar-
macist or else, should not only
work with all efforts but also en-
courage his or her patients to work
positively. A physician should act
like a bodhisattva, and ask his or

her patients to develop the ambi-
tion of a bodhisattva.
Through the interaction with the

patients, a medical professional is
not only a giver of medical treat-
ment and psychological support to
patients but also a receiver of
knowledge and wisdom from the
patients. This is exactly the grow-
ing process of a bodhisattva, to
give what he or she has to the liv-
ing beings and to receive reciproc-
ity from the living beings so that
he or she may continue to increase
wisdom and compassion.
Vice versa, a patient is not only

a receiver of medical treatment
and psychological support but also
a giver of life phenomena and
medical experiments.
A medical professional and a

patient are irreplaceable partners,
aiming to transform the life of the
partner intentionally or uninten-

CHENG CHEN-HUANG

3.4 Nirvana as the Supreme Healing:
a Buddhist Perspective on Medical Care
for the Aged

Four Noble Truths Medicine
Noble Truth of Sufferings Diagnosis of Symptoms
Noble Truth of Causes of Sufferings Investigation of Causes of Diseases
Noble Truth of Cessation
of Sufferings

Ideal Healthy Body

Noble Truth of Ways Leading to the
Cessation of Suffering

Therapy
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tionally. This parallels the interre-
lationship between a bodhisattva
and the living beings.
The following chart exemplifies

a medical professional as a bod-
hisattva and his or her patients as
living beings:

On other hand, a patient can al-
so play the role of a bodhisattva
and treat all medical professionals
and those who are around him or
her as living beings.

3.Buddhist Therapy

Buddhist therapy aims to flow
into the foundation of the universe
through the moderation of individ-
ual life rhythm, ranging from tak-
ing drug, counting in-breath out-
breath, regulating breathing, and
observing the mind to integrating
with life of the universe.
Master Chih Yi (538-597) illus-

trated the relationship between
causes of illness and therapy in his
“Great Concentration and Insight
Meditations”: “If the illness is
caused by physical action, work,
foods or drinks, it can be cured by
taking drugs. If the illness is
caused by the improper sitting
meditation, it can be cured not by
taking drugs, but by sitting medi-
tation again and regulating breath-
ing properly. If the illness is
caused by spirits or devils, it can
be cured only by deep contempla-
tion and great mantra. If the illness
is caused by karma, it can be cured
only by contemplation inwardly

and repentance outwardly. There
are different ways of therapy. One
should know them well. One
should not hold knife and hurt
oneself”.
In Buddhism, all foods are re-

garded as drugs. The herbal drugs

are applied only when foods and
drinks are taken improperly.
Drugs are important. However,
besides drugs, the practice of con-
centration meditation, insight

meditation, regulating breathing,
contemplation, occultism, etc. are
also much emphasized. Obvious-
ly, in Buddhist medical science, an
imbalance mind is considered as
the main cause of illness. The
wholesome mind is the key to
physical health. The practice of
Buddha dharma is for attaining
wholesome mind and finally nir-
vana or Buddhahood.

4.Twenty Five
Skillful Means

Master Chih Yi, in his books
“Great Concentration and Insight
Meditations” and “Small Concen-
tration and Insight Meditation”,
listed 25 skillful means of medita-
tion which can be regarded as the
Buddhist therapy. The 25 skillful
means should be practiced by the
patients themselves, and the med-
ical professionals play only the
role of an advisor.
Fulfill five conditions in order

to protect individuals: 1) Observe
precepts purely to live a normal
life, 2) Prepare necessary clothes
and foods with gratitude, 3) Live
in quiet surroundings, 4) Keep
away from secular affairs, 5)
Learn with virtuous and knowl-
edgeable teachers.
Be free from these five desires

in order to create peaceful living
condition: 6) Be free from desires
for visible objects, 7) Be free from
the desires for sound, 8) Be free
from the desires for smells, 9) Be
free from the desires for tastes, 10)
Be free from the desires for gentle
touch.
Break down five handicaps in

order to warn against the afflic-
tions springing out of the depth of
mind: 11) Break down the handi-
cap of cravings, 12) Break down
the handicap of hatred, 13) Break
down the handicap of drowsiness,
14) Break down the handicap of
agitation, 15) Break down the
handicap of doubt about oneself,
teachers, and truth i.e. medical sci-
ence.
Moderate five things in order to

moderate the whole rhythm of
life: 16) Moderate drink and food,
17) Moderate sleeping, 18) Mod-
erate the body, 19) Moderate
breathing, 20) Moderate the mind.
Do five things: 21) Strong de-

sire to practice, 22) Effort, 23)
Mindfulness, 24) Skillful intelli-
gence, 25) Concentration.

5.Compassion andWisdom:
Antidotes to Karmic Sickness

According to Buddhism, there
are three ways to liberate living
beings from suffering: precepts,
meditation, and wisdom. Precepts
can liberate one from doing evil
and thus the consequence of suf-
ferings. Meditation can liberate
one from psychological afflictions
and thus attain happiness.Wisdom
can liberate one from the rise and
fall of the mind, and thus attain
eternal peace spiritually. Nirvana
means eternal peace and perfect
freedom from suffering.
After attaining nirvana, one

may take a further step to help oth-
ers liberate themselves from suf-
fering. This is the virtuous senti-
ment called compassion, the em-
pathy to feel oneness with others.

A medical professional as a bodhisattva with patients as living
beings

1st vow Give best medical treatment to patients regardless of their
background.

2nd vow Treat all diseases of the patients whether serious or not.
3rd vow Master medicine science, Buddha dharma, and other

knowledge.

4th vow Be perfect in wisdom and compassion.

A patient as a bodhisattva with medical professionals as living
beings

1st vow Show compassion, respect, gratitude, symptoms, tolerance,
and diligence.

2nd vow Cease all vexations, diseases, ignorance, and unwholesome
minds.

3rd vow Learn medical science, hygiene, information about health, etc.
4th vow Be a healthy person and a bodhisattva.



106 THE PASTORAL CARE OF SICK ELDERLY PEOPLE

Everybody has the same hope to
have peace and no suffering. This
is where a bodhisattva steps in.
Out of the wisdom to know the in-
separability of all and the enlight-
ened mind to help others, a bod-
hisattva develops unconditioned
love and compassion to work for
living beings. All beings are sub-
ject to past experiences deep in the
mind, the karmic sickness in Bud-
dhist terms. Compassion and wis-
dom are the antidotes to karmic
sickness, and thus the prerequi-

sites to attaining the nirvana of all
beings.

6.Nirvana:
the Supreme Healing

Physical sickness and death is
inescapable for all. But psycho-
logical sickness can be cured
eventually through practice, and
there will be certainly no death if
there is no birth. Nirvana is the on-
ly answer in Buddhism.

Nirvana is not nihilism but the
complete cessation of suffering
which relies on the eternal peace
of the mind. When one gets sick,
one should analyze the causes of
illness and be treated properly
with best medical care. However,
the supreme healing is nirvana.
When one has an empty mind, one
will accept all conditions regard-
less of sickness or even death.

Prof. CHENG, CHEN-HUANG
President of Amala Association, Taiwan
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Introduction

At the international conferences
on palliative care (2004), genetics
(2005) and infectious diseases
(2006), which were organised by
the Pontifical Council for Health
CareWorkers, I had the opportuni-
ty to briefly present the complex
question of post-modernity. In this
paper I will confine myself to an
extreme summary of post-moder-
nity: the post-modern vision of hu-
man life is understood as being
utilitarian, pragmatic, contract-
based, nihilist and cynical. The
value of human life is obscured
and relativised. As we know, pain,
suffering, the terminal stage of life,
dying and death are a part of nor-
mal human life. Post-modernity,
however, does not see pain, suffer-
ing, the terminal stage of life, dy-
ing or death, which accompany the
illnesses of elderly people as well,
as having any value. Instead, in the
face of these realities post-moder-
nity takes refuge in assisted sui-
cide, suicide and euthanasia.
This paper will seek to describe

the concrete positions of post-
modernity in relation to sick elder-
ly people. I will attempt to present
what the post-modern position is
through the positions of two prin-
cipal representatives of post-mod-
ern bioethics, namely Hugo Tris-
tram Engelhardt, Jr. (1941), an
American philosopher of German
origins, and Peter Singer (1946),
an Australian philosopher.

H. T. Engelhardt

This thinker offers a clear per-
spective on the importance of
bioethics1 for the future. Of notable
interest is his view on the mission
of bioethicists whom he sees as the
‘secular priests’2 of our culture. On
the other hand, some health-care
workers, and precisely post-mod-

ern health-care workers, receive a
specific appellation from him: he
calls them ‘cosmopolitans’ and he
defines them as ‘men and women
who can live in peace and procure
health care in this world without
fundamental moral conflicts. They
are the contemporary expression
of Nietzsche’s ‘superman’. They
can contemplate the destruction of
old traditions and prosper in the
subtle area of post-modern times’.3
In the approach of this author what
can one predict for the future?
When considering the ageing of
the population in western societies
Engelhardt proposes a summaris-
ing and ‘prophetic’ response: ‘In
the future… there will be an in-
creasing risk not only of having to
bear the weaknesses that are typi-
cal of old age but also of spending
months, if not whole years, in in-
stitutions that provide complete
nursing care. This risk can be
avoided only by allowing individ-
uals to allow themselves to be
killed in a painless way where they
find themselves in certain situa-
tions. This possibility will allow
them to exorcise the fear of be-
coming so old that they are forced
in live in an undignified way for
themselves and in an extremely
expensive way for others. Such a
policy would remove these fears
and free up resources which could
be allocated to the defence of
health and an increase in the plea-
sures of life when one can still live
life in a truly gratifying way’.4
This position confirms that post-

modern man feels fear when faced
with old age, suffering and death.
Faced with such strong pressures he
strives, and will certainly strive in
the future as well, to flee from it and
move towards ‘better solutions’:
suicide, assisted suicide and eu-
thanasia. In the view of Engel-
hardt, the above solutions are op-
tions that can be morally accepted
on the same level as prenatal diag-

nosis and voluntary abortion. One
should not be surprised here: out-
side the context of substantial
morality it is not possible to assess
these choices as being morally
wrong.5
However in his argument he

reaches a position that is extreme-
ly utilitarian and inhuman when he
states: ‘Whether suicide and the
killing of another person on re-
quest violate the principle of doing
good depends on the hierarchy of
rights and wrongs to which one
refers. When the person to be
killed is subject to unbearable
pain, the secular argument that re-

lies upon doing good could present
an act designed to speed up death
as a morally praiseworthy choice,
if not an obligatory one… a very
patriotic citizen with a debilitating
terminal illness could take his own
life for the purpose of not being a
further burden on the national
health service. To abstain from
leaving instructions to others
about the level of treatment that
would be desired were one to be

JÁN ĎAČOK

3.5 The Point of View of Post-Modernity
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afflicted by grave and irreversible
dementia could constitute a form
of moral and social negligence
since such an omission exposes
the family and society to forms of
treatment that would not be de-
sired. Those who do not judge
killing to be immoral as such could
even consider that it is their duty to
arrange beforehand that in the
presence of certain circumstances
they should be killed’.6

Lastly, Engelhardt produces tru-
ly original proposals concerning
religion, Christians, and moral the-
ology as well. The cosmopolitan
liberal ethos, in the name of self-
determination, invites us both to a
rupture with the traditional Christ-
ian past and to the acceptance of
suicide and euthanasia. This secu-
lar culture, which is neo-pagan and
also post-Christian, invites reli-
gion to engage in a reorientation of
the obligations imposed on its own
members. ‘Religion should help
health-care workers and family
relatives to accept the choices of
patients who want to engage in as-
sisted suicide and voluntary active
euthanasia’. Christians, because
they love their neighbour, in the
view of Engelhardt ‘should en-
courage choices about death that
protect the values, the freedom and
the dignity of their neighbours’.
He also makes a proposal for con-
temporary moral theology which
should recognise that ‘assisted sui-
cide and voluntary active euthana-

sia can be accepted on the grounds
of dignity and love’.And lastly, the
same task also falls to post-tradi-
tional Christianity.7

P. Singer

This thinker in his views is cer-
tainly not distant from the views of
Engelhardt. In the expression of
one of his views he offers the fol-
lowing prophecy: ‘in the United
States of America, where stress al-
ways falls on individual rights... a
change will probably come, as
happened in Oregon, more in the
form of the recognition of the right
to assisted suicide than in the form
of the legalisation of active volun-
tary suicide. But the most certain
thing is that within the next
decade, and perhaps before, the
citizens of various countries, fol-
lowing the example of Holland,
will manage to acquire the right to
control their own lives’.8
In expressing another view

Singer, with his cold logic, aware
that few will agree and wanting to
be provocative, argues as follows:
‘When the right of patients to de-
cide how to die is recognised in
other countries, on a par with what
happens in Holland and Oregon,
the Hippocratic tradition will be
subjected to a further transforma-
tion similar to that which has al-
ready occurred in the case of abor-
tion. Gradually we will learn to
think that in the case of the termi-
nally or incurably ill, a correct ex-
ercise of the medical profession al-
so understands the practice of eu-
thanasia when the patient makes a
free and well informed request to
this effect. But are we really cer-
tain that the change will be limited
to this?’9
How can one arrive at the legal-

isation of such practices so as to
‘meet one’s own wish to control
one’s death’? Singer already has
an answer: ‘if the right to assisted
suicide does not come from courts
and parliaments, in countries
which allow their electors to ex-
press themselves directly on ques-
tions this could come about as a re-
sult of referendums’.10 In other
words ‘new ethics’ with ‘new
commandments’ are required to
meet this wish because traditional
ethics will never be able to satisfy

it. In his new moral approach to
human life and human death he
proposes ‘five new command-
ments’ which are clearly opposed
to the ‘old’ commandments.11 This
approach expresses his ‘rethink-
ing’ of traditional ethics and his
‘rewriting’ of the new ethical per-
spective.
Singer, as an atheist and non-

cognitivist, develops his bioethics
through dramatic and revolution-
ary case studies. From individual
cases he draws unwarranted gener-
al conclusions that go against hu-
man dignity and against Catholic
morality, which is labelled as be-
ing already ‘old’ or ‘no longer use-
ful’. He invites us to ‘rewrite the
commandments’ and he is con-
vinced that during the new century
his ethics will be useful to us as a
guide for decisions about life and
death.

Conclusion

In short, these approaches leave
no doubt about the fact that the
ethics of Engelhardt and Singer
display profound distrust in the
dignity of man and the classical
and Christian tradition. In their
context there remains no space for
old, sick, or handicapped person,
or for a person who could be born
deformed. They leave them no
choice of being truly accepted and
integrated, although the resources
for the healthy and the young
would be thereby reduced. Here
they are convinced of their inferi-
ority. The vision of man as being
created in the ‘image and likeness
of God’ (Gen 1:26) has been lost
and with it also a sense of the ab-
solute dignity of every man, and in
a particular way when elderly and
sick.
For the positions espoused by

Engelhardt and Singer ‘God is
dead’ in the sense that He is silent,
inaccessible, inactive, or, even if
He is perceived, He is rejected.
This approach to bioethics is not
ontologically based, it recognises
no ontological hierarchy of values,
no theory of inter-subjective good
and no communitarian vision of
moral action. As a result, their
bioethics are in fact without any
moral contents and as such take on
the moral disorientation of con-
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temporary society; indeed, it deep-
ens that disorientation.
For the bioethics of Singer and

Engelhardt, life as such has no
meaning. The value of human life
is relative, obscured, without a
recognition of levels and ontologi-
cal and axiological differences.
The status of the human person is
only conferred on those individu-
als who are self-aware and who
can express their wishes.
What could be our answer here

to post-modern trends?12 To sum-
marise: to accept life means to ac-
cept old age with its illnesses, and
death too, as well. To be afraid of
living, in the Gospel sense, means
to be afraid of dying as well. Those
who discover the beauty and the
greatness of this life with Christ,
embrace further that promised life
which, however, passes by way of

illnesses, pain, suffering, old age
and death. Only in Christ, who is
‘true light’ (Jn 1:9), can one find
the spring of light that illuminates
the mystery of man during every
period of his life.

P. JÁN ĎAČOK SJ
Lecturer in Moral and Ethical Theology,

Faculty of Theology of the University
of Trnava,
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This subject, within the context
of the various contributions made
during this international confer-
ence, addresses the task, specific
to a catechesis and education in
the faith, of achieving more suit-
able care for elderly people who
find themselves in conditions of
illness and accompanying them in
a more mature faith.
It is immediately clear that one

cannot speak in a general way
about a more mature faith. There
exist and one encounters elderly
people who are a) in conditions of
illness that are very diversified
(chronic illnesses due to old age or
to the arrival of pathologies, inval-
idating physical or mental
pathologies that make elderly peo-
ple no longer self-sufficient, tem-
porary illnesses etc.); b) and in re-
ligious, cultural, and social condi-
tions that are notable different. In
the same way, the diversity of the
‘places’ in which sick elderly peo-
ple are to be found should also be
borne in mind: at home with their
family relatives or at home alone;
in a structure where they are ad-
mitted for a while or where they
live; or in a hospital or in a place
where they stay for a long time.

Yet without forgetting that each
sick elderly person lives out his or
her condition in an always specif-
ic way and can have an experience
of faith of varying levels of devel-
opment or one that is even non-ex-
istent (and thus in need of an ini-
tial proclamation of the Gospel).
As a result a catechesis and edu-

cation in the faith in relation to
sick elderly people must be
thought about, and implemented
in line with, two complementary
directives: a) education whose di-
rect and immediate recipients are
the elderly themselves through
forms of catechesis that are preva-
lently occasional or a matter of the
situation that presents itself, al-
ways assuring an essential whole-
ness to the message that will help
the elderly person to illuminate his
or her own life with faith and open
up that life to Christian hope; b)
education in the faith that is after a
certain fashion more systematic
and referred to people who are
called to look after sick elderly
people and Christian communities
themselves so that they will pre-
pared to take responsibility for an
accompanying in the faith of sick
elderly people.

1.An Elderly Person, Especially
when in a Situation of Illness,
Needs Education and
Necessary Support in the
Faith

It is necessary to begin with the
belief that every person of what-
ever age or situation needs educa-
tion in the faith; indeed, they have
a right to this. Indeed, ‘every age
of man has its own meaning in it-
self for the achievement of maturi-
ty’.1 Indeed, the need for educa-
tion in the faith appears to be espe-
cially justified in situations of life
that are often decisive for the des-
tiny of a person’s faith, such as a
situation in which one is called to
understand and live situations of
suffering, of illness and of old age
with a Christian meaning.2

2. Some Emphases and
Characteristics of a
Catechesis and Education in
the Faith for Sick Elderly
People

A first and fundamental empha-
sis is to bear in mind the experi-
ence of faith that has at a practical
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level been lived out by the sick el-
derly person. Indeed, ‘an elderly
person can reach his age with a
solid and rich faith: in this case the
catechesis leads after a certain
fashion to fullness of the pathway
that has been followed in an ap-
proach of thanksgiving and trust-
ing expectation; others live a faith
that is obscured to varying degrees
and with weak Christian practice:
in this case the catechesis become
a moment of new light and reli-
gious experience; at times an el-
derly person reaches his days with
profound wounds in his soul and
his body: the catechesis helps him
to live his situation in an approach
of invocation, forgiveness, and in-
ner peace’.3
Whatever the case, reference

may be made to certain emphases
and characteristics of education in
the faith or a catechesis addressed
to elderly people who are in situa-
tions of illness:

a.Catechesis or education
in the faith embodied
in the situation or condition
of the elderly sick person

It is necessary first of all to lis-
ten to his or her questions and in-
terpret his or her moods so as to
identify the contents of faith that
one wants to communicate and the
forms of language that are most
suitable to communicating them.

b.A catechesis or education
in the faith for a Christian
vision of life

The preparation and waiting for
the final encounter with the Lord
must not pass by way of fear of
death but rather by way of an in-
tense love of life.4 A sick elderly
person is called upon and subject
to trial twice over as regards the
meaning itself of life: by advanced
age with its progressive biological
deterioration and by the illness
from which he or she suffers. In
such a situation it is very easy ‘to
look back’, to feel useless and a
burden, and not to understand the
gift and the meaning of life in the
reality that he or she is experienc-
ing. And yet in his encyclical
Evangelium Vitae John Paul II
stressed the need to proclaim and
celebrate the Gospel of life in

every situation, with the outlook
of those who know how to see in
life an always new gift and in
every person the living image of
the God of life. ‘This outlook does
not give in to discouragement
when confronted by those who are
sick, suffering, outcast or at
death‘s door. Instead, in all these
situations it feels challenged to
find meaning, and precisely in
these circumstances it is open to
perceiving in the face of every
person a call to encounter, dia-
logue and solidarity’.5 Sick elderly
people must be helped to recog-
nise and welcome life as a gift that

is always new and as a mystery of
love in the situation that they are
living.

c. A catechism or education
in the faith on the meaning
of old age, even when
it is marked by illness

One may state that old age
grows with us in our various con-
ditions of life. It can thus be pre-
pared for, helped and accompa-
nied in order to understand its
meaning and its value at both a hu-
man level and at the level of faith.
For this reason, it is necessary to

help the sick elderly person to lo-
cate himself or herself in a design
of God, who is love, living his or
her own condition as a stage on
the pathway by which the Lord
leads us to the final encounter with
him.
Only the light and force of faith

opens to hope that does not disap-
point (cf. Rom 5:5) and can allow
us to live old age, even when it is
marked by illness, as a gift and a
mission.6

d.A catechesis or education
in the faith about
the sacrament of baptism

It is important to reawaken in
the sick elderly person the gift of
the sacrament of baptism as im-
mersion in the mystery of the
Easter of Jesus Christ and partici-
pation in his new life and as a
foundation of his or her own dig-

nity as a child who is loved in
every situation and forever by
God.
It is beginning with this aware-

ness of the baptismal rebirth that
the sick elderly person can best be
helped to discover the meaning of
his or her present and his or her fu-
ture. Indeed, hope has its roots in
faith in this presence of the Spirit
of God, ‘he who raised Jesus
Christ from the dead’and will give
life to our mortal bodies as well
(cf. Jn 3:6).

e. A catechesis or education
in the faith about illness
and suffering

It is of fundamental importance
to help the elderly man or woman
to live his or her illnesses and suf-
fering in the certainty that God is
in communion with him or her.
Just as Jesus at the moment of trial
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abandoned himself with trust to-
tally to the Father, so the elderly
person must be guided to live and
bear witness to his or her faith in a
total self-entrusting to the love of
the Father. But this requires a cat-
echesis accompanied by signs of
nearness and loving care which a
Christian community is called up-
on to give. In care for the weakest,
the suffering and the non-self-suf-
ficient, the Christian community
demonstrates in a very authentic
way its own fatherhood. Pain and
suffering, as well, have a meaning
and a value when they are lived in
close union with love that is re-
ceived and given in full commu-
nion with Christ.7
Of particular importance, there-

fore, is a catechesis that knows
how to communicate how even
negative events and the experi-
ence of the human limits of life are
in reality ‘redeemed’by Christ and
taken on by him as an instrument
of redemption and salvation, sup-
ported by unlimited love.

f. A catechesis or education
in the faith under
in the sign of comforting

A sick elderly person must be
helped to recognise, encounter
and receive in faith the revelation
of God the comforter through the
proclaiming of the word accompa-
nied by sacramental signs and the
witness of loving nearness. In-

deed, the category of God the
comforter runs through the whole
of Revelation from the Old to the
New Testament and in reality
characterises the whole of the
salvific mission of the Messiah
(cf. Is 61:1-3; Lk 4:16ss.). This is a
proclaiming of faith that is espe-
cially important in fostering in the
sick elderly person a more suitable
rediscovery of the face and the
mystery of God in the situations
that the sick elderly person is ex-
periencing. A catechesis on com-
forting cannot, therefore, involve
a simple exhortation or a cold pro-
claiming but, rather, it must lead to
discovering and experiencing that
He who comforts is God Himself
through His Son Jesus Christ and
the Comforting Spirit.
‘Comforting’ is a real gift of

God, it is the gift of the Paraclete
Spirit who dwells in us. For this
reason, it is important to educate
the sick elderly person in prayer
and invocation, in awareness that
comforting must always lead to
encounter and dialogue with God.

g.A catechesis or education
in the faith as openness to hope

The education in the faith of a
sick person must illuminate the
pathway towards the final and be-
atifying encounter with God in the
sign of comforting and hope. Be-
ginning with the baptismal cer-
tainty of already being loved chil-
dren, it is necessary to educate in
total self-entrusting, to achieve
what we are called to become (cf.
Jn 3:1-2), to the God of love and
life, being faithful to His promis-
es. ‘Death itself is anything but an
event without hope. It is the door
which opens wide on eternity and,
for those who live in Christ, an ex-
perience of participation in the
mystery of his Death and Resurrec-
tion’.8 Educating in Christian hope
means helping the sick elderly
person to grow in ‘the confident
expectation of divine blessing and
the beatific vision of God’ (CCC,
n. 2090; cf. also 1042 – 1050),
when God Himself ‘will wipe
away every tear from their eyes,
and death shall be no more, nei-
ther shall there be mourning nor
crying nor pain anymore, for the
former things have passed away’
(Ap 21:4).

3.The Christian Community:
anAgent of Education in the
Faith of Sick Elderly People

The Christian community is a
responsible agent for the educa-
tion and accompanying in the faith
of elderly sick people, with all its
pastoral action and in particular
with its action within the domain
of service of the Word and overall
care for health. This requires the
constant commitment to construct
itself as a ‘healed’ Christian com-
munity in order ‘to heal’, a com-
munity achieved by the ‘words of
comfort’ to be communicated to
everyone in their conditions of
life. From this comes the need that
in the transmission of faith – in its
various forms and languages
(teaching, catechesis, encounters
of reflection and spirituality,
preaching…) – there is developed,
on the one hand, care and respon-
sibility towards elderly sick peo-
ple to achieve overall care for
them that involves accompanying
in the faith. On the other hand, it is
important that the various path-
ways of catechesis contain, within
education in the life of faith, the
various questions and issues
evoked for support in the faith of
sick elderly people. This should be
done to sensitise and prepare peo-
ple as regards taking care of sick
elderly people because they them-
selves, of various ages, can be
helped to mature a faith that is
open to future situations. In partic-
ular, one the one hand, theological
reflection is required and, on the
other, our Christian communities
should study and identify: the con-
ditions that are required for a more
effective accompanying in faith of
the sick elderly person in the vari-
ous contexts, places and situations
in which he or she find himself or
herself; the most appropriate
modalities and the most appropri-
ate languages by which to com-
municate the proclaiming of the
faith to the sick elderly person and
to those who take care of him or
her in the various communities of
the local area (families, parishes),
in the various socio-health care or
hospital structures…; the most ad-
visable modalities to place in the
ordinary catechesis: education in
the meaning of life, in uncondi-
tional love for life in every situa-
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tion of existence and in every per-
son: education to serve care for
life and health in the most frail and
needy sick people; the questions
and issues that emerge from the
world of health and health care,
illness and suffering, above all
with reference to the condition of
sick elderly people, with the dy-
namics that concern the responsi-
bilities and witness of the Christ-
ian community for an illumination

and a response in faith – questions
about being born and dying, about
human limits and human suffer-
ing, about deterioration during an
advanced age, about service and
love, about solidarity and justice,
about the love and mercy of God,
about the design and implementa-
tion of salvation by God…These
are questions that no catechetic
pathway should ignore given that
they find an answer and light in
the mystery of the Word made
flesh and in the gift of a new life
participated in by Christ through
faith and baptism; the identifica-
tion of certain pedagogic criteria
and certain emphases of the Chris-
tian message with reference to an
occasional catechesis with a sick
elderly person in a family context
or in that of an institution; and the
pointing out of catechistic path-
ways that are of educational help
for the various men and women
workers in pastoral care in health,
including extraordinary ministers
of communion.9
One is certainly not dealing

with ‘planning’ around a table
rigid certain catechetical courses
for sick elderly people. Instead

this is a matter of placing our-
selves both individually and as
Christian communities in the
‘school’ of sick elderly people in
order to see them not as ‘objects’
of care but as subjects of a com-
munication that calls upon our
faith, inviting us to share that
faith. This is a matter of having –
and asking for – the gift of a heart
rich in God and humanity, and of
living the dynamic of ‘giving and

receiving’ that is specific to faith.
To end this paper I would like to

pose a number of questions by
way of a healthy provocation:
what real commitment exists on
the part of many of our structures
for elderly people managed in the
name of the Church to a real wel-
coming of sick elderly people,
above all when they are not self-
sufficient? Howmuch is there care
and real concern about providing
them with suitable accompanying
in the faith?
In a certain kind of culture

which often sees sick elderly peo-
ple as the ‘object’of a socio-health
care market, we must all feel com-
mitted to defining the service of
our structures and the service of
local areas by our Christian com-
munities as overall care for the
person, inspired and sustained by
a faith that is lived and shared and
thus ‘prophecy’ of a welcoming of
the elderly sick and taking care of
them, with them finding in the
faith the heart of a renewed thera-
peutic relationship which is more
authentically and more profound-
ly human.
With great certainty: faith and

education in the faith certainly do
not remove the discomforts and
the sufferings of old age accompa-
nied by illness, but they are light,
strength and grace which help to
live and to look after this human
reality of ours, which in a certain
sense is always mysterious, with
more serenity and a strong hope in
the belief that every limit of ours is
transformed, freed and redeemed
in participation in the paschal
mystery of Jesus Christ and sus-
tained by the constant care of God
marked by every tenderness and
every comfort.
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1.What one learns through
suffering, one learns better

I heard this saying during years of
missionary service in Africa. This is
one of the very many ways of ex-
pressing what comes to us from the
word of God. ‘Before I was afflicted
I went astray; but now I keep thy
word… It is good for me that I was
afflicted, that I might learn thy
statutes’ (Ps 119:67-71).
The phenomenon of old age and

illness has the same complexity as
the life of a man. The two things are
‘connatural’ in human beings, and to
such an extent that we may state that
every man is ‘a sick person’ whose
condition becomes worse with age.
Both of these realities, that is to say
illness and old age, belong to, and
overlap, in the life of a man as a fact
which is at one and the same time
both natural and obligatory, as well
as being extraneous to the human
experience, but imposed contempo-
raneously as an unwanted burden.
This is phenomenon beyond will

or human decisions, whether one’s
own or those taken elsewhere, and in
this sense it provokes in man a ques-
tion concerning the influence of
higher forces or powers, the un-
known causes that intervene in his
life.1
The tendency to explain illness

and misfortune by referring to a
moral fault of the sick person him-
self or his family relatives has been a
constant in religious culture. Christ
reacted forcefully against this ap-
proach which, indeed, contains a
false idea of God as one who pun-
ishes; an idea, , furthermore, which
is ‘unjust’ because, hypothetically, it
applies punishment to innocent fam-
ily relatives. To the question of his
disciples about the man born blind,
“Rabbi, who sinned, the man or his
parents, that he was born blind?”, Je-
sus replied “It was not that this man
sinned, or his parents, but that the

works of God might be made mani-
fest in him” (Jn 9:2-3). Since then
Jesus has invited us to discover the
signs of the Kingdom, that is to say
his salvific action, in human suffer-
ings.
Whatever the case, illnesses al-

ways and severely place man in
front of his own limits and obliges
him to adopt a stance which may be
one of understanding and accep-
tance or one of rejection, submission
or rebellion, or it can be simply one
of ambiguity. The famous anthro-
pologist Laín Entralgo wrote: ‘For
man, illness, which is sometimes
positive and sometimes negative,
whether in the form of acceptance or
rejection, is always the subject of
personal appropriation’.2
Illness is an experience that oblig-

es human beings to enter the radical
character of their own existence, to
become aware of the fact that they
do not possess principal or funda-
mental things, which, indeed, essen-
tially depend on someone or some-
thing that they cannot control or
dominate. There can be no doubt
that suffering is the best school of
life. And it is this in the most effec-
tive way in the cases of the suffering
and illnesses that accompany old
age. These make us understand and
experience, at the end, that we are
‘mortal’. The radical experience of
human life comes with the drawing
near and the experience of death.
In this context of old age and ill-

ness, when the person feels driven to
ask fundamental questions about the
meaning and what we could call the
basis of reality, the salvific action of
God intervenes. God makes Himself
present where the human being is lo-
cated and reaches him with His
grace in the concrete circumstances
of his life. He does this because He
wants to save man. ‘But Jesus an-
swered them, ”My Father is working
still, and I am working”’ (Jn 5:17).
This is not only a matter of divine

‘work’ in the constant governance of
all of the creation, but, rather, of His
redemptive action, which is the ex-
pression of His universal salvific
will, as is revealed in l Tim 2:4:
‘God wants all men to be saved’
When the Church, through her

pastoral workers, draws near in the
specific spirit of the ministry of Vis-
itation to our sick elderly people, she
draws near to a ‘sacred human area’
– so to speak – in which God, with
His freely-given action, intervenes
to ‘respond’ to the worries and ques-
tions of a sick person, to illuminate
sufferings with meaning, and to in-
fuse that strength that is needed to
overcome dears and makes hope
shine forth in what remains of the
earthly journey and is rapidly draw-
ing near to eternal Life…Our pas-
toral workers are only humble co-
operators in the merciful action of
God for the benefit of His children

2. The place of sick elderly people
in parishes

Every Christian ‘vocation’ is a
‘con-vocation’. The very personal
‘Yes’ of the response to the call of
God is located within a community,
and what constitutes in fundamental
terms the Christian community is to
live the charity andmission of Christ
in a communion of faith. The more
perfect a Christian community is,
the more it lives and achieves ‘in
common’ this dual task, without ex-
cluding anyone, since everyone is a
part of the community not because
of what they have or do but because
they are in Christ.
Sick elderly people who live with-

in the boundaries of a parish form an
integral part of the parish communi-
ty. They belong to it with a full enti-
tlement, indeed because of a special
entitlement. They are the suffering
members of the community which
extends in time and in their persons,

VICTORINO GIRARDI STELLIN

1.2 Sacraments for Sick Elderly People.
Pastoral Care for Sick Elderly People
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in a mysterious way, the passion of
Christ, ‘In bringing about the Re-
demption through suffering’, ob-
served John Paul II, ‘Christ has also
raised human suffering to the level
of the Redemption. Thus each man,
in his suffering, can also become a
sharer in the redemptive suffering of
Christ’3 and complete, as St. Paul
says, in his body the suffering by
which Christ redeemed the world,
for the good of the Church (cf. Col.
1,24).
In suffering and through suffer-

ing, our sick elderly people acquire
their ‘own dignity’ and their ‘own
mission’, which defines them as
privileged and as worthy of venera-
tion. ‘And for this reason suffering
also has a special value in the eyes of
the Church. It is something good,
before which the Church bows
down in reverence with all the depth
of her faith in the Redemption. She
likewise bows down with all the
depth of that faith with which she
embraces within herself the inex-
pressible mystery of the Body of
Christ’.4
One more observation: the

Church, which was born from the
mystery of redemption worked on
the cross by Christ, necessarily feels
driven to look for encounter with
man, and in a special way through
the pathway of suffering, that path-
way, that is to say, trodden by Christ
to reach humanity at its deepest part
whither sin and death have led it.
The Church is called to follow the
same pathway and in this way ‘suf-
fering man’becomes the ‘way of the
Church’. The Servant of God John
Paul II stated this with emphasis:
‘the Church has to try to meetman in
a special way on the path of his suf-
fering. In this meeting man “be-
comes the way for the Church”, and
this way is one of the most important
ones.5
In our ecclesial communities sick

elderly people, in addition to being
an ‘inescapable way’ for pastoral
work, are a sacrament of Christ, a
specific sign of his presence: ‘I was
sick and you visited me’ (Mt 25:40).
They show and represent the most
surprising face of Christ, that of God
who suffers, sharing in human pain
to the ultimate consequences, in or-
der to achieve, through Christ, sal-
vation.
It is the duty of every Christian to

honour and worship Christ who
gives himself to us in the mystery of

the Eucharist and continues to be
present in the tabernacles of our
churches, without, however, under-
estimating his presence in the sick of
the community, indeed in all of
them, the true ‘icons’ of God.

3. “Today salvation has come to
this house” (Lk 19:9)

The observations that have been
made hitherto in this paper stimulate
us to a pastoral work for our sick el-
derly people that has priority impor-
tance and is constant. We are not al-
lowed to ‘pass by’with indifference;
we must, rather, ‘halt’ at their side.
And this halting has nothing to do
with watching because of curiosity
but, rather, is an expression of our-
selves and of our readiness to help.
‘The world of human suffering un-
ceasingly calls for, so to speak, an-
other world: the world of human
love; and in a certain sense man
owes to suffering that unselfish love
which stirs in his heart and actions’.6
The pastoral care that the Church

provides to sick elderly people is
specifically the action of the Good

Samaritan who ‘moved by compas-
sion’ does everything he can to help
his suffering neighbour. ‘Illuminat-
ed by Christ, suffering and the cross
call on us’, the bishops who gath-
ered together at Aparecida, Brazil,
declared, ‘to live as a Samaritan
Church (cf. Lk 10:25-37)’.7
The special concern of Jesus for

the sick, to whom he reserved the
most human gestures of his good-

ness, and the most surprising mira-
cles of his divine power and the
hope of a special place in his King-
dom – “Blessed are those who
mourn, for they shall be comforted”
(Mt 5:4) – represent for every Chris-
tian community the model to be fol-
lowed in caring for sick elderly peo-
ple.
If the sick and the afflicted are the

favourites of Christ, the privileged
people of his salvific mission (cf. Mt
4:16-19), this must be also the case
for every parish community that
seeks to be faithful to Christ himself.
In addition to the affectionate care of
the Church for those who suffer, and
which she has demonstrated during
her history, this without doubt con-
stitutes a rule of behaviour for every
Christian community, and at the
same time a privileged place for its
pastoral care. Pastoral care in
health, therefore, must be placed at
the centre of parish activities; it can-
not be seen as an optional activity
but as an ineluctable task of the be-
ing and doing of a community. Al-
though for years reference has been
made in ecclesiastical language to
the ‘preferential option for the poor’

or to ‘poor being at the centre’, we
know that often in parishes sick el-
derly people are the poorest of the
poor.
It is obvious that the option for

these poor is implemented through a
pastoral care for the sick that is suit-
ed to the times, incarnated in history
and made effective in a specific
place, in its geographical and social
context. It must be located with
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parish, diocesan and also national
planning in line with the orientation
of the pastors involved, although all
pastoral care becomes real and con-
crete only to the extent to which it is
received, thought about and imple-
mented within the context of the
parish community. The territorial
character of the parish creates neigh-
bourliness, knowledge about each
other, and living amongst one anoth-
er which facilitates encounter.
In particular, the world of termi-

nally ill elderly people, who live in
their own homes or in the homes of
their family relatives, requires pref-
erential pastoral care on the part of
the parish community because, as a
result of the deep difficulties that
they feel as regards trust in life, they
also enter into a state of crisis at the
level of faith in God and love for the
Father. In addition, their situation is
very painful because of various
causes:
– the state of social abandonment

in which they live because of the
low level of interest in them on the
part of the state and society;
– economic, housing and welfare

(etc.) difficulties;
– the physical and moral margin-

alisation that afflicts them because
they are seen – and they themselves
see themselves as such – as being
useless and a burden for their fami-
lies.

The Church does not forget the
example of Jesus and his teaching
when he sent them out to evangelise:
“heal the sick… and say to them
“the kingdom of God has come near
to you”’ (Lk 10:9).
Just as Jesus entered the home of

Peter, the home of Simon the leper,
the home of Jairus, the home of
Martha and Mary, the home of the
chief of the Pharisees, Zaccheus
(and always to offer mercy, hope,
friendship, and salvation), so the
Church, though her pastoral work-
ers, allows Jesus to return to ‘visit’
his favourite ones, sick elderly peo-
ple, to console them, to illuminate
the meaning of their sufferings, and
to animate their hope in the life that
has no end.

4. Capable of transmitting
reasons for living and hoping

In the Pastoral Constitution
Gaudium et Spes of the Second Vat-

ican Council, we read an inspired
prophetic statement: ‘We can justly
consider that the future of humanity
lies in the hands of those who are
strong enough to provide coming
generations with reasons for living
and hoping’.8 This is a mission in
which both the sick elderly people
and the pastoral workers who care
for them cooperate, each in their
own way. They are committed to
making present the salvific action of
Christ in an overall way by embrac-
ing the sick elderly in all their being
and in all their dimensions with the
intention of freeing them from what
oppresses them. At a concrete level,
pastoral care for the sick cannot be
confined to proclaiming theWord of
God and the administration of the
sacrament, although these two final-
ities remain the primary objectives
and the ‘support’ of every form of
pastoral care in health. This must ar-
rive first and foremost from a con-

cern to bring love to sick elderly
people, expressing such love in a
concrete way to the extent that the
recipient can perceive it. God asks
us above all else to love sick people
with profound respect for what they
are, what they think, and what they
suffer. It is necessary with special
care to avoid that sick people ‘per-
ceive’ that our primary purpose is
not to visit them and accompany
them, in the free-giving spirit of
love, but, rather, to achieve the im-
plementation of a pastoral and sacra-
mental project, however noble that
project may be. Accompanying a
sick person must never be a means –
it should always be an end: he or she
is the recipient of our loving service.
In his context of visiting that is

freely given, friendly, constant and
respectful of the spiritual state of

sick elderly people, and of their reli-
gious situation, I will now try to
bring out the specific functions of
pastoral care in health, namely:

A. Offering sick elderly people
help so that they can live their own
situations: their ‘status’ constitutes –
as I have already stressed – a propi-
tious terrain for pastoral action. One
therefore tries to ‘guide them’ to-
wards understanding the reality and
the meaning of pain in the light of
the crucified Christ and the Gospel.
– Making them ‘discover’ that

God is the companion of their lives
of suffering and of apparent useless-
ness and through his loving presence
to give salvific value to their pain
and their loneliness.
– Helping them to accept their

painful situation.
– Accompanying them so that

they can recognise the human and
religious meaning of illness.

– Giving emphasis to their contri-
bution to spiritual, moral and reli-
gious values to help and the commu-
nity and the… world.

Accompanying them through the
power of prayer and the grace of the
sacraments.

B. Developing a work of health-
care and moral educationwithin the
perspective of the absolute and sa-
cred value of life so as to generate in
their life spheres an authentic ‘cul-
ture of life’ from conception until
natural death.

C. Implementing clear witness to
solidarity and service towards sick
people with concrete gestures of
spiritual and economic care, and
care through presence, to avoid
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them running the danger of pro-
found depression.

D. Fostering the ‘redeeming’ of
those who can recover a condition of
health, even though it may be pre-
carious, so that they can dedicate
themselves, as far as this is possible,
to something that is useful.

E.Contributing through the use of
all instruments to the humanity of
the social-health care structures, in-
stitutions and services of the local
area so as to direct them towards
achieving the practical overall wel-
fare of sick elderly people.

It is necessary to give a ‘soul’ to
our health-care structures. In this
field it is necessary to go beyond the
easy temptation to separate and al-
most oppose the two dimensions of
pastoral care for our sick elderly
people. Indeed, social-charitable ac-
tivity, as a human or ‘natural’ action,
is not opposed to specifically ‘pas-
toral’ activity. This is because this
last is of a moral order (Blessed
Teresa of Calcutta engaged in ‘pas-
toral care for the sick’ even though
in her homes she received elderly
people to whom she could not speak
of Jesus). We cannot oppose the
‘natural’ and the ‘supernatural’, just
as there is no separation between
God the Creator and Christ the Sav-
iour. Everything that human activity
engages in for the liberation and the
salvation of man – from the specific
action of the most advanced technol-
ogy to the simplest gesture of help –
is participation in the creative and
salvific work of God who wants for
our sick elderly people an atmos-
phere in which is felt love, light and
hope.

5. ‘Is any among you sick? Let
him call for the elders of the
church, and let them pray over
him, annointing him with oil in
the name of the Lord’ (Jm
5:14)

This famous text from the letter of
James enables us to understand that
one is dealing with a practice that
was already known about by the ear-
ly Christian community. In this
anointing carried out in the name of
the Lord, accompanied by prayers
said by the ‘presbyters’, in order to
alleviate a sick person and to remit

sins, the Church has seen an initial
form of ‘anointing of the sick’.
We know that gradually there was

a shift from the ‘anointing of the
sick’ to the ‘anointing of the dying’
or ‘extreme unction’. Thanks to the
reform of the Second Vatican Coun-
cil, this sacrament has returned to its
early character9 and has contributed
to making pastoral care for sick peo-
ple seen as an activity that is not lim-
ited to certain auxiliaries but one
which, rather, takes into account the
complex and permanent reality of
sick people, and particular sick el-
derly people, who are in need of
constant human and spiritual care
that fills their lives and nourishes
their hope.
In addition, it is necessary to bear

in mind that hospital organisation,
especially in industrialised coun-
tries, has progressively touched up-
on a greater number of people who,
during varying periods of hospitali-
sation, experience illness. This re-
quires religious assistance to make a
greater effort to offer a suitable re-
sponse to the human, moral and spir-
itual needs of the sick who have
rights recognised by society. In this
context illness, and in particular the
illness of elderly people, cannot be
seen as a general limit situation but,
rather, must be seen by taking into
account the diversifications and
complexity of human beings. Nor
can it be seen as simple situations in-
volving a transit to the life beyond,
although it constitutes a human real-
ity that can subsist in a much more
prolonged form.
Although pastoral care in health is

not limited, as indeed I have empha-
sised in this paper, to offering the
sacraments to our sick elderly peo-
ple, we are aware of the fact that as-
suring that they have a suitable
sacramental life is the best service
that we can provide them with. To
this end it may be suggested that cer-
tain instruments should be used and
certain opportunities should be cre-
ated to foster the practice of the
sacraments. I will now give some
examples of this:
– Periodic days for sick elderly

people in parishes, hospital centres
or old people’s homes.
– The monthly celebration of the

Eucharist for sick elderly people.
– Taking advantage of this for the

strong moments ofAdvent and Lent.

Knowing, in addition, that anoint-

ing of the sick is normally preceded
by the sacrament of reconciliation
and followed by the administration
of the Eucharist, its celebration con-
stitutes an moment of extraordinary
importance in the life of sick elderly
people. As the Catechism of the
Catholic Church testifies, there is
available a sacrament ‘especially in-
tended to strengthen those who are
being tried by illness’.10 ‘In it,
through an anointing accompanied
by the prayer of the priests, the
Church commends the sick to the
suffering and glorified Lord, so that
he may give them relied and salva-
tion’.11 These statements recall the
prayer that the Church uses for the
blessing of oil: ‘Effuse your holy
blessing so that those who receive
the anointing of this oil obtain com-
fort, in their body, their soul and
their spirit, and are free from all
pain, all weakness, and all suffer-
ing’.12
The Church asks for health for her

infirm in faithfulness to the mandate
of the Lord when he sent out his dis-
ciples: ‘heal the sick’ (Mt 10:8). She
believes in the vivifying present of
Christ, the physician of souls and
bodies, and believes that this pres-
ence is particularly at work in the
sacraments.13
The Church, however, admits that

neither the sacraments nor the most
fervent and full prayers with faith
obtain a cure for all illnesses and
thus holds addressed to herself the
words that that the Lord spoke to
Paul “My grace is sufficient for you,
for my power is made perfect in
weakness’ (2 Cor 12:9). Anyway,
the principal grace of the sacrament
of anointing of the sick is a grace of
comfort, peace and courage to over-
come the specific difficulties of a
condition of serious illness or the
frailty of old age. ‘This grace is a
gift of the Holy Spirit, who renews
trust and faith in God and strength-
ens against the temptation of the evil
one, the temptation of discourage-
ment and anguish in the face of
death (cf. Heb 2:15)’.14
‘By the grace of this sacrament

the sick person receives the strength
and the gift of uniting himself more
closely to Christ’s Passion: in a cer-
tain way he is consecrated to bear
fruit by configuration to the Sav-
iour’s redemptive passion’.15 In this
sense there is an ‘exchange’ of mu-
tual help: ‘the sick who receive this
sacrament, ‘by freely uniting them-
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selves to the Passion and death of
Christ’ contribute to the ‘good of the
people of God’ (Second Vatican
Council, Lumen gentium, n. 11). By
celebrating this sacrament, the
Church, in the communion of saints,
intercedes for the benefit of the sick
person and he, for his part, through
the grace of this sacrament, con-
tributes to the sanctification of the
Church and the good of all men for
whom the Church suffers and offers
herself through Christ to God the
Father’.16
The sacrament of the anointing of

the sick is followed – where this is
possible – by the administration of
the most holy Eucharist. Although it
is not always possible to establish
the most suitable moment for this, it
is advisable that in some occasions
this is administered in the form of
Viaticum. ‘Communion in the body
and the blood of Christ, received at
this moment of ‘passing over’ to the
Father, has a particular significance
and importance. It is the seed of eter-
nal life and the power of resurrec-
tion, according to the words of the
Lord: “He who eats my flesh and
drinks my blood has eternal life, and
I will raise him up at the last day”
(Jn 6:54). The sacrament of Christ
once dead and now risen, the Eu-
charist is here the sacrament of pass-
ing over from death to life, from this
world to the Father (cf. Jn 13:1)’.17

Conclusion

This brief paper has sought to
show that our sick elderly people, in

addition to being the privilege recip-
ients of the pastoral care of the
Church, are an extraordinary gift for
the Church because they are a
‘sacrament of Christ’, his icon, and
participants in his redemptive suf-
fering.
The problems of sick elderly peo-

ple remain with all their complex
questions but our pastoral care and
sacramental life help them to have
experiences of understanding, mo-
ments of serenity, and feelings of au-
thentic self-esteem and real useful-
ness for their families and for the
whole of the Christian community.
To care for an elderly person means,
to summarise, to give hope, that is to
say to infuse that dynamic and vital
strength which is characterised by
confidence that one will be able to
reach a better future which is really
possible and personally meaningful.
And this not only after the final
passing over from this world to eter-
nity but also as regards what is con-
nected with the meaning of old age
and illness.
To care for a sick elderly person

means to be an instrument of the
presence and the action of the
Church to offer the light and the
grace of the Lord, the ‘sacrificed and
living lamb’, who died and rose
again, to those who suffer and those
who care for them.
To care for a sick elderly person

is, and I make the point again, ‘to
see’ through faith and to communi-
cate with Christ who is present in
him; it is to mysteriously extend the
experience of the Eucharist to the
point when we can see him ’face to

face’, when he will say to us ‘Come
O blessed of my Father, inherit the
kingdom prepared for you from the
foundation of the world; I was sick
and you visited me’ (Mt. 25: 34-36)

H.E. Msgr. VICTORINO GIRARDI
STELLIN MCCJ,
Bishop of Tilarán,

Costa Rica.
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Because of the importance of the
subject matter I have to address, in
it I will refer first of all to the
change in the demographic situa-
tion of elderly people. This paper is
then organised into three sections:
1. the holistic aspect of pastoral
care in health in the light of the
Gospel; 2. the psychology of elder-
ly people who are sick; 3. the redis-
covery of the religious space in
contemporary culture.

The Overall Demographic
Situation of the Elderly

The Second World Assembly on
Ageing was held inMadrid on 8-12
April 2002. The aim was to adopt
an international action plan on the
subject. Given that matters pro-
ceeded well, the assembly provided
a response to the problems raised
by the elderly part of the population
and offered the promotion of devel-
opment within a society for all
ages. During the second half of the
twenty-first century, and this point
should be made, the number of
people over sixty will grow from
600 million in 2000 to 2,000 mil-
lion in 2005. The elderly, therefore,
will move up from 8% to 19% of
the population, whereas births will
decrease from 33% to 22%. Such
an overall demographic situation
clearly involves profound conse-
quences for every aspect of individ-
ual, community, national and inter-
national life. Every social, econom-
ic, political, cultural, psychologi-
cal, spiritual and, obviously, pas-
toral aspect, must be able to devel-
op in conformity with this trend.
The process involving the advance
of overall ageing must be integrat-
ed into a process involving increas-
ingly large-scale humanising and

socialising development. There
should be, first of all, the promo-
tion and protection of all the funda-
mental human rights of the elderly
and the upholding of the freedoms
required by their dignity as human
persons.1 It is essential to recognise
the ability and the capacity of all el-
derly people to go on contributing
to social life as a whole. As regards
Christian elderly people, in gener-
al, and sick Christian elderly peo-
ple in particular, I would like to em-
phasise their ability and capacity to
contribute in their own way to the
life and the mission of the Church.

1. The Theology of Holistic
Pastoral Care in Health
in the Light of the Gospel

Pastoral care in health, as a mis-
sion of the Church, is nothing else
but the continuation of that pastoral
care exercised by Christ. When
sending out his disciples his words
were unequivocal: ‘And preach as
you go, saying, ‘The kingdom of
heaven is at hand’. Heal the sick,
raise the dead, cleanse lepers, cast
out demons. You received without
pay, give without pay’ (Mt, 10:7-8).
At a general level we can say that
the pastoral care in health of Jesus
expressed the benevolent presence
of God amongst His creatures, the
tenderness of God towards suffer-
ing humanity, and His initiative for
the total recovery of man. The heal-
ings meant for Jesus the beginning
of his messianic time. Indeed, he
said to the disciples of John the
Baptist ‘Go and tell John what you
hear and see: the blind receive their
sight and the lame walk, lepers are
cleansed and the deaf hear, and the
dead are raised up and the poor
have good news preached to them

(Mt 11:2-3). However, and it is
very important to stress this point,
the healings carried out by Christ
were not ends in themselves but the
pathway, the beginning, of a heal-
ing that had to take place in the in-
nermost part of the sick person. Je-
sus said to the paralysed man of
Capharnus ‘your sins have been

forgiven’ and to the only leper who
came back to thank him for healing
his body Jesus expanded the per-
spective of healing by saying to
him ‘your faith has saved you’. The
therapeutic activity of Jesus reveals
in a very significant way the action
of salvation that God was engaging
in through the power of love of Je-
sus himself. Pastoral care in health,
therefore, should not only be an ex-
pression of the tenderness of God
towards suffering humanity but al-
so an accompanying of suffering
humanity towards salvation, that is
to say towards man’s full natural

BONIFACIO HONINGS

1.3 Pastoral Aspects Connected with Psychology:
the Rediscovery of the Religious Meaning
of Health and Salvation
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and supernatural fulfilment. And a
sick person of advanced age finds
himself in exactly such a condi-
tion.2
At this point it is important to

make clear that at the time of John
of God, Camillus de Lellis andVin-
cent de Paul, pastoral care in health
involved religious assistance, ‘car-
ing for souls’. The manuals of pas-
toral theology tried to train priests
in a practical way3 and later in a
more theological way in ‘caring for
souls’.4 The classic manual of Ig-
naz Schuch, which was more in the
style of Rautenstrauch, became the
classic text of pastoral care in
health. 5 The Second Vatican Coun-
cil taught that pastoral activity must
be realistic, that is to say that it
must take into consideration its di-
vine and human dimension, i.e. that
it should rest completely and at the
same time within revelation and
historical reality. 6 The Bishops’
Conference of Italy saw pastoral
care in health ‘as the presence and
the action of the Church to bring
the light and grace of the Lord to
those who suffer and to those who
take care of them’. In other words,
pastoral care in health has the task
of integrating all forces around the
sick person in order to raise him up
morally and help him to accept and
appreciate his situation of suffering
– accompanying him with prayer
and the grace of the sacraments as
well in order to respond to his vo-
cation as a man and as a baptised
person.7 What has just been said
stresses that the features of pastoral
care in health are to do with the
holistic approach to the sick per-
son: soma, psyche, pneuma.

2. The Psychology of Elderly
People who are Sick

We cannot and we should not
hide from ourselves the fact that ill-
ness constitutes, for the religious
world as well, a psychological and
spiritual challenge. Indeed, in ill-
ness, and especially grave illness,
fear of death and worries about the
patient’s personal situation and the
situation of his relatives can subject
his religiosity, even if he is a be-
liever, to a severe trial. To begin
with God could appear to him to be
directly responsible for his suffer-
ing or as someone who is indiffer-

ent to the suffering of His creature.
‘Illness and suffering’, observes the
Catechism of the Catholic Church,
‘have always been among the
gravest problems confronted in hu-
man life. In illness, man experi-
ences his powerlessness, his limita-
tions and his finitude. Every illness
can make us glimpse death’.8 ‘Ill-
ness can lead to anguish, self-ab-
sorption, sometimes even despair
and revolt against God. It can also
make a person more mature, help-
ing him to discern in his life what is
not essential so that he can turn to-
ward that which is. Very often ill-
ness provokes search for God and
a return to him’.9 It is important,
therefore, for the pastoral pastor to
discern who the patient is that he
has before him, and above all when
that sick person is elderly. This is
because that sick elderly person is
drawing ever nearer to the ultimate
destiny of his life. John Paul II, of
venerable memory, observed that
the world of health and illness, in
which the fundamental human
events of existence take place, ap-
pear as an emblematic ‘place’ to
perceive or grasp certain expres-
sions or clues with regard to the
psychological and spiritual condi-
tion of a sick person, above all, as is
the case here, if that patient is an el-
derly person.10
Science and technology, which

are increasingly near to the ultimate
secrets of life, have relativised or at
least weakened the religious value
of human life. Instead of salvation,
contemporary man wants health of
increasing quality. In the place of
forgiveness and sacramental recon-
ciliation, the sedatives of an im-
mense market are looked for or the
resources offered by the behaviour-
al sciences are sought. Experience
of pastoral care in the world of
health tells us that religion has lost
a great deal of space in the human
soul and that the spiritual experi-
ence, which is increasingly subjec-
tive, more intimate or concealed,
often goes unobserved. The psy-
chology of the elderly sick is not
alien to this religious loss. They ex-
perience a profound sense of loneli-
ness and live in a state of mind
which involved feeling that they
are a heavy burden for their family
and social context. By now they
feel that they are a ruin that has to
be got rid of quam primum.

3. The Rediscovery of
Religious Space in
Contemporary Culture

It is precisely here that religious
and spiritual practice and experi-
ence can have the effects of health
and above all else of salvation. This
is a somatic, mental and pneumatic
dimension, specific to the human
person, which, above all in the psy-
chology of an elderly patient, are
profoundly interactive. Here we
open up a field of research into the
pastoral aspects that can help us to
read and to propose a vision of the
Gospel of life, of suffering and of
death. Pastoral care in health can
find in elderly patients, even though
not always in an explicit way, an in-
tegral vision of their human and
Christian being. Not only this: it
can also and above all encounter the
active interaction of all their dimen-
sions in the psycho-physical and re-
ligious-spiritual process of their ill-
ness. Here, however, it is important
to point out two risks: the first is the
reduction of pastoral care to the
psychological condition of the indi-
vidual with the exclusion of the re-
ligious dimension; the second is
that possible needs and wishes of a
religious character may become ir-
relevant in the process that involves
the overcoming of a profound feel-
ing of loneliness and a state of mind
that involves feeling that one is a
heavy burden for one’s family and a
burden of a socio-economic charac-
ter.11 The first risk arises with pas-
toral care that is too disembodied,
provided from on high, and not very
sensitive to the human individual
and social fulfilment of man in time
and space. The second risk arises
with pastoral care that is too em-
bodied, horizontal, wand which has
an ambiguous openness to tran-
scendence and is exposed to reli-
gious subjectivism and ethical rela-
tivism, and thus without contents.

Conclusion

With regard to pastoral matters it
is important for the experience of
illness, suffering and death to bring
out the fundamental structure of the
person. Such experience points to
the true identity of the human and
Christian being, that is to say it
points out not what happens but
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what in essential terms each one of
us is. It places man in front of
choices guided by values, that is to
say it forces him to pronounce on
what is essential in his life and,
above all if he is elderly and sick,
on what illness and death mean for
him. The certainty of the Apostle
allows of no doubt on the matter: ‘I
consider that the sufferings of this
present time are not worth compar-
ing with the glory that is to be re-
vealed to us’ (Rom 8:18). With re-
spect to the psychology of every
man, but I would say first of all and
above all else with respect to the
psychology of every elderly person
who is sick, St. Augustine demon-
strates that the human person re-
alises his existence beginning with

a radical tension. ‘You Lord made
us for You and our hearts will al-
ways be troubled until You rest in
us’. With death man definitively
overcomes man. This is the origi-
nality of every human being, creat-
ed and conserved through love by
God, redeemed by the blood of the
Son, sanctified by the grace of the
Holy Spirit, to rest eternally in the
love of the Father, of the Son, and
of the Holy Spirit.12
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Introduction

The modification of the social
structure that is under way, with the
significant increase in the number
of elderly people both above the
age of sixty (see fig.1) and above
the age of eighty, as a result of the
increase in life expectancy, consti-
tutes an important and profound
demographic revolution whose im-
pact could be greater, according to
the forecasts of the United Nations,
than that caused by the industrial
revolution.(1,2)

Fig. 1. Percentage of the world’s
population with an age equal to
or greater than 60 during the
last century and projections for
the present century(2)

The picture becomes even more
dramatic if we confine ourselves to
the so-called developed countries:
over the last hundred years average
life expectancy for humans has
practically doubled and at the pre-
sent time in Europe and America
about 20% of the population is
made up of people over the age of
sixty and it is calculated that by the
year 2100 this percentage will be
45-50%.

Ageing is certainly a universal
process that can be easily recog-
nised in all animal species because
its manifestations are familiar, evi-
dent and well-defined. Despite this,
there is no completely accepted de-
finition of what it is and the mecha-
nisms that underlie it have not been
clarified and are often elusive and
difficult to research. Ageing has
been defined as a progressive
diminution of the capacity to func-
tion, accompanied by a loss of a ca-
pacity to reproduce and an increase
in mortality and disability.(3) To
this should be added the effects of
age on responses to therapies,
whether they are pharmacological,
surgical or rehabilitative. Lastly,
during advanced age the preva-
lence of illness markers increases,
as well as that of attested illness
and functional deficits caused by
various pathologies. Old age is thus
seen in developed countries as the
principal risk factor as regards the
majority of pathologies and in the
United States of America individu-
als over the age of seventy make up
58% of people with osteo-articular
pathologies, 45% of those with hy-
pertension, 21% of those with heart
disease, 19% of those with cancer,
12% of those with diabetes, and 9%
of those with stroke.(4)
Although the process of the age-

ing of the population is seen as an
important potential factor of crisis
for the economy and the health-
care services,(5, 6) it should be
recognised that the potential capac-
ity exists to achieve an excellent
state of health in advanced age,
thereby allowing elderly people to

make a positive contribution to so-
ciety.(1) The decrease in illnesses
and mortality, for example cardio-
vascular disease, together with an
increase in the functional condition
of the geriatric part of the popula-
tion, means that it is at the least
confusing to extrapolate the con-
temporary levels of prevalence of
illness and disability onto future
generations of elderly people.
Basic biomedical research, in

particular genetic basic research,
the clinical experimentation of
therapies for the elderly and health-
care research will be fundamental
in the next years in defining more
effectively a new paradigm of age-
ing and its medical and health-care
management. In this paper we will
discuss the opportunities and prob-
lems linked to the studies on the el-
derly part of the population in rela-
tion to these three sectors of re-
search.

Biomedical Research
and the Genetics of Ageing

‘Elderly people’ represent that
part of our population which is
growing at the fastest rhythm. This
could lead to a significant if not
dramatic potential increase in the
prevalence of pathologies correlat-
ed with ageing, such as cardiovas-
cular and cerebrovascular illnesses,
arteroscelerosis, type 2 diabetes, tu-
mours, cataract, Alzheimer’s dis-
ease, osteoporosis and arthritis, to
list only a few.(7) Improvements in
therapeutic capacity and efficacy as
regards these and other important

GIUSEPPE RECCHIA, PAOLO RIZZINI

2.1 Biomedical Research and Pharmacology
for Sick Elderly People

2. The Pastoral Care of Sick Elderly People
from the Biomedical Point of View
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pathologies could push average life
expectancy to eight-five and over,
with a substantial ‘compression’ of
geriatric illness in the last period of
life. A further increase in life ex-
pectancy could in reality be
achieved in the future only through
intervention at the level of the basic
biological mechanisms (molecules
and cells) of ageing. The ability to
achieve a notable or extraordinary
longevity in good health is proba-
bly the result of a combination of
many factors: lifestyle, alimenta-
tion, and the ‘good luck’ to have a
(genetic) constitution (genotype)
that is ‘favourable’, that is to say a
lack of genes with a predisposition
to illness, disability and premature
death, and the presence of genetic
variants that favour longevity.
But what is ageing? And is age-

ing an illness or not? Some ‘expert-
s’ (that is to say the gerontologists)
clearly make a distinction between
the terms ‘ageing’ and ‘senes-
cence’, where they mean by senes-
cence all those structural and func-
tional modifications that manifest
themselves towards the end of a
person’s life (we can refer to the
life of a cell, of a tissue, of an or-
gan, or of an entire organism), and
which are associated with the more
or less imminent death of the tissue
or organism. In evolutionistic
terms, it is possible to assume that
the mechanisms of cellular senes-
cence have evolved as anti-tumour
mechanisms in order to impede in-
juries to the DNA, the uncontrolled
growth of cancers, and other phe-
nomena that are typical of transfor-
mation into cancer.(8) In opposed
fashion, the term ‘ageing’ is used to
define any structural and/or func-
tional change that takes place dur-
ing a person’s life . In other words,
active ageing begins during prena-
tal life given that certain cells die
because of apoptosis as a part of the
process of the development of the
embryo/foetus which is established
by the genetic programme. Thus
ageing can be defined as that set of
changes which make a human be-
ing progressively ‘nearer’ in a
probabilistic sense to death.
Studies in the field of evolution-

istic biology have provided us with
a robust theory (even though it does
not lend itself to immediate and
easy comprehension) aboutwhywe
age. In very summarising terms, we

grow old because the ‘senescent’
phenotypes escape the power of
natural selection and ageing is a
non-adaptive process. However,
much less is known about how we
age, that is to say in large measure
the molecular mechanisms of age-
ing which constitute a field of study
that is extremely complex. For ex-
ample, it is not clear if this process
is due to a relatively low number of
universal molecular processes or if
the ageing of each organism, organ
or tissue takes place with unique
and specific mechanisms. Some of
the problems that exist in the study
of the molecular causes of ageing
are to be identified, for example,
with individual tissue heteroge-
neousness, the differences between
animal species, and the role of in-
trinsic cell factors in relation to
general modifications of homeosta-
sis. In other words, the cell and tis-
sue molecular changes associated
with ageing are the net result of
many other concurrent events
which can thus obscure the primary
cause of ageing itself.(9)

From the point of view of genet-
ic research, an increase in our
knowledge in these spheres can be
obtained principally through two
strategies, namely 1) the identifica-
tion (employing mapping and sub-
sequent cloning) of the genes re-
sponsible for the important chron-
ic-degenerative pathologies that are
typical of elderly people (for exam-
ple Alzheimer’s dementia), tu-

mours, arteroscelerosis, etc.); and
2) the study of the genetic bases of
human longevity. A simple but im-
portant theoretical assumption for
the attributing of a non-secondary
role to our genes in the complex
processes correlated with ageing is
represented by the fact that the
scale and speed of ageing and the
maximum life span vary between
various species of animals. Thus
these processes must at least in part
be subjected to controls of a genet-
ic type. For example, in some im-
portant experimental animal mod-
els employed for the study of age-
ing (the nematode C.elegans, the
fly D.melanogaster, and mouse),
specific mutations in specific genes
induce an increase in life span that
is even sixfold, apparently slowing
down the processes of ageing. And
the same kinds of genes that act in
one species have the same effect in
other species as well. This is a very
important fact because, given that
most of the bio-metabolic path-
ways are conserved by evolution in
the most varied of animal species,
and given that almost all these
genes are present in homologous
form in our genome as well, their
analysis could certainly help us to
further understand the mechanisms
of human ageing. In addition, the
identification of the genetic deter-
minants that govern human
longevity suggest that there is the
possibility of identifying potential
therapeutic targets, as we describe
below.

The ‘Gerontogenes’

One path that can be followed,
therefore, is that of discovering the
genes that are responsible for the
processes of ageing (for example in
fruit flies the genes that hinder the
accumulation of energy) and then
deactivating them. There are over
fifty genes that seem to be involved
in the process of ageing (the geron-
togenes). The first to be discovered
was the daf-2 gene which causes
ageing in the filarial: when it is de-
activated these worms double their
life span. In 1998 the Matusalem
gene was identified and this allows
an increase in the life span of the
species of 35%.(11) It is interesting
to note how the functions of these
genes are correlated with the ener-
gy-metabolism cells and this sup-
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ports the idea that there is a close
connection between metabolism
and ageing. Another interesting
gene, which was baptised p66shc,
when suppressed and deactivated
in mouse doubles the life span of
this animal.(12) This gene, which
codifies through a transductor of
the cytoplasmatic signal involved
in the transmission of mitogenic
stimuli by specific receptors acti-
vated with the Ras oncogene is
probably involved in the regulation
of the apoptotic responses involved
in stress and in the regulation of the
life span of mammals. In December
2000 the discovery of Indy (an
acronym of ‘I’m not dead yet’) was
announced. Its mutation doubles
the life span of fruit flies, creating a
metabolic cellular situation that
stimulates a state of calorie restric-
tion. (13) In 2001 an Italo-Ameri-
can team announced the generation
of transgenic mice whose muscles
do not age and thus do not lose
strength with age. This was made
possible by transferring into em-
bryos the gene for a protein (Igf1,
insulin-like growth factor) that is
able to block the degeneration of
muscles typical of ageing.(14). The
taking of Igf1 as an anti-ageing

hormonal therapy has been known
about for some time but the collat-
eral effects (the development of tu-
mours) have blocked its use. The
advantage of inserting it into em-
bryos is that its action is limited on-
ly to involuntary muscles. Obvi-
ously enough, this is research
which if applied to man could im-
prove quality of life in an advanced
age but it does not improve
longevity given that it works only
on a portion of the organism. To re-
turn to the fruit fly, very recent re-

search has probably allowed the
identification of a gene involved in
the regulation of calorie intake, as-
sociated with longevity in meta-
zoas.(15) This is Sir2 which codi-
fies through a histonic deacetilasis
(but other proteins can be modified,
for example the p53). A significant
increase in the expression of this
gene has been observed in long-liv-
ing mutants as well as in long-liv-
ing wild-type drosophilia subject to
calorie restriction. The idea is that
Sir2 is directly involved in molecu-
lar and biochemical pathways de-
puted with the regulation of calorie
restriction associated with life
span.

Cromosome 4, Ageing
and Lipid Ageing

Chromosome 4 seems to offer
some hope as regards the genetics
of ageing. In 2001 a group of re-
searchers in Boston identified,
through the familial analyses of ge-
netic linkage, a region of chromo-
some 4 that contains one or more
genes that can be associated with
longevity, studying 137 families for
the most part of European origins
with family members who have

lived to over the age of a hundred –
308 individuals in all. It was dis-
covered that these individuals had
in common a region of chromo-
some 4 containing at least 50
genes.(16) In 2003 the same au-
thors (led by the Italian Annibale
Puca) identified a probable ‘candi-
date’ gene in this region involved
and/or associated with the length of
life span in man.(17) This gene
codifies for a microsomal transport
protein (MTP) involved in lipopro-
tein biosynthesis (packaging of the

ApoB and the triglycerides). These
studies also opened up other inter-
esting medical and pharmaceutical
scenarios. Indeed, the MTP consti-
tutes a fascinating therapeutic tar-
get for next generation anti-lipid
pharmaceuticals in the treatment of
hyper-lipemias and obesity. In ad-
dition, the action of the MTP in
lipid metabolism provides rational
evidence to suspect that it plays a
role in human longevity. It is
known to everyone that alterations
in the lipid profile (together with
other genetic and environmental
factors) constitute an important risk
factor for vascular (cardiac, cere-
bral, periphery) illnesses, which
are, indeed, amongst the primary
causes of mortality. Genetic vari-
ants associated with the lipid func-
tion should also have some effect
on life span. For example, the chil-
dren of centenarians have more
‘favourable’ lipid profiles (an in-
crease in HDL-cholesterol and a re-
duction on LDL-cholesterol) com-
pared to members of control groups
and as a result they display a signif-
icant reduction in cardiac and cere-
brovascular risk. In addition, these
studies demonstrate the practicabil-
ity and utility of utilising individu-
als and families of centenarians or
near centenarians as a study model
for human longevity and resistance
to chronic-degenerative illnesses.
In Italy research into the genetic

aspect of ageing has recently been
launched as well. In May 2004 in
Bologna the European project
‘GEHA – Genetics of Healthy Ag-
ing’ was presented. This is an inte-
grated project of scientific research
financed by the European Union
headed by the University of
Bologna. It is a five-year project
and its task is the identification of
2,800 over-ninety siblings in sev-
enteen geographical areas covering
eleven European countries, as well
as Israel and China. This project
has the goal of identifying genes
that play a role in healthy ageing
and allow the attainment of an ad-
vanced age in good conditions of
physical and cognitive activity:
sons, grandsons but also husbands
and wives will be used to identify
how much the environment in
which an individual has lived may
have contributed to his or her good
health. The CIG, the Galvani Inter-
departmental Centre for the inte-
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grated study of bio-informatics,
biophysics and biocomplexity of
the University of Bologna, will co-
ordinate the research of the twenty-
six project partners, chosen from
amongst the most advanced centres
for the study of geriatrics, genetics,
bio-informatics and demography.
Professor Caludio Franceschi will
be the head of this project. He is the
director of the National Institute for
the Treatment of Elderly People of
Ancona (INRCA). The aim is to
achieve a genetic mapping through
a scansion of the entire genome.
From this preliminary scansion an
attempt will be made to reduce the
analysis to the zones that tell us
about the state of health of elderly
people. On these regions will be
concentrated research into the
genes that may have brought about
this good state of health.

Telomeres and Telomerasis

Telomeres are portions of the
short sequence of repeat DNA lo-
cated at the extremities of the chro-
mosomes. Their task is to protect
the chromosomes during cell divi-
sion; this task tears them and every
time that the cell divides they are
shortened. At a certain point their
length is no longer able to protect a
cell that reproduces in an incorrect
way and this generates ageing. The
telomeres constitute, therefore, a
kind of cellular biological clock
which tells the cell when the mo-
ment to go into ‘apoptosis’ has ar-
rived. Apoptosis is a difficult term
which refers to programmed cell
death. The shortening of the telom-
eres probably derives from a lack
of activity on the part of the telom-
erase enzyme (a rather complex ri-
bonucleoprotein for the enzyme ac-
tivity that builds the telomeres) in
the majority of somatic cells. The
so-termed theory of telomeres,
therefore, postulates that cell age-
ing is due to the inability of the cell
to divide itself. In 1996 the cloning
of the sheep Dolly generated alarm
in scientists who were looking for
the elixir of eternal youth – the
sheep was born ‘old’, being similar
to her mother from whom she was
cloned (‘old’ in a biological sense,
in the sense that is to say that the
length of the telomeres in the new-
ly-born lamb corresponded to the
length of telomeres in an adult

sheep). What are the limits of the
theory of telomeres? The fact that
telomeres could not be the true
neck of the bottle of the ageing
process. In other words, even with
telomeres of an infinite length oth-
er factors may intervene that drasti-
cally reduce longevity. Telomeres
were brought to the attention of the
general public when they began to
be associated with the ageing
process. It should be noted here that
often the mass media tend to trans-
form interesting scientific hypothe-
ses into spectacular and sensational
news. Many newspaper headlines,
referring to these studies on telom-
eres or telomerasis, triumphantly
proclaimed ‘the immortality gene
has been discovered!’ Further com-
ment is superfluous here.

Progeria (Hutchinson-Gilford’s
Disease)

A new theory, on the other hand,
posits that cells continue to divide
even in an advanced age but be-
cause of a genetic defect they do so
badly. For example, children affect-
ed by a form of progeria (Hutchin-
son-Gilford’s disease), a rare and
grave genetic disease that causes
very precocious and ageing, have
fibroblasts which in vitro rather
than dividing about fifty times be-
fore dying divide only ten to thirty
time, thereby displaying very early
signs of cellular senescence. Muta-
tion is seen in the LMNA gene
which contains basic information
for the construction and mainte-
nance of two proteins that are
strongly involved in the growth and
maturation processes of cells
(laminA and C). (18) This is a very
important discovery for the early
diagnosis of this disease and opens
up a new pathway for the under-
standing of the phenomena that in
general regulate the lives of tissues.

Altmann’s Granules

It is known that mitochondrial
DNA, without effective repair sys-
tems such as those possessed by
nuclear DNA, accumulates muta-
tions over time, damaging itself
progressively and in a constant
way, probably because of oxygen
reactive radicals produced in the
respiratory chain.(19) The muta-
tions in the Altmann’s granules can

be involved in the development of
certain ageing pathologies such as
osteoporosis, heart disease and
anaemia linked to old age. For ex-
ample, experimental mice with
genes that have been modified to
increase the number of mutations
in theAltmann’s granules age three
times faster than is normal. For that
matter, genetically modified mice
suffer from fur loss, osteoporosis,
weight loss and heart problems
much earlier than is the case with
normal mice and live for a third of
the time of their non-genetically
modified fellows.(20) In addition
to acting as energy converters in
cells, Altamann’s granules produce
oxidising agents that can injure
cells and their DNA. Because of
their proximity to these oxidisers or
free radicals, Altmann’s granules
are particularly vulnerable. Scien-
tists have been studying the con-
nection between mutations in Alt-
mann’s granules and illnesses con-
nected with ageing since the 1950s.
These mutations are not simply a
sub-product of ageing. They are
one of its principal causes, even
though the mystery connected with
them has not been completely
solved.

Calorie Restriction

In order to attempt to answer the
question that was posed at the be-
ginning of this paper, namely ‘is
ageing an illness?’, one possible
strategy is that of comparing ani-
mals that age normally with ani-
mals that live for a long time (or
have long lives). It is known that
mice subject to low calorie diets are
good models at the level of
‘health’. If ageing is an illness, then
these long-living animals are with-
out it. The only certain and known
thing that delays ageing (at least in
rodents) is calorie restriction, How-
ever, these data that link calorie in-
put to length of life in rodent ani-
mal models have still not been re-
produced in non-human primates.
Thus this, too, constitutes a re-
search pathway to be explored with
studies in comparative physiology
and genetics.

The Future Prospects for Research

The study of human ageing is an
extraordinary challenge. This phe-
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nomenon is made even more com-
plex by the fact that it is practically
impossible to study it directly in
humans in vitro. Thus this research
has to be, and will have to be based,
upon indirect strategies such as
models and extrapolations. Very
new and promising research oppor-
tunities in relation to the genetic as-
pects of the physiology and phys-
iopathology of human ageing will
come from the new technologies
that are offered by genomics, by
post-genomics and by proteomics,
for example through the creation of
broad genetic and protein data
bases containing information de-
rived from studies on animal mod-
els (genes, metabolic pathways,
and mutations known to modify
ageing), integrated into functional
networks.Adata base appropriately
called GenAge has been recently
established and it is able to provide
a kind of genomic and proteomic
map of human ageing.(21) Side by
side with these astonishing devel-
opments, bioinformatics, compara-
tive genomics and multiple gene
analysis through DNA chips (DNA
microarrays) for the reconstruction
of the genetic networks involved in
the causative and regulatory
processes of ageing will certainly
find space and play a fundamental
role.(22)
We can at this point pose certain

questions: will we live to the age of
a hundred and twenty? Or perhaps
even longer? Many theories hold
the field in this debate. We would
like to cite three from those that are
most accredited at the present time.
The genetic theory: genes are said
to exist that command, survey and
regulate by certain pathways the
process of ageing. This theory
grants little space to the defences
that the individual can activate
against his or her biological clock
and thus against the ‘environment’.
Only genetic engineering, it is said,
could thus in the future alter things.
The theory of free radicals: in 1954
the Nobel prize winner D. Harman
advanced the thesis that the cause
of senescence was the free radicals
produced during the metabolic
processes. Free radicals are very
active and can react with DNA,
proteins, and the fatty acids present
in the cell membrane. The hormone
theory: this is one of the most inter-
esting theories on ageing. With age

some hormones decrease and pro-
voke many of the problems nor-
mally associated with old age. In
reality, it is probable that these
causes may coexist (together with
others) and that in removing some
of them one could actually reach
that limit of a hundred years of age
which is at the present time the goal
of researchers. The recent discov-
ery of the p66shc gene, which con-
trols a protein that governs the cell
response to oxidative stress, seems
to confirm the possible coexistence
advanced by these various theories.
Ageing is a complex phenomenon
that involves the degeneration of
the vital capacities of the organism
which, even in the absence of ill-
nesses, leads to death. One should,
therefore, observe that despite cer-
tain commonplaces and prejudices,
ageing is not necessarily associated
with illness or various degrees of
incapacitating pathologies. This is
because its effects, in terms of di-
minished psycho-physical perfor-
mance, are also to be observed in
perfectly healthy individuals. The
enormous steps forward that genet-
ics is making have generated per-
haps unjustifiable enthusiasm in
the study of anti-ageing strategies.
Indeed, the results of research in
this field have not yet been consol-
idated. This means that of the hun-
dred of research projects that have
been carried out throughout the
world and whose results have ap-
peared in specialist reviews only
some have become fundamental,
that is to say they will be translated
into practical results. Many others
will be reduced in importance or
contradicted by greater understand-
ing of the processes of ageing. It is
necessary to distinguish between
experiments on animals and exper-
iments on humans. The general ap-
plication of results to humans is by
no means something that can be
taken for granted. One has to distin-
guish between partial results (on
one part of an organism) and total
results. Prolonging the efficiency
of an organ does not necessarily
mean increasing the longevity of
that organism, in the same way as
cell immortality does not mean the
immortality of man. A majority of
the research on experimental ani-
mals relates to animals which have
a relatively short life span where
the discovery of the genes responsi-

ble for ageing is thus facilitated by
the rapid succession of generations
and the rapid passing of the lives of
individual members of that species.
The prospects for this pathway of
research are very good because a
possible discovery about man
could actually be translated into an-
ti-ageing products (for example
pharmaceuticals that deactivate the
substances whose synthesis is set in
motion by bad genes). Will it be
possible one day to control the ex-
pression of the genes responsible
for ageing? Even though the an-
swer to this question is probably in
the affirmative, these genes will
have to be first of all identified and
only subsequently will it be possi-
ble to study and modify their ex-
pression. In a slightly less distant
future it is possible that once the
molecular mechanisms of ageing
have been understood it will be
possible to offer targeted anti-age-
ing therapies. But how much time
will be needed to answer all our
questions? Given the present state
of knowledge it is not possible to
make easy predictions and the
facile scientific popularisers who
answer this question do not do so
on the basis of correct forecasting
data.

Genes and the Pathologies
of Advanced Age

The role of genetic factors in the
development of illnesses is by now
unquestioned. Francis Collins, the
co-ordinator of the Human
Genome Project, has illustrated the
relationship between genes and ill-
nesses with the phrase ‘we can say
that all illnesses, apart perhaps
from traumas, have a genetic com-
ponent’. Every illness is the result
of an interaction between genetic
factors and environmental factors.
In rare genetic illnesses (these are
also called Mendelian or mono-
genic illnesses), the weight of the
genetic component is largely
prevalent. In multi-factor illnesses
(also called complex illnesses or
shared illnesses), both genetic and
environmental factors play an im-
portant role and thus the develop-
ment of a pathology is the result of
a complex interaction of more than
one gene with other genes and en-
vironmental factors. This category
includes many pathologies con-
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nected with advanced age, such as,
for example, cardiovascular and
cerebrovascular pathologies, dia-
betes, certain tumours, and
Alzheimer’s disease.
It is thought that each individual

has at least four or five genes that
strongly predispose him or her
to certain illnesses and another ten
or so genes that confer on him or
her a moderate risk – here one
speaks therefore of ‘susceptibility
genes’.(23) On average a man has a
genetic make-up that allows him a
life span of about eighty-five years
with morbidity compressed into his
final years. This make-up, together
with a ‘healthy’ lifestyle, should al-
low the twenty-five years after the
age of sixty to be passed in good
health, with the emergence of grave
pathologies being postponed to the
last years of a person’s life. The fact
that often such is not the case is
said to be attributable to an incor-
rect lifestyle, a hypothesis that is
absolutely credible if one considers
the percentage of people who are
overweight, smoke, do not engage
in physical exercise, or are subject
to strong environmental pollution,
stress etc. These environmental
factors ensure that life expectancy
is lowered by about ten years with
more years of disability than our
genes would allow us.(24)

What is it that Allows
Centenarians to be Healthy?

In many species, including man,
the mortality rate, which increases
exponentially with age, begins to
de-accelerate in very advanced age,
and this suggests that a different
factor is at work.(25) Some evi-
dence, and in particular that relat-
ing to studies on centenarians,
demonstrate that this factor is ge-
netic and not environmental. The
parents of centenarians on the
whole survive longer than the rest
of the population and the children
of centenarians as well have an in-
creased probability of living for a
long time. Their wives do not dis-
play this advantage.(26, 27). In ad-
dition, this advantage does not ap-
pear to decrease with age as it
should were it attributable to envi-
ronmental factors. The hypothesis,
therefore, is that genes with a sus-
ceptibility to lethal pathologies op-
erate a demographic selection, as a

result of which themost susceptible
individuals die, leaving behind
them a cohort of long-survivors
with a different genetic make-up, a
phenomenon that modifies the inci-
dence of the mortality rate.(24) The
consequence of this theory is the
‘compression of morbidity’, by
which, with the increase in average
life span, the emergence and length
of lethal pathologies correlated
with age are said to be compressed
into the last stage of life.(28) The
studies on centenarians indicate
that most centenarians live in good
or relatively good conditions of
health and have not had important
pathologies during their lives. For
example, in one study 90% of cen-
tenarians were self-sufficient at the
age of ninety.(29) To reach this age
an individual must of necessity
have been healthy for the major
part of his or her life and escape or
delay the emergence of the patholo-
gies that are normally associated
with growing old.

To go beyond the age of eighty-
five it is necessary to have a ‘ge-
netic advantage’, that is to say the
absence of genes with a suscepti-
bility to important pathologies to-
gether with the presence of genes
that foster longevity. Individuals
who reach a very advanced age
probably do not have those genetic
variants that increase risks of pre-
mature death because of lethal
pathologies both related and not re-
lated to age.(24) To support this

theory there are certain observed
facts, for example the marked de-
crease in the frequency of the allele
APOE e4 which increases the risks
of developing Alzheimer’s disease
in advanced old age. People in
their nineties with their cognitive
functions in tact owe this advan-
tage to an increased genetic resis-
tance to Alzheimer’s disease.(30,
31). Individuals that reach an ad-
vanced old age have a slower age-
ing process, as is demonstrated, for
example, by the high percentage of
children born to women over the
age of forty who then live for a
very long time.(32) To reach this
age it is necessary to have genes
that slow down ageing and not to
have genes that predispose a per-
son to important pathologies. To
reach a very advanced old age in
good health, to summarise, it is im-
portant to have the ‘right’ alleles
and it is essential not to have the
‘wrong’ ones.
With respect to the effect of envi-

ronmental factors (diet, lifestyle,
economic level, schooling, etc.),
these have a strong influence on
life expectancy andmorbidity in in-
dividuals that do not live beyond
the age of eighty-five. In centenari-
ans, instead, so far no significant
correlation has been found between
the possibility of surviving for so
long and environmental factors, a
fact that supports the thesis of the
influence of genetic factors.(33)
The study of centenarians ap-

pears to be a very useful instrument
by which both to uncover which
genetic variants are associated with
greater survival and to identify the
genes with a susceptibility to the
most important pathologies. In ad-
dition, because centenarians have a
morbidity that is compressed to-
wards the ends of their lives they
constitute an excellent model to
study ageing ‘without illness’.
These studies have the real capaci-
ty to throw light on these aspects
because, although the genetic poly-
morphisms that can have a positive
or negative effect on survival are
thousands in number, the polymor-
phisms that exercise an important
effect on the speed of ageing and
predisposition to illnesses correlat-
ed with age are relatively few in
number, as is demonstrated by the
studies on lower organisms and
centenarians.
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Predictive Medicine and
the Prevention of the Pathologies
of Advanced Age

The assumption on which is
based a new approach to medicine,
predictive medicine, is that one can
prevent illness at an individual lev-
el through the identification of the
susceptibility genes.(34) This ap-
proach envisages that through an
analysis of the DNA of an individ-
ual one can uncover the susceptibil-
ity genes that it possesses and thus
implement early on lifestyles or
therapies that are most suited to re-
ducing the risk that the person in-
volved will develop the illness con-
cerned. For example, an individual
who undergoes a check-up for his
or her susceptibility genes could
discover that his or her risk of hav-
ing prostrate cancer or Alzheimer’s
disease is lower than average in re-
lation to the population, whereas he
or she could discover that his or her
risk of developing coronary dis-
ease, colon cancer and lung cancer
is higher.(35) For him or her there
could thus be drawn up a pro-
gramme directed towards reducing
the risk that the pathologies to
which he or she is susceptible will
actually develop. This model can
still not be implemented on a broad
front because robust and clinically
significant correlations have not
been established between DNA
variants and the emergence of ill-
ness, but it is to be predicted that in
a not too distant future it will be im-
plemented at least for the most rel-
evant illnesses. The application of
this approach early on in an indi-
vidual’s life could lead to a reduc-
tion of the presence of pathologies
above all in advanced age and un-
der the age of eighty-five – that age
band when the influence of envi-
ronmental factors on the develop-
ment of pathologies to which an in-
dividual is predisposed is notable.
Some argue that knowing that one
is genetically predisposed to a cer-
tain illness gives a greater incentive
to the adoption of suitable lifestyles
than would be the case were there
knowledge of a general risk.

Genetics and Therapy
in the Case of Elderly People

As has already been observed in
this paper, the treatment of elderly

people involves various factors of
complexity. The administration of
combined therapies and for differ-
ent concomitant pathologies in-
creases the risk of unforeseen phar-
macological interactions and ones
that are not even known about or
which have an altered bio-disposi-
tion as regards concomitant
pathologies. Help in improving the
treatment of elderly people could
come from pharmacogenetics. Not
only is there a genetic component,
of varying degrees of importance,
in all illnesses, but the individual
response to drugs and medicines is
also influenced by genetic factors.
The model is similar to that of mul-
ti-factor illnesses: there are a num-
ber of genes which cause a predis-
position to non-response or a side
effects in the case of a specific
pharmaceutical. The effect that is
observed depends on the interac-
tion of these factors with environ-
mental factors such as the dose that
is administered, the working of the
kidneys, etc.
Pharmacogenetics is that branch

of genetics that studies those genes
that influence responses to pharma-
ceuticals.(36) The genes that influ-
ence responses to pharmaceuticals
are those involved in the absorp-
tion, metabolism, distribution and
elimination of the pharmaceutical
or those correlated with the biolog-
ical target that the pharmaceutical
attacks to carry out its effect (for
example a receptor). Genes belong-
ing to other categories can be in-
volved, for example the HLAgenes
are involved in the side effects of
certain pharmaceuticals. A person
who is genetically predisposed has
more likelihood of developing, for
example, a side effect, in particular
if factors of an environmental char-
acter are at work, for example re-
duced functioning of the liver.
Pharmacogenetics has the final

aim of developing pharmacogenet-
ic tests, that is to say tests which,
through an analysis of DNA, pro-
vide an estimate of the risk that an
individual patient runs of not re-
sponding to a certain pharmaceuti-
cal and/or of developing a specific
side effect. Genes involved in the
metabolism of pharmaceuticals
have been extensively studied, in
particular those such as CYP2D6
and CYP2C9 which metabolise
those pharmaceuticals which are

most commonly prescribed or
which are very polymorphous. For
example, the gene CYP2C9 is asso-
ciated with the daily maintenance
dose for anti-coagulant treatment
with warfarin. Individuals which
have the *2 and *3 of the gene re-
quire a lower dose and are more ex-
posed to the risks of grave compli-
cations involving haemorrhag-
ing.(37) The pharmacogenetic ef-
fects of many classes of pharma-
ceuticals have been described and
although the scientific evidence is
often discordant many experts
agree in thinking that not a great
deal of time will pass before phar-
macogenetics enters clinical medi-
cine.(38)
A deep knowledge of these ge-

netic risk factors and their relation-
ship to the response to pharmaceu-
ticals has a particular importance in
the case of elderly people and could
provide useful instruments by
which to improve treatment. For
example, knowing about the poly-
morphisms of the genes responsi-
ble for the metabolism of pharma-
ceuticals could be especially useful
in identifying and preventing possi-
ble interactions between pharma-
ceuticals.
In elderly people, environmental

factors can increase the effect of
genetic polymorphisms giving rise,
for example, to side effects. For ex-
ample, a polymorphism in a metab-
olism gene may not generate any
evident effect if the functioning of
the liver is normal. The deteriora-
tion of the working of the liver in
elderly people could make evident
the effect of a polymorphismwhich
is always present, giving rise to
side effects. The application of
pharmacogenetics to elderly people
thus offers important possibilities
of reducing the difficulties of a
therapy and the low predictability
of its effects. In opposite fashion,
the complexity of a treatment, the
high influence and variability of
environmental factors as compared
to genetic factors, could reduce the
predictive power and thus the clini-
cal utility of pharmacogenetic tests
in elderly people.

Genomics and the Discovery
of New Therapies

Despite the high number of phar-
maceuticals on the market and the
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undeniable enormous improve-
ments in therapies over recent
decades, there are still pathologies
which do not have suitable thera-
pies and many of these are patholo-
gies that are typical of old age, for
example psychiatric illnesses. Ge-
nomics could make an important
contribution to increasing thera-
peutic possibilities for elderly peo-
ple. Pharmacogenomics is the
study of the variability of the ex-
pression of the genes (RNA and
proteins) of an individual correlat-
ed both to susceptibility to illnesses
and to response to pharmaceuticals.
Pharmacogenomics could allow
the discovery of new pharmaceuti-
cals and above all innovative phar-
maceuticals.(39)

It begins with the identification
of a gene involving a susceptibility
to a certain illness through studies
on human genetics, studies on
transgenic animals, and studies on
differential or proteomic genetic
expression. Once this gene has
been discovered an attempt is made
to find the codified proteins and
their function in order to under-
stand the role they play in the ill-
ness being studied. An understand-
ing of this mechanism allows an
identification of targets, that is to
say those molecules which, if hit by
the right pharmaceutical, can stop

or slow down the advance of the ill-
ness. Pharmacogenomics could,
therefore, contribute to the discov-
ery of new pharmaceuticals for
pathologies to which we still do not
have an adequate response.

Stem Cells

Research on stem cells is ad-
vancing very rapidly and already
there are examples of an effective
use of this technique in the clinical
sphere as well.(40) These advances
are of extreme relevance to the
pathologies suffered by elderly
people because stem cells are seen
as the most promising therapy there
is for all the advanced neurodegen-
erative pathologies, such as Parkin-
son’s disease, cerebral ischemia
and Alzheimer’s disease. Hopes
about defeating these pathologies
are in large part placed in the regen-
erative medicine that will be made
possible by stem cells.

Pharmacological Clinical
Research and Elderly People

It is estimated that in 2000-2030
the proportion of the population
over the age of sixty-five will in-
crease from 6.9% to 12% at a world
level, from 12.6% to 20.3% in
North America, and from 15.5% to
24.3 % in Europe.(41) In some re-
gions of Italy, France and Germany
the proportion of the population
over the age of eighty will consti-
tute 7-9% of the total population,
compared to 3.9% in 1995. The
growth will be greatest specifically
in this age band, with a numerical
increase of 62% over the next
twenty-five years. In Italy in 2025
one in fourteen individuals (7.1%)
will be over the age of eighty. Sim-
ilar growth trends will be seen in
Germany, Denmark, Sweden and
Ireland. (42)
After the age of sixty it is esti-

mated that about three-quarters of
the population have a chronic
pathology and that a half of this age
band has two or more illnesses.
This state of affairs involves the
frequent use of therapies, often
combined therapies, and often for
different concomitant pathologies.
An American study has shown that
more than 40% of individuals over
the age of sixty-five who are not in

institutions use five or more differ-
ent pharmaceuticals every week
and that 12% use more than
ten.(43) The use of therapies is
even more marked in institution-
alised elderly people and elderly
people who are in conditions of
home assistance.(44,45).
Although there is concern about

the excessive use of pharmaceuti-
cals in the case of elderly patients,
where these are often prescribed in
an independent and not integrated
way by different specialists for dif-
ferent pathologies,(46), it has also
been shown how there is a substan-
tial level of under-treatment in el-
derly patients using categories of
pharmaceuticals whose therapeutic
value in diminishing morbidity has
been established by adequate clini-
cal studies.(47) In this study refer-
ence is made in particular to the
low use of ACE inhibitors in car-
diac failings, anti-thrombosis treat-
ment, and beta blockers in patients
with myocardial heart attacks, anti-
thrombosis treatment and anti-co-
agulants in patients with stroke,
and therapies for osteoporosis in in-
dividuals who run the risk of bone
fracture.
It is thus evident that the elderly

part of the population is more ex-
posed to the risk of the excessive
use of pharmaceuticals used at the
same time, with unforeseen and not
even known potential pharmaceuti-
cal interactions, as well as an al-
tered bio-disposition to concomi-
tant pathologies. Elderly people are
also exposed to the risk of the un-
deruse of appropriate therapies that
could reduce illness and the acute
consequences of chronic patholo-
gies that are present.
One of the principal problems to

be found at the base of the empiri-
cal approach and low level of
knowledge in the treatment of el-
derly people is the scarcity of sci-
entific evidence able to provide re-
liable and final answers on the ben-
efits and risks of many pharmaco-
logical therapies. This problem is
connected with an approach in
studies that excludes the possibility
of assessing therapies in conditions
of polytherapy and/or polypatholo-
gy, and also with the historical ab-
sence of a significant number of el-
derly patients in clinical trials.(48-
50). Indeed, a descriptive analysis
has shown that about a third of the
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studies published in the principal
scientific reviews excluded, with-
out an adequate explanation, elder-
ly people from the cases treated in
clinical trials.(51). In 2000 only
3.45% of the 8,945 randomised
clinical studies and 1.2% of the 706
meta-analytical studies were
specifically directed towards the
part of the population over the age
of sixty-five.(52) It is often the case
that great clinical trials for the
study of pathologies specific to the
elderly part of the population re-
cruit select cases that are not repre-
sentative of this part of the popula-
tion. In the study of systolic hyper-
tension in the elderly, ‘Systolic
Hypertension in the Elderly Pro-
gram Study’, better known as
SHEP, only 2% of the randomised
patients came from the general
population.(53) As a consequence,
therapeutic practice in geriatrics is
often reduced to being anecdotal or
at the best to referring to the gener-
alisation of data that come from
younger patients or ‘healthy’ elder-
ly patients.
All of this finds little justification

if one considers that in the year
2000 about seven hundred new
pharmaceuticals being developed
in the pipeline by the pharmaceuti-
cal industry were intended for ill-
nesses of the elderly, such as heart
disease, stroke, cancer, diabetes,
depression, Alzheimer’s disease,
arthritis, osteoporosis and Parkin-
son’s disease.(54) However, few
pharmaceuticals amongst those
that are used today largely in the
geriatric sphere have undergone a
clinical development that takes into
account the problems and issues
connected with ageing, and few are
able to meet in a specific and com-
plete way the therapeutic needs of
the elderly. The causes of this situa-
tion lie in two principal areas: on
the one hand, many factors con-
nected with ageing create difficul-
ties as regards the inclusion of
these patients in clinical studies; on
the other hand, most of the pharma-
ceuticals used in geriatrics belong
to therapeutic classes in which the
development and above all else the
clinical development of new mole-
cules has aspects that are especially
critical. If we analyse the first of
these two areas of difficulty certain
elements emerge that make the in-
clusion of patients of a geriatric age

in clinical trials, the consequent
representativeness of the sample
chosen, and the assessment and ex-
trapolation of data to the general el-
derly population much more diffi-
cult:
– Elderly people constitute an es-

pecially heterogeneous group in
which individuals under the age of
seventy have physiological and
psycho-social characteristics that
can be profoundly different from
patients who are over the age of
eighty, with evident repercussion
for the outcome of treatment. In ad-
dition, in the very elderly there are
also differences within this age
band. Clinical studies should, there-
fore, provide a precise characterisa-
tion by sub-groups of the patients to
be treated and they should group
them by individuals who are of de-
termining importance for the out-
come of the pathology that has been
subjected for study. The results
should be presented not only as av-
erages but also with reference to the
events of each individual, an ap-
proach that would better allow the
individualisation of therapeutic de-
cisions in clinical practice.(55-57)

– The already described co-pres-
ence of a number of illnesses in el-
derly people, with consequent
polytherapy, predisposes to adverse
events and leads to scarce compli-
ance with the methodologies re-
quested by the study, as well as to a
potential confusion of the results
themselves. A paradigmatic exam-

ple is the association between mor-
tality and low pressure levels found
in individuals over the age of
eighty which disappeared when the
mortality levels were adjusted for
the variables linked to the different
pathological condition such as
physical function, cognitive capac-
ity, albuminemia and the presence
of various levels of heart dis-
ease.(58) In order to reduce the
variables of confusion linked to the
various present and concomitant
pathological situations, and thus to
assure an internal validity as re-
gards the data, researchers tend to
design studies with very stringent
inclusion criteria, limiting, howev-
er, the ability to generalise from the
results, which, as has already been
observed in this paper, is one of the
principal causes of the insufficient
availability of an adequate litera-
ture in the field of geriatrics.
– The problem of a scarce adher-

ence to therapy is of extreme im-
portance in clinical studies with el-
derly people, especially if they are
carried out in a non-institution-
alised clinical context where the
lack of self-sufficiency and prob-
lems with sight, memory and
movement can make it difficult for
an elderly person to manage the re-
quirements of the trial, especially if
they are complex, as happens with
forms of treatment for pathologies
that are typical of old age.
– Many of the illnesses typical of

elderly people are difficult to place
in diagnostic terms. Pneumonia can
be easily detected with radiological
criteria but pathologies of the loco-
motive or neurological apparatus,
for exampleAlzheimer’s disease or
post-stroke functional recovery, are
very difficult and complex to de-
fine and/or establish. This means
that one must pay particular atten-
tion to the risk of an erroneous clas-
sification of the cases included in
the study, and one should ascertain
whether the measuring of outcomes
was done through the correct use of
validated scales and instruments, a
situation that necessarily requires
the organisation of careful quality
control on an at least sample basis.
– Comparative clinical studies

involving elderly people involve
special problems when the compar-
ison involves a placebo, as is often
required by the regulating authori-
ties, at least during the first stages
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of the clinical development of phar-
maceuticals – for example in re-
search studies into effective and
tolerated doses. For this reason, ap-
propriate doses are often identified
in young patients and there is only a
verification of bio-equivalence in a
few selected elderly subjects. Then
at times clinical trials of effective-
ness and tolerability of doses have
been identified in equality studies
with active pharmacological com-
parisons. At times, instead, active
interventions are compared to the
practice of current management
which in elderly people is at times
lacking, thereby creating situations
in which positive results are more
easily obtained but which do not
necessarily represent the best ap-
proach to treatment.
– Age is a factor that influences

the risk of an event and it is neces-
sary to pay attention to this fact
when the event is the end point as-
sessed in the study. The relative
risk decreases with an increase in
age (through a decrease in the num-
ber of elderly people predisposed to
that event because those who are
most sensitive have already had it
or have died, modifications in the
biological risk of illness or the
event at different ages, and the
competing of other concomitant
risk factors), whereas the absolute
risk can increase. One can, there-
fore, overestimate an effect in the
geriatric population on the basis of
relative risk and it is thus extremely
important to consider not only the
statistical meaningfulness but also
the clinical meaningfulness in-
volved. It also becomes of funda-
mental importance to estimate –
when this is possible the absolute
risk – and even more the number
needed to treat (NNT). Indeed, if
we consider the treatment of hyper-
tension in elderly people, it is evi-
dent that one obtains the reduction
of mortality in all age bands: the re-
duction of the relative risk is simi-
lar in all the groups but the absolute
benefit is greater in elderly people,
given that the NNT to prevent car-
diovascular mortality and illness is
at least two times higher in young
and adult individuals than in elder-
ly people.(59)

It is thus undoubted, and this for
some time has been pointed out,
that the inclusion of elderly patients

in clinical studies is particularly
difficult for the reasons outlined
above, to which should be added
the low readiness of elderly people
to take part in such studies. Indeed,
participation is at a level of 97% in
children, 75% in people between
the ages of twenty-one and sixty-
five, and less than 60% in the very
elderly.(60). Various suggestions
have been made as to how to foster
the participation of the geriatric
population in experimental studies,
for example the creation of connec-
tions between clinical and academ-
ic research structures and institutes
that treat and care for elderly peo-
ple or the establishment of major
clinical trials that would include a
more heterogeneous population
with multiple co-morbidity and dif-
ferences in the advance of patholo-
gies and which would allow the as-
sessment of specific sub-groups. Of
importance also are practical as-
pects such as the involvement of
families or volunteers in the expla-
nation of informed consent, help-
ing with transport, clinical visits
carried out when this is possible at
home, and the printing of forms for
informed consent in large let-
ters.(53, 60, 61).Another important
element that should be borne in
mind in designing future studies on
the elderly is that the principal clin-
ical end points that are assessed
should be carefully considered and
probably modified as well. This is
because in this part of the popula-
tion outcomes as functional levels
and independence are certainly as
important, if not more important,
than mortality.(53)
When we consider the second

area of complexity as regards the
development of molecules for the
elderly, that is to say the difficulties
of research, it should be stressed
that most of the pharmaceuticals
that are used in geriatrics are indi-
cated for pathologies in which clin-
ical experimentation is particularly
complex and requires a period of
time to be studied that can be very
long, with an extremely significant
impact on the costs and length in
terms of time of development. Fig-
ure 2 refers to average periods of
time required for the clinical devel-
opment and authorisation for sale
on the market by the Food and Drug
Administration (FDA), the regulat-
ing agency of the United States of

America, between 1995 and 1999,
of pharmaceuticals that belong to
different therapeutic classes. One
can see how for molecules with rel-
atively simple end-points, such as
pharmaceuticals for the treatment
of AIDS or other anti-infection
drugs, the process of clinical devel-
opment and approval by the regu-
lating authority are relatively short
whereas medicinal products that are
usually more used by elderly peo-
ple, such as those for illnesses of the
central nervous system or of the
cardiovascular apparatus, for osteo-
articular pathologies, or for tu-
mours, require significantly longer
periods of time. (60, 61).

Fig. 2 –Average time periods
for the clinical testing and
approval of new molecules by
the FDA, by therapeutic class
(1995-1999) (60, 61).

To this should be added that the
development of new molecules in
these therapeutic sectors has a high
level of failure, a factor which, as-
sociated with the long periods re-
quired for their development, in-
creases the research costs for phar-
maceuticals that come to be put on
the market. Indeed, table 1 shows
how anti-infection pharmaceuticals
receive a 30% approval rate at
stage I as regards being put on the
market, 39% at stage II, and 77% at
the clinical research stage III. This
percentage decreases significantly
in a sector with indications charac-
teristics of the geriatric age, for ex-
ample the sector of neurology: only
20% of pharmaceuticals in stage I,
23% in stage II, and 51% in stage
III are put on the market. The costs
of clinical development in these
sectors are very high, varying from
seventy-seven million dollars for
the anti-infection sector to a hun-
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dred and eight and a hundred and
thirteen million dollars respectively
for the cardiovascular sector and
the neurological sector.(62)

From what has been said hitherto
in this paper, it emerges that the
clinical development of pharma-
ceuticals used in elderly people, for
the various reasons described
above, does not in reality provide
sufficient data to extend their use in
clinical practice for the general
geriatric population, and also that
this development specifically for
these pharmaceuticals is very oner-
ous in terms of time employed and
costs borne.
The discussion outlined above

on the use of pharmaceuticals with
people of a geriatric age and the
modifications correlated to age of
pharmacokinetics and pharmaco-
dynamics, and consequently of the
efficacy and tolerability of the vari-
ous doses of pharmaceuticals and
their interaction, provides us with a
knowledge base to consider the
suitability or otherwise of the vari-
ous regulatory guidelines for the
development of new molecules
with a potential geriatric use as out-
lined in table 2.

In addition to these guidelines,
there exists a group of ‘therapeutic’
guidelines that provide indications
and recommendations on the clini-

cal studies to be carried out in spe-
cific pathological areas of special
relevance for elderly people. They
relate, for example, to osteo-arthri-
tis, schizophrenia, depression, anti-
blastics, Parkinson’s disease and
Alzheimer’s disease, cardiac fail-
ings, and urinary incontinence.
It is clear that in all of them a

prevalent focusing on, and concern
about, the effect that pharmacoki-
netic variations can have on dosage
is due to genetic and non-genetic in-
fluences. Various guidelines of the
European Committee for Propri-
etary Medicinal Products (CPMP)
recommend the study of the impact
of genetic factors on the relation-
ship between dose and response in
new pharmaceuticals.
The CPMP has always adopted a

guideline on the interaction be-
tween pharmaceuticals which rec-
ommends the carrying out of stud-
ies on the interaction of new mole-
cules on the basis of their physical-
chemical, pharmacokinetic and
pharmacodynamic properties, as

well on the basis of the probability
that two pharmaceuticals can be ad-
ministered at the same time. An in-
teraction is defined as being clini-
cally relevant when the therapeutic
activity or the toxicity of a pharma-
ceutical can change when the con-
comitant use of two pharmaceuti-
cals can be easily advised as a ther-
apeutic recommendation.
However, two guidelines are of

especial interest. The ICH guideline
connected with information on the
relationship between dose and re-
sponse in order to support registra-
tion (n. 2 of table 2) requires that in
‘using information on dose-re-
sponse it is important to define the
factors that lead to pharmacokinetic
differences between individuals, in-
cluding demographic factors (age,
sex, race), other illnesses (liver or
kidney insufficiency), diet, con-
comitant therapies or individual
characteristics (weight, corporeal
morphology, other pharmaceuti-
cals, and metabolic differences)’.
The ICH Note for Guidance on

Studies in Support of Special Popu-
lations: Pharmacokinetics in Renal-
ly or Hepatic Impaired Patients’, in
particular geriatric populations (n.
4 in table 2), envisages that ‘the
complete database of the dossier
should be examined to assess pos-
sible differences connected with
age, for example in the incidence of
adverse events, efficacy and dose-
response. If this relatively prelimi-
nary overall analysis shows impor-
tant differences, further and deeper
assessments are necessary’. The
ICH note for guidance on clinical
studies in the geriatric population
specifies certain points that we
think it is important to emphasise:
1) ‘the pharmaceuticals should be
studied in all the groups of geriatric
age for whom there is a presumable
effective use and utility; 2) ‘the
guidelines refer in particular to:
newmolecules that have a potential
use in the elderly because the indi-
cation envisaged is a pathology
characteristic of old age (for exam-
ple Alzheimer’s disease) or is pre-
sent in a high number of elderly
people (for example arterial hyper-
tension); and new pre-established
formulations or associations of
pharmaceuticals already used in el-
derly people when it is thought that
they could lead to altered responses
in elderly patients’. ‘It is important

Clinical development
stages

Anti-infection Cardiovascular Neurological

Stage I 30% 26% 20%
Stage II 39% 41% 23%
Stage III 77% 72% 51%

Tab. 1 – Probability of success (of being placed on the market) at the
various stages of clinical development for molecules of various
therapeutic categories.(62)

Tab. 2 – General regulatory guidelines of the Committee for
Proprietary Medicinal Products (CPMP) and the International
Conference on Harmonization (ICH) relevant to the development of
pharmaceuticals in the elderly part of the population (bibliographical
references n. 63 for n. 1; n. 64 for nn. 2-8).

1. CPMP Guidance on Pharmacokinetic Studies in man
2. ICH Note for Guidance on Dose Response Information to Support Drug
registration

3. CPMP Note for Guidance on the Investigations of Drug Interations
4. ICH Note for Guidance on Studies in Support of Special Population:
Geriatrics

5. ICH Note for Guidance on Studies in Support of Special Population:
Pharmacokinetics in renally or hepatic impaired patients

6. CPMP Note for Guidance on the Evaluation of the Pharmacokinetics of
Medicinal Products in Patient with impaired Renal Function

7. CPMP Note for Guidance on the Evaluation of the Pharmacokinetics of
Medicinal Products in Patient with impaired Hepatic Function

8. Statistical Principles for Clinical Trias, CPMP/ICH/363/96
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to include in these studies patients
of the most advanced age band
(those of more than seventy-five
years of age) and patients with con-
comitant pathologies in order to
identify interactions between the
pharmaceuticals and illnesses’.
‘One should include a significant
number of geriatric patients in
stage III (and at times also in stage
II) of the development of pharma-
ceuticals. The geriatric population
must be represented in sufficient
numbers in order to allow a com-
parison of pharmacological re-
sponses with the younger group.
With respect to pharmaceuticals
being studied for illnesses that are
also present in elderly people, a
minimum of a hundred assessable
patients should be sufficient to al-
low the study of clinically relevant
differences. With respect to phar-
maceuticals that are developed for
pathologies typical of the geriatric
age, elderly people should consti-
tute a majority of the patients stud-
ied’. ‘The differences between
young and elderly individuals in
clinical studies are in the majority
of cases due to pharmacokinetic
differences connected with differ-
ent levels of liver and kidney func-
tion and to pharmacological inter-
actions. It is important to establish
possible pharmacokinetic differ-
ences between young and elderly
individuals, just as it is important to
characterise what an alteration in
the excretory function (liver and
kidney), which is frequent in elder-
ly patients, also involves’. ‘Dose-
response or specific pharmacody-
namics in elderly people are rec-
ommended in the following situa-
tions: sedative or hypnotic mole-
cules and other psychotropic phar-
maceuticals or pharmaceuticals
that have relevant effects at the lev-
el of the central nervous system
(for example anti-stamines); when
during stages II and III of clinical
development clinically relevant da-
ta correlated with age connected
with the efficacy or tolerability of
the molecule being studied that
cannot be attributed to pharmacoki-
netic differences between young
and old people’. ‘The interactions
between different pharmaceuticals,
which are particularly relevant in
elderly people, must be studied
when the therapeutic interval (that
is to say the interval between the ef-

fective does and the toxic dose) of
the molecule that is studied or phar-
maceuticals that are taken at the
same time is noted, and the proba-
bility of a concomitant therapy is
high. In particular, the pharmaco-
logical interactions and some as-
pects of enzyme metabolism
should be studied in certain cases:
interactions between oral anti-co-
agulants and digoxin, because
many pharmaceuticals change the
plasmatic of these active elements
which are very much used with el-
derly patients and with a narrow
therapeutic interval; newmolecules
with important hepatic metabolisa-
tion, which should be studied with
inducers (for example phenobarbi-
tal) and inhibitors (for example
cimetidin) of hepatic metabolism;
new metabolised molecules of cy-
tochrome P450, studied for in-
hibitor effects with chinidine (for
cytochrome P450 2D6) and keto-
conazalo or macrolids (for cy-
tochrome P450 3A4); and interac-
tions with other pharmaceuticals
that could be taken together with
the molecule being studied’.
It should also be remembered

that a third group of guidelines of a
bio-statistical kind exist which pro-
vide indications on the choice of the
design of the study, its statistical
power, the choice of comparisons
and the analysis of results. One of
these is of interest for studies in
geriatrics, namely ‘Statistical Prin-
ciples for Clinical Trials,
CPMP/ICH/363/96’, because it rec-
ommends that the planning of the
analysis should take into account
the influence of the covariates and
the effect of the sub-groups, in par-
ticular the age of the sample.
From an analysis of the recom-

mendations of the regulatory au-
thorities there emerges, however, an
important concept that should be
borne in mind: age in itself is not as-
sociated with significant modifica-
tions of pharmacokinetics but is ac-
companied by factors that can alter
it significantly, such as reduced he-
patic and renal function of both a
metabolic and excretory character;
the co-administration of other phar-
maceuticals; and qualitative and
quantitative diet differences that al-
ter the absorption of pharmaceuti-
cals. Another factor to be borne in
mind is pharmacogenetics which is
not correlated to age but in elderly

people when associated with the
other elements indicated can be
more relevant because of the addi-
tional effect. All of these factors
can, however, be predicted and as-
sessed with specific studies, there-
by allowing a possible adjustment
of the dose.

From a psycho-dynamic point of
view, apart from specific pharma-
cological targets correlated with the
effects of anti-coagulant, psy-
chotropic or cardiovascular phar-
maceuticals which are known about
and thus should be assessed with
specific studies, there is no clear ev-
idence that most of the pharmaco-
logical targets have a sensitivity to
pharmaceuticals in elderly people
that is altered.(65) Anyway it is to
be hoped that in very elderly pa-
tients at least one randomised and
controlled study is carried out that
correlates plasmatic concentration
with pharmacodynamics. This
would provide sufficient data to
verify if there exist variations in
pharmacodynamic sensitivity cor-
related with physiological modifi-
cations typical of advanced ageing
and would also help to design sub-
sequent specific studies on the el-
derly part of the population and thus
improve the therapeutic use of the
pharmaceutical once it had been
placed on the market.
Pharmacokinetics is usually stud-

ied in ‘healthy’ elderly populations
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and the regulatory guidelines do not
give different indications from this.
It should, however, be emphasised
that a solid rational reason exists for
studying it in ‘frail’ elderly individ-
uals to ascertain in this sub-popula-
tion what the interaction is between
pharmaceuticals, alimentation and
nutritional status. At the present
time this is not done. A recent study
has demonstrated that in 50.9% of
hospitalised frail elderly patients,
therapies with incorrect dosages are
prescribed, in 47.1% the length of
the therapy is inappropriate, in
20.4% a pharmaceutical/pathology
interaction is not taken into ac-
count, and in 6.3% attention is not
paid to interactions between phar-
maceuticals.(66) It should also be
taken into account that frail elderly
people in particular run the risk of
interactions between pharmaceuti-
cals and food because they have
different predisposing factors, such
as malnutrition, alcoholism,
anorexia, and chronic illness which
involve an altered alimentary ab-
sorption, in addition to the need to
take many pharmaceuticals. De-
spite this, clinical and pharmaco-
logical research has never paid any
attention to this especially critical
and expanding epidemiological
area of gerontology.
Very elderly patients should be

more represented in the future in the
programmes for the clinical devel-
opment of pharmaceuticals and the
assessment of the effects of their
frailty on the risk-benefit relation-
ship of pharmaceuticals must envis-
age specific studies in populations
of frail elderly patients, taking into
account that this condition is inde-
pendent of the level of age and thus
constitutes a further category on its
own which should be taken into ac-
count in studies involving clinical
trials with new molecules that re-
ceive therapeutic application in this
geriatric sub-population.
As we have already seen, since

the 1990s regulatory authorities
have been entrusted with the re-
sponsibility of obviating, through
the issuing of more indicative
guidelines and revision of existing
ones, the bias of the low representa-
tion of the elderly population at the
level of its heterogeneous make-up
in studies involving the clinical tri-
als of pharmaceuticals. But the re-
sults of this initiative are not clearly

visible. A meta-analysis of clinical
studies of chronic syndromes car-
ried out in 1996 and 2000 showed
that out of the 593 trials selected the
number of studies involving the ev-
ident exclusion of age was lower
when comparing the period prior to
1990 (58%) with the period 1990-
2000 (40%) and the number of el-
derly people at least seventy-five
years old increased from 2% to
9%.(50). However, this percentage
is far lower than the percentage of
those of the same age suffering
from myocardial infarct.(37%)

This study demonstrates that al-
though advances have been made to
ensure that elderly people are repre-
sented more in studies, a great deal
still remains to be done. The deci-
sion of the FDA to include a ‘geri-
atric use’ section in medicinal spe-
cialities, with the obligation to in-
sert information on their specific
use in elderly patients (Federal
Register 27/8/97 – 62FR45313),
supplemented in 2001 by ‘guidance
for industry on the content and for-
mat of geriatric labelling’, has not
lead to great benefits in this direc-
tion because it is limited to indicat-
ing how information on pharma-
ceuticals for geriatric use should be
provided and it does not compel the
carrying out of supplementary stud-
ies on elderly people. This objec-
tive, however, could be achieved if
the equivalent of the ‘paediatric
rule’ applied in the United States of

America to pharmaceuticals for
paediatric use were applied to geri-
atrics as well, with an analogous ex-
tension of exclusive market use (six
months for paediatrics) to pharma-
ceuticals for geriatric use which
have undergone specific develop-
ment in this part of the population.
Lastly, greater attention should

be paid to the value of so-termed in-
cremental innovation or marginal
innovation for pharmaceuticals of
geriatric use, given that the avail-
ability of more individualised thera-
pies is particularly useful in a het-
erogeneous population, which the
elderly population certainly is.(69)
Small changes in molecules with
characteristics of radical innovation
could lead to molecules that are
more tolerated, to new indications
that are useful in the geriatric age,
or to new formulations (for exam-
ple controlled release) of molecules
that are already in use, which allow
a better system of dosage or easier
ingestion or administration by the
elderly themselves, who may have
problems with swallowing, sight,
memory or movement, thereby as-
suring greater compliance and inde-
pendence in the patient. These phar-
maceuticals or new formulations
should be studied in particular in
the elderly part of the population
where their incremental value can
be more easily determined, a value
that should then be acknowledged
by the regulating authority.
Given the practical difficulties

that exist in the literature and in the
study of elderly people with ran-
domised clinical studies, other
types of approach should also be
considered to determine the rela-
tionship of risks to benefits of phar-
maceuticals in geriatrics. For exam-
ple it is possible to use the Markov
model of analytical decision-taking
in order to balance the benefits of
pharmacological therapy ascer-
tained in controlled trials with the
adverse effects assessed during ob-
servational and case-control stud-
ies. This model has been used re-
cently to assess the benefit of war-
farin in preventing stroke in elderly
patients with arterial fibrillation:
evidence of its clinical efficacy was
evident from six studies (reduction
in stroke by 625) but a systematic
review demonstrated an increase in
gastro-intestinal bleeding in the
most elderly subjects, with an inci-
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dence that increased with age. An
analysis like that suggested above
demonstrated, lastly, that therapy
with warfarin is associated with
12.1 QALY (quality adjusted life
years) for each subject compared to
10.1 without therapy.(70)
Another approach should be

carefully considered given the bias
in selection reported as regards
clinical trials. This approach is the
use of case-control studies in the
geriatric population. A study of this
kind in hyper-tense patients over
the age of eighty in old people’s
homes allowed it to be demonstrat-
ed that anti-hypertension therapy is
not associated with hypertension
events connected with posture and
falls.(71)
Lastly, there should also be an in-

crease in the observational and
pharmacoepidemiological research
carried out after the placing on the
market of pharmaceuticals, espe-
cially in the geriatric population.
This is the subject of the next sec-
tion.

Health-care Research,
the Measurement of Health
Needs and theAssessment of the
Quality of Treatment Applied to
the Promotion of Health and
Health-care in Elderly Patients

The Justification for,
and Definition of,
Health-care Research

The concept of health, defined
by the World Health Organisation
as a state of physical, social and
psychological wellbeing and not
only absence of illness, is applied
without distinction of age to the el-
derly as it is also applied to the
young and the adult.(72)
Health constitutes an individual

good and a collective good and thus
the systems for the promotion of
health and health care must be di-
rected towards assuring the meet-
ing of the needs of the health of in-
dividuals and communities, inde-
pendently of age, in line with the
indications of priority established
on the basis of people’s values and
expectations and the economic re-
sources that are available.
The measurement of the level of

health of a population and the qual-

ity of the health care that is provid-
ed presents a series of difficulties
both as regards the methods that are
used and the sources of information
available.
Traditionally, the quality of

health care is analysed on the basis
of structure, process and outcome
indicators. Most of the assessments
carried out in Italy, however, are
limited to structures and processes
because it is difficult, and often im-
possible, to acquire data and infor-
mation on health-care outcomes,
thereby making the assessment of
many initiatives limited and partial.
Health-care research is the set of

both experimental and observation-
al research techniques that allow an
assessment of health-care needs
and the state of health of patients
both through the measurement of
the characteristics of illnesses and
of the outcomes of their treatment.
It can thus allow an assessment of
the quality of care and the attribu-
tion of a value to the various health-
care, pharmacological or otherwise
initiatives that are taken (figure
3).(73)

The definition of outcome
An outcome can be defined as

any event of relevance for the pa-
tient and for the health-care system
looking after him or her that arises
from a health-care action. Health-
care outcomes are the effect on the
patient of an illness and its treat-
ment and can be sub-divided into
clinical, humanistic and economic
outcomes (table 3)

Table 3: Outcomes of health care

• Objective or Clinical
– death
– hospitalisation
– access to emergency care
– absence from school/work
– complications
– others

• Subjective or Humanistic
– quality of life
– satisfaction of the patient
– preferences of the patient

• Economic

Clinical outcomes are substan-
tially observable and objective
events, both of a clinical nature (i.e.
death) or of health-care character
(for example the number and
length of hospitalisations or exami-
nations at emergency care, the
number of surgical operations), or
social events, such as absence from
school or work.
Humanistic outcomes are the

perception by the patient of his or
her own state of health, which is as-

sessed through the measurement of
quality of life or by the judgement
of the patient on the service that he
or she has received (satisfaction) or
his or her preferences as regards al-
ternative courses of action.
The clinical and humanistic out-

comes can be subsequently as-
sessed through techniques of eco-
nomic assessment in order to ob-
tain the economic outcomes.

Figure 3: The instruments of health-care research
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The information that is required
to assess the value and quality of
health-care applied to the elderly
can be obtained from studies car-
ried out on the general population in
order to: 1. measure needs at the
level of health care specific to the
elderly (measurement of the epi-
demiological dimensions of the
prevalence and incidence of illness-
es and their impact on the state of
health of the population; 2. assess
the quality of health care through
the measurement of the clinical and
humanistic outcomes produced by
pharmacological therapies and oth-
er health-care measures.
Some examples of such studies

now follow:

The Measurement of Health-care
Needs in the Elderly Population:
the ILSA Study

A correct policy of health-care
planning requires an assessment of
epidemiological data connected
with the prevalence and incidence
of those pathologies that are most
frequent in elderly people and

knowledge about the percentage of
disabled individuals in the various
age bands and the percentage of
those who age in good conditions
of health. Such information appears
to be essential in an assessment of
the health-care burden and to im-
prove the distribution of the re-
sources that are available.
In Italy, data on the pathologies

of elderly people are rather short on
the ground and they are often based
on inquiries that use interviews
where a medical diagnosis of the
pathologies under examination
does not exist – only a self-assess-
ment by the individual concerned.
The use of these questionnaires has
notable limitations that are due
above all else to the low reliability
of the data that are obtained.
The ILSA (Italian Longitudinal

Study on Ageing) is the first Italian
epidemiological study, carried out
on a randomised sample of the el-
derly population, to ascertain the
presence of the most important in-
validating pathologies through a
specialist clinical assess-
ment.(74,75)

The chronic pathologies that
were investigated are relevant not
because of their high illness and
death rates but also because they
are amongst the principal causes of
the condition of being an invalid
and their risk factors in the elderly
part of the population are still con-
troversial today. One of the princi-
pal characteristics of the ILSA is
the fact that it allows an assessment
of the impact of pathologies of the
functional status of elderly people.
The study of the natural history of
these pathologies also allows an ex-
ploration of the relationship be-
tween illness and disability and to
understand specific aspects of the
physiopathology of disability.
These results could have notable
importance in the sector of public
health and could be fundamental in
the planning of care, prevention
and rehabilitation services.
As an example of some of the re-

sults that were obtained from the
ILSA study, we here present the
percentage prevalence of the in-
ternist pathologies that were inves-
tigated, by sex and age (table 4):

PATHOLOGY Males Females Total
Age (years) Age (years) Age (years)
65-
69

70-
74

75-
79

80-
84

Total 65-
69

70-
74

75-
79

80-
84

Total 65-
69

70-
74

75-
79

80-
84

Total

Internist
pathologies

Angina pectoris 8.6 7.4 7.7 6.1 7.8 4.0 9.1 8.1 8.5 6.9 6.1 8.3 8.0 7.6 7.3
Myocardial
infarct

8.4 12.6 12.1 11.3 10.7 3.9 5.6 5.4 5.2 4.8 5.9 8.7 8.2 7.4 7.3

Arrhythmia 20.6 23.8 31.7 30.8 25.1 16.7 20.7 22.9 24.3 20.3 18.4 22.1 26.5 26.7 22.4
Arterial
hypertension

57.0 62.9 62.1 55.8 59.4 62.4 70.9 69.6 69.7 67.3 60.0 67.4 66.6 64.7 64.0

Congestion
cardiac failure

3.8 5.0 6.5 9.4 5.4 3.7 7.8 8.5 13.2 7.3 3.7 6.5 7.7 11.8 6.5

Diabetes 13.2 13.7 13.4 9.7 12.9 10.6 17.0 14.6 13.2 13.4 11.7 15.5 14.1 11.9 13.2
- Type I 0.3 0.5 0.2 0.2 0.3 0.2 0.2 0.2 0.4 0.2 0.3 0.3 0.2 0.3 0.3
- Type II 12.0 13.0 12.9 9.5 12.1 10.0 16.8 13.8 12.5 12.9 10.9 15.1 13.4 11.4 12.6
- Secondary 0.3 0.2 0.0 0.0 0.2 0.0 0.0 0.2 0.2 0.1 0.2 0.1 0.1 0.1 0.1
Reduced tolerance
to carbohydrates

6.9 7.2 4.2 2.9 5.9 5.1 6.7 4.1 6.3 5.4 5.9 6.9 4.1 5.1 5.6

Osteo-arthrosis 51.1 48.2 53.5 49.3 50.7 70.8 69.1 66.5 66.7 68.7 61.7 59.8 61.1 60.2 60.9
Chronic
broncopneumopatia

26.6 27.2 32.4 32.1 28.7 13.1 13.9 18.1 16.8 15.1 19.1 19.9 24.0 22.5 20.9

Peripheral
arteriopathy

4.1 8.7 5.8 8.6 8.1 2.5 2.1 6.1 6.6 5.2 4.8 7.0 7.9 8.7 6.5

Table 4 –Prevalence in percentages of the surveyed internist pathologies by sex and age band.

(*) The data are standardised for the Italian population: census of 1991.
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Amongst the results that were
obtained, reference should be
made to the high prevalence of ar-
terial hypertension which is pre-
sent in about 60% of elderly Ital-
ians. These levels of prevalence
are comparable with those ob-
tained in similar studies
(NHANES III) carried out in the
United States of America. Arterial
hypertension is one of the most
important risk factors as regards
vascular pathologies, which, in-
deed, are the principal cause of
death and amongst the primary
causes of disability on Western
countries. Careful control of it and
the creation of suitable prevention
programmes could lead to a reduc-
tion of morbidity and of the costs
connected with such pathologies.
The prevalence of osteoarthrosis is
also high and this ranges from
50.7% in males to 68.7% in fe-
males. The prevalence of ischemic
heart disease is, instead, lower
than that reported in similar stud-
ies carried out in other Anglo-Sax-
on countries and this confirms the
fact that this pathology is less fre-
quent in Mediterranean countries.
The data on stroke show a high

prevalence for this pathology
which is higher than that reported
in similar population studies. In-
deed, the data available indicate
levels that oscillate between 3%
and 5% for men and between 1.5%
and 3.5% for women, whereas in
our sample the total level was
7.4% in men and 5.9% in women,
with points around 10% in some
age groups. Even though some
methodological differences could
in part explain this greater fre-
quency, our data seem to suggest a
higher incidence of this pathology
in Italy, and the levels reported in
some studies carried out in Japan,
a country with a high level of cere-
brovascular illnesses, are compa-
rable.
The prevalence of dementia is

5.3% in men and 7.2% in women,
with points around 20% in the
most elderly. These data are in line
with what has been reported in
similar research carried out in Eu-
rope and indicate a high frequency,
in Italy as well, of this pathology,
which has very high costs at a so-
cial and health-care level.
An epidemiological fact on

which at an international level as

well we have little information
available is the prevalence of distal
brain disease of the lower limbs
which, according to the data of the
ILSA, affect about 6.5% of elderly
people, with a greater frequency in
the most elderly age bands. This
pathology is often accompanied, in
addition to a series of subjective
disturbances, by important prob-
lems at the level of walking linked
to a decrease in personal strength
and alterations in deep sensitivity.
Brain diseases, in fact, occupy a
primary position as causes of dis-
turbance in the walking of elderly
people and can be the causes of
falls and femur fracture, which is
one of the principal causes of dis-
ability in elderly people.
The ILSA data demonstrate that

about 16% of women and 17% of
men are or have been smokers. Of
these, about 16% of the women and

41% of the men smoke/smoked
more than twenty cigarettes as day.
Over 85% of smokers have been or
were smokers for a period of more
than ten years.
About 66% of women and 89%

of men drink wine every day. Of
these wine-drinkers, however, on-
ly about 3% of women and 24% of
men declare that they drink more
than 50 gr. of alcohol a day (half a
litre of wine). With respect to diet,
we have so far assessed only the
consumption of fruit and green
vegetables and a very small per-
centage, namely about 15% of
women and 14% of men, consume

at least two portions of fruit and/or
green vegetables every day.
The index of excess weight used

in this analysis is the bodymass in-
dex (BMI), that is to say the rela-
tionship between weight (in kilo-
grams) and height (in metres). Our
data demonstrate that average
BMI in both males and females
tends to be higher than normal lev-
els (20-25 Kg/m2). About 33.6%
of males and 26.9% of females are
overweight and 15% and 28% re-
spectively are obese, according to
the WHO classification (BMI
from 25 to 29.9 in males and from
23.9 to 28.6 in females indicates
overweight, whereas a BMI higher
than 30 and 28.6 respectively indi-
cates manifest obesity).
The prevalence data of the ILSA

study describe the characteristics of
the elderly part of the population
measured over a specific period of

time. The interpretation of these da-
ta must be carried out with caution
because the cohort effect cannot be
eliminated in a prevalence study
and because, given the presence of
illness at the same time there is an
identification of the presence of a
risk factor, obviously enough one
cannot establish a temporal nexus
of causality. The ILSA study,
which, it should be observed, en-
visages a follow-up study of the
participants, will be able to provide
estimates of the causal effect of all
these risk factors in the ascertain-
ment of illness, disability and death
in the elderly part of the population.
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To end this paper we may ob-
serve that ageing is a direct or indi-
rect cause of many disabilities, ill-
nesses, and deaths in the civilised
world. The strong hope is that
gerontology, together with many
other disciplines (physiology, ge-
netics, molecular biology, ge-
nomics, proteomics, bio-informat-
ics, and clinical pharmacology)
will manage to prevent chronic
geriatric pathologies, maintaining
the best possible state of health for
elderly people, and effectively
prolonging their lives. Naturally
enough, this is a major challenge
that is not only scientific and tech-
nological but also human and so-
cial.
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Average life spans have become
greatly extended in a very signifi-
cant way since the 1950s. Demog-
raphers argue that one of the most
sensitive indicators of life spans is
life expectancy at the age of sixty-
five. Figure 1 presents the develop-
ment of life expectancy from 1900
to 1980. A progressive extension is
evident that is well beyond the pro-
jections of demographers which
were drawn up on the basis of pre-
vious trends. Figure 2, on the other
hand, has important surprises be-
cause since 1980 life expectancy at
the age of sixty-five has undergone
a levelling and after the year 2000
there has even been an inflec-
tion.(1)
If these data are confirmed, it

may happen that those who are born
at the present time will be the first
generation of humans to have a
lower life expectancy than those
that went before them – this is an
unexpected and dramatic event
from a social and health-care point
of view.
Figure 3 outlines the causes of

morality that the Center for Disease
Control and Prevention (CDC) of
Atlanta see as being modifiable.(2)
In particular, the modifications that
took place between 1990 and 2000

are assessed. Smoking is still the
first risk factor of mortality and it
has also increased since 1990. The
second risk factor, which, however,
has undergone a notable increase, is
obesity, and to such an extent that it
is now reaching the levels of smok-
ing. Then there is alcohol, which, if
associated with road accidents
which, as is known, are often linked
to alcohol, also becomes an impor-
tant factor in mortality.
So to sum up, the principal modi-

fiable causes of mortality at the cur-
rent time are smoking, being over-
weight and obesity (that is to say
hyper-caloric diets and a sedentary
life) and alcohol. Just one reference
to smoking to recall that this is a
battle still to be joined because
smoking is still extremely wide-
spread in the world. We know that
smoking is subject to forms of pro-
hibition in very few regions of the
world: a large part of Canada and
Australia, some States of the USA,
Great Britain and Iran. The rest of
the world smokes freely, with the
exception of a number of nations,
amongst which Italy, where smok-
ing is banned in public places.
Of special interest is the problem

of excessive weight which is be-
coming one of the aspects of great-

est social-health care importance.
In Italy this affects above all the ad-
vanced age bands, with a peak be-
tween the ages of 55 and 75 (table
1), for both males and females and
as regards excess weight and obesi-
ty.(3, 4)
Obesity is one of the most impor-

tant risk factors in morality because
of the association of multiple car-
diovascular risk factors which go
from hypertension to dyslipi-
demies, and from diabetes to tu-
mours, with physiopathological as-
pects of an inflammatory kind
which affect the cardiovascular sys-
tem. It is perhaps less well known
that obesity is an important factor of
disability, above all in the advanced
age bands. It has been observed that
a state of obesity involves a risk of
disability that appears five years
earlier than is the case with subjects
of normal weight.(5)
The nation most affected by ex-

cess weight is the United States of
America where at the present time
over two-thirds of the population
have weight levels higher than
those that are suitable for a good
state of health. In the USA there is a
system for weight control and con-
trol of eating habits – the so-named
National Health and Nutrition Ex-
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2.2 Ageing between Lifestyle and Nutrition

Fig. 1. Life expentancy in women at 65:
observation and projection 1900-200

Fig. 2. Life expectancy in women at 65:
observation and projection 1980-2050

Da Olshansky et al, 2005, mod. Da Olshansky et al, 2005, mod.
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amination Surveys, which since
1970 have watched over such phe-
nomena with care and have demon-
strated a dramatic and progressive
increase in obesity.(6) Not unex-
pectedly, the trend towards excess
weight is associated with a progres-
sive increase in average caloric in-
take. Particularly suggestive is the
discovery that weight increase is al-
so associated with a progressive in-
crease in the energetic density of
food – this means that the food con-
sumed by Americans is increasing-
ly rich in calories and therefore very
rich in fats. It has also been ob-
served that the fast-food habit, the
consumption of red meats and soft
drinks, that is to say sweetened
fizzy drinks, involves a very high
risk of body weight increase.(7)
Taking into account all these fac-

tors, it is evident that in order to ad-
dress this problem of excess weight
with success it is necessary to have
recourse to changes in lifestyles and
nutrition. It is first of all necessary
to address the problem of people’s
nutritional habits. Certain ques-
tions spontaneously come to mind.
Is the observation of the reduction
or levelling off in life expectancy
that has been emerging recently re-
ally linked to a progressive increase
in excess weight? If one acts on eat-
ing habits and corrects weight will
there really be a benefit in terms of
life expectancy? The answers are
neither easy nor simple. However,
for many years the results of certain
useful experimental studies with
these precise conclusions have been
known about. Almost a century has
passed since the first observations
that small rodents in research labo-

ratories demonstrate a progressive
extension of life span following a
reduction in their caloric intake.(8)
Laboratory animals, when they are
fed ad libitum, tend progressively to
increase their weight with the pass-
ing of time. In them the control of
diet has obviously was shown to be
useful in weight control and sur-
prisingly efficient in extending life
spans. Over subsequent years these
experiments were repeated on a
number of occasions in many labo-
ratories on many types of small an-
imals and all gave the same result –
caloric restriction extends life
span.(9, 10).
Given that these results were ob-

tained on small animals (mostly ro-
dents), it has been objected that
man is not a little mouse and that
the genetic difference is too great to
be able translate these observations
into a hypothesis for the human
species. A few years ago at the lab-
oratories of the National Institute of
Aging of Bethesda a study was be-
gun on a species of anthropomor-
phic primates, a monkey belonging
to the rhesus monkey group – this
kind of monkey has a genetic over-
lap with the human species of about
98%. When they are left to free ali-
mentation in a laboratory these non-
human primates tend to progres-
sively increase their body weight,
following modalities similar to
those to be found in humans. In this
study a certain number of monkeys
were sub-divided into two sub-
groups: one continued the alimenta-
tion typical of laboratories and the
other, after the period of sexual de-
velopment, was subjected to a con-
trol of alimentation such as to allow

constant weight over time. After
twelve years of study (it should be
remembered that to have valid data
on life expectancy an inquiry has to
last at least twenty-five years), as
was programmed there was a sig-
nificant difference in body weight
of the two groups of animals – the
first group weighed about one and a
half times the second. But the result
that most surprised the researchers
was the percentage of deaths which
in the animals with an alimentation
regime that kept their body weight
constant was half that of the group
of animals under a regime of free
alimentation. In addition to this
phenomenon, which is already very
significant, other data are also in-
dicative: amongst these, those relat-
ing to certain bio-humoral indica-
tors. In particular, body temperature
was lower in the animals subject to
weight control, the haematic con-
centration of insulin was lower in
the animals of the same group, and
the concentration of DHEAS was
higher in the animals subject to
calorie intake control.(11) It should
be remembered that ageing is asso-
ciated with a progressive reduction
in DHEAS, a phenomenon that has
generated many speculations of a
therapeutic kind. These discoveries
were compared with the results of
an observational longitudinal study
on human subjects, namely the Bal-
timore Longitudinal Study of Ag-
ing. It emerged that the group of hu-
man subjects with greatest life
spans are characterised by a low
body temperature, less concentra-
tions of insulin, and higher levels of
DHEAS.(12) The close association
between the experimental results on

AGE
BMI

Under weight Normal weight Over weight Obese
Men
18-24 3.3 76.4 18.5 1.7
25-34 1.0 61.8 32.8 4.4
35-44 0.3 45.6 45.1 9.0
45-54 0.3 35.4 51.2 13.0
55-64 0.4 33.5 51.4 14.8
65-74 0.6 34.4 51.8 13.2
75+ 2.3 44.0 45.5 8.1
Total 1.0 47.4 42.4 9.2
Women
18-24 18.2 72.6 7.7 1.6
25-34 10.3 74.8 12.0 2.9
35-44 4.4 69.9 20.2 5.4
45-54 2.4 55.4 30.4 11.7
55-64 2.2 45.6 38.0 14.1
65-74 2.1 43.1 39.8 15.0
75+ 5.7 46.6 36.0 11.7
Total 6.0 59.2 26.0 8.8

Fig. 3 - Modificable causes of death
(CDC -Atlanta)

Da Mokdad et al. 2004, mod.

Tab. 1. Distributon of BMI in Italy
by sex and age
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monkeys and those on humans with
greater life spans is an element that
lends great value to a policy of con-
trolling alimentation.
Given that in the human species it

is realistically difficult to manage to
obey an alimentary regime directed
at weight control over a period of
years, the pharmaceutical industry
has been trying to identify sub-
stances that are able to produce the
same endocrinal-metabolic effects
as caloric restriction without having
to intervene directly on a person’s
diet. These substances are called
caloric restriction mimetics (CRM)
and are one of the targets of the
pharmaceutical future.(13)
Nutrition plays a crucial role in

lifestyle and its inseparable partner
is physical activity. There is by now
convincing proof that a sedentary
lifestyle is a greater risk factor as re-
gards many states of illness such as
obesity, diabetes, dyslipidemies,
and as a result cardiovascular
pathology, in addition to many tu-
mours. There are also significant
studies that show that a sedentary
lifestyle is a mortality risk in it-
self.(14)
Many experimental and clinical

studies have demonstrated that peo-
ple who engage in significant phys-
ical activity and achieve a satisfac-
tory level of fitness have a far less
likelihood to die early than seden-
tary subjects.(15, 16) These obser-
vations represent an important stim-
ulus to change lifestyles and to en-
gage in an, albeit moderate, level of
constant physical exercise. We can-
not deny that in contemporary
Western society there are many ob-
stacles to physical exercise; current
environmental conditions make it
very difficult to achieve an ade-
quate state of fitness, above all from
a cardiovascular point of view.
However, many studies have shown
that it is not necessary to be athletes
to reduce the risk of death connect-
ed with a sedentary lifestyle and
that modest physical exercise is suf-
ficient to increase the likelihood of
survival over time.(17)
Having the telephone on one’s

writing desk or in the next room and
having to move from one room to
the other to answer the telephone
means an estimated journey of a
hundred kilometres every year. This
journey has an energy cost of about
10,000 calories which are equiva-

lent to 1.5kg of adipose tissue and
thus 2.5kg of body weight. An ap-
parent insignificant physical activi-
ty over a long period can involve
the putting on or taking off of sig-
nificant weight. Observations on
the natural history of obesity
demonstrate that levels of one or 2
kilos a year of progressive weight
increase are sufficient to produce
over time a higher adipose burden
of 20-30 kilos compared to weights
during a person’s youth.(18)
Physical weight is fundamental

for body weight, for consequences
for the cardiovascular apparatus
and also for the prevention of tu-
mours. Less known are the other ef-
fects on organs and apparatuses.
There are many indicative studies
that show that good physical exer-
cise is able to act upon one of the
most worrying aspects of ageing,
namely the loss of cognitive func-
tions. It has been demonstrated with
imaging studies that six months of
regular physical exercise are able to
prevent the loss of encephalic vol-
ume that is observed in ageing and
in many cases to also bring about an
increase in the cerebral volume of
elderly subjects. (19)
These results, therefore, suggest

strong ideological bases for the role
of physical and aerobic activity in
maintaining and improving the
health of the central nervous system
and the cognitive functions in elder-
ly subjects.
In conclusion, we must listen to

the words of Wolfgang Goethe,
who proclaimed that ‘to know is not
enough; it is necessary to act as
well. To want is not enough; we
must also do’.

Prof. OTTAVIO BOSELLO
Department of Biomedical and Surgical

Sciences,
Chair of Geriatrics and Gerontology,

University of Verona,
Italy.
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A person aged sixty-five, who is
at a period of life, that is to say, of
‘administrative’ old age – the peri-
od of retirement and the accentua-
tion of that process of ageing that
began at the moment of conception
– has to address certain existential
questions and issues. For example:
– The acceptance of the reality of

ageing, something that is not easy
given the youth-centred culture of
the present time and the personal
sensation of always being the same
person over time.
– The search for new ways of ex-

pressing oneself after leaving the
world of work.
– The acceptance of the limits

that biological ageing can involve
and which become more stressed
with the passing of time.
– Addressing the inner belief in

one’s immortality as compared
with an awareness of death.
– Learning to face up to the lone-

liness that can come from the loss-
es that characterise this period of
life.
–Acceptance of the possible de-

pendence that can arise from vary-
ing levels of non-self-sufficiency,
something that is in contrast with
the desire for autonomy and inde-
pendence which from childhood
onwards motivates the develop-
ment of a person.
– The acceptance that one will

have to be helped, with regard to
one’s physical hygiene as well, by
family relatives or ‘outsiders’,
something that is in contrast with
one’s feelings of personal modesty.
– Adaptation to new ways of liv-

ing when one is forced, because of
problems connected with patholo-
gies, to be admitted to a geriatric
structure.

Naturally, not all these questions
and issues characterise life after the
age of sixty-five. They are, rather,
possibilities that can emerge during
the course of time and this means

that many of the myths that are
connected with people’s approach
to ageing become contradicted. The
years of old age are not tranquil
years, no peace is achieved, and
people are not even wise if during
their lives they have not sought
wisdom and have tried to learn
from their experiences. Life is a
challenge involving adaptation dur-
ing old age as well.

The first clarification one should
make is that the elderly population
is not a homogenous group. The
state of life called old age involves
at least three separate generations
of people, and thus one can speak
about the ‘young elderly’, who are
between the ages of sixty-five and
seventy-four; the ‘old elderly’, who
are over the age of seventy-five;
and the ‘very old’, those who are
over the age of eighty-five. These
are three generations that naturally
have different needs (including
pastoral needs) and perhaps needs
that involve special pastoral
methodologies, taking into account
different behavioural characteris-

tics as well (the duration of the pro-
vision of care, etc.). And from the
point of view of providing care, in
more advanced ages one is of ne-
cessity referring to a population
that is proportionately made up of
more women given that women
live longer than men.
Now, if one wants to consider

needs at the level of care, given that
the subject of my paper is sick el-
derly people, one can first of all
state that therapeutic attention
should not be directed exclusively
to the physical aspects of a person
and to pathologies. Rather it
should also be paid to the psycho-
logical aspects of a person, that is
to say to the inner reality of the per-
son, to his or her thoughts, and to
his or her feelings. But also to his or
her social self, his or her self in re-
lation to other people, and to his or
her spiritual and religious aspects,
that is to say to the person’s rela-
tionship with something that is
greater than him or her – the Tran-
scendent. And also from another
point of view, that is to say health in
a more overall sense, which is cer-
tainly conditioned by physical and
psychological pain, by disability,
but which is also conditioned by
spirituality and religiosity, which
means that life has sense, meaning,
purpose, and hope.
Naturally, with regard to the pro-

vision of care, it is also important to
ascertain the scale of the problem
that is involved. In Italy the number
of people over the age of sixty-five
is twelve million, that is to say
about 20% of the total national
population. Physical disability that
involves difficulties as regards
common daily activities (washing,
dressing, eating etc.) is principally
due to the additional presence of
morbidity and this afflicts about
25% of males and 34% of women
over the age of sixty-five. By now
it is well known that disability in-
creases with the advance of age and

MASSIMO PETRINI

2.3 Care, Accompanying and Institutions
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in the over-eighty group about 6%
of males and 8% of females are to-
tally non-self-sufficient.
As regards care, one cannot but

remember that the pathology of de-
mentia, which in at least half of
cases is caused byAlzheimer’s dis-
ease, provokes particular problems
at the level of care which involve
the health-care sector, the social
sector and the family. The diffusion
of this pathology is correlated with
increase in age. In Italy, the cases
that exist at the present time num-
ber about 800,000 and it is estimat-
ed that there are about 97,000 new
cases every year. The incidence of
dementia, as I have already pointed
out, increases with age, and in par-
ticular it triples about every five
years: the percentages pass from an

incidence of 1.2% in the group of
people between the ages of sixty-
five and sixty-nine to 21.1% in
people between the age of eighty
and the age of eighty-four.1
It is undoubted that the family re-

mains the centre of a balanced sys-
tem of care and thus the family
must be placed in a condition to be
able to really choose how it cares
for its elderly relatives. This is also
what geriatrics, the medical spe-
cialisation that deals with elderly
patients, says when it states that it is
healthy for an elderly person to re-
main for as long as possible in his
or her familiar life context, but this
is a statement that must be realisti-
cally contextualised. Today, in fact,
at least for reasons of work, fami-

lies can move more easily than was
the case in the past, although they
conserve frequent relationships of
affection by using the telephone. In
addition, children can be at a geri-
atric age. Moreover, the low num-
ber of the members of a nuclear
family conditions the care possibil-
ities given that the two marriage
partners, who themselves are often
only children and who often, today,
both work, find themselves re-
sponsible for four parents and two
grandmothers.
It is precisely in the context of

providing help to families that in
recent years the figure of the
badante, or to use a better phrase
the ‘family assistant’, generally a
male or female citizen from a coun-
try outside the European Union,

who works with family relatives in
providing care to an elderly rela-
tive, has emerged. In other cases
day centres are of help and these
provide care to an elderly relative
at least during the working day. The
same may be said of integrated
home care. Naturally, the form of
care that is most suitable depends
what actual needs at the level of
care are.
It is specifically on the basis of

these needs that many disabled el-
derly people and their families have
to find alternative solutions when
the pathology and the family situa-
tion do not allow the right form of
care or when home care is no
longer thought to be adequate.
These geriatric institutions (nursing

homes; centres and institutes for
functional rehabilitation; hospitals,
naturally for acute patients; and
hospices for patients at the terminal
stage of their illnesses) can at one
and the same time constitute places
of refuge and relief for a family that
is stressed by the care burden and
represent an opportunity for ade-
quate care for an elderly person.
One thing, however, is certain:

these institutions at a general level
are not well regarded, both by el-
derly people, who often see them as
a ‘place where people go to die’,
and by families, who may have to
face up to the pain and the stigma
of the ‘institutionalisation’ of their
relative. One should realise that
this is the first time in history that
elderly people with families can ex-
perience a pathology and run the
risk of ending their lives on earth in
a context of care which in historical
terms was reserved to poor people
who were alone and without fami-
lies. Today, elderly people experi-
ence this trauma by thinking of
their parents who experienced their
illnesses and their deaths within the
context of their own families.
In addition, it is common knowl-

edge that geriatric nursing homes
carry out the ‘simple service of
looking after’ elderly people who
are waiting to die. Naturally, this
statement should be considered in
general terms but there can be no
doubt that in many cases these in-
stitutions should see elderly people
not so much as a ‘patient’ as a
‘guest’. This is not a simple playing
around with words but constitutes
the need for a change in the philos-
ophy of care. A good quality of life
is present if the guest is objectively
satisfied with the structure and the
care that he or she receives, just as
the indicators of the quality of the
institution are the administration of
suitable care, the approach of the
staff, cleanliness, a family atmos-
phere, respect for the privacy and
the rights of the guests, and the op-
portunity to have religious assis-
tance.
To summarise: ‘ethics of care’

that spring from the primary need
to provide a therapeutic support but
also from the need to pay attention
to the psychological and spiritual
quality of life of an elderly person.
An example of these needs may be
seen in the following clinical case
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which is emblematic of the com-
plexity of geriatric care: ‘An elder-
ly lady without relatives and afflict-
ed by a serious form of arthritis.
She had been a piano teacher for
generations of children in a small
rural community, as well as a choir
conductor in various schools, and
since time immemorial she had
been the pianist and organist of the
church of her local community.
Now her condition has got worse
and her deformed hands no longer
allow her to play. During a routine
visit her medical doctor, observing
the advance of her illness, told her
that we was aware of the pain that
was associated with her pathology
and told her that he would do
everything he could to make it
bearable. However the answer of
this lady had a profound emotional
impact on the medical doctor:
‘Doctor you do not understand – it
is not the pain that is the problem;
the problem is that I no longer
know who I am’.
Adequate care thus means find-

ing possibilities by which this el-
derly person can still express her
knowledge of music because the
ultimate enemy is not pain, illness
or disability. What she cannot bear
is the absence of meaning. What is
terrible for men and women is the
belief that they are no longer need-
ed, that they can no longer make a
contribution, that they are living a
meaningless life. And this can be
the situation of elderly people who
live in geriatric institutions.
Thus a geriatric institution

should strive to become a commu-
nity of life where the interaction
between the professional workers
and the elderly guests allows the
structures to be transformed from
being contexts where the elderly
are looked after into therapeutic
contexts, in the broadest sense, and
therapeutic contexts for the profes-
sional workers themselves. Medi-
cine that is attentive to the person
who is cared for is also medicine
that is attentive to the person of the
professional worker. Indeed, it is
undoubted that professional work-
ers can represent the first and most
important therapy. But it is equally
certain that care is required in a
geriatric institution for those people
(nurses, therapists, occupational
therapists, physiotherapists etc.)
who are responsible for it. This is

the case for various reasons: their
daily experience with disabled el-
derly people, suffering and death;
intimate physical contact with pa-
tients; the physical trials of provid-
ing care; salaries that are not al-
ways in line with the work per-
formed; responsibilities; low pro-
fessional training in the case of cer-
tain workers; and professional
training that is provided from the
perspective of physical healing and
thus certainly unsuitable for pa-
tients with chronic pathologies, dis-
abilities, or pathologies at the ter-
minal stage.
Can one thus understand the en-

counter between an elderly patient
and the world of care in a different
way? A health man or a healthy
woman – the professional workers
– encounter an elderly man or an
elderly woman – the patients who
say that they are ill. A healthy man
or a healthy woman – the profes-
sional workers – even though they
are called upon by the face of the
sick person, which reflects a com-
mon humanity, often re-affirm this
‘apparent’ full health of theirs by
relating to the patient without any
personal involvement, something,
indeed, that is seen as an obstacle to
scientific and professional conduct.
This approach is the result of a

technical-scientific professional
training that seems to have built its
power on the exclusion of human
subjectivity, neglecting the experi-
ence of patients but also the experi-
ence of the professional workers
themselves. But is everything as it
seems? To ignore psychological
and spiritual questions does not
mean that these do not exist. Daily
co-existence with situations of pain
and situations of suffering can pro-
voke numerous ambivalent feel-
ings, which can also be uncon-
scious and which are not always
easy to recognise or accept, in the
professional workers. Side by side
with the feelings of compassion
and pity that are generated by the
suffering of others, we can also en-
counter feelings of repulsion, fear,
anger, and anxiety that are generat-
ed, for example, by piercing
screams or endless complaining.
In reality, every request for care

contains not only a simple request
for technical help with a view to the
restoration of health but also a need
for a relationship. This is an inter-

human relationship which arises
because of a need, the need for care
as such, whose two poles are two
subjects – the professional worker
and the elderly person –who as
people have an existential need to
understand themselves and also to
understand each other. The profes-
sional worker must understand
himself or herself at the level of his
or her professional responsibilities
and understand the patient at the
level of his or her experiences and
requests. The sick person must un-
derstand himself or herself at the
level of his or her own situation of
frailty and understand the profes-
sional worker at the level of his or
her desire to help.2
This relationship between the

professional worker and the patient
can be seen frommany angles. Side
by side with the cultural, sociologi-
cal, psychological, clinical and eth-
ical approaches, here the perspec-
tive of shared human citizenship
will now be analysed. From this
point of view, can this relationship
be exclusively considered from the
perspective of a sick elderly per-
son? Is the professional worker tru-
ly ‘healthy’, given that the same
humanity characterises him or her?
Limits derived from the same hu-
man nature mean that for the pro-
fessional worker as well there is the
possibility of growing old and
falling ill; the professional worker,
too, has the certainty that he or she
will die. In addition, health is not
only absence of illness. To be
healthy means to be in harmony
with ourselves, with other people
and with our environment – both
the natural environment and the so-
cio-cultural environment – and cer-
tainly, last but not least, for many
people it also means having a good
relationship with the Transcendent.
A state of health that is momentary,
that is lost and reacquired during
the course of daily life. Further-
more, which experiences of illness,
disability, old age and death have
marked the personal experience of
professional workers? And what
meaning do professional workers
give to the suffering that they en-
counter every day?
The answers are so important

that there exists the risk that the en-
counter with the vulnerability and
frailty of others can become an ex-
cessive burden; indeed an intolera-
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ble burden when one has to bear it
alone. It can induce approaches in-
volving running away or in con-
trary fashion that involve omnipo-
tent responses, to the point of de-
generating into feelings of indiffer-
ence or even feelings of hostility,
cynicism and anger towards the
suffering of the person who needs
care.

A suffering that imprisons and
conditions the patient who often,
however, has the idea that he or she
will move out of it, whereas the
professional worker has this suffer-
ing as the daily background of his
or her professional life. A suffering
that is an element of growth in the
history of a man or of a woman.
This statement does not want to be
an exaltation of suffering – an in-
correct approach from a religious
perspective as well – but, rather, a
rational reading of it: a moment of
pain is a moment of extraordinary
truth that forces everyone to pose
ineluctable questions about the
meaning of life. If one wants to en-
counter the pain of other people,
one must first of all reconcile one-
self with one’s own pain. In order
to treat, in the broadest sense of the
term, one must be aware of one’s
own need to be treated.
Now the care process can be re-

alistically seen as a journey taken
together for a stage in life by two
people – the professional worker
and the patient – who are wounded
in their humanity, and where the

professional worker can bring tech-
nical knowledge, the patient can
bring the value of a human experi-
ence, with the possibility of, and
perhaps the need for, mutual help
between the two.
It is necessary to go beyond the

idea that there is a universe of
‘healthy people’ that looks after a
universe of ‘sick people’. This is
explained by Jean Vanier, the
founder of a network of communi-
ties for helping handicapped people
– L’Arche – when he states that a
therapeutic community is a place
where people who are not com-
pletely healthy care for people who
are not completely sick.
Hence the proverb quoted by Je-

sus in the Gospel according to St.
Luke, who for that matter, is seen
by tradition as a physician: ‘doctor,
heal yourself’ takes on a meaning
that goes beyond a purely exegetic
interpretation.
The figure of Chiron is signifi-

cant here: he who learnt fromApol-
lo the art of healing and transmitted
that art to Asclepius. But he was
himself the bearer of an untreatable
wound so that he was the ‘arche-
type of a man who treats but at the
same time has a wound that will
never heal over. The figure of Chi-
ron contains this duality: care for
other people at the same time re-
quires care for oneself. In treating
the wounds of other people Chiron
in part alleviated his own wound’.3
An emblem of the structural frailty
of medicine where the possibility
of treating is conditioned by the ca-
pacity to see one’s own wounds,
that is to say by knowledge of one’s
limits and a readiness to learn from
them.
Everything that has been said in

this paper about the relationship
with the patient, however, does not
have an exclusively human, psy-
chological and ethical value. It
should also be seen from the point
of view of better professional prac-
tice. In the Platonic idea of the
health of a man considered in an
overall sense it was stated that just
as one cannot treat an organ or a
part of the human body if the body
as a whole is not kept under con-
trol, so one cannot treat a man in his
entirety without also treating his
soul. ‘To treat the soul’ means to
consider the problems of the pa-
tient.

Lastly, the goal of the physical
healing of a patient cannot be the
sole finality of professional activity
because this is often not attainable,
as is the case with people who are
disabled, elderly people with
chronic pathologies, and people at
the terminal stages of their illness-
es.
It is necessary to make an appeal

for a more realistic concept of heal-
ing that always provides the oppor-
tunity of having a therapeutic goal.
A goal that is always possible if we
understand healing as the capacity
of a person not to be squashed by
the reality of life so that he or she
has courage, faith, and the strength
to remain the ‘master’ of the situa-
tion, as much as this is humanly
possible.
Thus care in the broadest sense

of the term means trying to help an
elderly person and having the
strength to address and manage his
or life situation, which is threat-
ened by suffering, by disability and
by death.
In conclusion, to speak about

care for the elderly involves posing
oneself the following question:
what value do civil society and ec-
clesial society give to disabled el-
derly people? What value is given
to them by professional workers?
What value is given to them by
geriatric institutions?

Better and more suitable care
certainly depends on the answers to
these questions.
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Regarding the pastoral care of
the sick and the role of the media, I
would like to make three principal
points:
One is government policy re-

garding electronic media and the
sick and the elderly. As you know,
the electronic media in countries
where you have commercial media
are determined by the market they
serve. So they seek to reach con-
sumers, and individuals who are
sick or elderly normally are not
great consumers of the media or of
things that are sold. They are not
able to get out to shop. They are
confined to their beds, or to their
room, or to their communities, so
they are not big consumers. There-
fore they are not well served by the
electronic media in nations which
have an unregulated media sys-
tem. So I would think it is most
important to make sure that in the
assignment of broadcast frequen-
cies, there be a requirement that all
communities be served, including
the sick and the elderly; that they
not be excluded merely because of
the fact that they cannot buy a lot
of things. There are services that
can be broadcast or telecast that
would be of great interest to them,
but often this programming is de-
nied them because they cannot buy
things. So our basic media policy
is one area where I think there is
needed a continuing intervention,
including by the Church, to guar-
antee that certain things such as re-
ligious services are available in the
media to the sick.
A second point is what services

exist to inform the general public
about the sick and elderly. It is
very important to have accurate in-

formation about those who are in
need of regular visits, who are in
need of letters, who are in need of
special care. Because once these
stories are known to a wide com-
munity, then there is much more
likely to be a large reservoir of vol-
unteers who will visit, who will
help, who will care for those who
are sick and for those who are el-
derly and provide them the loving
service that can be easily denied if
they are easily forgotten.
And now to the sick and the el-

derly themselves; what can and
should the media do? Let us first
look at television which is so pop-
ular with everyone, but of course
especially for the sick and elderly
who cannot get out for other forms
of entertainment. It is important
that wholesome programming be
provided, also spiritually enriching
programming such as the Mass,
the rosary, informative and inspir-
ing programs.And it is also impor-
tant that there be access to substan-
tive news reports, not merely sen-
sational news reports but substan-
tive news reports that can help the
sick and the elderly. It is also im-
portant to have a supervision over
the commercials, the advertising
which is directed often to the sick
and the elderly. Often there is ad-
vertising of insurance policies,
which in some cases may be super-
fluous, in other cases there is the
advertising of apartment medi-
cines and, depending on the soci-
ety, if there is not a good regulation
of that which is made available
through medicines, then individu-
als can be exploited and even
harmed by what they consider they
have to buy because the commer-

cial says it is good for them. There
are many instances, unfortunately,
in which false insurance schemes
have hurt many elderly people
who are all too easily exploited.
But I would hope, tied in with

what I earlier said about govern-
ment requiring broadcast services
for the sick and elderly, that they
may have made available to them
such things as the broadcasting of
the Mass, of the rosary, of things
which will bring to them spiritual
consolation. And of course the
same is true for the radio. And one
thing that can be offered on the ra-
dio, relatively easily, and which
has been offered now in several
countries is a radio retreat. In the
United States, for example, I had
asked the communication commit-
tee to consider the possibility of a
retreat on the radio for all people
but especially aimed at the sick
and the elderly. This was done and
with apparent great success across
the entire nation, in a retreat of-
fered by a number of bishops on
the electronic media.
Of course publications are al-

ways useful. I would think that es-
pecially prayer books can be most
useful for the sick and the elderly;
prayers with which they have be-
come familiar, prayers which are
dear to them. Some may already
have such prayer books, others are
in need of them. Popular maga-
zines can also be helpful in a num-
ber of ways: one, they can have ar-
ticles on how to cope with illness
and how to cope with growing old-
er, and there can also be articles on
how to deepen one’s own spiritual
life. There can be reflections on
the lives of the saints, especially
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saints who have been ill, saints
who have been elderly.
And of course now we have the

Internet. There are a lot of elderly
people who have become active on
the Internet. Of course, we have to
be careful that they are not ex-
posed to material which can dam-
age their own spiritual lives; this is
a problem across the board. There
should be websites, which can
serve the sick and elderly and
bring not only accurate informa-
tion, but also consolation and in-
spiration. It is most important to
stimulate the interest of the elderly
to keep their minds alert, and the
Internet can do a great deal also
through means of corresponding
with others by email. But also at
the same time it is important that
individuals not be subjected once
again to harassment or to exploita-
tion through unscrupulous persons
who can defraud them or can de-
ceive them. Our speech should be
free but it has to be responsible and
in many cases also regulated for
reason of not doing harm to those
who are most easily exploited.
I would say in general there is a

failure to cover the sick in the
news well. When individuals are
sick, when they are elderly, they
are often forgotten. And I think
that our news media have a re-
sponsibility to make people aware
of the number of sick and elderly
in our society and how these indi-
viduals can be better served.We all
grow, as we know, by the help that
we offer to others, by the love
which we show for others and we
can only do that if we know about
their needs.And so there should be
more adequate coverage of those
who are sick, those who are elder-
ly without exploiting them, with-
out violating their dignity or their
privacy. But there should be ade-
quate news coverage so that we
will all join in helping to conquer
some of the forms of illness which
afflict many people, and so that we
may also join together in solidarity
with those who have done so much
for so long in love for us and for
others.
So how do we serve the sick and

the elderly? By guaranteeing that
there is a sufficient government
policy regarding the media to

guarantee that these often forgot-
ten segments of our society are ad-
equately served. Second, that
there be services in the electronic
media, which will strengthen their
spiritual lives and bring them con-
solation and inspiration. Third,
that there be adequate news re-
ports about the sick and elderly to
inform all segments of society and
to motivate them to do something
about problems that exist or about
individuals who are in need, with-
out in any way violating their pri-
vacy or their dignity. And finally I
think that a motto of all the media
should be: “Love one another as I
have loved you.” If the media can
be instruments of love, if they can
bring people together in love, in
service, in care, then we will have
a much better society not only for
the sick and elderly who are
served, but for those who are pro-
viding them service in the name of
Jesus.

H. Em.Cardinal
JOHN PATRICK FOLEY

Grand Master of the Equestrian Order
of the Holy Sepulchre of Jerusalem
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Health, which is a divine gift, is
a universal human aspiration, a
fundamental need, and a social val-
ue. The development and growth
of a society, whether it is rich or
poor, can be assessed on the basis
of the quality of health of a popula-
tion, in addition to fairness in the
distribution of the resources that
are allocated to health and the level
of involvement and care offered to
sick people and the disabled. Fair-
ness is the basic premise of every
health-care system. Everything
that strengthens this fairness (at an
international level and in every in-
dividual country) is also connected
with health, at the level of preven-
tion or care and treatment, and the
socially established conditions that
allow people to live, grow, work
and grow old.
The Dictionary of the Spanish

Language (the twentieth edition)
states that the adjective ‘elderly’
applies to a man or woman who has
lived many years and it uses this
qualifying adjective for everything
that is specific to such people. In
our society, the stereotype of an el-
derly person is an individual who is
at an inevitable disadvantage, with
an accentuation of problems and
weaknesses, and with a low view of
his or her contribution to society.
But at the level of fact, an elderly
person, a person who according to
a conventional limit is over sixty-
five years of age, can today be seen
as being independent and useful for
many years to come (table 1), and
the limits that discern in the ages of
seventy-five or eighty the points of
weakness of human capacities are
not absolute – there are in fact indi-
vidual differences. Although the
moment arrives when old age es-

tablishes insuperable limits, in gen-
eral there are circumstances that
separate elderly people who are
equal at a chronological level, such
as, for example, higher education,
income, and the ability to adapt to
situations, and which show us that
the stereotype, which in the end is
only a generalisation, is unreal.
This points to the adoption of ini-
tiatives that can solve problems that
are seen as having no solution. It is
useful to recall that people over the
age of sixty-five make up 12% of
the working population of the Unit-
ed States of America and that peo-
ple who are over the age of seventy
make up 7% of the same working
population. In Eastern Europe peo-
ple over the age of sixty-five make
up 16% of the working population.
Anyway, the depreciation of el-

derly people as a group exists to
the extent to which most of them,
and not the exceptions, do not have
a role that is socially useful in com-
munities that are directed to eco-
nomic competence and solidity. In
rural, pre-industrial, communities,
or in communities with another tra-
dition where the family structure
has been maintained, on the whole
there is need for manual labour,
which, instead, technological

progress reduces. These societies
are also marked by the wider fami-
ly whereby elderly people have a
social value which lasts for longer
over time because elderly people
are economically active in work in
the fields for a period that lasts
longer than is the case with pen-
sioners who live in cities. Here the
family appreciates the contribution
of elderly people to looking after
the home, the children and the
farm, where there are also domes-
tic animals, and sees the elderly
person as a guide and an adviser,
helping him or her and giving him
or her food, housing, and protec-
tion, and even when an elderly man
marries a younger woman, he
maintains his power over his de-
scendants. Indeed, this is the case
in many cities in my country where
migration has altered the demo-
graphic balance.
In industrialised countries as

well, where the percentage levels of
elderly people is high, the family
maintains a central role and in some
cases children also have a responsi-
bility of a legal character for parents
who have needs that they cannot
deal with on their own. However
the tendency exists, which for that
matter is growing, for elderly cou-

PEDRO ANTONIO REYES LÓPEZ, LUIS ALBERTO LASSES

3.2 National and International Health-care
Policies, Legislation, Migration,
Economic and Technological Resources,
Food Policies and Social Hygiene

Age groups in elderly people
From 65 to 74: functional, economically active – 55% of men and 7% of
women, pensioners on the increase.
From 75 to 84: decline in functions and productivity, number of women
increasing.
85 years and over: physical and intellectual decline, disability, growing
and progressive dependence on others.
Note: 84% of people over the age of 65 are not covered by welfare
schemes.

Table 1
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ples to live apart from their children
in an independent way, and only on
special occasions – on the whole in
the case of illness – do these elderly
people turn to their children or
grandchildren.
The question of an elderly per-

son who is in a state of poverty or
disability is posed by institutions
or various groups through organi-
sations that operate in very differ-
ent ways in individual countries:
care provided by the state, by pri-
vate or corporative institutions of a
philanthropic character which be-
long to the Church, by corpora-
tions or trade unions, or by compa-
nies which seek to build residences
for elderly people, organise groups
for medical care or provide compa-
ny for these people.
In Western Europe demographic

transitions has given rise, more
than in other regions of the world,
to health-care systems that thus
have a longer history behind them
than similar systems in other parts
of the world. It is thought that the
system goes back to the England of
Queen Elizabeth and the poor law
of 1635 which gave parishes the
responsibility to help sick elderly
people. The legal measures by
which the state was given a pres-
ence at a time when individual or
religious charity dominated were
strengthened during the nineteenth
century in the Scandinavian coun-
tries, in Bismarck’s Germany, and
in France and Italy, where laws
were approved that assured public
responsibility for elderly people,
the sick and the other less fortunate
people of Western European soci-
ety. In the United States of Ameri-
ca it was only after the Great De-
pression of 1935 that a system of
social support was established with
the Social InsuranceAct, under the
Roosevelt administration, in addi-
tion to supplementary plans at a
federal, state and municipal level,
for example exemptions from tax-
es and payments, as well as health
care. The Blue Cross and Blue
Shield care services are of more re-
cent date, and Medicare and Med-
icaid go back to the middle of the
twentieth century. These last pay
for the health-care costs that arise
from the difficulties experienced
by elderly people by increasing
their incomes and purchasing pow-
er. These have their counterparts in

other societies, albeit with varying
levels of incidence. Unfortunately,
however, large areas of the planet
do not have these services of care
and welfare; in other areas they are
present but in a very heterogeneous
way or, although legislation exists
on the question, they are not al-
ways applied.
There can be no doubt that de-

mographic and economic realities
are compelling inevitable and dras-
tic changes and, amongst other in-
struments available, consideration
is being given to changing the age
of retirement, with a variable ex-
tension that tends to increase the
number of workers so as to thereby
produce further contributions to
the health-care systems. For exam-
ple, in Germany the age of retire-
ment has been extended to sixty-
eight years of age and forty-five
years of pensions payments. In
many countries, attempts are being
made to raise birth rates to two
children for every family and to
improve the supply of education so
as to ensure working potential, ex-
ploit the opportunities for econom-
ic growth and development, and at-
tenuate the demographic imbal-
ance. However, in most of the
countries in the South of the world
suitable conditions do not exist for
the use of the models that have
been adapted in rich countries.
Elderly people have shared

needs, leaving aside the age bands
to which they belong, and these
are, for example: health, food,
recreation, and the consumption
and cost of goods and services. Un-
doubtedly, the income of elderly
people decreases or even becomes
eliminated as the years gradually
pass. In addition, needs change ac-
cording to age band, and health can
become a relatively minor concern
at the age of sixty-five, if not at the
age of eighty-two.
It is thus necessary to draw up

general and specific policies which

can be applied to this population
group and, given that a social poli-
cy on ageing cannot only be a set
of programmes, it is necessary to
reflect on at least four political ap-
proaches. These are: a) the social
approach, with universal access,
through lifestyles, culture and
recreation, to the promotion and
prevention of health adapted to
every income band; b) the welfare
approach, towards elderly people
with permanent or transitory dis-
abilities, advancing illness and
needs for rehabilitation; c) other
cases that require special care in
difficult circumstances: abandon-
ment, maltreatment, malnutrition;
and, lastly, d) a policy involving
social support in cases of acute
poverty, family breakdown and so-
cial exclusion. These policies must
be in line with the five principles
that the United Nations has laid
down as being essential as regards
a definition of care for the elderly
(table 2): independence; participa-
tion; care (provision and accep-
tance); and dignity.
In all countries, in general, a cer-

tain attention is paid to gerontol-
ogy and to care for the elderly.
Government organisations have
been created to engage in the as-
sessment and supervision of wel-
fare programmes, research pro-
grammes, and programmes for the
drawing up of standards, algo-
rithms and health care for elderly
people, with primary services of
rehabilitation, associations made
up of elderly people and the organ-
isation of geriatric services which
envisage specialist medical doc-
tors, nurses, physiotherapists, and
social workers, for a population of
about 30,000 people who are over
the age of sixty-five.
Given that elderly people con-

sume a third of the funds allocated
to health care and occupy 60% of
hospital beds in the prosperous so-
cieties of the world, strategies have

Fundamental Principles Risks with Ageing
of the UN
Independence Loss of physical and mental capacities
Participation Decrease in autonomy and adaptation
Care (supply and acceptance) Decrease in family and social role
Self-fulfilment Retirement and decrease in income
Dignity Loss of activity, deterioration in health

Table 2
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been drawn up to solve this situa-
tion which in reality is unsustain-
able in the face of the ageing of the
world population. Health care for
elderly people in the United States
of America has shifted from hospi-
tals to nursing homes, clinics and
accredited structures, with almost
two million beds. In Canada an in-
stitutional system has been organ-
ised which offers greater opportu-
nities for elderly people to gain ac-
cess to medical care and which
tends to reduce their presence in
hospitals, with economic savings
and also savings as regards work
burdens. Even more important,
there are the same results for the
health of elderly people. In other
countries this mechanism is en-
trusted to the hands of the private
sector or charitable association,
where the presence of the Catholic
Church is of notable relevance.
The general data that I have cited

are insufficient to have a clear idea
of such a complex subject as the
application of health-care systems
to elderly people, who have health
problems that have been accumu-
lated during their lives. Research
into wellbeing, health and ageing
that carried out in the years 1999-
2000 in Latin American countries
showed with representative data
that 20% of elderly people believe
that they have bad health and 50%
see their health as normal; the ill-
nesses that they suffer from are the
following: rheumatic problems
(63%); arterial hypertension
(43%); diabetes (22%) and prob-
lems of a nervous kind (11%). It
should be said, however, that 30%
see themselves as being healthy
and 6% define their health as ‘ex-
cellent’. This clearly brings out that
chronic-degenerative illnesses are
the commonest health problem to
be found amongst the elderly sec-
tion of the population and that these
increase with the advance of old
age, and that although the demand
for services of assistance in hospi-
tals has been growing, the lack of
home support services, such as
nursing and care services, has be-
come grave. Obviously enough, no
health-care system exists which
can solve these problems totally.
Throughout the world there has

been a general awareness for many
years (table 3) of this question. In
1982 the first World Assembly on

Ageing was held which proposed
concrete alternatives to respond to
the imminent and unstoppable
change in the world’s population.
In 2002 the second World Assem-
bly on Ageing called for inter-gen-
erational solidarity, great care in
rural areas and in relation to mi-
norities, greater participation by el-
derly people in society and political
representation, the promotion of
health and wellbeing, and the de-
fence of elderly people against mal-
treatment and violence. This As-
sembly ended its deliberations with
a Political Declaration and an Inter-
national Action Plan for Ageing,
with a programme on ageing of the
United Nations and the support of
theWorld Labour Organisation, the
Intra-American and Development
Bank, the World Bank and other
supranational organisations. All of
this led in November 2003 in Santi-
ago, Chile, to the Latin American
and Caribbean Inter-governmental
Regional Conference on Ageing
which decided to establish a Re-
gional Strategy for the implementa-
tion of the International Action
Plan of Madrid for the Latin Amer-
ican and Caribbean Region.
In 1978, in my country, the Na-

tional Institute for the Third Age
was founded and in 2002 some
changes were made to its statutes.
At the same time the first Law on
the Rights of Elderly People was
approved and the name of the
above-mentioned institute was
changed to the National Institute of
Elderly People (Instituto Nacional
de las Personas Mayores – INA-
PAM). This was entrusted with
public policies in this sector and

had representatives within the local
federal agencies and in local mu-
nicipalities. It was also given cen-
tres for overall care which now of-
fer services of medical consulta-
tion provided at a minimal cost and
linked to local hospitals; as well as
associations for the third age, cul-
tural centres, gerontology units,
and mobile units for information
and education in relation to health.
A credits programme exists which
involves credits for people over the
age of sixty and there are also pro-
grammes for the reassessment of
elderly people which seek to bring
them closer to their communities
by involving them. For example, in
elementary schools and nurseries,
telling stories to children, or in
shops which sell craftsmen’s prod-
ucts for elderly people, or in na-
tional sporting events and cultural
activities.
Almost everywhere laws protect

elderly people but there are some
gaps. If we look at the legal con-
text, we can observe a relevant, sad
and at the same time shameful fea-
ture: violence against the elderly.
This is a problem which is on the
increase and which lends itself to
preventive action. Violence within
the family is something that is rele-
vant but less evident to which visi-
bility has to be given and where it
is necessary to identify elderly
people who are at risk. Man is the
only creature in nature who takes
care of his progenitors and at times
this leads him to violence which al-
so includes the maltreatment of
children and women. In the acade-
mic field, in 1975 an article was
published in the British Medical

Meetings and Assemblies Principles for Fair Care
1982: Vienna, World Assembly Autonomia
on Ageing

1991: UN resolution 46/91 Active Ageing
in the elderly

1994: Cairo, Summit on Prevention is better than treatment
Population. Resolutions 46/94 7
and 45/106. International
Action Plan on Ageing

1995: Copenhagen, World Flexible programmes
Summit on Social Development

1999: Kobe, International Year Decentralisation
of the Elderly, UN

2003: Santiago, Chile, Regional Sufficient subventions
Inter-governmental Conference
on Ageing

Table 3. International Action and Proposals for Ageing
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Journal which demonstrated indif-
ference on the part of health-care
workers to family violence, with it
not being identified as such, per-
haps because they did not have
available criteria by which to es-
tablish instruments of screening,
but today it is known that violence
can take on various guises: physi-
cal abuse, with blows, fractures,
bruises and internal bleeding,
burnings, segregation, and an inap-
propriate use of drugs and medi-
cines with the intention to cause
harm; psychological abuse, with
shouting, insults, emotional injury,
the making of noise and the priva-
tion of sleep, isolation, humilia-
tion, and treating elderly people as
children, leaving elderly people on
their own amongst the traffic or in
vehicles; sexual abuse, as in the
case of sexual contact of any type
without the elderly person’s con-
sent; material exploitation – the il-
legal use or theft of the property of
elderly people, their savings or
their property, forcing them to beg;
and negligence – the denial or lack
of care, including the fact of forget-
ting to provide food and medicines
and to deal with other needs, at
times self-negligence in the case of
elderly people who are unable to
obtain goods and services, aban-
donment on the part of adults who
are responsible for them, and thus
violation of the fundamental rights
of the person.
The elderly people who are most

vulnerable to violence are those
who rely on other people, the dis-
abled who have lost their own au-
tonomy and are discriminated
against and vulnerable. Often the
aggressor has personality distur-
bances or a psycho-pathology, is
unemployed, and has a low level of
schooling, whereas the victim has
at least cognitive and physical de-
fects. There can also be relational
factors that have lasted a whole
lifetime. The progressive deteriora-
tion in the mental and physical con-
dition of elderly people and the low
level of information provided by
medical doctors or care-providing
personnel who accept facile expla-
nations that are not very valid or do
not take into account the com-
plaints of the elderly people in-
volved, help to increase this prob-
lemwhich is caused by a number of
factors. And then one should not

forget that the aggressor is often the
very person who should care for the
sick elderly person involved and
who, in turn, has problems. One
should address these cases with
great prudence and impartiality, of-
fer help and understanding, but
firmly reject violence of any kind.
The campaigns for public sensitisa-
tion and education have had a cer-
tain impact, and an international
network exists for the prevention of
the abuse and maltreatment of el-
derly people, with its national com-
mittees and associations. However,
in many cases legislation in this
field does not exist and in those
countries where such legislation is
present it is very unlikely that a
public prosecution will take place.
However, the expression of a legal
precept that lays down that vio-

lence against elderly people and the
most vulnerable and least protected
is a crime is indispensable in limit-
ing this problem before irreparable
damage is done. I know of no study
in Mexico that has sought to estab-
lish specific statistics on this social
problem. I do not possess precise
data on other countries but it is my
fear that this is a problem that is
avoided and thus a problem that re-
quires attention on the part of legis-
lators and the cooperation of people
who are capable and motivated.
Migration would appear at first

sight to be a phenomenon that is
extraneous to the elderly part of the
population but in many countries it
is as relevant as never before and in
rural areas it is even on the increase

– migrations from rural areas to
poor areas on the outskirts of large
cities, and international migrations
in their illegal form which largely
involve small localities and agrari-
an economies, with their systems of
social support and support at the
level of health. Such migrations
mean that whole areas no longer
have younger generations. In this
way, fertility rates are reduced and
the elderly and middle-aged
women and children suffer because
of changes that are caused to fami-
ly structures which a short time ago
provided housing, care and wellbe-
ing to elderly people. In Mexico,
31% of municipalities have regis-
tered a demographic fall that has
been caused by migration and this
has involved a reduction in the fed-
eral budget and the influence of the

municipality in the regional econo-
my, a reduction in market flows, a
decrease in agricultural production,
environmental deterioration, a re-
duction in natural resources, and a
weakening of the opportunity
structures. Moreover, all this takes
place to the disadvantage of cultur-
al change and is accompanied by a
loss of traditional values. In these
rural areas the cover offered by
health-care systems through state
programmes has never been good
and it has even got worse for peo-
ple who are over the age of sixty. In
these areas there has been a slight
increase in life expectancy but the
social programmes are not able to
protect the elderly part of the popu-
lation and in the best of cases they
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have an ephemeral impact which,
conjoined with the loss of family
networks, has become transformed
into a large social debt which has
been added to that social debt
which has been accumulated over
the years. However, one should not
forget that in addition to the eco-
nomic consequences of all this,
there is also a generational conflict:
elderly people are having to face up
to the migration of young people or
of themselves in a context of their
own meaning of life and its affir-
mation which, indeed, they per-
ceive as being wounded. The
young migrant thus migrates feel-
ing frustrated, repressed and in
search of a compensation, in addi-
tion to being angry, and all of this
generates a psychological conflict
that is rarely taken into considera-
tion and is even more rarely ad-
dressed.
It is of indispensable importance

and also very urgent that the poli-
cies in the sphere of migration in
Western Europe, which receives
African and South American mi-
grants, in the sameway as the Unit-
ed States of America and Canada
receive immigrants who come
from Latin America, are thought
about in a new way. In addition,
policies regarding professional mi-
gration to Australia should also be
reviewed. In this review, the join-
ing of immigrants by their elderly
relatives should also be envisaged
in a way that takes into account the
phenomenon of ageing. There
should also be created a model for
public intervention that will
strengthen the social fabric, gener-
ational changeover, and the pres-
ence at a community level of elder-
ly people.Addressing this reality is
not easy, even though it is of urgent
importance and requires the pro-
fessional involvement and atten-
tion of many members of the acad-
emic community.
In the health-care systems of

most of the world economic re-
sources are allocated to curative
action, to treatment for the serious-
ly ill in hospitals, but there is a lack
of structures devoted to the chroni-
cally ill, whether these are elderly
people or not. Even though the first
may survive the infirmities of a
multi-factor aetiology that arise
with old age, and which are at
times present from an early age,

being associated with genetic and
environmental factors, including
lifestyles, health-care systems are
not ready to address the future in-
crease in the numbers of the chron-
ically ill and disabilities generated
by the demographic transition. Un-
fortunately, not having available
other resources, elderly people
continue to bear their infirmities
for many years in addition to bear-
ing those that come with age.
There is growing pressure in this
sense and it is necessary to achieve
greater fairness in the distribution
of benefits through a balance be-
tween costs, quality of care and ac-
cess to services. To all of this is
should be added the enormous cost
of contemporary medical technolo-
gy at the level of diagnostic im-
ages, complex operations and the
not very realistic hopes of medical
doctors and patients who ignore or
forget about the principle of the
proportionality of treatment and re-
quire services in the health field
that can produce situations that in-
volve exaggerated treatment.
In recent years reference has

been made to catastrophic expen-
diture in the health-care field, with
emphasis being placed on the fact
that often care is provided with the
costs being placed on patients or
their families and the fact that the
costs of modern hospitals are usu-
ally very high.A definition of cata-
strophic expenditure is when it ex-
ceeds 30% of the actual income of
an individual (that income not allo-
cated to what is necessary for sur-
vival) and it is very easy for this to
happen in the case of elderly peo-
ple or a family that looks after one
or two elderly people.
At the level of society, cata-

strophic expenditure is expenditure
which exceeds 20% of the re-
sources of the budget of an institu-
tion for working expenditure on
medical care and treatment. These
problems have led experts
throughout the world to review the
‘expenditure to be paid’ for health
care are well as the subject of fair-
ness. Here there are two central as-
pects: universal access to services
and the quality of care. In the first
case one is dealing with the fact
that an elderly person has access to
services that he or she needs, quite
apart from his or her capacity to
pay, his or her geographical loca-

tion, or the social context in which
he or her lives. Quality of care
refers to the ability of a health-care
system to assure similar results in
its health-care institutions, with an
efficiency in the employment of re-
sources.
Today, it appears that solutions

to both these questions do not exist
and the suggestion has been made
to shift the direction of health-care
systems towards the promotion
and prevention of health. But this
does not solve the problem that al-
ready exists, which involves the
fact that almost all over the world
health-care systems are no longer
up to their tasks.
The suggestion has beenmade to

create in the short term health-care
national institutions parallel to na-
tional promotion and prevention
programmes, with an effort direct-
ed towards social development and
an identification of the critical
points and the drawing up of prac-
tical and sensible clinical guides.
Subsequently, there will be an inte-
gration of middle-size hospitals
which supply equivalent services
for the whole of the population,
ending up, over the long term, with
(in order to maintain what has been
achieved) a policy directed to-
wards strengthening hospitals with
a high level of specialisation, but in
this case the pathologies to be
treated by the higher health-care
body will be selected. The re-
sources to make this system opera-
tional will be generated through
universal insurance. All of this re-
quires a profound reform of health-
care systems that has not yet been
set in motion, and this is a cause of
concern for the World Health Or-
ganisation and has encouraged the
United Kingdom to establish the
National Institute for Clinical Ex-
cellence with over twenty-nine
agencies in various countries. I do
not know whether there has as yet
been a response. In addition, obvi-
ously enough, to considerations of
an economic character, it will be
necessary to envisage a bioethical
dimension and the safeguarding of
rights. It is vital to consider the bi-
ological basis of old age and along
these lines investigate certain as-
pect of health care with the splen-
did contributions that the advance
of science and technology made
during the last century and which
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today allow a life expectancy that
is more intense, even though not
always longer, than that dictated by
the telomeres of our chromosomes.
I have already observed in this

paper that 30% of elderly people
see themselves as healthy and be-
have accordingly. However, most
elderly people suffer an accumulat-
ed morbidity because of chronic-
degenerative illnesses and other
pathologies that are connected with
old age. For this reason, disability
and illness are common, painful
and conditioning problems for el-
derly people.
Let us now briefly survey geri-

atric morbidity. Our skin displays
the signs of time, it loses elasticity
and wrinkles appear, the hair on
our head becomes white and thin-
ner, and at times an irritating hairi-
ness appears in women. There are
then often dermatological changes:
xerosis, cheratosis, acantoma and
tumours of varying degrees of seri-
ousness. Pupils can change their
direction and the eyelids can injure
the cornea, internally injuring it
(trichiasis); the tear duct becomes
obstructed and the quality of tears
changes; there are changes in re-
fraction and the eyes can have
glaucoma, cataracts, haemorrhages
of the eyeballs, detachment of the
retina and macular degeneration. If
diabetes is present, or arterial hy-
pertension, the retinas can undergo
very serious problems. There is
hearing loss, earwax accumulates
and otosclerosis emerges, with at
times a change in the vestibular
system. There is a cognitive deteri-
oration, depression, and neuroses
last, but psychoses are rare, and if
they do take place they often have
a physical basis. Before thinking
about the presence of dementia in
an elderly person, one should as-
certain whether there is a chronic
sub-dural haematoma or en-
docrinal hypertension. Senile
tremor and Parkinson’s disease are
frequent and transitory cerebral is-
chemia can presage a parenchi-
matose cerebral-vascular illness
with serious consequences. It is not
rare to encounter sclerosis of the
aortic valve and stenosis, arrhyth-
mia because of auricular fibrilla-
tion, and other disturbances which
are at time asymptomatic and seri-
ous or even fatal without their be-
ing any pre-alarm; myocardic is-

chemia is also common and there
is a reduction in pulmonary me-
chanics. There is a reduction in the
secretion of gastric acids. One eas-
ily encounters anaemia, stomach
hernias, gastroparesis and a slow
emptying of the stomach. At times
there is pancreatic-duodenal insuf-
ficiency and chronic constipation
is very common, something that
increases the mobility of the diver-
ticles in the colon. In other old peo-
ple faecal or urinary incontinence
are very serious problems.
Muscular-skeletal illnesses are

very common: osteoporosis with
the risk of bone fracture, progres-
sive dorsal curvature, stenosis of
the rachid canal and osteoarthrosis
are almost all universal when peo-
ple reach the age of eighty. Sar-
copenia and weakness are very
complex problems. Because of
lack of symmetry and the loss of
coordination, instability is encour-
aged and the frailty of elderly peo-
ple is an emerging concept in geri-
atrics and of great importance for
public health. This frailty is ex-
pressed in a general weakness, hy-
porexia, loss of weight, low or
even absent tolerance to force, low
physical activity or inactivity, and
an unsteady step. This is a ‘biolog-
ical syndrome’ where there is a re-
duction in homeostasis, and home-
ostenosis is often the final stage.
All this is the result of clinical

research which is beginning to be
methodical in the field of geri-
atrics, a field that is new and which
has a future, but which is still little
known about by medical students
in countries which, in the space of
one or two generations, will have
one-fifth of their populations made
up of elderly people.
When does all this develop? At

times starting with life in the mater-
nal womb. The first environment
that we experience is an determin-
ing factor in the length and the
quality of life that we will have lat-
er. Before being born we pass more
biological stages than at any other
phase of life. During these mo-
ments the embryo and the foetus
are very sensitive to adverse pre-
natal environments; there are per-
manent changes in our cells, tissues
and organs during our lives inside
the maternal womb, during which
period there is a ‘development pro-
gramme’ where our genes and en-

vironment establish response mod-
els faced with the specific chal-
lenges imposed on an organism at a
critical time. This is one further
reason for protecting life from its
beginning in conception.
Recent research point out that

there are periods of vulnerability to
sub-optimal conditions both during
the pre-natal period and during the
period that immediately follows
birth. By way of example I will re-
fer here to the fact that a mutation
in the gene that codifies the gluco-
chinasis enzyme associated with
low weight at birth has been dis-
covered which could have conse-
quences for resistance to insulin. In
addition, one may think of the
‘saver genotype’, an adaptor mech-
anism to deal with the recurrent
famines which at least since the in-
dustrial revolution no longer exist
in many countries. This adaptation
mechanism, being no longer neces-
sary, could be associated with the
metabolic syndrome and cardio-
vascular illnesses in youth. The ef-
fects are permanent, involve struc-
tural changes, and can be passed on
to the next generation. There are
clinical areas where planning for
development (PD) seems critical:
Obesity – there is a strong rela-

tionship between low weight at
birth and an index of body mass
higher than thirty in adults, with
the risks of illness that this in-
volves.
Diabetes – in the same way there

is a relationship between low
weight at birth and type 2 insulin
resistant diabetes and alterations in
the metabolism of the lipids.
Arterial hypertension – in this

case, as well, low weight at birth
prefigures illness. And one may
think that the metabolic syndrome,
the cause of so much illness in
adults, develops beforehand, even
in the womb. And there is more.
APD has been developed in cas-

es of depression, bone function and
hip fracture, and the proposal has
been made to improve nutrition,
engage in physical exercise and
provide more treatment to preg-
nant women and children through
policies intended to meet their
needs, with the administration of
iron, foliates and vitamins to
strengthen maternal breast feeding
and create affective ties.
Going beyond this, during the
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post-natal period nutrition is basic
for successful ageing and this is an
environmental effect that acts on
the genetic inheritance and the PD,
which is accessible with relative
ease. Over the last twenty years our
diet has changed (fig. 1) and now
we manage to delay the epidemic
of obesity (the prevalence of obesi-
ty in children increases up to 30%),
iron and foliates are added to the
diet, physical exercise is promoted,
carbohydrates are avoided, includ-
ing fructose, which is the principal
component of fizzy drinks, which
are very popular, and induces hy-
perucemia, with the limitation of
dietetic fats to no more than 30%,
with the consumption of more veg-
etable proteins such as soya. It is
likely that through an alimentary
policy and social hygiene a good
part of the population can age well.
It is a complicated matter to ad-

dress such complex questions and
issues which interact and are rela-
tively little known about and then
present to those who are listening
an overall vision with the intention
of sensitising the community and
the various levels of government
so that an attempt is made, with a
firm political decision and with the
support of everyone, including the
Church, NGOs and families, to
search for the best way possible of
disseminating what is known about
but which remains obfuscated in
the context of advertising that is di-
rected by irresponsible commercial
interests.

We must be able to implement
committed social policies, to use
the resources that are already avail-
able in the best way possible, to en-
courage research directed towards
life and the common good, and
man, and obtain social consensus
in all countries so that our presence
in the world fosters the Kingdom
that was promised to us by our
Lord Jesus Christ.
We should not, however, forget

that the pathway that we have to
followwill lead us to old age and in
addition we should not forget that
in order to receive it is necessary to
give, and that we have many op-
portunities to serve elderly people.
The United Nations on 1 October
declared the World Day of the El-
derly. Even if this is only a symbol,
I think that it is worthwhile to indi-
cate it in the calendar of the activi-
ties of the hospital where I work, in
Mexico City, which every week
treats twenty to thirty elderly peo-
ple and which has already recorded
five hundred cases in its clinic for
geriatric cardiology, at a time when
the request in other areas has di-
minished.

Prof. PEDRO ANTONIO
REYES LÓPEZ,

Director of Research,
The ‘Ignacio Chavez’ National Institute

of Cardiology, Mexico

Dr. LUIS ALBERTO LASSES,
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of Cardiology, Mexico
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I. The Elderly:
a Difficult Definition

This subject requires thought
about old age, that category of peo-
ple who are the subject of this pa-
per. In order to specify the context
of old age we can refer to different
parameters: a legislative parameter,
which indicates elderly people all
those who have reached, because of
well defined age limits, the right to
have a pension, given that they no
longer engage in work; a statistical
parameter which specifies the aver-
age age of contemporary man and
in this context specifies the years of
old age; and a parameter relating to
the individual involved so that his
or her old age is determined with
reference to state of health, person-
al capacities, his or her activities
and his or her personality.
When this last parameter is pre-

ferred, which for that matter corre-
sponds more to the ‘unrepeatable’
condition of a person, the category
of the elderly is objectively defined
by a common denominator which
is provided by the unfolding of the
project of earthly existence towards
its end. Elderly people, therefore,
are those who are directing their
existence, even if they are still
healthy and working, towards the
end of earthly life.
This definition takes into ac-

count the extension of human life
because of improved conditions of
life and the new conditions of
health that have been allowed by
the imposing developments of sci-
ence and in of particular medical
science

2. The Elderly Person and his
or her Needs for Preservation
and Development

An elderly person, like every oth-
er subject who is structured and de-
velops in relation to other subjects,
places the person once again at the
centre of our reflection; he or she is
a subject who constitutes himself or
herself in relating and develops be-
ginning with his or her conception,
generating an inter-subjective struc-
ture that characterises his or her
personality and culture.
An elderly person, like every oth-

er person, is not only ‘rationality’;
he or she is also ‘relationality’.1 The
constituted relationality of the per-
son-being is made evident by Reve-
lation which makes clear the suffer-
ing of non-relationality – ‘it is not
good that man should be alone’
(Gen 2:18). Relationships are not
only an appropriate means for the
fulfilment of the human person but
are also constituted so that ‘that
they may be one even as we are
one’ (Jn 17:21-22). This metaphysi-
cal finality placed and impressed by
the Creator in the human person be-
comes a pathway of unity and the
foundation of the full development
of every human person.
The human condition, which is a

reality that passes, makes all men
equal but at the same time it makes
them unrepeatable and distinct be-
cause of the infinite variety of their
relations, modalities, sensibilities,
and cultural means by which they
perceive that condition, live it and
transmit it.
A sick elderly person is a status

of the person that reverberates per-
spectives, hopes and needs proper
to him or her which must be con-
served or strengthened in their
identity on the basis of a specific
culture which is born, which is con-
stituted and which develops in the
context of well defined family and
affective relationships.

The gift of old age

An elderly person, like every
other human person, is the bearer of
gifts, which he or she transmits to
the culture of the new generations.
This is the gift of witness that

leads to a summary of the experi-
ence of life, which tells of the lights
and the shadows of that pathway, of
the overcoming of difficulties and
of defeats, a human and spiritual
story, an open window onto the
love of God for man.
Wemay refer to the letter of John

Paul II who, when addressing el-
derly people as an elderly person
strongly declared: ‘Our lives, dear
brothers and sisters, was written by
Providence in this twentieth centu-
ry’.2 It is thus Providence that lo-
cates elderly people in the plans of
God and characterises their person-
alities.
Side by side with anthropologi-

cal witness, the elderly are the bear-
ers of a higher gift, that of explicit
or implicit faith, without which the
hard pathway of man does not
reach the fullness of old age.
Although, indeed, a person is, as

regards his or her being, a partici-
pation in the being of God, it is in
old age that this ontological condi-

GOFFREDO GRASSANI

4.1 The Sick Elderly Person, his or her Family,
and Health-care Personnel

4.The Pastoral Care of Sick Elderly People
from the family Point of View
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tion is better felt and perceived by
those who are moving along the
road to the setting of the sun. We
reproduce here the teaching of the
Pontifical Council for the Laity
which identifies in the elderly au-
thentic charisms such as: free self-
giving, memory (understood as
witness), experience, interdepen-
dence, and a more complete vision
of life.3 It is believed, in fact, that
these elderly people experience the
values of responsibility, friendship,
patience, wisdom, respect for the
Creation, and relationships of
peace and of detachment from
power, with great depth. From
these virtues and their practice,
which are facilitated by the very
condition of fragility and depen-
dence of elderly people, they man-
age to experience a contemplative
dimension. Old age, therefore, is
the fruit and the result of a long
process that transforms every hu-
man subject in the sphere of his or
her own identity as a person.

Feelings – a new juridical
category: the love of grandparents
is already a right for the very
young

This subject has finally entered
juridical reflection and deserves to
be referred to in the recent return to
the subject that has produced doc-
trine on it.4 The positing in our ju-
ridical system of a right to love im-
poses a premise of a general char-
acter about the juridical relevance
of feelings. Here there emerges the
low level of attention that the facts
of feelings, as opposed to the facts
of knowledge or will, have re-
ceived from civil law doctrine.5 The
almost total juridical irrelevance of
feelings must be attributed in the
first place to the fact that feelings
are seen as elements within the hu-
man psyche and as such are ungras-
pable.
Other reflections are then based

upon the legitimate need not to im-
pose assessments of an ethical
character on assessments of a tech-
nical character.6 In this systematic
framework that seems not to at-
tribute any relevance to feelings in
themselves attention should be paid
to an authoritative doctrinal voice
which, analysing feelings within
the context of the general theory of
law, limits the sphere of reference

to facts of feelings that are objecti-
fied and translated into values of
the system and which accompany
exterior facts (which are usually
facts of behaviour).7
An explicit normative reference

to the right of minors to affective
relationships with their grandpar-
ents is to be found in Bill n. 2435-
A- ‘The Right of Grandparents to
Visit’. Article 1 of this Bill envis-
ages the insertion into the corpus of
the civil code, article 317 – three:
‘Minors have the right to affective
relationships with the ascendants
of their parents where this is not in
contrast with their interests. Who-
ever exercises power over minors
has the duty to allow and not to ob-
struct this relationship’.8

In a European context in the re-
cent special laws that have intro-
duced the right to visit of grandpar-
ents there clearly emerges an orien-
tation towards the recognition of an
equal right held by the minor. The
Spanish law n. 42/2003 expressly
recognises the right of a grandchild
to communication and visits.9
These reflections which base the

relationship between grandparents
and grandchildren on the existence
of a subjective right of minors to af-
fective relationships are also ap-
plicable to all other family relation-
ships and in particular to the rela-
tionship between parents and their
children. The recognition of a sub-
jective right of minors to affection,
to love, thus allows a enlargement
and quantitative selection of the
sphere of the obligations of parents

towards their children. The viola-
tion of the right to love is, in addi-
tion, itself a source of compensa-
tion for tort, quite apart from the
performance of obligations of an-
other nature, including those relat-
ing to property.10
The family, therefore, is a place

where affective relationships are
generated which law takes into
consideration in order to advance
juridical guarantees that defend the
development of the person within
the system of law.

The role of the family

The above observations bring
out the need for family society to
perform its function of promoting
‘communion’ between all its co-
participants – grandparents, par-
ents, and children. The family as a
subject has a particular and specific
‘relational patrimony’ with elderly
people, whether grandparents or
parents, which is characterised by
affective and experiential ties lived
out in a context that unfolds in his-
tory itself and in the experience of
every family community.
This a patrimony of knowledge

of the other that is generated by an
experiencing in multiple human re-
lationships of the anthropological
characteristics, virtues, defects, de-
sires, magnanimity and limits of
each human person.
One is dealing here, therefore,

with a relational and experiential
patrimony that constitutes a further
‘family patrimony’ endowed with
certain particular connotations that
are specific to every family society.
The family, as the living cell that

unites a number of generations, is
known and is defined by its forma-
tion and planning as a society that
experiences, drafts, produces its
culture, achieves family relation-
ships, formulates projects, and be-
comes ‘that’ family’.

Plasticity

In these processes, which are a
subject for study of a large number
of disciplines, such as education,
psychology, sociology anthropolo-
gy, law and the medical sciences,
we should perceive a characteristic
element, specific to family society,
that is provided by the plasticity of
the making of human relationships.
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Aware adaptation to achieve family
harmony; the taking upon oneself
of responsibility for the other and
his or her development, is a consti-
tutive fact of the ‘form’ that each
family acquires. No other human
relationship, however important
and relevant it may be, for the per-
son can take the place of this good
which is the ‘form’ of each family.
It follows from this that an elderly
person must maintain this patrimo-
ny, which is specific to the family
to which he or her belongs, in the
heart of his or existing as a gift and
as a personal history.
It should also be observed that

this specific ‘form’ of the commu-
nity of values that every family
community, like every person, is
able to recognise, is unique and un-
repeatable just as the specific char-
acter of every human person is also
unique and unrepeatable. It thus be-
comes necessary to ask ourselves
how we can help the family and its
co-participants to live out the rela-
tionship between elderly people
and the family.

Formation

On the basis of experience we
should observe that families exist
that represent an exemplary model
of lovingness as regards how they
accompany and support their sick
elderly relatives. A large number of
families, with both parents already
strongly occupied, have known
how to welcome, care for and live
with the parents of one of the mar-
riage partners within the difficult
context of our urban societies. If we
examine closely these models of
life which have been implemented
nowadays we observe certain char-
acteristics that deserve to be used
as a basis for our reflection.
We should begin with the

premise that a sick elderly person
represents a series of care and
health-care problems which require
planning without which the life of
elderly people is destined to end up
with a delegation given by the fam-
ily to third parties to provide care
for its loved ones. We should know
how to create the relationship be-
tween a family and an elderly
member. To obtain this result it is
necessary to identify a series of in-
struments that are suited to this pur-
pose.

The family project

An elderly person in a family is a
source of joy but also a problem
that is a represented by his or her
psycho-physical condition. He or
she cannot address this specific
question, with the necessary readi-
ness to help, if those taking part in
the family are not prepared for it.
The preparation required is first of
all of a spiritual and anthropologi-
cal nature. The young betrothed
must ask themselves about what
behaviour will be requested of
them as regards their elderly par-
ents in order to draw up a project
for family life. This investigation
which requires intelligence, will
and heart, must be followed by a
specific grounding as to how to re-
late to an elderly parent. This is
made up of three stages: instruction
as to how to care for sick people;
the planning of a model of life with
one’s own elderly parents; and the
implementation of this model with
reference to the overall needs of the
family.
The family must prepare itself

for the project of receiving an el-
derly parent and should attend to
providing areas, service of assis-
tance, and home medical services.
This formation of the family should
include the planning of holiday pe-
riods for the elderly person as well
as the planning of life together. It
should also envisage how to face
up to emergency situations, the ill-
ness of other members of the fami-
ly, and a shortage of nursing staff.

The stable presence of medical
personnel and others providing
care

A good rule is to obtain the help
of people who for an elderly person
are a constant point of reference
made up of friendship and good
will. Always forming a part of the
same group they should know how
to take turns in assisting the elderly
person, thereby avoiding sharp fall-
offs in the presence of care.

Talking with elderly people

Where sick elderly people are
dispirited even though they do not
need to be admitted to hospital I be-
lieve that it is useful, indeed experi-
ence proves the fact, to talk with

them about their human histories.
An elderly person must be invited
to talk about the past: his or her
family, studies, holidays, people of
the past; this will enable him or her
to live again, with gratitude, a time
that becomes the present, today,
which reflects the experience and
the emotions of each segment of his
or her life. A life, even though past,
that is interesting and continues to
be interesting; the transmission of
experience becomes a reason for
living for the elderly person.
But a relationship between the

elderly person and his or her own
family is not sufficient. The rela-
tionships between families should
also involve the elderly person who
must feel that he or she is an active
part of the relational life of his or
her family with other families.

To achieve these objectives a sol-
id spiritual and educational ground-
ing is required but accompanying
entrusted to expert professionals is
also necessary.

The role of family counsellors

Family counsellors, and in partic-
ular Christian family counsellors,
were created to provide families
with an interdisciplinary consulta-
tion service that links educational,
psychological, health-care, juridical
and care expertise, the high quality
of which is based upon a wished-for
development of scientific and an-
thropological research on the fami-
ly. The accompanying by family
counsellors of the family in wel-
coming and looking after an elderly
person should be promoted. The
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network of counsellors is present in
every region of Italy and it responds
to families who knock at the door of
an office and request professional
help and support in the provision of
care. This network then extends its
activities to the homes of families,
thereby creating a network of help
provided at home.
There have been many reasons

for the growth in this network. In-
deed, families, and especially those
that are less informed or more iso-
lated, need special solidarity that
first and foremost takes them out of
their isolation. Because of their de-
tachment at the level of feeling
from the poorest families, our large
cities often appear to be crowded
and noisy deserts that are not very
attentive to real forms of poverty
and not aware of the need for par-
ticipating proximity so as to ad-
dress the central core of human suf-
fering – loneliness.
It must be recognised that great

efforts have been made by the so-
cial services which, for that mat-
ter, cannot take the place of the
family and its relational patrimo-
ny, to which reference was made
above, as regards nearness to el-
derly people.
In this context one must pro-

mote, in line with the principle of
Christian subsidiarity, the role of
family counsellors and their capac-
ity to prepare the family for receiv-
ing and welcoming elderly people
on the basis of its inner character
and the training it has received.11

Society: the elderly,
the role of ethics and the
formation of a new right

Society, which we can subdivide
into the society of institutions,
based upon positive law, the soci-
ety of associations, based upon
statutory autonomy for the shared
goals of the members of associa-
tions, and general society, must
shoulder its specific responsibility
for elderly people, as it has already
done for minors, for the disabled,
for the sick, and for all people who
need special care. Here we have to
address a cultural subject of great
importance, beginning with the ob-
servation that society as a whole
has to address, namely the flowing
of forms of cultural mobility, albeit
with an immutability of values.

We have noticed that a deepen-
ing of scientific knowledge and
technological innovation bring
about a change in the knowledge
and in ways of facing up to needs of
the human person and this of the
sick elderly person.The question
here arises of the ethical principles
that should be borne in mind in re-
lationships with the elderly in order
to establish a new system which
creates a status of the elderly per-
son and his or her right to live in a
family. With respect to the elderly,
contemporary culture must ask it-
self about ethical principles and the
working together of these princi-
ples in the drawing up of a law that
defends the person at every stage or
phase of human life.

Ethics and law
and the ethics of law

It is necessary to begin with the
premise that it is not possible to
construct a serious juridical system
without an experience of individu-
als, families and society that is
based on ethical principles. The re-
lationship between ethics and law
must be examined from the point of
view of certain fundamental pro-
files or points. Indeed, there is a ge-
netic point when the ethics of a spe-
cific society produce law; a subse-
quent relationship between the pos-
itive law of a given society and the
ethical developments of that soci-
ety; and a relationship between law
and its application in the light of
ethical principles.12
These relationships must be lo-

cated within the sphere of family,
health-care and welfare rights, that
is to say of that complex of regula-
tions that preside over the defence
of the family and the person. One
may observe how the increase in
sensitivity towards, and care for,
man allows the formation and the
unfolding of cultures of service that
are more advanced than previous
ones – cultures, therefore, which
should be seen as sources of oblig-
atory juridical regulations. From
cultures of service to the formation
of a new law the step is not an easy
one or a brief one but it can take
place only when those cultures ex-
ist. Thus ethics are fundamental for
the development of law and its
practical application. Indeed the
legislator, in establishing a regula-

tion, takes into account the sensi-
bility of the social body and its ca-
pacity to implement a law. This
demonstrates the enormous rele-
vance of ethics in the formation of
juridical systems.
Conversely, when the social con-

science, in multiple historical
processes, regresses and does not
proceed along the path of greater
ethical growth, laws themselves
lose their authentic foundation and
remain incomprehensible, not im-
plemented, and applied in a contra-
dictory and controversial way. It is
advisable to observe that this com-
plex process, which arises from
ethics and goes towards law, pro-
ceeds in addition from law towards
society, thereby creating its overall
growth brought about by the juridi-
cal character and thus the obligato-
ry character of the norm as well
which is extended to all subjects,
leaving the ethical maturity that
they have achieved.
This juridical point, also consti-

tutes an acquired culture, or better,
fosters the growth of a new sensi-
bility which in turn fosters new sys-
tems in a circular process that situ-
ations of crisis may interrupt or
even mutate into an opposed proce-
dure given that systems are the out-
come of ideologies or programmes
specific to the subjectivism of indi-
vidual groups.

The right of elderly people
to live in a family

The values of this systemmust be
read in the light of natural law and
the inviolable rights that make up
the foundation and the criterion of
the interpretation of article 2 of the
Italian Constitution which relates to
the principles of solidarity; of arti-
cle 29 of the Italian Constitution
which relates to the family founded
on marriage; and of article 118 of
the Italian Constitution which privi-
leges the function of the person and
the family and the related projects
intended to achieve goals of general
interest such as the promotion and
defence of elderly people.
On the basis of natural lawwhich

reads, in line with reason, the re-
quirements of the human person, it
is necessary to defend at a juridical
level the affective relationships that
exist between elderly people and
their families. Family relationships
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which are necessary to life are ethi-
cal duties that must be defended as
juridical duties.
I believe on the basis of the ob-

servations that have been made in
this paper that it is necessary to per-
ceive in the structure of the invio-
lable rights guaranteed by natural
law and our Constitution the right
of elderly people to their families.
The transfer of elderly people into
protected structures when this is
not required because of their condi-
tions of life and health which do not
permit elderly people to be near
their families appears, indeed, to be
the negation of this fundamental
right which is rooted in the need to
maintain the original culture of
every family, the foundation of the
very ‘relationality’ of the human
person.

The right of an elderly person to
his or her family, which is analo-
gous to the right of a minor to his or
her family, are rights based upon
the need for life, protection and de-
velopment. From a juridical point
of view, it is necessary to rejoin in-
cumbent affective relationships,
before feelings, as can be deduced
from the doctrine that has been in-
voked in this paper, to acts of will
which on the basis of a discernment
wants and implements the good to
be done, leaving to feelings their
ancillary function. Feelings, there-
fore, must place themselves at the
service of wanting good and imple-
menting it, as is required of the hu-
man person in his relationship with
the elderly.

Conclusion

To be up to these tasks wemust
draw heavily upon family culture,
the educational, scientific and ju-
ridical systems that I have referred

to, and here we are talking about
the foundation of the promotion of
the family, in order to transmit
through these disciplines and coun-
selling services for the family
God’s Love for man which sancti-
fies our responsibilities, thereby
strengthening the flowing of the
culture of the generations which
begins with the Creator of all things
and return to Him.

Law. GOFFREDO GRASSANI,
President of the Lombard Federation
of Centres for Assistance to Families,

Milan, Italy.
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Introduction

One of the greatest challenges
that the Catholic community is fac-
ing today relates to the change that
contemporary culture has worked
in relation to the concept of real life
as applied to human temporality.
By ‘real life’ is meant exclusive-

ly the productive stage of life,
which today, usually, is limited to
the period that runs between the
age of eighteen and the age of
forty. This is also the period of life
that at other times was called ‘re-
productive’, an aspect that today
one sees being constantly margin-
alised and replaced at a practical
level with the period when one can
obtain the greatest pleasure from
life in all its aspects. Little impor-
tance is given to the period before
the age of eighteen, and the period
after the age of forty is seen with a
pessimistic and negative attitude, a
period of life which can, and for
some people ‘must’, finish as
quickly as possible.
In the Christian world, the con-

cept of temporality is widespread
and in principle ascendant because
the life of a human being is born
from God’s design because we
come from God and we return to
God; in the divine plan of salvation
all the stages of human existence
are valuable, and, even more, they
become enriched with the passing
of time. Even old age is valuable in
itself and is converted into an age
that deserves respect, veneration,
esteem and care.
This observation is closely con-

nected with the humanistic idea of
man where man is understood as a
being who is situated beyond what
he produces and the needs that he
has to meet; Christian anthropology
gives more emphasis to being than
to any other dimension of man.
This does not happen nowadays.

First of all we are witnessing a cul-
tural process that looks almost ex-

clusively at the practical dimension
of being from a dual direction: the
pleasure of life in the strictly mate-
rial sense and the productivity of
existence in economic terms, a re-
ality which by its very nature is not
given to the elderly or is limited,
and which means that a human be-
ing searches for ways by which to
dissimulate his usefulness, to pro-
long his threatened functionality, to
and ensure pleasure of greater
length, something which is often at
the price of his dignity and the very
health that he is searching for.
Independently of the resources

that are employed to address these
limits which society is imposing on
real life, we are witnessing an early
old age which maintains a certain
logic since all the stages of life,
from childhood to maturity, today
are expressed under the sign of pre-
cociousness, with the notable dif-
ference that early old age is a cul-
tural imposition and not the conse-
quences of a yearning.
Whatever the case, this places us

face to face with an unprecedented
situation: old age, including old age
that is healthy, is seen as a threat to
the individual, to his family and to
society.
In this cultural context there aris-

es an observation about sick old
age which is added to one which is
already a depressing condition of
our epoch – the stigma of illness.

The Sick Elderly Person

Wemust observe here that illness
and old age are often seen as being
synonymous but the most serious
illness is of course chronic illness,
together with the normal degenera-
tive process of existence.
The dominant pragmatism of our

times naturally offers drastic solu-
tions to this experience, such as, for
example, recourse to euthanasia
which far from being a proposal
that has emerged from juridical or

philosophical areas and then seeks
to impose itself, is increasingly be-
coming an aspiration. Indeed, many
young people and adults who are
faced with the prospect of sick old
age express in a convinced way
their decision to have recourse to
this instrument to end an irremedia-
ble situation that threatens to pro-
long an existence which lacks what
in medical jargon is called ‘quality
of life’.
Between euthanasia as a defini-

tive solution and the early appear-
ance of illness there extends a hori-
zon that is thick with contemporary
medical technology whose enemy
to be defeated is pain, which it sees
as being without meaning. It cer-
tainly tries to prevent and correct
the physical uselessness of illness
and in the meantime it clouds the
lives of sick people and influences
the lives of others.
In this state a sick elderly person

sees himself as a burden; but insti-
tutions, too, increasingly see him as
an onerous cost generated by some-
one who does not produce although
during his ‘useful’ life he was in-
deed a producer. If an elderly per-
son maintains his consciousness he
can still, after a certain fashion, put
up resistance to treatment that is in-
human or even criminal, but an el-
derly person who loses awareness
of his identity ends up in the hands
of institutions, in particular because
of the fact that the centuries-old
process of the unbinding of the
family means that relatives become
uninterested in the fate of such peo-
ple and leave ultimate decisions in
the hands of old people’s homes
and hospitals.

Secular Reactions

Despite the dehumanising secu-
larism that has been imposing itself
in Western culture there have been
positive reactions to help elderly
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people in general and sick elderly
people in particular. Thus the offi-
cial establishment of a so-called
‘third age’ that brings with it a long
list of benefits for those who reach
this moment, the objective of
which is to make the burden of a
life that is seen by everyone as be-
ing an excess more tolerable.Along
the same lines we may observe the
creation of a discipline of medicine
specially directed towards treating
the illnesses of elderly people, and
old age as such, what in fact geron-
tology is today, but also the validity
in many medical faculties of the
study of a thanatology, understood
as what in other times was ‘helping
people to die well’ and which has
developed as a process of the hu-
man accompanying of sick people
in a terminal situation at the end of
their natural lifespan.

The Christian Commitment

The response of the Church at
this point requires an overall and
complex endeavour, but also one
which is indispensable and urgent,
that includes (in the short term): an
appeal in international forums
against euthanasia; draft laws
which are always up to date that as-
sure the security of sick elderly
people in the face of the permanent
risk of extermination; the creation
of effective systems which support
care for the sick especially in poor
countries; a reinvigoration of cul-
tural customs and traditions in
which old age is appreciated and
esteemed, with a transcendent
meaning being given to illness;
boldly deciding in favour of the
creation of a new cultural universe
that reacquires the meaning of old
age and illness through the estab-
lishment of diocesan and parish ec-
clesial structures that form commu-

nities on this subject and welcome
sick elderly people by renewing the
means by which both physical and
in particular spiritual care is of-
fered; a basic review of the contem-
porary conditions of health centres
that are supported by religious or-
ders, dioceses or Catholic lay peo-
ple in order to ensure that the elder-
ly sick are cared for in line with the
spirit of the Church; and an assess-
ment of whether old people’s
homes for consecrated people are
the best choice from a human and
Christian point of view by which to
live out the last stage of human ex-
istence, in particular in the case of
sick people.
And in the long term: accompa-

nying processes of evangelisation
with a prior reflection on the mean-
ing of extended and transcendent
time, as well as the value of the dif-
ferent ages of life of human beings
and of the value of man himself as
such, in order to change the direc-
tion that is leading our civilisation
to shorten real life; giving a mean-
ing to each stage of life and to
Christian humanism which cannot
support the purported ‘dissolution
of the human’ which is very much
postulated today by so many actors
on the stage of our culture; fighting
(therefore) to overcome the reduc-
tionism that we are now witnessing
by which real life is shortened in
pragmatic terms and is lengthened
as a throwaway; looking for current
ways by which the legitimate prag-
matic interests of the contemporary
world are reconciled with the hu-
man-Christian values of life; and
generating substantial processes
that support the Christian vision of
the committed family – this must
continue to be the healthy context
in which people go through the var-
ious stages of their existence in
safety and happiness.
Given that care for sick elderly

people by dioceses and parishes re-
quires human and Christian quali-
ties, it seems to me advisable to re-
fer to a text from the encyclical
Deus Caritas Est in which Bene-
dict XVI exhorts those who work
with the sick in general to carry out
their work with true professional-
ism and humanity: ‘Yet, while pro-
fessional competence is a primary,
fundamental requirement, it is not
of itself sufficient. We are dealing
with human beings, and human be-

ings always need something more
than technically proper care. They
need humanity. They need heartfelt
concern. Those who work for the
Church’s charitable organizations
must be distinguished by the fact
that they do not merely meet the
needs of the moment, but they ded-
icate themselves to others with
heartfelt concern, enabling them to
experience the richness of their hu-
manity. Consequently, in addition
to their necessary professional
training, these charity workers need
a “formation of the heart”: they
need to be led to that encounter
with God in Christ which awakens
their love and opens their spirits to
others. As a result, love of neigh-
bour will no longer be for them a
commandment imposed, so to
speak, from without, but a conse-
quence deriving from their faith, a
faith which becomes active through
love (cf. Gal 5:6)’ (n. 31).
These principles which are di-

rected to all sick people without
doubt have greater application in
the case of sick elderly people.

H.E. Msgr. LÁZARO
PÉREZ JIMÉNEZ,

Bishop of Celaya,
Mexico.
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Introduction

Life, which is a gift of God, is a
whole that includes being born, liv-
ing, growing old and dying. Today,
in most countries, life has been ex-
tended in terms of years but as yet a
sufficient grounding does not exist
that would allow taking responsibil-
ity for and addressing the problems
caused by this development, for ex-
ample the high number of sick el-
derly which continues to increase
throughout the world and in a spe-
cial way in industrialised countries.
Today much reference is made to
social problems but too little is said
about the need to draw near to our
elderly people who have need of us
in bearing the weakness of their
bodies and that loneliness in their
hearts that is present during the fi-
nal stage of life. Mankind and the
Church, and within the Church reli-
gious institutions, have the task of
extending the mercy of Christ who
passed by ‘doing good and healing
everyone’(Acts 10:38), with a com-
mitment to overall care in the sector
of health which today, indeed, has
especial need of this.

1. Ageing in theWorld

Ageing is not a demographic
process that only involves the in-
dustrialised countries and in partic-
ular ‘old’ Europe. All societies are
characterised by this phenomenon,
although we should take into ac-
count the fact that there are differ-
ences between countries, regions
and continents.
According to the data of the Unit-

ed Nations,1 in the year 2000 indus-
trialised countries were faced with
statistics which indicated that 14-
15% of their populations was com-
posed of people of the age of sixty-
five or over and it is estimated that
this figure will rise to 25.9% by the
year 2050. It is calculated that in
that year developing countries will

have a corresponding figure of
14.6% compared to 5.1% for the
year 2000. Although the percent-
ages for the ageing of the popula-
tions of developing countries is not
greater than that of industrialised
countries, one may observe a rapid
growth rate which will lead within
the space of fifty years to a tripling
of that figure (Graph 1).

2. The State of Health of the
Elderly

Life expectancy is one of the
principal indicators that allows us
to know about the state of health of
a population.At a world level in the
year 2000, according to the United

Nations, this was 65.4 years of age.
Africa is the region in the world
with the lowest life expectancy
(49.1 years), in part because of the
consequences of the human immu-
nity deficiency virus and the ac-
quired immunity deficiency syn-
drome (HIV-AIDS), whereas Eu-
rope, for its part, exceeds the other
regions of the world in terms of
ageing primarily because of the de-
crease in fertility levels. The statis-
tics published by Eurostat in 20052

showed that life expectancy in
Spain was 83.6 years for women
and 76.9 years for men (Graph 2).
The most important unknown

caused by demographic changes
with respect to the future develop-
ment of old age is that of the limits
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of human longevity and the state of
health that will result from its ex-
tension, and here we are primarily
dealing with the phenomenon of
life expectancy without infirmity.
Here we may observe an in-

crease in the number of elderly
people over the age of eighty which
is the group within a population in
which most situations of dependen-
cy are to be found. The presence of
non-lethal but chronic illnesses
such as traumas, respiratory and
circulatory illnesses, and tumours,
is at high levels in this age band. In
industrialised countries in the year
2016 one in three people out of
every ten who are over the age of
sixty-five will be over the age of
eighty.3 Neuro-degenerative ill-
nesses, to which dementia belongs,
afflict 15% of people over the age
of sixty-five and attain an incidence
of 40% in people over the age of
ninety. These illnesses constitute a
cost for individuals, families and
governments.

3. Situations that OldAge
Brings Today

The ageing of a population is an
expression of a human goal – that of
living longer and better – but at the
same time it constitutes a challenge
to which we must respond. One has
the impression that mankind is not
prepared for that brusque and mas-
sive extension in life expectancy
that has been created in industri-
alised countries, and as a result is
not prepared for facing up to the
economic, occupational, social,
family, medical and health-care
problems that the increasingly high
levels of elderly people are generat-
ing in modern societies.

Entering a nursing home seems
to be the most suitable solution for
these situations despite the fact that
surveys reveal that there is a rather
general rejection of them and to
such a point that only 3% of elderly
people wish to live in them. Studies
exist which show a high percentage
of suicides amongst people over the
age of sixty-five4 and although this
extreme decision may not be
reached there is nothing sadder than
nostalgia and the wish that some el-
derly people have for the arrival of
death. In these cases it is not dying
that they want but, rather, an escape
from harsh conditions and inhos-
pitable contexts.
Such suffering is alleviated when

a person experiences the affection
and the concern of his or her family
relatives. An elderly person who is
loved awaits his or her hour with
calm and without the pressing de-
sire to end his or her own history as
soon as possible.5 The Church, and
inside the Church religious institu-
tions, perform this function of pro-
tection so that nobody will suffer
from loneliness or being abandoned
in social terms.
A further aspect is that of the so-

cial protection of old age, not in de-
veloping countries where this does
not exist, but in industrialised coun-
tries where the progressive increase
in the number of dependent elderly
people is acquiring major impor-
tance in medical care, the economy,
pensions systems, family life and
decisions about the end of life. All
the countries of the Western world
realise that it is not possible to in-
crease social expenditure and also
that in the face of a demand that is
constantly increasing resources are
limited.6

4.TheAction of the Church
and Religious Life in the
World of the Sick Elderly

Love is what marks out the disci-
ples of Christ (Jn 13:35). The early
Christian communities expressed
this love in the form of hospitality
not only for those who arrived from
outside those communities but also
for the poor and the sick.7
In order to engage in this charita-

ble action, deacons were created in
Jerusalem (Heg 6:3.7). There were
also deaconesses such as Phoebe, to

whom reference is made in the Let-
ter to the Romans (Rom 16:1), or
Tabitha who was raised from the
dead by Peter (Acts 9:36-43).
Such hospital action has been

carried on down the centuries by re-
ligious life. At the outset charitable
activity was organised around
monasteries. From the twelfth to
the fifteenth centuries the pilgrim-
age routes in Rome, the Holy Land
and Compostela (Spain) were dot-
ted by monasteries which took care
of pilgrims and sick people in their
structures for outsiders.
In 1113 Rome approved the first

religious order, the Hospitellers of
St. John of Jerusalem, which were
followed by other orders such as the
Hospitellers of the Holy Spirit
(1180), the Templars (1313), the
Trinitarians (1198) and the Mer-
cedarians (1218).
From the sixteenth to the eigh-

teenth centuries new congregations
flourished that were wholly dedi-
cated to the needs of the poor and
the sick, for example the Hospital
Order of St. John of God (1495) and
the Order of the Ministers of the In-
firm (1550), as well as others.
Female health-care religious life

has its most significant point of ref-
erence in St. Vincent de Paul and
the Daughters of Charity (1633).
The nineteenth and twentieth cen-
turies saw the flourishing of numer-
ous organisations, in particular for
women, dedicated to the world of
health and health care.

5.The Presence of Religious
Institutions in Care for the
Sick Elderly

Religious life has always been
present in places of suffering and
social abandonment, following in
the footsteps of Christ, the divine
Samaritan, physician of bodies and
souls,8 with generous dedication
that has been often heroic and
which corresponds to the prophetic
character of consecrated life.9 To-
day religious life responds to the
needs of the world of the elderly,
and especially the sick elderly.
According to INDEX, health-

care structures for elderly people
(homes for the chronically sick,
homes for the elderly, hospices,
clinics for the elderly) supported by
religious institutions number about

The principal illnesses
of elderly people in the world
(WHO 1998)

• Cardiovascular illnesses
• Hypertension
• Cerebral-vascular illnesses
• Diabetes
• Cancer
• Chronic obstructive lung
illnesses

• Muscular-skeletal illnesses
(osteoporosis, arthritis)

• Mental illnesses (dementia,
depression)
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five thousand add represent 22.17%
of the total of the structures of the
Church in the world of health and
health care (Grafico 3).

6.The Spirituality
of Hospitality

The Samaritan activity that reli-
gious life engages in within the
Church in service to the sick elderly
has its roots in a specific spirituali-
ty. Answering the call of God,
through consecration, religious are
the direct expression of His love.
‘Allowing themselves to be con-
quered by Christ (see Phil 3:12)
they set out to become after a cer-
tain fashion an extension of his hu-
manity’.10
The preferential option for the

poor, to whom the Kingdom of God
belongs, is fundamental in conse-
crated life. The poor evangelise us
and help us to discover the face of
God that is present in a special way
in people who suffer. Benedict XVI
tells us that ‘The Christian’s pro-
gramme – the programme of the
Good Samaritan, the programme of
Jesus – is a “heart which sees.” This
heart sees where love is needed and
acts accordingly’.11
Thus following Christ, the only

path possible, leads consecrated
people to ‘take care of the deformed
divine image in the faces of our
brothers and sisters’.12 Amongst
these faces Jesus is present today in
the sick elderly.
There are some institutes whose

specific mission is care for the sick,
for example the Sisters of the Poor13
or the Sisters of the Abandoned El-
derly.14 Others have the vow of hos-
pitality, for example the Fatebene-
fratelli and all the institutions that

work in this sector, directing their
mission to care for those most in
need.
This option of the consecrated

has concrete charismatic and apos-
tolic aspects that constitute great
wealth within the spiritual inheri-
tance of the Church.
The aspects of this charismatic

identity are:15 living in love and
bearing witness to God who is love
and portraying Jesus Christ as the
mercy of the Father, through the
practice of charity unto heroism,
where this is necessary. Loving hu-
man beings so that through our
charity they experience the redeem-
ing liberation of God that is worked
in them.
Care is given to: the sick elderly,

especially if poor; the physically
and mentally infirm; those who suf-
fer because of age, poverty, loneli-
ness or difficulties of other kinds.
This takes place: through corpo-

real and spiritual service and help
according to the various socio-cul-
tural realities that are present, with a
special vow to provide help to the
poor.

7.Challenges

Religious life has always been at-
tentive to the signs of the times16 so
as to be able to respond to the call of
God in the needs of the poor and the
sick. In this service of care to de-
pendent elderly people, religious
institutions have to face up to cer-
tain challenges to which it is neces-
sary to provide an answer so as to
be able to continue proclaiming the
Gospel in the world of health and
health care.

a. Helping people to die with
dignity in a technological society

The art of accompanying the dy-
ing is not an easy task. On the one
hand, death has become a ‘taboo’
subject. It has been observed that in
Western society the fact of dying is
concealed and people avoid think-
ing about death.17 In addition, the
secularisation of society and the loss
of human and Christian values pre-
vent people from having an ultimate
explanation of death. People live as
though they do not have to die.
On the other hand, the debate

about a dignified death in our cul-
tural context is sterile in practical
terms because the notion of dignity
is employed to defend aspects that
are opposed;18 it is employed, for
example, to defend euthanasia and
at the same time to defend exagger-
ated treatment.
Other ethical questions that arise

are discrimination in the allocation
of resources on the grounds of age,
questions that bear upon the end of
life and a host of dilemmas associ-
ated with the long-term care and the
human rights of poor and disabled
elderly people.
This situation leads me to list cer-

tain points:
– In the ethical debate about dy-

ing it is of fundamental importance
to introduce the notion of vulnera-
bility, acknowledging the fragility
of human beings,19 accepting that
the power of science is limited, and
trying to accompany people to live
out their last moments with serenity.
– Recognising the dignity of the

sick, who are the image of God, of
God weak upon the cross; and
knowing how to discover what they
offer us. Loving care for a elderly
terminal patient gives us realism
and for believers this is a constant
exercise of hope in definitive life,
that life that lasts for ever.
– I am not an expert as regards

exploring the situations that derive
from this new way of addressing
death and which are the subject of a
social debate, but I perceive the
need for our institutions to open
themselves to reflection, to attend
to formation in the field of
bioethics, and to create committees
that will help them to solve the
problems that arise in this area.
There are religious institutions that
are already addressing this chal-

Graph 3. Health-care structures of the Church
for care for the elderly
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lenge, for example the Hospital Or-
der of St. John of God, the Camil-
lians, and the Congregation of the
Hospital Sisters of the Sacred Heart
of Jesus.
– It is not always possible to treat

people and an attempt to treat peo-
ple in certain circumstances can
even be counterproductive. Howev-
er, to care is always possible. When
a sick person feels that he or she is
accompanied, he or she lives out
this last part of his or her life in a
dignified way and we may rightly
says that he or she dies well.

b. Giving an impulse
to palliative care

As has already been observed in
this paper, there exists in our culture
a rejection of death which is paral-
leled by the cult of youth. This cre-
ates approaches that involve es-
capism and the use and abuse of in-
tensive care units, with the actual
needs of the patient being forgotten
about.
As a response to these problems

as a basic human right, when treat-
ment is not possible, recourse can
be made to palliative care (PC). The
aim of palliative care, according to
the World Health Organisation, is
the active and total care of a patient
whose illness does not respond to
treatment. Palliative care allows
people to die with dignity or, to put
it better, to live with dignity until
death arrives. This is a matter of
supplementing scientific advances
with humanitarian elements. This is
because science and humanisation
are not antagonistic realities. The
control of pain and other symptoms
is of fundamental importance and
the same may be said of psycholog-
ical, social and spiritual problems.
There are many authors who be-

lieve that before running the grave
risks that are inherent in the decrim-
inalisation of euthanasia in a nar-
row sense, it is necessary to engage
in a further exploration of palliative
care as a preferential alternative in
order to give a positive response to
the situations of human beings who
are experiencing the drawing near
of their deaths.

c. Caring for those who care or
sharing charisms

In service to, and care for, the

sick, of fundamental importance is
not only the moral recognition of
the person who is being care of,
who in our case is a sick elderly per-
son, but also of those who take care
of him or her. To this category be-
longs an increasing number of secu-
lar people who work in health-care
centres that are directed and man-
aged by religious institutes.
This situation, which has proba-

bly been brought about by the de-
crease in the number of religious,
which in turn has been generated by
the shortage of vocations, must be
an opportunity to share our
charisms. These are gifts of the
Spirit that have a universal destina-
tion for the good of mankind and
the fostering of the communion and
of the mission of lay faithful within
the Church.20
In addition, the growing seculari-

sation of our societies, especially in
industrialised countries, challenges
us to work not only with those who
see themselves as Catholics but also
with the followers of other religions
and with men and women of good
will, even though they do not have a
vision of faith. The Biblical text on
the meeting of Peter and Cornelius
(Acts 10:34-8) shows us the inclu-
sive nature of the Kingdom, whose
boundaries and members are deter-
mined by God alone. God ‘shows
no partiality, but in every nation any
one who fears him and does what is
right is acceptable to him’ (v. 34).
We must ask how these activities
will continue to function, and in
particular how they will continue to
be charismatically evangelising,
when there are no longer consecrate
men and women.
This reality leads us to extend the

range of our tent (cf. Is 54), to give
an impulse to shared mission. This
is not only a proposal for a concrete
area of work but also for a sphere of
communion, for being part of the
same charism.
Sharing values and institutional

culture, attending to the choice and
formation of personnel that work
with us, and watching over condi-
tions of work, amongst which is to
be listed levels of pay, are aspects
that are needed if we want to con-
serve the identity of an institution
and to train hospital communities
that will be workers for evangelisa-
tion in the exercise of the ministry
of health.

d. Caring for institutions

Care for sick elderly people is
developed in institutions such as
hospitals and rest homes or at
home. In many cases these institu-
tions belong to the Church or are
managed by the Church, as was ob-
served in this paper in the statistical
section. But we recognise that what
defines a hospital, or a care centre,
is not specifically its infrastruc-
tures, even though this is not an as-
pect that should be despised, but
the morality that one can breathe in
it and the way in which people, and
especially infirm people, are treat-
ed. For this reason, the centre of
gravity of these institutions must be
vulnerable people and all the
health-care workers must be gov-
erned by this law.
In addition, although the centres

and the services that are managed
by religious institutions cannot be
profit-making it is necessary to en-
visage an income that is sufficient
not only to finance human re-
sources but also technical resources
and infrastructures, with an attempt
being made to obtain a balance be-
tween economic needs and ethical
requirements and to reconcile
‘good intentions’ with the needs of
the market and the law of supply
and demand, so that the result of
everything is an increase in the
quality of care.

e. Being committed
to the least

We religious follow Jesus who,
at the beginning of his ministry,
proclaimed in the synagogue of
Nazareth that the Spirit had conse-
crated him to bring good news to
the poor, to proclaim the freeing of
prisoners, to restore sight to the
blind, to set free the oppressed and
to preach a year of grace of the
Lord (cf. Lk 4:16-19). Religious
life has always been near to the
least and this has been a constant
criterion of discernment when
apostolic decisions are taken.
In this field as well we are called

to work in developing countries
where, indeed, sick elderly people
suffer greater abandonment. This
call takes practical form in:
– Providing care to people who

grow old in rural areas (60% of the
world). Urbanisation, emigration,
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and young people leaving in search
of work are all phenomena that can
lead elderly people to become iso-
lated in rural areas and to have few
resources and scarce or even no ac-
cess to health-care and social ser-
vices.
– In many developing countries

the percentage of people who live
on the outskirts of cities or shacks
is increasing rapidly because of mi-
gration and this brings the risk of
social isolation and bad health.
– In all the countries of the world

it is families who provide most sup-
port to elderly people in need of
help. The welfare system is in-
creasingly turned to but in develop-
ing countries welfare programmes
are insufficient and do not reach el-
derly people.

f. Giving an impulse to pastoral
care in health

Illness is an experience of fini-
tude and powerlessness which de-
prives people of their sense of secu-
rity. Helping sick people does not
mean only improving their patholo-
gy but also meeting other requests
that require a large dose of human-
isation and sensitivity. Often tech-
nical care, rather than human and
spiritual care, is attended to.21
Statistics show that religiosity in-

creases in elderly people22 and that
the ending of very many illusions

and an encounter with pain are pro-
pitious opportunities for the birth of
the only Hope, that of faith. Pas-
toral work should engage in a re-
spectful and prudent effort to re-
store removed faith so that sick
people distance all their fears and
experience God not as a judge but
as a Father who leaves his house
every day hoping for the return of
the Prodigal Son (cf. Lk 15:11-31).
The presence of religious and of

agents of pastoral care is funda-
mental because the truths that touch
the deepest part of men can be
communicated only with a heart
full of humanity and delicacy,23 full
of the love itself of God.

Conclusion

A great deal remains to be done
and religious institutions must go
on responding to this challenge by
taking acre of sick elderly people,
following the example of their men
and women Founders who began
this pathway. Even though the way
of accepting and helping may
change, the freely-given love of
giving cannot change because ‘in
addition to justice man needs, and
will always need, love’.24

Sr. AURELIA CUADRÓN
Hospital Sisters of the Sacred Heart

of Jesus
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1. Introduction

1. Prof. Golini’s excellent pre-
sentation on Thursday morning
showed quite clearly that people
are living longer today. That is
certainly true of diocesan clergy
and male and female religious. I
was recently in a province of our
Order with 199 religious: forty-
five were under fifty and of the
other 154, eighty nine were over
seventy-five. I live in a communi-
ty of eight religious, five of whom
are the recipients of state pensions
and have earned the title ‘senior
citizen’.
Since we religious accept that

we are the main carers of our own
elderly, quite a burden falls on the
young and not-so-young religious
who are already the main
providers of service/ministry to
the people of God. The challenge
here is self-evident and is height-
ened when you bear in mind that
there are fewer vocations here in
the West where there is greatest
concentration of elderly priests
and religious.

2. One of the basic criteria for
judging the extent to which a peo-
ple is civilised is the care, respect
and concern it shows to its most
vulnerable members: the unborn
and infant at one end of the spec-
trum and the senior citizen, the el-
derly at the other.

3. Our credibility as a Church,
before a watching and critical
world, will be gauged by the care
we show for colleagues and confr-
eres who have borne the heat of
the day, and no matter what dis-
ease or illness may be afflicting
them. This is a fundamental wit-
ness which we must give. And we

should openly acknowledge that
we do not do so badly. After all, if
we do not show respect and gen-
uine practical care to our own col-
leagues and confreres then the
care and concern we show to oth-
ers will be rather shallow, and
those we attempt to reach out to
will be the first to recognise this.

4. Healing is not an added extra
which the Church may or may not
perform. It is evident from the
gospels that Christ saw preaching
and healing as the main compo-
nents of his ministry (Lk 18;
Mt.11:1-5), and that he wanted his
disciples to follow his example
(Lk 9:2). Rather than occupy a
peripheral role in relation to other
pastoral ministries, healing is an
integral part of the mission of the
Church. As religious working in
health care, we consider ourselves
privileged to be involved in the
world of the sick and suffering as
our ministry is situated at the heart
of Christ’s message – we are en-
gaged in charity/love at its most
practical. More people pass
through a hospital in a week than
a Church in a year, and the hospi-
tal is a door which is still very
much open to the Church. No-
body escapes exposure to suffer-
ing, whether it be as a patient or a
visitor/carer of a close relative or
friend.

5. It is important when dealing
with the elderly to remember that
the uniqueness of the healing
power of Jesus lay in his ability to
care, and this is something which
is far too often overlooked when
presenting Jesus and his ministry.
In concentrating so much on the
extraordinary (miracles) in the life
of Jesus we fail to notice the ordi-

nary (human warmth) which pre-
ceded the extraordinary. He did
not raise Lazarus from the dead
without first weeping for him and
accepting the reproaches of
Martha and Mary. He did not feed
the five thousand without first
having the humility to accept fish
and bread from a small boy in the
crowd. What we see and in fact
like to see are the extraordinary
things he did and we tend to over-
look the ordinary which preceded
the extraordinary.

2. Elderly Religious
and Priests

1. We should remember first
and foremost that priests, sisters
or brothers are members of the
human family with the same
needs as everyone else. I have
been privileged to see priests and
religious face suffering and the
aches and pains of old age with
great courage and fortitude. I have
also seen others struggle to come
to terms with their condition.
Priests and religious experience
the same traumas as others in
sickness, but there are some
shades and colouring which are
proper to our state.

2. Old Age and loss
When we attempt to look at the

challenges of advancing years we
must never lose sight of the fact
that besides physical and emo-
tional pain there is also spiritual
pain.
Illness and the advancing years

always involve some form of loss:
a) There is the loss of self at a

physical level.
Imagine the effect on your self

image brought about by mutila-
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tion, say in the form of an amputa-
tion.
b) The loss of the self at the lev-

el of identity.
Our ability decreases and our

debility increases bringing con-
stant fatigue. You saw yourself
very much in the light of the good
health you took for granted,
whereas now your leisure, plea-
sure and work are totally trans-
formed.
c) The loss of self at a relational

level too.
Many experience abandonment

by friends, parishioners and even
relatives.
d) The loss of self at an existen-

tial level.
This is when we can no longer

see any meaning to what we are
experiencing, when our values
don’t seem to be helping, when
we are asking a lot of ‘why me’,
‘why this’, ‘why that’ questions.

Basically old age involves:
a loss of space, as it takes us

from a situation where the whole
world was our village to now be-
ing confined to a very restricted
area of movement;
a loss of mobility where we are

dependent on a wheel chair or
confined to bed, and where we are
unable to perform even the most
basic of tasks, such as going to the
toilet unaided;
a loss of control over who in-

vades our confined space;
a loss of control over time as

medicines are administered at
times that convenience others
rather than me;
a loss of control over what is

done to my body, as for the
healthy their skin is a kind of bar-
rier (you won’t get under my skin)
whereas now needles, tubes, liq-
uids are regular unwelcome in-
truders;
a loss of contactwith friends, as

you can no longer go to people
and the ones you want do not nec-
essarily come to you.
Basically you lose your inde-

pendence: as one elderly priest
once put it to me – ‘when they
take away your trousers you know
you are going nowhere’. This loss
of independence involves an ex-
perience of separation from life’s
patterns, from work and play ren-

dering ‘the sick person the loneli-
est exile in the world’; an experi-
ence of fragmentation as you can-
not fulfil your ordinary role of
priest, nurse, teacher, administra-
tor; an experience of being deval-
ued as you are now a receiver and
cannot contribute. This often re-
sults in my faith becoming con-
fused and I find I can no longer
pray.

It is a very useful exercise in
dealing with the elderly to attempt
to put yourself into the shoes of
the person in front of you and at-
tempt to imagine what the likely
consequences might be for you
had you to cope with their losses.
When we can do this, then we are
moving beyond definitions and
are beginning to understand what
spiritual pain is.

3. ‘As you were in life so you
will be in old age’, is an old adage.
This certainly applies to priests
and religious. Those who during
their life were renowned for their
kindness, consideration, respect
and tolerance seem to become to-
tally consumed by these qualities
with the advent of old age and ill-
ness, and give incredible witness
without saying a word. On the
other hand, those who were awk-
ward, difficult, authoritarian or
cynical during their lives tend to
become almost impossible in old
age, as one or other of these qual-

ities seems to almost totally dom-
inate their later years. The old
adage: ‘as you have lived so shall
you die’, in my experience, is al-
most always borne out in reality.
This is a reminder to examine

carefully our attitudes at present
as that is how we will likely die!
Certainly a holy death is the last
great witness that we are called to
give as priests and religious, in-

deed as Christians. Rahner puts it
rather beautifully when he states,
that the comfort of time is ‘the be-
lief that to close life well is also to
attain oneself completely, with all
one has been and done, in strength
as well as in weakness’ (Theolog-
ical Investigations II).

4. Illness requires a lot of hu-
mility. Health-care professionals
tend to dread having doctors,
nurses and priests as patients. I
have often wondered why. Is it be-
cause we are too analytical and
consider ourselves to be very
knowledgeable about things med-
ical (‘a little knowledge being a
dangerous thing’), and more than
a little cynical in our dealings with
others? A wise doctor never med-
icates himself as it is almost im-
possible to be objective regarding
oneself. Perhaps it is not very easy
for us to adapt to the role of the
‘patient’ as all our formation was
geared to producing ‘leaders’ for
the assembly – to command!
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5. The vast majority of lay peo-
ple retire in their sixties. Religious
never really retire as the fact of
vows being for life is drummed
into us thus making the concept of
retirement rather alien. The priest
being a priest forever according to
the order of Melchisedech does
not easily adjust to ‘being’, as dis-
tinct from ‘doing’. Clergymen
very often experience great loneli-
ness in old age as there has been
little attention given during life to
developing genuine community,
and as a result they tend to over

identify with work. There is a lot
of emphasis during formation on
intellectual and pastoral training,
and on a ‘work’ at all costs men-
tality, with not enough attention
being given to the development of
a genuine spiritual life.A lot of at-
tention is given to external devo-
tions and discursive prayer with
little wise guidance on issues of
the interior life. This often results
in a great difficulty in letting go of
the ministry as the years advance
and coming to accept illness and
old age.
Much more attention needs to

be given during the sixty to seven-
ty period of life to preparation for
active ageing and preparation for
senior citizenship. I have found
many clergymen living in dread
of being ‘parked’ in a home with
fellow priests or religious and
having nothing whatsoever to do.
There is a very real fear of no

longer being productive, or of be-
ing seen by others as not being
productive.
I think, too, that the care of el-

derly priests should not just be the
concern of their bishop and fellow
priests. Certainly the community
he has served for years has a role
to play in his care. Often the priest
has been stationed in a parish for
years and is closer to his parish-
ioners than to his fellow priests. In
this regard, more attention should
be given to the location of the
priest’s retirement. He may well

welcome a transfer to a distant
home but it is not always the best
option, as it cuts him off from the
support of his people.

6. With regard to the fear of be-
ing ‘parked’, perhaps we need to
define what we mean by the term
‘elderly’. For me a person being
‘old’ has less to do with age and
much to do with attitude. You are
old when you are tired, disinter-
ested, closed into your own small
narrow world. I know eighty-year
olds who are a joy to be with and
who continue to share the wisdom
of the years to the great benefit of
those around about them, while I
have known other confreres and
priests who died at fifty but did
not get buried until their eighties.
Bishops and religious superiors
should seek to utilise better their
gallant and eternally young confr-
eres.

7. Professional religious people
worry in old age as to whether
they have urged a spirituality on
others that they have not fully
practiced themselves. The care-
giver should treat these self
doubts very seriously and not
pooh-pooh them or push them
aside as being the workings of an
over scrupulous conscience. I re-
member a renowned theologian
weeping on receiving the sacra-
ment of the sick because, in his
own words, ‘I have administered
the sacrament of the sick many
times, always paying meticulous
attention to the ritual, but without
ever really praying on the situa-
tion in front of me or personalis-
ing it for the person before me’.
There is a lesson here for all of us
as we do run the risk of being
seen as the little men of the ritual
incapable of applying the sacra-
ment in a personalised way to a
given situation in front of us. I re-
member a friend telling me that
he and his family were left in the
pouring rain in a cemetery for a
half an hour as the priest had for-
gotten his ritual and had to return
to the church to get it. How sad
that he could not say a meaning-
ful prayer over a corpse going
down into the earth without the
little book!

8. I Can’t Pray.
Very often you will hear reli-

gious and priests say when ill, ‘I
simply can’t pray’. I have heard
this lightly pushed aside, particu-
larly when voiced by a religious
sister, as attention seeking or false
humility. This kind of attitude
shows a total lack of understand-
ing of illness and of the spiritual
pilgrimage.
a)All of us pray within the con-

text of our lives. At the moment I
pray within the context of the fact
that I can get out of bed in the
morning, decide when I go to the
chapel, go for breakfast, celebrate
mass, and go about my daily rou-
tine. However, when I am sick, all
of this is turned on its head. Pray-
ing simply becomes more diffi-
cult. Listen to the words of the
saintly Cardinal Bernadin: ‘I
spent only one night in the inten-
sive care unit. Then they brought
me back to my own room, where I
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experienced the discomforts one
normally encounters after going
through intensive surgery. I want-
ed to pray, but the physical dis-
comfort was overwhelming. I re-
member saying to friends who
visited me, “pray while you are
well, because if you wait until
you’re sick you might not be able
to do it.” They looked at me, as-
tonished. I said, “I’m in such dis-
comfort that I can’t focus on
prayer. My faith is still present.
There is nothing wrong with my
faith, but in terms of prayer, I’m
just too preoccupied with the pain.
I’m going to remember that I must
pray when I amwell. I find myself
telling priests and parishioners
more and more to develop a
strong prayer life in their best mo-
ments so that they can be sus-
tained in their weaker moments”.
What an accurate and beautiful in-
sight.
b) Furthermore, we need to

bear in mind that loss of God is
not uncommon among those who
have progressed along the road to
sanctity. Look at St. Therese of
Lisieux and what she experienced
during the illness which was to
lead eventually to her death. Ini-
tially she experienced ‘a faith so
living and so lucid that the
thought of heaven was the sum of
my happiness. I couldn’t believe
that there really were godless
people who had no faith at all’.
But she soon entered a state of
emptiness where ‘everything dis-
appeared’ and she would experi-
ence only darkness filled with the
mocking voice of atheism: ‘it’s all
a dream this talk of a heavenly
country…and of a Godwhomade
it all… All right, all right, go on
longing for death. But death will
only give you – not what you
hope – but a still darker night, the
night of nothingness’. She would
write at one stage: ‘I no longer be-
lieve in eternal life; it seems to me
there is nothing beyond this mor-
tal life. Everything is brought to
an end. Love alone remains’. As
Gallagher notes, ‘this was the
strange secret of Therese that she
retained the core of faith which is
love, even while suffering the loss
of all emotional and intellectual
sense of faith’. At the experiential
level everything was gone but her

faith conviction remained. She
would write, ‘although I have no
feeling of faith, I still carry out the
works of faith’.
Recently we have learned

through the publication of her
writings that her namesake
Blessed Teresa of Calcutta strug-
gled for half a century with a des-
olate prayer life. Yet like St.
Therese she went about her acts
of faith from conviction even if
experience was very painful and
dry. She would write in prayer:
‘Lord, my God, who am I that
You should forsake me? The
child of your love – and now be-
come as the most hated one – the
one – you have thrown away as
unwanted – unloved. I call, I
cling, I want – and there is no one
to answer – no one on whom I
cling – no, no one –Alone.Where
is my faith – even deep down
right in there is nothing bur
emptiness and darkness’.
I am sure you would agree that

the sick person stating that ‘I can’t
pray’ is to be taken seriously.
c) On the other hand Joseph

Card. Bernadin would pen these
words thirteen days before his
death: ‘as I write these final
words, my heart is filled with joy.
I am at peace. It is the first of No-
vember, fall is giving way to win-
ter. Soon the trees will lose the vi-
brant colours of their leaves and
snow will cover the ground. The
earth will shut down, and people
will race to and from their destina-
tion bundled up for warmth.
Chicago winters are harsh. It is a
time of dying. But we know that
spring will soon come with new
life and wonder. It is quite clear
that I will not be alive in the
spring. But I will soon experience
new life in a different way. Al-
though I do not know what to ex-
pect in the after life, I do know
that just as God called me to serve
him to the best of my ability
throughout my life on earth, he is
now calling me home’.

9. All of which shows quite
clearly that spiritual pain, or ‘soul
pain’, is very real and it is impor-
tant that the pastoral assistant to
religious and priests are aware of
it. Rene Leriche defines pain as
‘the result of the conflict between

the stimulus and the whole per-
son’. Pain affects all aspects of
our personality: physical, emo-
tional, intellectual, spiritual. A
pain which is diagnosed as being
of a physical nature does not just
affect the body, but will invade all
other dimensions of our being, as
we cannot compartmentalise one
part of who we are and isolate it
from the other dimensions. Each
dimension is a part without which
the whole is incomplete, with no
one part functioning independent-
ly of the others.
I believe that it is important for

the pastoral assistant to distin-
guish between ‘disease’ and ‘ill-
ness’. ‘Disease’ is the structural
disorder in an organ or tissue that
gives rise to ill heath. ‘Illness’, on
the other hand, is the individual’s
experience of ill health, his expe-
rience of dealing with that struc-
tural disorder. ‘Illness both affects
and is affected by all aspects of
the sufferer’s being’ (A. Read-
ing).Any one or all dimensions of
our being are affected by the dis-
ease, and each dimension of our
being may have a profound effect
on the diseased limb. To para-
phrase Cassell one could say that
the identical disease in a different
patient results in a different ill-
ness, pain and suffering. So when
you find a different patient in the
same bed, in the same ward, of
the same age and sex, who is di-
agnosed with the identical disease
as last week’s occupant, you can-
not presume to treat them in the
very same way because you can
be sure that the effect of the dis-
ease on each of them will not be
the same.
No two people respond to the

challenges of old age in the same
way and this is an important con-
sideration in caring for the elderly.
Cicely Saunders, one of the

great pioneers of hospice care in
the later part of the twentieth cen-
tury speaks of ‘Total pain/Total
Care’, and goes on to describe
pain as an experience with differ-
ent overlapping and interweaving
aspects, namely physical, psycho-
logical, social and spiritual.

10. Pain is brought about not
just by disease but also by a break
with the expected normal func-
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tioning of the body, the intellect,
the emotions, and the spirit. How
important this is in old age.
In Christian terms when we

think of spiritual pain we immedi-
ately think of Jesus in the garden
of Gethsemane, or on the cross, or
perhaps we think of St. John of
the Cross and the ‘Dark Night of
the Soul’, but there are other
forms. When you are young and
well you have a sense of connect-
edness, of belonging, of align-
ment, of harmony and meaning.
On the other hand what you expe-
rience when there is disconnect-
edness, a sense of not being want-
ed, disharmony, and disintegra-
tion might be described as spiritu-
al pain. Nothing makes much
sense any more. The values on
which you have based your life
seem to be somehowworthless, to
be disintegrating before the fright-
ening lived experience of the pre-
sent moment. Spiritual pain arises
when the main tenets on which
you have based your life and your
actual experience of life as you
are experiencing it right now, no
longer gel and are, in fact, in a
state of conflict.

11. A factor in spiritual pain for
the elderly is the meaninglessness
created as a result of a break with
the expected normal network of
relationships that function to con-
nect one to life. A key ingredient
in that pain is the sense that the
normal network of relationships
and experience with life are fail-
ing to meet the individual’s needs,
and the expected satisfaction and
‘meaning making from life’ (P.
McGrath) are not forthcoming.As
such it overlaps into all aspects
from the physical to the psycho-
logical to the social to the spiritu-
al. Now, while definitions of
physical and psychological pain
are readily available, when it
comes to spiritual pain our defini-
tions become a bit hazy. However,
this is no excuse for shying off
and not attempting to verbalise
our intuitions and experience.

12. I will always remember
while working in the hospice,
where patients incidentally were
not exactly jumping out of their
skin at the idea of being consid-

ered among its hallowed guests, a
patient turning to me on the death
of his neighbour in the next bed
and saying: “I can’t think of a bet-
ter place to live” (note, not to die).
He was a healed man in so far as
he had accepted that while death
was just round the corner, he was
still very much alive within the
limitations imposed by his illness
and was living this moment.

13. It is not easy to go from be-
ing an active productive priest or
religious to finding that you have
reached your sell by date. The ef-
fort we make to understand, to
help people rediscover meaning,
to be truly present, which is none
other than true care, can restore
the will to live. Love in the form
of care can and does restore
meaning.
Pain is unpleasant and the

health-care professionals ad-
mirably seek to remove it, but this
does not necessarily work for
spiritual pain. I cannot give an as-
pirin for spiritual pain. In the
medical model we throw the indi-
vidual a life line to get him out of
the deep waters, in coping with
spiritual pain sometimes we have
to help them wait in the deep and
troubled waters. Spiritual pain is
not a problem to be solved but ‘a
question to be lived’. You walk
the walk with the person even
though you do not have answers,
but rather you help them to find
them.
Try to help them discover what

it is that connects for them. What
it is that gives meaning to this mo-
ment of their life. Give them
space to discover their inner re-
sources. Meaning can be restored
by helping them face the situa-
tion: ‘the best way out is always
through’ (Frost). ‘I have to see
that the uncertainty about what
the client and I are really there for
– is what we are really there for’
(Hillman). There will be confu-
sion, a sense of powerless, but this
is largely counteracted by the
sacrament of presence. Today
people are prepared to give things
but not always their time, to give
themselves, to truly listen. They
can no longer see much meaning
to what is happening to them, and
so we try to remember that ‘some-

one with a why can bear any how’
(Nietche). Listen and try to get to
know the person in pain. Stay
with the situation avoiding fight
overcoming a strong urge to do
something about the situation, and
flight by which we say oh, this is
not my territory, call the Camil-
lians. An African priest friend of
mine initially would write lovely
spiritual letters to his very sick
mother, but after a while he began
to acknowledge his own confu-
sion and powerlessness and ex-
press his desire to understand and
be present to her. His mother’s re-
sponse was ‘at last you are begin-
ning to understand what it is like
to be in my situation’.

14. The Role of Prayer.
I believe we should see prayer

as the point of arrival and not as
the point of departure. We do not
begin our pastoral encounters
with prayer as we know nothing
about the patient, but rather we
seek to eventually arrive at a situ-
ation where we can pray freely
with the patient. Our prayer
should show an awareness of the
situation as we have encountered
it (and in this way it is to a certain
extent patient led). This applies
also to the administration of the
sacraments: we should person-
alise the administration of them as
much as possible. Praying on the
situation we have encountered
makes the prayer more meaning-
ful, and also gives us an opportu-
nity to show that we have been
truly listening, truly present to
them. Naturally, this will involve
trusting your pastoral instinct.
We should pray with them and

not at them. With priests and reli-
gious they often appreciate the
Office prayed together, especially
when they have difficulties read-
ing.
We should be totally at home

with the ritual and the possibilities
which it offers.We do not recite it,
but rather pray it. I have my own
well thumbed ritual which is
made up of the essential parts of
the ritual and of prayers which ex-
perience has taught me touch the
lives of sick people.
The administration of the sacra-

ments is an essential part of my
ministry and a very privileged and
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humbling experience. I have been
privileged to see the power of
God at work through His sacra-
ments, which is inspiring and also
an opportunity for my own per-
sonal spiritual growth. The great-
est sermons I have heard on faith
have been preached by the dying
without a word been spoken. We
are so privileged to be allowed in-
to another person’s life at such a
profound level.
If in doubt as to whether to pray

or not, then you simply ask the pa-
tient and have your uncertainty
clarified.
There is nothing to prevent one

praying privately for the situation
encountered. As a matter of fact I
believe that as a professed practic-
ing Christian this is an obligation.

Conclusion

Every sick person wemeet is an
unopened book. The sick will be
our teachers if we are prepared to
enter the unknown, and be led by
them.
We should not underestimate

the preparation we have had right
from the beginning of our Christ-

ian pilgrimage and our religious
consecration. For example, I am
convinced as Camillians the spirit
given to St. Camillus has also
been given to each one of us, but
we must have the courage to exer-
cise it and to collaborate with the
grace it bestows.
For this reason I firmly believe

that that the most important
preparation in not the fact that I
am a doctor, a nurse, a theologian
or any other health-care profes-
sional, but rather the fact that I am
committed to my own inner jour-
ney. If I am, then I will be aware
of my own vulnerability, of my
own not knowing, and will be less
judgemental in my relations with
others. As Michael Kearney says
so beautifully, ‘it is the belief that
in this area it is not so much about
the skills I have but the self who I
am’.
Medicine and each one of us

need the mental conviction that
care is positive therapy, that it is a
medicine required by the sick per-
son just as much as the medica-
tions and operations. All dimen-
sions of the human personality are
touched in real healing. The hall-
mark of Catholic health-care has

always been personalised care:
‘You are called to humanise sick-
ness, to treat the sick as a creature
of God, a brother of Christ. You,
by your presence and your patient
loving charity, make faith in
Christ and the fatherhood of God
credible’ (John Paul.II).
Our challenge is to be healers –

to use the gifts the Lord has given
us, and to use them with love.

Rev. ANTHONY FRANKMONKS,
M.I.
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for Health Care Workers,

the Holy See.
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Elderly and Terminally-Ill
People are a Socially Important
Issue – Let’s Talk about it

Discussion about old age, death
and dying are as old as human his-
tory. However, in the 1950s and
1960s the Western world was so
confident about the progress of
technology and medicine, at the
same time trying to forget about
the war atrocities of the twentieth
century, that the subject of death
disappeared from both academic
publications and everyday speech.
It was discovered that the word
‘death’ was no longer used in col-
loquial and scientific language,
being replaced by numerous eu-
phemisms.1 Death in Western so-
ciety had become a taboo and peo-
ple were afraid to talk about dy-
ing.2 It was then that the medieval
idea of the hospice was revived
and rediscovered by Cicely Saun-
ders in the UK, Elisabeth Kubler-
Ross in the USA, and Mother
Theresa in Calcutta.3 Practically at
the same time, they started to talk,
confidently and openly, about dy-
ing and death, suggesting a return
to ancient and Christian care for
the terminally ill and dying. In this
spirit, the contemporary hospice
movement originated, which to-
day comprises thousands of hos-
pice centres for palliative medi-
cine all over the world. It is based
on the idea of disinterested and
humanistic care for the human be-
ing, inspired by Christian love for
one’s neighbour4 and open to all
religions and cultures, which was
demonstrated most beautifully by
Saint Mother Theresa of Calcutta5

through her service to the poor and
dying. In addition, the history of
the origin and development of
hospice care in Poland can teach
us that co-operation between the
Church, the health-care system
and the third sector (the term used
today to describe voluntary ser-
vice) can effectively improve the
situation of the elderly and termi-
nally ill through joint action.6 The
Catholic Church continuously
teaches about care for elderly and
the terminally ill.7 The mass me-
dia, which plays a key role in cul-
tural and social life, can be helpful
in educating the public about ways
of helping and changing the situa-
tion of the elderly8 and terminally
ill, as is proved by the recent expe-
rience of the hospice movement in
Poland.9

Solidarity and a Time
of Transition – the History
of VoluntaryWork
in Hospices in Poland

The development of the Polish
hospice movement officially start-
ed in 1981 in Krakow, after sever-
al years of work of the Diocesan
Synod introduced by Karol Cardi-
nal Wojtyła. It was a group of lay
people – health-care workers and
volunteers – who discussed better
care for people nearing the end of
their lives.As a conclusion to their
work, they decided to build a hos-
pice home similar to St. Christo-
pher’s Hospice in London. It was
difficult during the Communist
period and the project took many
years to finish. The hospice group

from Krakow contributed, howev-
er, with many publications and a
wide public discussion about the
end of life, especially in the
Catholic press.
In Gdansk, the birthplace of

Solidarity, health-care workers
and students used to gather in a
church. In 1983, during martial
law in Poland, the first home care
hospice team was formed which
gave help to the terminally ill and
the dying with great support from
the Church. It became a model for
creating more than a hundred
home care programmes in Poland,
based on the voluntary work of
physicians, nurses, chaplains, and
others. The Church was, and still
is, a very strong supporter of hos-
pice programmes in Poland. In
1987, Pope John Paul II acknowl-
edged the great amount of work
done by hospice volunteers when
he used the following words dur-
ing the meeting with sick and dis-
abled people, health-care workers
and volunteers: ‘I admire the hos-
pice, which has undertaken its ser-
vice in Gdansk and is spreading
into other cities. It was born out of
the common concern of the chap-
laincy and doctors standing by
their patients’beds about the prop-
er place and conditions for pa-
tients at the end of their lives. This
concern is expressed in their
shared attention to and nursing of
ill people in their homes, in heart-
felt and disinterested “self-sacri-
fice”’.10
This blessing was decisive for

the further development of the
hospice movement in Poland.
Bishops and parish priests became

PIOTR KRAKOVIAK

4.5 Volunteers Dedicated to the Care of Sick
Elderly People. NewWays to Involve People
in the Experiences of the Hospice Movement
in Poland
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more open to doctors, nurses and
other people and asked their local
church to start a hospice pro-
gramme. There was informal
training for doctors and nurses in
Poland. Many hospice volunteers
had had the opportunity to go to
London, and to be trained in St.
Christopher’s Hospice. A personal
friendship between Dame Cicely
Saunders and many of the Polish
doctors and nurses, as well as the
support of charitable organisa-
tions, helped to develop most of
the hospice programmes based on
voluntary service.
After the democratic changes in

1989, palliative medicine became
a part of the national health-care
programme. The first Palliative
Medicine Department was created
in the Medical University of Poz-
nan and this provided scientific
knowledge to voluntary struc-
tures.11 In 1994, the first home care
children’s hospice was established
in Warsaw, setting an example for
children’s hospices in Poland.12
Today in Poland there are around
200 hospice programs and another
200 palliative care units and local
palliative home care teams. There
are more than 400 hospice and
palliative care units altogether –
from big hospices and palliative
care university units through
smaller structures to small home
care units, run mostly by volun-
teers. Still, there are areas in
Poland with no adequate hospice
and palliative care.13

The Meaning of Spirituality
in Hospice Care.
The Participation
of the Church in Poland
in Palliative Care

With the development of pallia-
tive care, interest in religion and
spirituality has seemed to grow.
However, commentators on the
history and development of hos-
pice care may appear inclined to-
ward a viewpoint that sees that
something has been lost in recent
years from the original concept,
with the espousal of the thesis of
the secularisation of hospices.14
Apart from the historical dimen-
sion, current research and clinical
practice confirm that terminally-ill
patients and their families often

draw strength and hope from their
religious belief system and their
spirituality. During times of illness
and crisis, people may find that
their spiritual needs increase. At-
tention to religious and spiritual
needs can contribute to an in-
creased quality of life.15
Religion is the relationship be-

tween an individual and God and
is characterised by belief in, rev-
erence for, and desire to please,
that God. Patients with religious
faith are less likely to have unmet
spiritual concerns if their religious
needs are met. In the palliative-
care setting, a person’s faith, no

matter how strong or weak, will
influence, and be influenced by,
everything they experience as
death approaches.16 Spirituality
can be defined as whoever or
whatever gives one a transcen-
dent meaning to life. This is often
expressed as religion or a relation-
ship with God, but it can also refer
to other things: nature, energy,
force, and belief in the good of
all. Spirituality is important dur-
ing all phases of one’s health and
illness, but spiritual and religious
factors play an especially promi-
nent role in a patient’s experience
with terminal illness, the dying
process and death.17 Palliative
medicine is the only branch of
medicine to have its specific part
in the Catechism of the Catholic
Church,18 so it is important to re-

member that cooperation of the
Church with hospices and pallia-
tive medicine is a part of hospice
philosophy. Depending on the
other denominations, ecumenical
aspects play an important role in
religious and spiritual care for pa-
tients and their families.19
The Church in Poland, being in

most cases seen as the initiator of
hospices, established the position
of National Chaplain of Hospices
in order to sensitise the clergy to
the hospice movement. Rev.
Dutkiewicz was a lecturer and re-
treat leader in most of the seminar-
ies in Poland and gave talks in
most of the Polish dioceses about
the hospice movement and impor-
tance of the religious and spiritual
aspects of care. More than three
hundred priests and religious fig-
ures are involved full-time in pal-
liative medicine and hospice care
in Poland. There are others who
help as volunteers. Many students
in the seminaries choose hospices
as a pastoral field experience. To
achieve this, constant educational
work has been, and still is, needed.
In 1992, the First European

Congress devoted to the spiritual
and religious needs of hospices
and palliative care was held in
Poznan. It was jointly organised
by representatives of the London
Hospice and hospices in Poland.
The European meeting was at-
tended by clergymen and women
of various denominations and doc-
tors, nurses and volunteers inter-
ested in the spiritual aspects of
medicine and hospices.20 This im-
portant aspect of care calls for fur-
ther development and hopefully
more of such meetings will be
held in the future. Poland is the
venue of regular conventions for
hospice staff and volunteers. Spe-
cific local, regional and national
teams organise reflection days and
retreats for hospice teams. There
are also gatherings for hospice
chaplains and prospective chap-
lains. Many hospices also conduct
regular religious and spiritual
meetings, opening up to other
health-care workers and local hos-
pitals. Hospice care is a field
where, apart from professional
medicine and palliative care, the
importance of religious and spiri-
tual care is commonly acknowl-
edged. The Church and health care
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successfully co-operate in this
sphere.21
In 1999, on the initiative of the

National Chaplain of Hospices in
Poland, a training programme was
organised for hospice chaplains.
Among its guests was the Presi-
dent of the Pontifical Council for
Health Care Workers, Cardinal
Javier L. Barragán and the Polish
Minister of Health. Chaplains
from all over the country attended
it and achievements and chal-
lenges were presented by speakers
from Poland and lecturers from
the Vatican, the USA and Ger-
many.22 The experience was a sig-
nificant inspiration in the process
of the education of chaplains for
hospices and palliative medicine
units in Poland. In recent years,
the Catholic University of Lublin
has offered a post-graduate course
with elements of pastoral theolo-
gy, psychology and palliative
medicine, providing an excellent
training for hospice chaplains. In
2004, on the initiative of Caritas,
the 60th Week of Charity in the
Polish Church was devoted to pal-
liative and hospice care. All week
long, hospices were the subject of
liturgy in all churches and of reli-
gious instruction in schools and
during parish meetings. Thus, the
mission and tasks facing palliative
and hospice care could reach the
entire Church. This certainly
helped to break the barriers still
present in people’s thinking and
ease anxieties associated with the
word hospice.23
The process of informing the

clergy about helping the seriously
ill, the elderly and their families
continues. In 2007, the National
Chaplain of Hospices had a guide-
book published on helping fami-
lies suffering loss, bereavement
and mourning. Distributed free of
charge to all the hospices and pal-
liative medicine centres and dio-
ceses across Poland, this practical
guide will reach every parish and
help the bereaved in a more effec-
tive way. In addition, the book de-
scribes the typical problems en-
countered by priests meeting peo-
ple suffering from bereavement. It
also lists the most difficult cases
encountered during pastoral meet-
ings with the families of accident
victims, people who have commit-
ted suicide and missing persons.A

separate chapter is dedicated to
care for the elderly living at home
or in an assisted living facility.24

Public Education
and Encouragement for the
Voluntary Hospice Service

Following democratic changes,
after 1989 Poland and the whole
of Central and Eastern Europe
were faced with a completely new
socio-economic environment. A
drop in the number of volunteers
offering their help to charitable or-
ganisations, including hospices,
was noticed. This was due to the
fact that people started to seek
jobs en masse in order to cope
with the growing problems posed
by the new reality. The 1990s were
years of crisis for the voluntary
service in Poland. Thanks to the
inclusion of the hospice move-
ment and palliative medicine cen-
tres in the national health pro-
gramme, it was possible to pre-
serve ten years’worth of work ex-
perience by drawing on the volun-
tary hospice service. Many volun-
teers were engaged as hospice
physicians and nurses, as well as
chaplains, psychologists and so-
cial workers. However, by putting
hospices and palliative medicine
centres into an institutional frame-
work, the hospice movement was
slowly losing its exceptional char-
acter, with palliative medicine
specialists working together with
medical and non-medical volun-
teers, accompanied by a consider-
able involvement of the Church
community through its local
parish structures, religious life
communities or Caritas centres.
In response to a noticeable crisis

in the provision of selfless help,
charitable institutions made ef-
forts to promote voluntary service
ideas in the Church and society at
large. Caritas Poland developed
the volunteer network in schools
by establishing Caritas school
clubs.25 In addition, voluntary ser-
vices were established attached to
parishes – Caritas parish groups26.
Caritas can pride itself on the most
dynamic growth in the number of
volunteers, of whom there are now
over seventy thousand in Poland.
Many diocese Caritas branches, as
a part of their activity, also provide

palliative and hospice care, train-
ing and involving volunteers in
such care. The preparation and
distribution in all churches of cat-
echetic and homiletic materials for
the 60th CharityWeek in 2004 de-
voted to palliative and hospice
care helped immensely to promote
care of the elderly and the termi-
nally ill.27

Studies on the Development
of Voluntary Service in Poland

Since 2001, studies on volun-
tary service and philanthropy have
been carried out, commissioned
by the Klon/Jawor Association
and Voluntary Service Centre.
Presented below is a handful of
data obtained from those studies
in 2001 and 2006. In 2001, 10% of
those surveyed declared their in-
volvement as volunteers during
the previous year in the work of
institutions and organisations.
What does volunteers’ work in-
volve? One third of volunteers
working through organisations
and institutions worked directly
for those in need. 18% of volun-
teers collected funds. 17% partici-
pated in the preparation of events,
campaigns and celebrations. 14%
of volunteers devoted their spare
time to participation without re-
muneration in the deliberations of
a board, council, committee, etc.
70% of those who were not in-
volved in voluntary activities or
did not financially support any or-
ganisations or institutions said that
they did not do this because, first
of all, they had to take care of
themselves and their families.
59% claimed they have not been
asked by anyone. 53% said that
they had no time for social work.28
In 2006, over 21.9% (20% of

men and 24% of women), i.e. ap-
proximately 6.6m adult Poles, de-
voted their time to free work in the
interest of others. This is twice as
many as in 2001, although that
year saw the slow-down of growth
due to the opening of borders and
considerable economic migration
outside Poland. Who are volun-
teers? Women are slightly more
often involved in social work (last
year, 24% of women were in-
volved in voluntary work, com-
pared to 20% of men). Those with
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a background of higher education
account for the biggest group of
volunteers. As in previous years,
in 2006 young people (students
and pupils) predominated among
volunteers. Those over 55 were
found to take up voluntary service
much more seldom. Voluntary
work is done more often by those
in employment than by retirees
and pensioners. The popularity of
voluntary service considerably
differs between regions – in west-
ern and southern Poland, more
people admit to taking up such ac-
tivities than in eastern, northern
and central Poland. Why do they
do this? The most frequently cited
reasons for doing social work are
the volunteers’ moral, religious
and political beliefs (these are
mentioned by 50% of those sur-
veyed). 27% get involved in vol-
untary work expecting to receive
help in return in the future. 21%
take up social work because of
their interests or the satisfaction
they derive from it. The growth of
interest in voluntary service is apt-
ly illustrated by the following
chart:

Also of importance from the
point of view of cooperation be-
tween the Church and NGOs is the
clear correlation between the will-
ingness to offer selfless help and

involvement in religious practices
or concern about one’s own spiri-
tuality. According to the research,
among those participating in reli-
gious practices at least once a
week, nearly 26.5% supported
public service organisations
through their work, while nearly
40% offered some financial assis-
tance or in-kind donations to so-
cial organisations or movements.
This means that those who are
more religious become more often
involved in voluntary service.
Among those participating in reli-
gious practices less than once a
week, the share of volunteers and
philanthropists is lower – amount-
ing to 17.3% and 24.3%, respec-
tively.29

The New Faces of Voluntary
Hospice Service

Voluntary service in Poland has
started to gain in popularity
again.30 Hospices and palliative
medicine centres have searched
for new ways of reaching the gen-
eral public and encouraging self-

less help. The National Chaplain
of Hospices proposed a new way
of talking about hospice service
through co-operation with the me-
dia and public education about the

end of human life. The Hospice
Foundation created by the Nation-
al Chaplain of Hospices is a chari-
table organisation that supports
the hospice movement in Poland.
The 2004 national educational
campaign – ‘Hospice is Life, too’
– was launched on the main TV
channel in Poland, as well as in
other national and regional mass
media. For four weeks in October-
November there were around
1,000 media events regarding end
of life issues. Collaborating with
over 100 hospices from all over
Poland, and assisted by the TVP1
National Broadcasting Channel,
as well as by major newspapers
and radio stations, we were able to
create discussion on the hot issues
in palliative medicine and hospice
care. In November 2004 a special
blessing for all hospice patients
and their families, as well as hos-
pice workers and volunteers, was
imparted by Pope John Paul II.
With his trembling voice, he said:
‘Today in Poland, “Hospice Day”
is being celebrated; its motto is:
“Hospice is Life, too”. The care
given by workers and volunteers
to those who are terminally ill and
dying is a great work of mercy. I
ask God to reward their love and
dedication with his grace. I also
entrust those who assist the suffer-
ing in their own homes to Mary
Most Holy. God bless everyone’.31
As a result of the national hos-

pice campaign all the hospices no-
ticed: a breaking the taboo on end
of life issues, terminal illness and
problems of the elderly in the
mass media; a consolidation of
hospices and palliative care units
in Poland and a promotion of vol-
untary service for those in need;
and fundraising on a national and
local level.As a result of this cam-
paign, a website was created
which was the first source of hos-
pice and palliative care in
Poland.32 The description of the
campaign and the method of
reaching the general public
through co-operation between
hospices and the mass media is ac-
curately conveyed by the book
which provided an account of the
campaign and the process of dying
of a 19-year-old boy in a hospice.33
The second national campaign

gave the same results, reawaken-
ing the spirit of volunteerism in

Figure 1. Volunteers in NGOs, Social and Religious Movements
(percentage of adult Poles)

Taken from: Herbst J. and Gumkowska M., Wolontariat, Filantropia i 1%. Raport z
badań w 2006 (‘Voluntary activity, Philanthropy and 1%. Research for 2006’)
(Stowarzyszenie Klon/Jawor, Warsaw, 2007).
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Polish palliative care. 118 hos-
pices took part in the campaign,
discussing truthfulness toward the
end of life with the public. This
campaign was very successful in
public debates and concerts,
which were launched during the
first International Day of Hospice-
and Palliative Care around the
world. The result of the campaign
was a book – a handbook for hos-
pice workers and volunteers but
also for hospice patients and their
families.34 Subsequent ‘Hospice is
Life, too’public campaigns helped
to promote the hospice idea, en-
couraging new candidates to en-
gage in voluntary hospice service.
When people willing to do volun-
tary work presented themselves,
hospice centres were often not
ready to accept them and could not
prepare them for voluntary hos-
pice service through training.
Thus the idea emerged of a public
campaign devoted to voluntary
service, as a result of which hos-
pices throughout Poland are now
preparing and training voluntary
service coordinators. This idea is
being implemented by the Nation-
al Chaplain of Hospices and the
Hospice Foundation with the mot-
to ‘I Like to Help’.

“LUBIĘ POMAGAĆ”
“I LIKE TO HELP” programme

In 2007, the topic of the educa-
tional campaign supported by the
mass media was ‘hospice volun-
teers’. The Hospice Foundation
received a special grant to train
and supervise volunteer coordina-
tors from hospices in Poland.
There have been more than 100
hospices involved in this pro-
gramme. Most of them are from
rural areas which want to develop
the level of their service through
the involvement of more trained
volunteers. “I Like to Help” – the
training of hospice coordinators –
is a national initiative taken by the
National Chaplain of Hospices in
the hope that the vital element in
the hospice movement and pallia-
tive medicine will be given back
to the system of palliative care in
Poland. Hospices taking part in
this programme delegate the best
team member to voluntary work
as the volunteer coordinator and
leader. Information, promotion

and regular recruitment to the vol-
untary service is needed now. The
programme ‘I Like to Help’ is a
chance for those who want to en-
rich hospice care with the precious
help of hospice volunteers. One of
the results of this programme will
be the publication of a handbook
for hospice volunteers with the
hope that this will be a useful text-
book for all volunteers who care
for the elderly and the home-
bound. It could be of great help for
family members and other people
who help elderly and handicapped
people in their homes. The hand-
book will be available in 2008.
The next steps of the ‘I Like to

Help’ programme will be connect-
ed with voluntary activities in
schools and universities, with an
attempt to reach out to young peo-
ple willing to help and take up the

challenge connected with hospice
service. Hospice workers and vol-
unteers will create promotional
and educational programmes with
teachers and tutors, hoping to edu-
cate about end of life issues and to
recruit candidates for hospice vol-
unteers. At the end of this three-
year national programme of revi-
talising hospice volunteers, there
will be a special message sent to
the group of adults and ‘young re-
tirees’ called the 50+ group. Hos-
pices will be reaching out to local
parishes, clubs and organisations
for pensioners with information
about the possibilities of voluntary

service for adults. The ‘I Like to
Help’ programme is a way of
teaching about the end of life, but
also about care for the elderly,
handicapped and ill people in our
families and neighbourhoods.

‘Sentenced to Care’ -
Prisoners in Hospices.
NewWays of Re-educating
through Voluntary Service for
the Terminally Ill in Hospices

Among many forms of rehabili-
tation for prisoners there is the
search for voluntary activities and
re-education through various ac-
tivities.35 In the Gdansk Hospice,
prisoners, towards the end of their
re-education process, are allowed
to work in the hospice, and some
of them are trained as hospice vol-
unteers. They become part of the
interdisciplinary team, and collab-
orate successfully in the caring
team. The Hospice Information
Bulletin from London has com-
mented as follows on this conduct
test:
Prisoners in a hospice? Why

not? An innovative programme to
reintegrate prisoners into society
through voluntary work has
proved useful at Gdansk Hospice
in Poland. Over the past few years,
the project has helped to break
down stereotyping and our per-
ceptions of prisoners. We are less
scared of them now. They became
simply “our boys” in the hospice
team. This unusual cooperation
has attracted wide, national media
coverage including weekly maga-
zines, radio and television in
Poland, as well as German televi-
sion…Talking about this new op-
portunity for the hospice and pal-
liative care on the TV, Gdansk
Hospice Manager had said: “We
have the meeting of two dramas:
the drama of crime and the drama
of incurable illness and death.
Death is a circumstance, which
doesn’t leave anybody indifferent.
I believe that such places as hos-
pices, where we touch extreme ex-
periences, contain more radical
answers on questions regarding
our own attitudes”.36
The initial data shows that those

who work in hospices receive bet-
ter results in re-education and
have the chance to receive a re-
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duction in their sentences. The na-
tional pilot programme, with ten
hospices and ten semi-open prison
structures, will give a chance to
the prisoners whowill help the ter-
minally ill and their families. The
hospice teams and prison educa-
tors and psychologists will care-
fully study the project. Further re-
search in this area is needed to
confirm these initial data.

Conclusion

With the growing number of el-
derly, handicapped and terminal-
ly-ill people in our societies, we
are facing new challenges. The ex-
ample of the hospice movement in
Poland is a realistic example of the
possibility of collaboration be-
tween the Church, the health-care
system and volunteers who are a
great help for those in need. The
mission of the Good Samaritan
continues today, giving help to a
growing number of sick and elder-
ly people amongst us. The Church
should be present in discussion
and action for the needs of the ter-
minally ill and handicapped. Col-
laborating with health-care struc-
tures, supporting volunteers in dif-
ferent services, and giving reli-
gious and spiritual support is part
of our Christian and human mis-
sion. Pope Benedict XVI encour-
aged all health-care professionals
and volunteers, in his message for
the XVI Day of the Sick, which
was dedicated in particular to hos-
pice and palliative care:
I would like to encourage the ef-

forts of those who work daily to
ensure that the incurably and ter-
minally ill, together with their
families, receive adequate and
loving care. The Church, follow-
ing the example of the Good
Samaritan, has always shown par-
ticular concern for the infirm.
Through her individual members
and institutions, she continues to
stand alongside the suffering and
to attend the dying, striving to pre-
serve their dignity at these signifi-
cant moments of human existence.
Many such individuals – health
care professionals, pastoral agents
and volunteers – and institutions
throughout the world are tirelessly
serving the sick, in hospitals and
in palliative care units, on city

streets, in housing projects and
parishes.37
With traditional and new meth-

ods of recruiting volunteers, their
good energies should unite with
the professional skills of health-
care workers in hospices, nursing
homes and home care structures to
ensure better care for the elderly
and the terminally ill. Spiritual
help to achieve those goals can al-
ways be found in reciprocal prayer
for our patients and for the carers –
both professionals and volun-
teers:38 ‘Oh, God, Lord of Life,
send your Spirit onto all the sick,
especially to those who suffer
from incurable diseases, to console
them and bolster their faith. Grant
the strength of Your Holy Spirit to
all health and pastoral care work-
ers who help the sick. And make
them, always and everywhere,
have a profound respect for the
dignity of human life’.

Rev. PIOTR KRAKOWIAK SAC,
National Chaplain of Hospices

in Poland
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Introduction

My theme this morning is ‘Spir-
itual Support for Sick Elderly Peo-
ple: Sacraments and Prayers’.
Throughout this conference we
have been examining in a system-
atic fashion the many facets of the
noble and necessary work of car-
ing appropriately for our older
brothers and sisters who carry the
burden of illness. In this compre-
hensive portrait, we have exam-
ined the actual situation of the sick
elderly from a broad perspective
that is expressive of the complex
nature of the subject.

The Complex Nature
of the Human Person

The multi-faceted nature of the
human person as the embodied
spirits we are, originating in God
and destined for eternity, and the
density of the social and cultural
matrix that forms our milieu,
makes it necessary to do this work
if we are to meaningfully engage
our subject. Too frequently, in the
current intellectual and cultural
context marked by a certain empir-
ical pragmatism, we content our-
selves with fragmentary approach-
es that do not serve well the pro-
found depth of the human subject.
As our knowledge base continues
to expand rapidly, we tend to shift
our focus from one specialty to an-
other and risk losing sight of the
unified subject, the human person,
to whom this knowledge pertains
and around whom it is oriented.
While we have benefited im-
mensely by the increase in special-
ized fields of knowledge, the risk
of pursuing ever more intense spe-
cialization, particularly in relation
to the human person, is that we end

with an atomized vision. This Pon-
tifical Council, in response to the
invitation and direction of the
Holy Father in organizing this con-
ference, is performing a most valu-
able service to the Church and to
the world. By bringing together
these rich and varied fields of
knowledge about sick elderly peo-
ple, and stimulating a dialogue be-
tween those working most closely
in the field of their care with the
profound treasure of the Church’s
wisdom drawn from Sacred Scrip-
ture, the Fathers, the lives of the
saints, theological discourse, and
the lived experience of pastoral
life, a new depth of understanding
emerges. With such renewed un-
derstanding, our pastoral practices
take on a new vigor and zeal.

Focus on the Sacraments

As we approach the culmination
of this conference, I believe it is al-
together fitting that we now focus
our attention on that supreme ex-
pression of the Church’s pastoral
care for sick elderly people – that
is, her sacraments and her life of
prayer. Just as there are three
sacraments that belong to the be-
ginning of the great journey of
Christian life, the sacraments of
Christian Initiation as they are
commonly called – Baptism, Con-
firmation and the Eucharist, so
there are three sacraments that ac-
company the pilgrimage of life in
this earth to its completion. These
are the sacraments of Reconcilia-
tion, the Anointing of the Sick or
Extreme Unction, and the Eu-
charist or Viaticum as it is called
when administered to one who is
dying. These, as all the sacra-
ments, are part of the Church’s pil-
grimage as it journeys through

time towards its fulfilment in the
complete sharing in the glory of
Christ, crucified and risen.1 Before
considering these sacraments,
however, it will be helpful to see
where they are situated in the con-
text of the human reality of elderly
people who are ill.
A corollary of the human condi-

tion is that we are all needy per-
sons. This quality of neediness
emerges in greater evidence at
both ends of the spectrum of hu-
man life. The infant cannot survive
without sustained attention and
care for all of his or her needs. In
the second phase of life, as we
come into fuller possession of our
talents and capacities, we become
able to fend for ourselves for the
most part, with an obvious need
for social mutuality. As we enter
the third phase of life in advanced
age, we return to a more dependant
mode of existence in which we
have to rely on others for many of
our basic needs. Movement be-
tween these phases of our human
existence has profound resonance
on our sense of identity, value, and
self-worth.

Threats to the Dignity
and Value of the Sick Elderly;
theAsylumApproach

Dominant trends in our post-
modern culture tend to ascribe val-
ue only to those elements or forces
that are perceived to be produc-
tive. In this optic, elderly people
who are ill are not usually ascribed
much value or worth. On the con-
trary, they are frequently viewed in
a cruel perspective as burdens on
society, taking up valuable re-
sources. We tend to segregate the
elderly in homes that are often
places of isolation and loneliness,
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cutting them off from the natural
inter-generational flow of family
life. Much as the asylum rose in
prominence in the eighteenth and
nineteenth centuries as an attempt-
ed solution to crime and poverty,
in our day a new form of asylum
has emerged in which elderly ill
people are shut away from the
main stream of life in institutional
settings of one sort or another. As
the population of elderly people
increases dramatically, and this
trend is likely to continue, it raises
serious questions about the just
structuring of society as well as the
aptitude of our pastoral planning.
The late Pope John Paul II alerted
our attention to this when he said
in a discourse addressed to the
Second World Assembly on Age-

ing (Madrid, 8-12 April 2002):
‘Everywhere in fact there is taking
place a profound change in the
structure of population, a change
which requires new social plan-
ning. This involves discussion not
only of economic structures but al-
so of the understanding of the life-
cycle and relations between the
generations. It may be said that a
society shows itself just to the ex-
tent that it meets the needs of all its
members, and the quality of its
civilization is determined by the
way in which it protects its weak-
est members. How can we guaran-
tee the endurance of a society
which is ageing, and safeguard the
social security of older persons
and their quality of life? In re-

sponding to this question, we must
not be guided chiefly by economic
criteria; rather, we must be in-
spired by sound moral principles.
In the first place, the elderly must
be considered in their dignity as
persons, which does not diminish
with the passing years nor with
physical and mental deterioration.
It is clear that such a positive view
can flourish only in a culture capa-
ble of transcending social stereo-
types which judge a person’s
worth on the basis of youth, effi-
ciency, physical vigour or perfect
health. Experience shows that
when this positive view breaks
down older people are quickly
marginalized and condemned to a
loneliness which is a kind of social
death. And does not the self-es-

teem of older people depend in
large part on how they are viewed
in the family and in society?’
Homes and hospices for the sick

elderly, when they intentionally
pursue other means of facilitating
the vital familial and social net-
work of their residents, can and do
serve a most positive purpose.
This is poignantly the case when
these homes offer programmes
and services of a palliative nature
to elderly people approaching
death. Frequently, in the socio-
economic conditions in which
many families live today, it would
be virtually impossible for a good
number of families to provide a
dignified place for their senior
members to remain in the family

home, even if their physical health
is relatively good. This becomes
more problematic when the elder
member requires specialized care
and a more intense degree of sup-
port. If both spouses are employed
outside of the home, a senior living
in the home would be left alone for
long periods of time.
It is against this background of

human need in the lives of sick el-
derly people that the Church
reaches out, offering the embrace
of Christ’s love made concrete and
effective in her sacramental rites.
All of the other excellent pastoral
services rendered by the men and
women who surround the elderly
person who is ill – visitation,
prayer, counselling – are brought
to an intense culmination in the en-
counter with the living presence of
the Lord mediated by the sacra-
ments. What is spoken by the
sacramental sign is a demonstra-
tion that brings about and strength-
ens the communion that this per-
son enjoys with the living body of
Christ, and with Christ himself as
its head. This gives eloquent ex-
pression to the particular concern
of Christ’s Church for her sick and
suffering members in whom she
constantly recognizes an inalien-
able value and dignity which they
enjoy in God’s sight. While their
faculties may be failing, and ill-
ness and pain compromise their
ability to relate and to function,
they retain in the core of their be-
ing the splendour of their ontolog-
ical identity as creatures that God
created out of love and upon which
He imprinted His own Divine im-
age. Remembrance of the suffer-
ing and death of Jesus gives us the
certainty of faith that the same
love with which the Father beheld
His Son in his agony is offered to
the suffering members of Christ’s
body in their frailty and illness. In
the language of the Introduction to
the sacramental rite of Anointing
we read: ‘The man who is serious-
ly ill needs the special help of
God’s grace in this time of anxiety,
lest he be broken in spirit and sub-
ject to temptations and the weak-
ening of faith. Christ, therefore,
strengthens the faithful who are af-
flicted by illness with the sacra-
ment of anointing, providing them
with the strongest means of sup-
port’.2
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The Quest for Happiness

All people, especially sick elder-
ly people, desire happiness and
fulfilment. As Pope Benedict re-
marks ‘Man is created for that true
and eternal happiness which only
God’s love can give. But our
wounded freedom would go astray
were it not already able to experi-
ence something of that future ful-
filment.’3 This is the deepest long-
ing at the core of every human per-
son, and one way or another, this is
what shapes and drives the lives of
each one of us. We need then, to
pay respectful attention to the hu-
man heart and its profound long-
ings. How are we to find the full-
ness of life that our hearts seek?
This is the perennial question that
lies behind each and every noble
striving of human enterprise,
whether in art, literature, music,
architecture, or in economic af-
fairs, social or political life or any
other worthy human endeavour. It
will not do if all we have to offer in
response to the ultimate questions
that arise out of the suffering of the
elderly person who is gravely ill is
some sort of vague word of conso-
lation, or an opinion or some sub-
jective interpretation. In a marvel-
lous passage penned by the late
Don Luigi Giussani we read:
‘Christianity, conceived anew in
its structural originality, affirms in
the first place that the path to truth
is something objective . . . Man’s
path toward the truth, and toward
his destiny, is not at the mercy of
his thoughts, or of the thoughts of
others, or of the society in which
he lives. The path is objective – it
is not a matter of imagining it or
inventing it, but of following it. . .
A living reality that invites us to
follow it: this is the characteristic
proper to the Christian fact. This is
now the life of the Church. What
constitutes this life is, to be sure,
the reading of the Gospel, the
Word of God; but it is the Gospel
interpreted by the living awareness
of a living body, guided in turn by
another living reality, the Magis-
terium, and this body has its own
rhythm in the flowing of time,
namely, the Liturgy’.4 Each of the
Church’s seven sacraments is an
integral part of her sacred Liturgy.
They are by their very nature pub-
lic acts of worship given to God

that in turn bring the fruits of his
saving grace into the concrete need
of the lives of those who celebrate
them.

Catechesis

First among the considerations
concerning the place of the sacra-
ments in the care of the sick elder-
ly in our present situation is a
pressing need for more effective
catechesis. While many admirable
practices and programmes for
sacramental ministry to the sick el-
derly are prominent in the life of
large numbers of particular
churches, there are still many who
have only a vague notion of the
sacramental treasure of the
Church, or they may be ignorant of
it entirely. Every member of the
Church, and especially the sick,
ought to have a lively awareness of
the power and grace available to
them in the sacraments. To achieve
this, effective catechesis in prepar-
ing for and participating in the
sacraments of reconciliation,
anointing and Viaticum is needed.
Older people who are ill need en-
couragement to ask for the sacra-
ment of anointing as their illness
begins and not to put off the recep-
tion of the sacrament. It is of criti-
cal importance that those who care
for elderly people be given a care-
ful education about the essential
nature of the sacrament of anoint-
ing, an understanding of its pur-
pose, and an appreciation of its
meaning in the lives of those they
serve.

Threats and Challenges

As state agencies become ever
more prominent in the delivery of
health care in institutional settings,
new standards for what we have
traditionally referenced as ‘pas-
toral care’are being introduced un-
der the vague and frequently amor-
phous designation ‘spiritual care’.
Genuine pastoral care has to do
with shepherding; there is so much
more than the provision of emo-
tional and vaguely spiritual sup-
port, good as these may be. The
mission of pastoral service to the
elderly who are ill is thoroughly
incarnational. This, of course, in-
corporates immersion into the full

humanity of those who are served,
but it is radically deficient if it
does not make primary reference
to the God who has become incar-
nate in the human flesh of his Son.
The sacraments are the effective
signs and instruments of rendering
the incarnate Christ present to the
one who receives them in faith. As
such, they must ever be regarded
as having pride of place in any au-
thentic plan of Catholic pastoral
care. Also, many government reg-
ulated facilities are turning more
and more to lay men and lay
women professionally trained in
programmes of clinical-pastoral
education to fulfil the position of
official chaplain. Sometimes these
training programmes make little or
no reference to the place of the
sacraments in the delivery of ordi-
nary pastoral care. It happens that
a priest going to such institutions
to attend to elderly people who are
sick is regarded as a more or less
unnecessary ‘extra’ who is seen as
intruding. It is highly desirable and
necessary that there be a true spirit
of respectful collaboration among
all those who are serving the sick
elderly, and especially among
those directly involved in pastoral
dimensions of that care. With the
ratio of the number of priests
available to serve the faithful de-
clining in many places, it is all the
more necessary that there be a har-
monious relationship between lay
people and priests who work with
the sick elderly. A powerful per-
sonal experience springs to mind:
during the first years after my ordi-
nation I served in a parish where
there was a Catholic hospital im-
mediately adjacent to the parish
church. While there was a pastoral
care department in the hospital, no
priests were available other than
the parish staff. One of the reli-
gious sisters on the nursing staff of
the hospital, a spiritual daughter of
Saint Marguerite d’Youville – the
foundress of the Grey Nuns – was
in the habit of visiting seriously ill
patients during her spare time.
With gentle kindness but also dis-
creet persistence, she would pre-
pare them to receive the sacra-
ments of penance, anointing, and
holy communion. As I made my
sometimes rapid daily visits to the
wards of the hospital, on my way
to other duties in the parish, Sister
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would quietly direct me to this or
that room where she would simply
indicate ‘they are ready’. Sister
Cecile was deeply loved by the pa-
tients and their families who went
through that hospital, and I shall
not quickly forget her discreet and
kindly support to me in my priest-
ly ministry.
Professionalizing the function

of chaplains in facilities that care
for the sick elderly, sometimes can
introduce an unnecessary and
harmful note of tension between
the institutional ‘chaplain’ and the
‘pastor’ of the patient or resident.
While the chaplain has the imme-
diate responsibility to see to the
appropriate pastoral care of the
resident, it is necessary to remem-
ber that this same resident or pa-
tient came from a parish commu-
nity and at least ideally remains
bonded to that community. Chap-
lains need to be in contact with
pastors, and pastors cannot simply
delegate their pastoral responsibil-
ity to the institutional chaplain. It
is of great solace to sick elderly
people to be visited by their own
parish priests, to receive the sacra-
ments at their hands when feasible,
and to know that their illness has
not cut them off from their com-
munity.
Access to proper pastoral care

and the sacraments, in particular, is
menaced in many circumscrip-
tions arising from ‘privacy laws’.
Frequently, patients who are being
admitted to hospitals or nursing fa-
cilities are not asked to disclose
their religious affiliation, and hos-
pital staffs are forbidden to dis-
close any personal information
about these patients or residents.
At the same time, priests and pas-
toral volunteers are forbidden to
visit patients who have not specifi-
cally requested that they do so.
Thus it happens that many patients
who are admitted in a condition in
which they are not able to make a
request are deprived of pastoral
visitation and the sacraments. To
overcome this, vigorous efforts to
educate the Catholic community to
the need to clearly and prominent-
ly identify themselves as Catholic
are needed. In certain places iden-
tification cards or bracelets are
available that Catholic people can
wear or carry that state: ‘I am
Catholic. In the event of an acci-

dent or serious illness, please call a
priest’.
If our recourse to the sacraments

in caring for the sick elderly is to
be appropriate and meaningful, we
must have a clear understanding of
the nature and dynamism of these
sacraments. In the sacrament of
Anointing of the Sick, it is Christ
the Lord who acting through the
person of the sacred minister,
comes to touch the life of the sick
person. In the Gospel of Mark this
anointing is alluded to as we see in
Jesus sending out of the twelve:
‘And they cast out many demons,
and anointed with oil many that
were sick and healed them’ (Mark
6: 13). St. James, the brother of the
Lord, explicitly charges the ‘elders
of the Church’ to anoint those who
are sick and he specifies the effect
of this powerful prayer: ‘Is any
among you sick? Let him call for
the elders of the Church, and let
them pray over him, anointing him
with oil in the name of the Lord;
and the prayer of faith will save the
sick man, and the Lord will raise
him up; and if he has committed
sins, he will be forgiven’ (Jm 5:
14-15). Here we find the scriptural
foundation of the Church’s belief
and teaching about the Anointing
of the Sick.
The power of the Holy Spirit is

signified and becomes operative in
the anointing with oil that is
blessed for use in this sacrament.
Pope Paul VI when promulgating
the rite of Anointing of the Sick
currently in use in the Latin
Church clearly affirms this prac-
tice of the Church rooted in Scrip-
ture and Tradition: ‘From ancient
times testimonies of the Anointing
of the Sick are found in the
Church’s Tradition, particularly
her liturgical Tradition, both in the
East and in the West. Especially
worthy of note in this regard are
the Letter which Innocent I, our
predecessor, addressed to Decen-
tius, Bishop of Gubbio and the
venerable prayer used for blessing
the Oil of the Sick: “Send forth, O
Lord, your Holy Spirit, the Para-
clete,” which was inserted in the
Eucharistic Prayer and is still pre-
served in the Roman Pontifical.’5 It
is necessary to avoid anything that
suggests a quasi-magical sense of
the power of the Sacrament of
Anointing. The grace given by the

Holy Spirit in the sacrament is in-
deed powerful and efficacious, but
it presumes faith. The one who is
sick is saved by his faith and the
faith of the Church. This faith
holds in mind the death and resur-
rection of the Lord from which it
draws its power, while longing for
the fullness of the coming ‘reign of
God’ of which it is the pledge.
While it must be noted that a per-
son need not be conscious in order
to receive and benefit from the
Sacrament of Anointing, neverthe-
less there must be at least an im-
plicit desire to receive this grace.
Whenever possible, the mind and
heart of the one who is to receive
the Sacrament ofAnointing should
be helped to prepare for its recep-
tion by reflection and prayer, and
by a prior reception of the Sacra-
ment of Reconciliation whenever
it is necessary. This sacramental
confession can be celebrated dur-
ing the introductory rite, bearing in
mind the need for privacy during
this portion of the celebration.

Names and Meanings

There is no better summary of
the reality and effects of the sacra-
ment of anointing than that found
in the decrees of the Council of
Trent: ‘This reality is in fact the
grace of the Holy Spirit, whose
anointing takes away sins, if any
still remain to be taken away, and
the remnants of sin; it also relieves
and strengthens the soul of the sick
person, arousing in him a great
confidence in the divine mercy,
whereby being thus sustained he
more easily bears the trials and
labors of his sickness, more easily
resists the temptations of the devil
‘lying in wait’ (Gen 3:15), and
sometimes regains bodily health, if
this is expedient for the health of
the soul’6 From this we learn the
central role of the Holy Spirit op-
erative in this sacrament to take
away sins, to give courage and
strength to the sick person and
help in resisting temptation, and
sometimes to effect bodily heal-
ing. We can also attribute to the
Council of Trent the practice of re-
ferring to this sacrament as the
sacrament of the dying, since it has
special significance when a person
is nearing the end of their life. The
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doctrinal clarity of the decree of
the Council of Trent specifies that
the priest is the proper minister of
the sacrament.7 The subsequent
teaching and practice of the
Church has confirmed this and it is
recently reaffirmed in the contem-
porary Code of Canon Law.8

In the present practice of the
Church, and for sound reasons, we
usually now refer to the sacrament
as the ‘Anointing of the Sick.’As
was clarified at the SecondVatican
Council, this sacrament, previous-
ly called ‘Extreme Unction,’ is not
a sacrament for those only who are
at the point of death. A more gen-
erous access to the sacrament is in-
dicated for any person who begins
to be in danger of death from sick-
ness or old age.9 It is of the great-
est importance that this clarifica-
tion be clearly known by sick el-
derly people themselves, and by
the members of their families and
those who provide care to them.
An increasing awareness is needed
to appreciate the full ecclesial di-
mension of this sacrament. It is
never a merely private act, but it
concerns the entire Church. The
Decree of the Second Vatican
Council, referring to the letter of
the Apostle James makes this
abundantly clear as we read: ‘By
the sacred anointing of the sick
and the prayer of her priests, the
whole Church commends those
who are ill to the suffering and glo-
rified Lord, asking that he may
lighten their suffering and save

them (cf. James 5:14-16). She ex-
horts them, moreover, to con-
tribute to the welfare of the whole
People of God by associating
themselves freely with the passion
and death of Christ (cf. Rom. 8:17;
Col. 1:24; 2 Tim. 2:11-12; 1 Pt.
4:13)’.10
The Sacrament of the Anointing

of the Sick is becoming an increas-
ingly visible reality in the normal
life of the Church. Thanks to a
deeper appreciation of its healing
grace, and to the powerful witness
of well publicized communal cele-
brations of the sacrament on the
occasion ofWorld Day of the Sick,
there is a growing sense of desire
to have access to this sacrament.
Of course, there is also a constant
need for pastoral vigilance to see
that the sacrament is not abused by
a trivial or frivolous attitude. Usu-
ally, in dealing with the sick elder-
ly this is not a prominent concern.

Continuing the Healing
Mission of Jesus

Many of our Catholic health-
care institutions incorporate this
description as a part of their mis-
sion statements or other proclama-
tions of the intent and identity of
their work. Indeed, a fuller under-
standing of the Church sees her as
a universal sacrament of salvation
for all times and all peoples. But
the task of the Church is not some-
thing she has imposed on herself.
The Church receives her mission
from the Lord, whose body she
forms. With Christ as the living
head of the body, and we its mem-
bers, we are to carry on his saving
mission in the world today. All
through the Gospel we encounter
signs of Jesus loving concern for
the sick, the poor and the suffering.
He sent out his apostles to heal the
sick as we read in Mark’s Gospel:
‘And he called to him the twelve,
and began to send them out two by
two, and gave them authority over
the unclean spirits... And they cast
out many demons, and anointed
with oil many that were sick and
healed them’. (Mk 6:7, 13) We see
from the text of the letter of the
Apostle James, that the early
Church understood her mission to
include this continuance of Jesus
healing presence and mission: ‘Is

any among you sick? Let him call
for the elders of the Church, and
let them pray over him, anointing
him with oil in the name of the
Lord; and the prayer of faith will
save the sick man, and the Lord
will raise him up; and if he has
committed sins, he will be for-
given’ (Jm 5: 14-15). The double
action of healing and forgiving
sins is not a casual juxtaposition
but a poignant indication that in
the ministry of the Church the life
and power of the Risen Christ is
effectively present.
Contemporary efforts to cate-

chize the sick elderly and those
who surround them need to contin-
ue to lay the ground work so that
this grace filled encounter with the
Lord in the sacrament of Anoint-
ing is not put off until the moment
of death. Once again, the nomen-
clature is instructive and revealing.
As stated in the Catechism of the
Catholic Church, ‘Over the cen-
turies the Anointing of the Sick
was conferred more and more ex-
clusively on those at the point of
death. Because of this it received
the name ‘Extreme Unction”11.
Obviously, if the Sacrament of the
Sick is viewed primarily as the
Last Anointing, this will deter
many from having access to it. .

Anointing of the Sick
as a Celebration
of theWhole Church

This sacrament, as indeed all of
the Church’s sacraments is a pub-
lic act of the whole Church, a part
of her sacred Liturgy. ‘Ideally the
anointing takes place in the midst
of the family, perhaps with the par-
ticipation of nurses (and doc-
tors?)... If this happens in the pres-
ence of the whole parish commu-
nity, it would be even more effec-
tive for both the sick and the faith-
ful. It would be advisable to have
such a communal celebration of
anointing once or twice a year, but
it has to be well prepared ahead of
time... Common celebrations al-
low them (the sick) to experience
how closely the whole community
accompanies them with their
prayers and support’.12 This re-
newed emphasis on the ecclesial
dimension of the sacrament that
involves the whole Church is com-
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pletely consistent with the princi-
ples guiding the entire liturgical
life of the Church as set forth by
the Second Vatican Council. The
Church’s liturgy is never private,
but it manifests the nature of the
Church as a community of salva-
tion and has effects on its life.
Looking at the communal di-

mension of the celebration of the
sacraments with the sick elderly,
we also discover that the sick are
not merely passive recipients of
grace. They make a powerful con-
tribution to the good of the entire
Church. This consciousness, if
well communicated, could do
wonders to offset the erroneous
notion that the elderly have noth-
ing to contribute. The very rite of
the sacrament of Anointing ex-
horts those who receive it, ‘to con-
tribute to the welfare of the whole
people of God by associating
themselves freely with the passion
and death of Christ (see Rom 8:17;
Col 1:24; 2 Tim 2:11-12; 1 Pt
4:13)’.13 In the Catechism of the
Catholic Church we are again re-
minded that in the celebration of
the Anointing of the Sick they (the
sick) should be ‘assisted by their
pastor and the whole ecclesial
community, which is invited to
surround the sick in a special way
through their prayers and fraternal
attention’.14 The following article
in the Catechism recommends that
the setting for this communal cele-
bration is ideally during the Eu-
charist.15

Strength in Suffering as a Grace
of the Sacrament of Anointing

Despite our most valiant efforts
to care for the sick elderly, suffer-
ing remains a part of life. Does this
mean that there is some sort of in-
sufficiency in the grace of the
sacrament of Anointing or the Eu-
charist? Such thinking threatens to
creep into the practice of certain
less mature charismatic-style
prayer groups. It can be profound-
ly damaging and constitutes a real
hindrance to sound pastoral prac-
tice. The strength and healing that
one receives in this sacrament
deepen the presence and dy-
namism of the Holy Spirit in the
interior dimension of the life of the
recipient. As the then Cardinal

Ratzinger wrote: ‘A worldview
that is incapable of giving even
pain meaning and value is good for
nothing. It falls short precisely at
the hour of the most serious crisis
of existence. Those who have
nothing to say about suffering ex-
cept that we must fight against it
are deceiving us. It is, of course,
necessary to do everything one can
to lessen the suffering of the inno-
cent and to limit pain. But there is
no human life without suffering,
and he who is incapable of accept-
ing suffering is refusing himself
the purifications that alone allow
us to reach maturity. In commu-
nion with Christ, pain becomes
meaningful, not only for myself, as
a process of ablatio in which God
purges me of the dross that con-
ceals his image, but beyond me,
for the whole, so that we can all
say with Saint Paul: ‘But now I re-
joice in my sufferings for you and
so complete in my flesh what is
still lacking in the afflictions of
Christ for the sake of his body, the
Church’ (Col 1: 24).16

What Does Suffering Mean?

What afflicts the sick elderly to-
day far more than their physical
discomfort and pain is the malign
suggestion that their suffering is
without meaning or value. This
cruel and inhuman proposition
reaches far beyond merely elderly
sick people. There is, to be sure, a
certain ambiguity in the experi-
ence of undergoing suffering, es-
pecially when the suffering is in-
tense. We do not grow in suffering
if we endure it only for its own
sake. There is a transcendent mys-
terious quality in suffering that
comes to the fore when we under-
stand our sufferings in relation to
those of the Son of God. ‘The heal-
ing effect of the sacrament is de-
signed to calm the sick people and
enable them to integrate their sick-
ness and its consequences into
their lives in a Christian way’.17
Again, we must be careful to

avoid any magical notions of the
authentic healing power of the
Sacrament of Anointing, or of any
sacrament for that matter. In its
Constitution on the Sacred Litur-
gy, the Second Vatican Council re-
minded us that: ‘The purpose of

the sacraments is to sanctify men,
to build up the Body of Christ, and
finally, to give worship to God.
Because they are signs, they also
instruct’.18 Through the celebration
of the Sacrament of the Anointing
of the Sick we deepen our under-
standing of suffering by a discov-
ery of its profound place in our re-
lationship with God.
The sacraments of Penance,

Anointing of the Sick and Vi-
aticum bring a powerful grace to
the dark mystery of suffering. In
the Introduction to the rite of the
sacrament we read: ‘Sickness and
pain have always been a heavy
burden for man and an enigma to
his understanding. Christians suf-
fer sickness and pain as do all oth-
er men; yet their faith helps them
to understand better the mystery of
suffering and to bear their pain
more bravely. From Christ’s words
they know that sickness has mean-
ing and value for their own salva-
tion and for the world’s; they also
know that Christ loved the sick
and that during his life he often
looked upon the sick and healed
them’.19

Suffering and Understanding

In a true sense, the mystery of
suffering reveals man to himself.
The liturgy of the Anointing of the
Sick, as all liturgy, points us be-
yond what we can see and experi-
ence with the limitations of our
corporeal being. Again, the words
of the former Cardinal Ratzinger
are instructive: ‘Liturgy is not only
concerned with the conscious
mind and with what can be imme-
diately understood at the superfi-
cial level, like newspaper head-
lines. Liturgy addresses the human
being in all his depth, which goes
far beyond our everyday aware-
ness; there are things we only un-
derstand with the heart; the mind
can gradually grow in understand-
ing the more we allow our heart to
illuminate it’.20 It is this personal
transformation that the grace of the
sacrament brings about in the
depths of the person who receives
it. This personal interior change
gives us an entirely new perspec-
tive. We read in the Catechism,
‘Christ invites his disciples to fol-
low him by taking up their cross in
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their turn. By following him they
acquire a new outlook on illness
and the sick. Jesus associates them
with his own life of poverty and
service’.21

Conclusion

The spiritual support offered to
sick elderly members of the
Church in her sacraments and
prayers transforms the experience
of suffering and sickness by re-
vealing something of its mystery.
As we pray for healing, we know
that God is the source of all heal-
ing, whether of the body, the mind
or the soul, and God knows what
we need before ever we ask. The
hand of Christ that reaches out to
forgive, to heal and to nourish in
the sacraments of Penance,
Anointing of the Sick and Holy
Communion, is the hand of the
risen and glorified Christ, yet it
still bears the distinct mark of the
nail that pierced it through. We are
not made immune to the mysteri-
ous burden of suffering by the
sacraments or prayer. Bravely
shouldering that burden in the
company of the Lord, we are
drawn ever more deeply into the
heart of Christ where we discover
the unspeakable joy of the eternal
communion of love that is ex-

changed mutually between Father,
Son and Spirit. This is the certitude
of faith that transforms and gives
life as expressed in the words of
Saint Paul: ‘Of this I am sure: nei-
ther life nor death, neither angels
nor powers, neither things present
nor things to come, no authorities,
neither height nor depth nor any
creature at all can separate us from
the love of God that is in Christ Je-
sus our Lord’ (Rom 8, 38).

H.E. Msgr. JAMESWINGLE,
Bishop of Saint Catharines, Canada,
Member of the Pontifical Council for

Health Care Workers,
the Holy See.
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Introduction

1. I would like to begin my pa-
per, which is the last of this inter-
national conference held in the
Vatican in 2007, by congratulating
His Eminence Cardinal Lozano
Barragán on this initiative of the
Pontifical Council for Health Care
Workers relating to the study of
pastoral care for sick elderly peo-
ple. This is a study of great con-
temporary relevance because with
the increase in average life spans
the number of people over the age
of seventy-five has also increased
and to them, when they are ill,
must be provided special care and
treatment so that they can be as-
sured a sufficient quality of life.

2. The subject that has been en-
trusted to me, namely ‘visiting
sick elderly people’, is essentially
pastoral in character and refers to
continuous presence with the most
elderly who suffer the normal ill-
nesses of growing old. As an inter-
esting fact, we can state that in my
parish of Lisborn, which is in the
centre of the city and has a popula-
tion of about 25,000 inhabitants,
the ultimate census revealed that
there were 602 people over the age
of ninety and a few thousand peo-
ple over the age of seventy-five.
Visiting such people during peri-
ods of infirmity is one of the most
important activities of those priests
and groups of volunteers who
form a part of the parish unit for
pastoral care in health.

3. In this paper the subject will
be divided into three parts: visiting
sick people, a work of mercy; who
the sick people that we visit are
and where they are; and the human
and Christian support that we offer
them.

1.Visiting Sick People –
aWork of Mercy

1. In the Christian life it is not
enough to receive the mercy of
God. Although Jesus expresses in
many ways the mercy of the Fa-
ther, he also asks us to showmercy
towards our brothers and sisters.
– The Catechism of the Catholic

Church (CCC, n. 2447) tells us this
expressly: ‘The works of mercy
are chaitable actions by which we
come to the aid of our neighbour in
his spiritual and physical necessi-
ties....in feeding the hungry, shel-
tering the homeless, clothing the
naked, visiting the sick and impris-
oned, and burying the dead.
Among all these, giving alms to
the poor is one of the chief wit-
nesses to fraternal charity; it is also
a work of justice pleasing to God
(Mt 6:2-4)’.
– Physical and mental illnesses

are an evident sign of human
frailty and point to man’s need for
salvation (CCC, n. 2448). The so-
cial relationship animated by char-
ity which is obtained through visit-
ing allows an alleviation of suffer-
ing and the beginning of care for
sick people who, indeed, are char-
acterised by loneliness.
– Visiting sick people also al-

lows a correlation through them of
various works of mercy. Helping
people who because of their age
and their illnesses cannot go out of
their homes; bringing them some-
thing to eat (feeding those who are
hungry); tidying up their homes;
attending to their needs at the level
of hygiene (clothing those who
need clothes and bringing people
home); advising, consoling and
comforting (works of spiritual
mercy). This is a ‘complete ser-
vice’, a gesture of love, of real sol-
idarity, of sharing offered by the
Christian community.

2. These gestures of mercy are
support for the body, with its ne-
cessities, and for the spirit, which
is so often without understanding
and help. In a special way the sick
elderly are enveloped in an im-
mense loneliness. They are by now
without colleagues because for
some time they have left their
places of work. They are also with-
out friends given that these latter
have died and very often they do
not have families because their
near or distant relatives are in-
creasingly few in number. This is
the syndrome of loneliness.
– ‘If pastoral care is the activity

of the Church by means of which,
here and now, the salvific action of
Christ is implemented’, we may
ask ourselves: how will these el-
derly and sick people be saved?
Salvation must be overall, with re-
sponses at a human level, at a so-
cial level and at a spiritual level.
Pastoral care in health must ac-
quire this triple process of inter-
vention.
– There is an urgent need for co-

operation between pastoral care in
health and social pastoral care.
‘Nobody preaches to people with
empty stomachs’. If you want to
bring each one of these sick people
nearer to God, it is necessary to
guarantee them the health care, the
social conditions, the family rela-
tionships, and the friendships that
ensure that they have dignity. All
agents of a shared pastoral care
must be called to provide care to
sick elderly people and in practice
create conditions for holistic care
that involves bio-spycho-social
and spiritual support.

Integrated pastoral care in health
meets all the problems to which
sick elderly people need an an-
swer. This is what visits to sick el-
derly people seek to achieve.
– Visiting is synonymous with

VITOR FEYTOR PINTO

4.7 Visiting Sick Elderly People



189DOLENTIUM HOMINUM N. 67-2008

humanising. The humanisation of
care, which is a true expression of
a human relationship, becomes in-
dispensable. Paying attention to
the kind of relationship that exists
which cannot amount to mere
technical activity presupposes a
relationship that contains expres-
sions of tenderness, understand-
ing, and listening, all of which are
indispensable if one wants to
achieve a truly human relation-
ship.
– The pastoral relationship of

help constitutes the central core. It
is converted into a form of evange-
lisation given that it cultivates
proximity, a confermed presence,

knowledge of the person, symbol-
ic language, and a suitable pro-
claiming of Jesus Christ the Sav-
iour.
– The time spent visiting can be

transformed into a privileged time
for prayer. Sanctification, in ob-
taining full and perfect commu-
nion with Christ, provokes a dia-
logue of intimacy in which it is
God who speaks and where both
the visitor and the sick person be-
come involved in the context of
peace that only prayer manages to
create. The Word of God is an ele-
ment that is indispensable in in-
creasing spirituality, that en-
counter with God that is gradually
created. Humanisation, evangeli-
sation and sanctificaton are the
steps that should be integrated into
the pastoral relationship of help
when a sick person is frequently

visited, above all if the elderly per-
son concerned is aware that he or
she is living the most important
moments of his or her life, the time
of great synthesis.

2.The Sick Elderly People
that we Visit

1. One may speak of an overall
syndrome in the case of sick el-
derly people. The sick person suf-
fers from everything, complains
about almost everything, and has
so many things to say that reflect
his or her situation. Despite all of
this, there are three aspects that

most characterise a sick elderly
person: growing old, loneliness,
and opportunistic illnesses.
– Growing old, with conse-

quences at the level of being able
to walk, with complications as re-
gards sleep and rest, with require-
ments at the level of alimentation,
with greater care needed as regards
the heart, the respiratory system,
the cerebral vascular system, and
the central nervous system.
– Loneliness, given that these

people are gradually abandoned
since even their children feel that
they no longer have the time to
spend timewith their parents given
that they have their own famlies,
their jobs and other interests. It of-
ten happens that sick elderly peo-
ple are put in institutions, nursing
homes or old people’s homes, or
are admitted to hospital or to on-

going care units, and all of these
solutions to their situation increase
their loneliness, their isolation, and
make normal social relationships
impossible.
– Opportunistic illnesses are ill-

nesses that suddenly strike an el-
derly person when he or she is in a
condition of great weakness and is
no longer able to activate process-
es of resistance to the assault of
pneumonia, cancer, or a heart at-
tack. An elderly person as a result
easily falls into terminal illnesses.
These elderly people should be
watched over and the visit that is
made to them by the members of
their Christian community should
become an unforgettable blessing,
the true presence of Jesus the Sav-
iour. The visit brings them the
peace that they need.

2. Old age is a time of progres-
sive loss, even when Alzheimer’s
disease or ‘senile dementia’are not
present. What are these losses?
– Job loss, with the process of

retirement which has repercus-
sions at the level of how to fill in
time, the economic quality of life,
and interests at the level of profes-
sional activity.
– A loss of relationships takes

place because the old person be-
comes increasingly isolated and no
longer enjoys that social image
that he or she projected amongst
others, he or she no longer has the
influence that he or she once had.
As a result of all of this, even his or
her most intimate friends and rela-
tives end up by disappearing.
– The loss of faith can also take

an elderly person by surprise, be-
cause of the simple fact that he or
she no longer receives answers
from the appeals that he or she
makes to God to deal with his or
her illnesses or to resolve other
problems. The very image of God
is called into question.
–With the advance of age a sick

person treads a road that is rather
like the road that Elisabeth Küb-
bler Ross sees as belonging to the
‘terminally ill’. A specific kind of
help is required at every stage.
– In the face of surprise and re-

volt, a sick person needs under-
standing and no kind of blame.
Some strange gesture, some ex-
pressions of sadness, or some
harsher words are only the sign of
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an illness which has psychological
manifestations which have to be
understood and respected. An ap-
proach of love and tenderness to-
wards the sick person attentuates
this difficult period.
–Faced with negotiation and re-

course to all possible means, the
sick person deserves to be accom-
panied, even when the treatment
that he or she asks for are, or seem
to be, useless. This ‘negotiation’
can also be religious, with
‘promises’, with multiple prayers.
It is incumbent to believe with the
sick person that all of his or her
prayers are sources of grace and
that ‘God works wonders’.

– Faced with depression at criti-
cal moments it is necessary to give
the sick person the certainty that
he or she is not alone, that he or
she can abandon himself or herself
to another person who, in addition
to the professionals or even the
family relatives, enables the sick
person to make the leap towards
serene welcome, in proximity to
the end.

The visitors or volunteers who
supplement the unit responsible
for pastoral care in health in hospi-
tals or at the home of sick elderly
people (in the parish) must be
ready to accompany such a devel-
opment, assuring the sick person
that he or she will not be left alone
and at the same time that God will
accompany him or her during this
terminal stage of his or her life.

3.What is the Human and
Christian Support that we
Offer in Visiting Sick Elderly
People?

Places that provide support to
sick people are hospitals, clinics,
ongoing and palliative care units,
old people’s homes or above all
the homes of elderly people, where
they live during this final stage of
their human journey. In visiting
sick people in these places what
forms of care should be given to
them?
– Through a visit relationships

of proximity are established which
overcome loneliness, which, in-
deed, is the great cross that a sick
elderly person has to bear. This
proximity is obtained through
presence, with a pastoral relation-
ship and with the Christian com-
munity.
– An ongoing presence: proxim-

ity generates friendship and ‘a
hour before the arrival of a friend
(the sick person) already begins to
feel happy’ (cf. Saint Exupery).
Visits to a sick elderly person must
be frequent and must have indis-
pensable quality, that is to say with
sufficient time, with a friendly and
very simple conversation, with a
readiness to help in every way.
– The pastoral relationship of

help: this relationship of help is a
true art of communication between
the sick person and the visitor,
with attention being paid to emo-
tional and ethical competence as
well as the capacity to communi-
cate. The visit must be charac-
terised by an ‘empathetic relation-
ship’, with the unconditional ac-
ceptance of the other (the sick per-
son), and with truth and authentic-
ity. The visitor must learn to estab-
lish this relationship of help.
– The relationship with the

Christian community: the Christ-
ian community draws near to the
sick person through the visitor or
the volunteer who pays a visit to
him or her in actions of the unit for
pastoral care in health (whether of
the hospital or the parish) which
represents the community. The
fact is that a sick elderly person is
also an active member of the
Christian community both in the
hospital chapel and in the parish. If
this person was active in the com-
munity where he or she was in

good health, now that he or she is
sick it is the community that must
help him or her.

2. Through the provision of
overall care the visit acquires
more quality. When one refers to
the holistic dimension of care one
is aware that overall care is not de-
fined solely by the therapy that is
implemented by health profession-
als in their specialisation. The
complete dimension of care pre-
supposes assistance at the level of
health but also social assistance
and spiritual assistance.
– Assistance at the level of

health is the task of medical doc-
tors, nurses and other health-care
professionals who have to assure
the implementation of an effective
therapy. They, too, go to visit sick
people and it is important that
these visits are planned and of-
fered with quality when the sick
person is elderly.
– Social assistance is also indis-

pensable given that the elderly per-
son when he or she is sick loses
much of the help that he or she
could rely on in his or her previous
way of living. The volunteers of
the parish unit for pastoral care in
health can be accompanied by vol-
unteers of the social group of ac-
tion who tidy up the home to cre-
ate a pleasing context that trans-
forms the place where the elderly
person lives into a place of peace
where fraternal relationships of
love and not ‘charity’ prevail.
– Spiritual assistance is equally

indispensable. This spiritual sup-
port, in addition to the religious
support, represents a fundamental
element in the visit to sick people,
even when they are elderly. In a
friendly dialogue it is possible to
remember the books that the sick
person has read, poems full of
beauty, a small moment of pleas-
ing music, or even a little game
that will help the elderly person
smile. Spirituality goes beyond re-
ligion.

3. Through religious support, to
the point of full communion, the
visit reaches its full pastoral fulfil-
ment. When the sick elderly per-
son is a man or a woman of faith,
the religious dimension of help ac-
quires a special importance. The
meaning of life, illuminated by the
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Gospel, gives meaning to the ter-
minal stage of life, even during the
period when the elderly person is
closest to death. Precisely for this
reason there is a need to prepare
the sick elderly person to live this
religious support in the best way
possible. There are three elements
that should be appreciated –
prayer, the sacraments and the re-
lationship with the Christian com-
munity.
– Prayer is an encounter with

God in faith, it is dialogue with
God about the different situations
of one’s life. In the visit to the sick
elderly person the visitor should
emphasise prayer, invite prayer,
accompany prayer, recreate a
prayer of action of grace, a prayer
that is much more than a supplica-
tion, a prayer that fills the heart
with peace.
– The sacraments, ‘signs that

express faith and strengthen it’
(CDC, Can. 840), are indispens-
able in the pastoral action that ac-
companies a visit to sick people.
This assumes that priests, too, are
a part of the team of visitors.
Through the anointing of the sick
these last implore healing and call
on God for serenity. Through rec-
onciliation they receive the for-
giveness of God and find them-

selves at one with all their
brethrenn. Through Eucharistic
communion they reaffirm unity in
charity and accept taking part in
the paschal banquet of happiness
through the resurrection of Jesus.
Lastly, through Holy Viaticum,
when this is possible, they prepare
themselves for the road that will
lead them to the Home of the Fa-
ther. Here, too, the sacraments are
signs that strengthen and transmit
the happiness of being Christian
forever.
– Participation in the Christian

community represents a challenge
for the sick elderly person and for
the visitor. If the sick person still
has sufficient mobility then the
visit is an invitation to visit the
community to celebrate Sunday or
experience the anointing of the
sick on a feast day with a commu-
nal celebration. If the sick person
has already lost his or her ownmo-
bility then the visit is the presence
of the Christian family near to the
sick person. ‘Is any one among
you sick? Let him call for the el-
ders of the Church, and let them
pray over him, anointing him with
oil in the name of the Lord, and the
prayer of faith will save the sick
man’ (Jm 5:13-15). The sick are
members of the community, they

take part in it and they are integrat-
ed into it through the relationship
that the visit to the sick consecrates
in a privileged way.

Conclusion

In a society that abandons its
oldest members and which so very
often marginalises them, the
Church is happy to see them as the
dearest members of its communi-
ties, great witnesses to a faith that
has been lived, the spring of con-
stant prayer for those who experi-
ence most difficulties, even on the
pathway of faith. Sick elderly peo-
ple are a true light of grace for the
life of the Church. To be with them
is to be with Jesus, in the hope of
the Resurrection. A visit is a time
of encounter with God and an op-
portunity for a fraternal commit-
ment of love. For this reason, Jesus
will be able to say to us: ‘I was sick
and you visited me’ (Mt 25-36)
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