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Second Opinion, as its name implies, recognizes that the complex-
ities of modern health care make itincreasingly difficult to find the
single "correct" action, thought, or method. Each situation is open
to a variety of apparently legitimate and appropriate interpretations
and applications. But such confrontations with ambiguity need not
lead to discouragement. They can instead elicit greater research,
discussion, and thought.

By inviting contributions from a wide range of perspectives.
Second Opinion stimulates interdisciplinary conversations between
members of fields relating to health, faith, and ethics. While other
publications deal with one or two of these concerns. Second Opinion
distinctively seeks to address all three. The Park Ridge Center created
this publication in the hope that it will help form one public out of
anumber of related constituencies. This public will not only wish to
relate ethics and faith to health issues, but should also, through lively

and enlightened interchange, be better equipped to do so.
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Initial Comment

Free Spaces

On the evening news these days images of unsettling
events in Rumania and the Azerbaijan region of fhe
Soviet Union have replaced more hopeful ones of the
opening of the Berlin Wall and the formation of new

democratic governments in Poland and Czechoslovakia.

Before those epochal events of the last months of 1989
disappear completely into the netherworld of yester-
day's news, it is important to replay some of the ac-
tion and freeze a frame or two of the recent Eastern
European story in our memories. Linger for a mo-
ment in front of St. Nicholas Church and St. Thomas
Church, both in Leipzig, East Germany. These two
churches, along with many others throughout
Eastern Europe, played important behind-the-scenes
roles in stories that made us spend more time than
usual with our newspapers. The churches of Eastern
Europe did not invent the popular movements that
swept across Eastern Europe as we watched. By and
large their clergy were not the front-line leaders who
captured the imagination of the world. For that
reason only a few journalisfs bothered to call our
attention to these institutions, which over the past
half-century have been on hard times, at best.

Yet these churches made a critical difference.
In East Germany and elsewhere, they provided in-
dispensable "free spaces" where people could come
together for a kind of conversation that could take
place nowhere else. Within the churches a discourse
took shape which over the years helped to open new
possibilities for Eastern Europe. Home, factory,
university, and government could not nurture open

talk about a better future. But the churches made
room for words about democracy and change to be
spoken and heard.

Why comment upon this unexpected role of the
churches in ajournal devoted to health, faith, and
ethics? Certainly the events of late 1989 were directly
related to such themes. The faith of these frustrated
people; their passion for away oflife that fosters human
flourishing; and their decision to set aside certain
norms in favor of others undoubtedly have many con-
tact points with the normal contents of this publication.

But there is a simpler reason for this brief venture
into current events. Societies on both sides of the now
obsolete Iron Curtain have need for free spaces. When
they are provided, new possibilities can emerge. But
sometimes we have to go halfway around the world to
see our situation more clearly.

This issue of Second Opinion demonstrates the
"free space" phenomenon as it occurs closer to home,
on American soil. In two very different settings rare
kinds of conversation became possible. The first half
of this issue shares the actual conversation that took
place at an unprecedented conference cosponsored
by the Carter Center of Atlanta, Georgia, and the
Wheat Ridge Foundation of Chicago, Illinois. Since
the Carter Center's opening in 1986 it has attempted,
without using the phrase, to provide free space for
off-the-record political conversations to occur, with
the aim of helping end long-standing civil conflict in
nations around the world. Recently we have witnessed
its efforts to mediate between contending parties in
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the twenty-eight-year-old civil war in Ethiopia. Creat-
ing free space for such conversations is central to the
Carter Center's self-understanding.

The papers we publish here are on a very dif-
ferent topic: the role of the churches in American
health. But the Carter Center's approach remained
the same. Working together with American public
health officials and religious leaders, the center
created a wide-ranging conversation about the public
health challenge facing our religious communities.
The group met to talk, to listen, to consider options
and responsibilities. Unlike most American political
discourse this conversation was not fettered by parlia-
mentary maneuvering or the tallying of interest group
votes. Rather than rushing to resolutions the confer-
ence paused to consider one aspect after another
of a multifaceted and long-term societal health
agenda. More amazing still was the unusual mix of
participants. Political leaders, denominational repre-
sentatives, front-line public health officials, and social
ministry personnel spoke to each other as equals.
And, as you will see in this collection of speeches,
unusual things began to happen. Public health offi-
cials like former Surgeon General C. Everett Koop
and Assistant Secretary for Health James Mason
and political leaders like Jimmy Carter and Rosalynn
Carter did not just talk to religious leaders. Instead
they talked about the great health needs of our
nation and world and then talked about religion's res-
ponsibilities for them. They dared to go even further:
they appealed to the nation's religious communities
for help with the public health problems now facing
us. In essence, the free space of the conference had
created a momentary opening in the "wall" of separa-
tion between church and state. This unofficial gather-
ing made possible a much needed conversation
which our conventional settings do not encourage.
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Further, this conference, although addressed
primarily to the churches, sought out represent-
atives of other nonchurch religious communities so
that a remarkable religious interchange also occurred.

The second half of this issue shifts attention from
large-scale concerns—the national health challenge
to our religious communities—to small-scale ones.
Here we consider the results of one congregation's
attempts to create a "free space" in its midst. Again
the free-space phenomenon has consequences. A
person with chronic illness, a neurosurgeon, and
a professor of nursing share the results of Grace
Lutheran Church's experiment with a new religious
and moral discourse.

Regular readers of Second Opinion will quickly
notice that both halves of this issue feature different
kinds of articles from those usually found in these
pages. We made this shift because the Carter Center
and the Wheat Ridge Foundation generously offered
these speeches to Second Opinion and because we
believe a larger audience needs to participate in the
conversation they began. Our next issues, however,
will return to more customary fare: for example,
articles by Daniel Callahan and Melvin Kimble on
aging, Mark Weitzman's consideration of the ethics
of using Nazi medical data, and interviews with
noted author Norman Cousins and ethicist James
Gustafson. We will also begin a new series of clinical
case narratives; we hope through them to create
another free space for people to talk about important
topics in settings that make possible new perspectives
and partnerships. We hope that time spent in Second
Opinion’s free spaces will encourage readers to find or

invent a few of their own.
LR

James P. Wind
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Left to right: Former president Jimmy Carter; C. Everett Koop, former Surgeon General; Reed Tuckson,
Commissioner of Health, District of Columbia; William Foege, executive director of the Carter Center;
fames Mason, Assistant Secretary for Health; and formerfirst ladyRosalynn Carter.
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Health Care In the U.S,
The Social Issues

C. Everett Koop

A huge gap exists between the dream of ideal health
care in the United States and the reality of its availabil-
ity. Our aspirations far outdistance the resources avail-
able to pay for them. In the circles in which | travel, con-
versations on this subject are constant. | hear them
among doctors and patients, nurses and therapists,
social workers and pharmacists, representatives of big
business and small business, members of Congress, the
elderly and the voung. It isn't so much that things are
changing as that things have changed, but many people
are trying to plan the future as though it were indeed
yesteryear. Several current realities need to be faced
squarely if our planning is to be intelligent.

First, the doctor-patient relationship has deterio-
rated significantly over the past two decades. This dete-
rioration began, | believe, when professionals in the
delivery of medical care—doctors, nurses, therapists,
and so on—started to accept the nomenclature of pro-
viders. Their patienfs in turn slipped several cogs when
they permitted themselves to be called consumers. Peo-
ple aren't happy about being ill or needing to go to a
physician. Having to pay a high price for a physician's
care increases people's dissatisfaction. But we need to
cubordinate the economic aspect of the relationship to
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the climate of trust between doctors and patient. If pa-
tients think of themselves primarily as consumers, get-
ting the most for their money, they automatically put
the doctor in the role of the seller, getting the most for
his or her services. Furthermore, the mobility of Amer-
ican society and the increased use made by urban folks
of hospital emergency rooms as their primary physician
are simply not conducive to positive relationships be-
tween doctor and patient.

Second, the gap between our aspirations and our
resources has opened at the worst possible time, a time
when demographic trends are running against us. To-
day, for example, for each person over the age of sixty-
five, there arefive younger tax-paying wage-earners to
pay for that one person's Medicare coverage. In another
twenty years, however, for each person over the age of
sixty-five, only three younger tax-paying wage-earners
will be contributing to Medicare. In a climate of scarcity,
Americans will have to work out an equitable sharing of
needed medical resources between one population that
is growing—that is, those over the age of sixty-five—and
the population that is shrinking by comparison—that is,
those under the age of eighteen. Over the past eight
years I've dealt with advocates for children and advo-
cates for the elderly—both very dedicated and persua-
sive groups. And both quite rightly will be competing
for a larger piece of a smaller pie.

Third, the American family has changed, and these
changes are now rather solidly set in society. A stereo-
type of the American family held not so long ago—the
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father at work, the mother at home spending her life
taking care of 2.2 children, her husband, and her house
—is now met by only 10 percent of families. Families to-
day are smaller. We have more single-parent families,
and we find a greater variety of living arrangements.
Mothers are out of the home; six of ten mothers with
preschool-age children are in the labor force, two-thirds
for economic reasons. Individual members of families
are older than they were a generation ago. Alcohol and
drugs are abused by more family members. More teen-
agers are becoming mothers. Because families are small-
er, and because more elderly people are dependent
upon families, the responsibility for such care falls on
fewer children for longer periods of time.

It is my firm belief that all of the above factors con-
tribute in some way to violence. Of course, risk factors
in abusive families vary considerably, and | do not mean
that most families have all or even most of these charac-
teristics. But there is a pattern. Abusive families tend to
become isolated; the men are prone to alcoholism,
economically depressed, and frequently unemployed.
Discouraged men become concerned about power and
the regaining of lost status, and frequently their abusive
behavior at home is carried into society at large.

Another change in the management of the public's
health, made before | came into the federal government,
was the closing of many mental institutions with the ex-
pectation that communities would absorb the inmates
in halfway houses and sheltered workshops. But those
inmates have not been sheltered and protected, and
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|fpatients think ofthemselves primarily as consumers, getting the most for their
money, they automatically putthe doctorin the rote ofthe setter, getting the most for

his or her services.

today they form a large segment of the homeless in
America. (Americans, it may be observed, are generous
to a fault, but they do not like AIDS hospices, drug
abuse treatment centers, homes for the retarded, or
shelters for the mentally ill in their neighborhoods.)

Another change has been the closing of the great
city hospitals in this country. But these are desperately
needed now to care for the indigent, the homeless, and
now the burgeoning number of AIDS patients, who fre-
guently are also either indigent or homeless.

The health care system in America today does not
respond at all to some 12 to 15 percent of our popula-
tion. This fact constitutes a terrible moral burden. And
because that same system satisfies its own uncontrolled
needs at the expense of every other sector of American
society, it creates aterrible economic burden for society
as well. We need to change that system. We need to
change it thoroughly, and we need to do it soon.

Some critics attribute the economic crunch chiefly
to the budget deficit. Once we get rid of the deficit, they
say, we will also close that gap between aspirations and
resources—between dreams and reality. Before we had a
budget problem, however, we had a health care econ-
omy whose annual inflation rate was two to three times
the inflation rate for the rest of the American economy.
We didn't see it, or if we saw it, we preferred not to
worry about it. Today, we still have an inflated health
care economy, but we also have inflated health care
aspirations. And we simply can't afford any inflation at
all.
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Some will counter that things really aren't that bad:
they suggest remedies like putting a reimbursement cap
on this, changing the eligibility regulations for that, cut-
ting back a little here, or pruning a little there. During
eight years as your Surgeon General, | thought about
the true human costs associated with such a patchwork
approach, and today I'm more convinced than ever that
our whole health care system needs some major correc-
tions. Critics will say, "Wait a minute. Dr. Koop. The
system ain't broke, so don't fix it."

But | have to reply, "You're wrong. The system is
broken...and it must be fixed." Band-Aids won't do.
Hospital costs are still climbing, and no one can prove to
the American people that the quality of hospital-based
care is uniformly going up as well. On the contrary, our
people complain that they are paying more and more
for medical care while getting less and less. Worse still,
as the cost of hospital-based care increases, the hospi-
tals themselves are trying to narrow their patient pool—
for example, eliminating in-patient medical care for poor
and disadvantaged Americans. Something is terribly
wrong with a system of health care that spends more
and more money to serve fewer and fewer people. And
the same scenario could be painted with respect to
physician services and fees.

The economics of health care are peculiar. Its econ-
omy, though laissez-faire, is not freely competitive, and
hence it has virtually no moderating controls working
on behalf of the consumer (the patient). In most other
areas of our economy, the marketplace does exercise

Second Opinion



striving for Fuiiness of Life: The Church’s Chaiienge in Health-

some control over arbitrary rises in charges to the con-
sumer. There really is competition. Even when that
competition is rather thin, it provides some assurance
that ineffective, uncompetitive, high-cost, low-quality
enterprises will fail. But in health care, prices have gone
up regardless of the quality of care being delivered.

Try as it might, the medical profession has not
achieved much success in self-regulation. Physicians
can help put the brakes on some general expenditures,
but very few physicians can honestly and effectively
control the delivery of service—much less control the
costs of that service—while caring for an individual pa-
tient at the bedside.

What is the effect of a health care system distin-
guished by a virtual absence of both self-regulation on
the part of the providers—that is, hospitals and physi-
cians—and the controls of competition regarding price,
quality, or service?

One has been the emergence of three tiers of health
care, despite the objections of many to even a fieo-tier
system. The available options in the face of this reality
are two, and both require major changes. Either we
maintain the diversity of the American health care
system, keep it in the private sector, and demand the
rewarding of efficiency and quality with more patients
rather than more money; or we go to a government cost-
controlled system.

Experience the world over has shown that when
government economic controls are applied to health,
they prove in time to be detrimental. Eventually there is
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The italicized text that appears in the ri )
from the panel discussions that followed each presentation.

When Dr. Koop spoke aboutthe need to respond
to the woman contemplating an abortion, he
challenged the community —ifit seriously
opposedabortion as an option —to look at the
services thatoughtto existfor thatpregnant
woman and the services thatoughtto be eventually
available to thatchild. That'sa down-the-road
response to the eventofabortion. But we also
needtolook back up the road and ask what we
know about the circumstances thatled to that
unintended pregnancy in the firstplace. Whathave
we done toputinplace community-wide systems
thathelp sexually active individuals contemplate
the potential results of sex before the pregnancy
happens?
—Kristine Gebbie, R.N.,
Secretary, Washington Department of Health

ﬁht-hand columns is excerpted 15



The health care system in America today does not respond ataitto some 12to 15percent
of ourpopuiation. Weneed to change that system. Weneed to change it thoroughly, and

we need to do it soon.

erosion of quality, productivity, innovation, and crea-
tivity. The replacement of physicians by nonmedical
bureaucrats as controllers of the system usually results
in lack of responsiveness to patients. And finally, ration-
ing and waiting lines become necessary.

Governmental cost controls cannot be the answer,
but can we succeed in the alternative course? I'd like to
think we can—because we have to—and especially be-
cause we've met similar challenges before.

Some fifty years ago, for example, we knew that it
was morally wrong for our society to allow its old peo-
ple to drift into poverty and starvation, so we enacted a
Social Security law to assure every American a measure
of human dignity and respect in his or her twilight
years. It was an act of fundamental decency. We knew
we had to do it, and we did.

Back in the 1950s and early 1960s, Americans be-
came painfully aware of the terrible unfairness of "sepa-
rate but equal” education, and the courts and legisla-
tures began the process of ridding our country of the
crushing official, legal burden of segregated schools.

Did we get rid of those burdens once and for all?
Well, not exactly. We haven't yet solved every problem
associated with "growing old in America." We know
that. And we haven't yet produced the perfect egalitar-
ian school system. We know that, too. But we have lifted
from the shoulders of our people a large part of the
burden of shame and guilt that came with doing
nothing. We did what was morally right for this country,
and we must do that again.
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Let's finally say what we've failed to say for too
many years: our current system of health care is not fair,
not just, and therefore not the morally strong system
that our society needs—and deserves.

I will conclude with a few words about the church
and the churches. There was a time in the Christian
church, at least, when those propagating the gospel
were afraid that concern for the welfare of one's fellow
human beings might be considered a distraction from
the principal concern for the salvation of the lost. In re-
cent years, | believe, thinking people have been able to
espouse social action as part of the effect that the gospel
is supposed to have on the lives of men and women.

Some of you remember the criticisms of social pro-
grams in the early years of the first Reagan term. Al-
though the president himself talked about a safety net,
it wasn't quite clear to everyone what he meant, what
the dimensions of that net were, how strong it might be,
and especially how universal. In those days | had a title
and very little to do while I was waiting for confirma-
tion. 1 got a call one day asking if the churches were part
of the safety net. Without even thinking, | said yes. |
was raised to consider my church and my family as a
safety net (although of course we didn't call it that) for
those less fortunate, either in health or in worldly
goods.

Yet today many church people separate their faith
from action. | recall a time when our children were
small and we had a live-in housekeeper—a devout
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Christian—who helped with cooking and cleaning. On
one night of terrible crisis with children sick, emergency
calls for me from the hospital, and so on, a house guest
went into labor and delivered, precipitately, a premature
baby just down the hall from where our housekeeper
was sleeping.

She never appeared on the scene. When things had
calmed down, some ten hours later, my wife asked
where she had been and why she hadn't come to help.
Her reply was honest, straightforward, and simple: "I
knew you were having many problems, so | lay in bed
and prayed for you all.”

If prayer is communication with God, I'm sure she
wasn't listening. The divine message must have been
clear: "Get up and help!"

Faith in action! It should go without saying that
church members should be politically active, under-
stand issues, vote properly, and make their represen-
tatives understand what they believe and what they
want to see accomplished. We may believe in whole-
ness, in fairness, and in justice, but if we were exercising
all those virtues, there would be no need for a con-
ference on the topic of fhe church's challenge in health.
1will, however, dwell on several obvious gaps in the
outreach of the church—and 1 will speak about the
Christian church because that's the only one in which 1
have had any experience.

Three ethical issues have been very much a part of
the social relief system and the political activity of
churches: abortion; the care and feeding of handi-
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Even if we had a billion points oflightin this country
on the medicalcare issue, I don’'tbelieve we could
supply the currently unmet needs, either for
preventive and primary care or for acute care.
Volunteerism, though very important, isjustnot
enough. Churches and church leaders are urgently
neededin two otherroles: as advocates for those
with limited access to health care and as
participants in discussions aboutresource
allocation.

— Patricia Butler, J.D.,
Health Policy Consultant,
University of Colorado

It's notjust the churches thatdon't get excited
aboutprevention. The medicaland nursing
communities don't always getexcited about
prevention. The newspapers don'tget excited over
prevention stories. Citizens may find itmore boring
to eatrightevery day of the week than to dash to
the hospitalfor some exciting new cholesterol test
they'vejustread about.

—Kristine Gebbie, R.N.,
Secretary, Washington Department of Health
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Faithin action! It should go without saying that church members should be politically
active, understand issues, vote properly, and make their representatives understand
what they believe and what they wantto see accomplished.

capped children as exemplified by Baby Doe; and the
plight of the elderly, which leads all too often to a dis-
cussion of euthanasia. Each of these presents a specific
challenge to churches.

| am opposed to abortion but have always admon-
ished any church audience I've spoken to that it is not
enough to oppose abortion unless the church is willing
to extend understanding, shelter, nurture, and econom-
ic aid to a woman who is carrying an unwanted preg-
nancy and seeking a way out.

It is not enough to oppose withholding fluids and
nutrition from handicapped newborns unless the
church is equally willing to stand by the parents of the
handicapped child. Many parents simply lack the re-
sources—whether material, social, psychological, or
moral—to care for a disabled child, even in their own
family. Having spent my life with Baby Does, 1can
assure you that a great many loving, caring parents have
been engulfed in despair. But | can also assure you that
this despair can be alleviated by the timely assistance of
awhole range of private community resources found in
the churches. The burden of getting a handicapped
child to a clinic for a rehabilitation visit can surely be
lightened by a church member who offers to care for the
other children during the parents' absence.

It is not enough to bemoan the plight of the elderly
if the church is not attentive to the needs of people who
face the problems of living with an elderly family
member. Church members can provide a respite for the
family or the individual almost overwhelmed with the
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burden of caring for an incapacitated elderly individual.

In my preparations for writing Whatever Happened to
the Human Race with Francis Schaeffer, | learned a great
deal about the attitudes of people in nursing homes.
Their greatest fear was abandonment. Indeed, aban-
donment by family and friends has been shown to in-
fluence the type of care and therefore the mortality of
individuals in nursing homes. Think how the church
could fill this void!

And finally, the issue of AIDS must be faced by
American society and particularly American congrega-
tions. Until this point, we've been able to deal with
AIDS within the familiar public health model of com-
passion and restoration; the American people feel bad
when any of their number get sick, and they truly want
to help. They also feel they are sufficiently rewarded by
the return of the ill or disabled person to his or her fami-
ly, community, school, or workplace. That's restoration.

AIDS draws upon the great reservoir of compassion
in this country. Except for the final weeks of a terminal
AlDS-related illness, a person with AIDS may continue
with a normal routine of family life, work, education,
and leisure activities without endangering other people.
But restoration is far from assured. The mortality rate
for AIDS is essentially 100 percent. And after several
years of intensive public education on the subject, the
American people may not be inclined to be forgiving
and compassionate with someone who today engages in
casual, unprotected anal intercourse or shoots illegal
drugs with a used needle and catches AIDS.
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I have been preaching and teaching that we must
fight the disease of AIDS—not the people who have it.
And | still believe that has to be our attitude. But I'm
also a realist, and | don't see Americans' keeping that
distinction clear in their minds much longer.

The cost to the nation's treasury is already begin-
ning to mount well beyond anything we could have im-
agined two or three years ago. The average annual cost
for the care of a single person with AIDS ranges from
$40,000 to over $100,000, depending on what you in-
clude in the computation and whether you are on the
West Coast or the East Coast. Multiplying the mean cost
by the current annual caseload of 33,000 patients yields
a theoretical cost of patient care this year that could ex-
ceed $2 billion.

And this is terminal care for some individuals who,
despite public advice to the contrary, choose to do
something risky. They have gambled—and lost. So the
cost of compassion without restoration is already very
high, and it can only get higher until we find a vaccine.
Because we are still several years— maybe a decade—
away from the development and release of an AIDS vac-
cine, it is absolutely essential that we view this problem
with clear eyes. Then, with the same clear eyes, we
must put aside our natural instincts to be vindictive or
holier-than-thou or to say "l told you so"; we must in-
stead pursue the traditional, nonjudgmental American
course of public health care.

The burden of delivering this message unfortunate-
ly will fall most heavily upon the leadership of the black
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From 1959 to 1980, we in the human services part
ofthe religious community were called by the
government "partner.” Then allofa sudden we
became the “safety net.” A word should be spoken
aboutthe safety net. We fed fourand a halfmillion
people in this country lastyear—was that
prevention or treatment? We had 23,000 volunteers
in 1981; we had 177,000 lastyear, butthat’sjust
because we gotmore shelters and bread lines.

Tm frustrated thata public official came and said,
"When the American spiritrises to the occasion, it
can do wonders,” and gave the Social Security Act
and civil rights movementas examples. Because
when we gotto the conclusion, we wentback to
the safety net: giving a little more bread, setting up
another shelter, taking in apregnant girl—it's just
notthe answer. We deceive ourselves, we act
againstour faith if we think that's the answer,
especially when ourchurches have de facto
economic and racial segregation. We need to be
about the business of affecting policy.

—Thomas Harvey,
a conference participant
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community, where the sharpest and most alarming in-
creases in AIDS cases are being reported—direct results
of the drug epidemic in that community. | can only
hope and pray that American blacks have learned from
the early experience of the homosexual community and
will not politicize the issue. In public health matters,
political posturing costs lives; it does not save them.
The good sense and good heart of the American
people—of all the American people—must be appealed
to and mobilized for the remaining years that this ag-
gressive and vicious disease survives among us.®
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We really do have something of a three-tiered
medical care system in terms of financing. Despite
Medicare’s problems, the elderly in this country do
have the benefitofaccess to primary and acute
care through thatprogram. Their very substantial
protection is financed partiaity by the premiums
that the elderly themselves pay for physician
services under Medicare, butalso by the taxes
being paid by those of us in the work force now.
Forless than halfofthe very poorin this country,
we have the program of Medicaid, financed by
state and federal taxes to the tune of over $50
billion. The two-thirds of the U.S. popuiation who
receive health insurance through their workplace
actually benefit from over $40 billion in federal
subsidies because of the special tax treatment of
health insurance. So the 80 percentof those
working poor families who have no health
insurance are subsidizing all the restofus who
have health insurance. Itactually comes out of
theirpockets as taxes, yetthey don'tgetany of the
benefits either through their workplace or through
these public programs. Thatis a significant
inequity.

—Patricia Butler, J.D.,

Health Policy Consultant,
University of Colorado
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Health Care in the U.S.
Facts and Choices

James O. Mason

Among the major health issues in the United States to-
day, the weaknesses of the nation's medical care system
figure prominently. Our country's health care system is
fragmented and costly. In addition, nearly 37 million
Americans are uninsured or significantly underinsured.
Most of these people are working poor and their de-
pendents. They earn too much to qualify for Medicaid
and too little to buy private insurance or to pay directly
for medical care. Too many find it economically prefer-
able to join or rejoin the ranks of the Medicaid-eligible
unemployed, and few incentives for sustained inde-
pendence exist.

We need a health care system that guarantees high-
quality care, access to all, affordability, and an orienta-
tion toward prevention. At the direction of the Secretary
for Health, the undersecretary of the U.S. Department
of Health and Human Services will be making recom-
mendations to reform our financing of health and long-
term care. Successful reform, wec realize, will hinge on
our attention to the needs of those who are disadvan-
taged by current policies and programs. The current
Medicaid program must be made more equitable and

efforts to improve quality and control costs. In addition.
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we will need to explore the creation of partnerships
among federal, state, and local governments, the private
sector, and churches to strengthen the health care deliv-
ery system and make it more responsive to the needs of
the poor.

Although the gaps in health care delivery in the
U.S. are prominent, this century's successes in public
health should not be minimized. Furthermore, the dra-
matic progress made in lengthening the lives of most
Americans and improving the quality of their lives of-
fers lessons for our present course of action.

Life expectancy has increased by over twenty-five
years in this century alone—a 50 percent gain. In other
words, every week since January 1, 1900, the average
American has gained two days of life. (The average non-
smoker has in fact gained 3 days per week, while the
average smoking American is stuck with the life expec-
tancy of the 1960s.) Most of this increase is due to dis-
ease prevention rather than treatment. Improved sanita-
tion has provided safer milk and water supplies, and
nutrition for most Americans is better. Immunizations
and improvements in maternal and child health have
made the most difference. Over the past quarter-
century, mass vaccination programs have reduced the
incidence of measles, mumps, rubella, tetanus, diph-
theria, pertussis, and polio by more than 98 percent.

In 1985 the Carter Center of Emory University and
the U.S. Centers for Disease Control (CDC) listed the
fourteen primary causes of illness and deafh in the
United States. Some of these are infectious disease.
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substance abuse, cardiovascular disease, cancer, dental
disease, alcoholism, unintentional injury, and homi-
cide/suicide. Together, these causes are responsible for
85 percent of all health care costs and 80 percent of
deaths in the U.S. They also account for 90 percent of
the potential years of life lost because people die un-
necessarily before they are sixty-five years old.

Two-thirds of the total years of life lost by Ameri-
cans before the age of sixty-five are preventable. An
estimated 45 percent of cardiovascular disease deaths,
20 percent of cancer deaths, and more than half of
disabling diabetes complications could be prevented
through improved and broadened application of exist-
ing preventive measures and risk reduction strategies.
Nearly two-thirds of Americans are too fat, and more
than a third are at least 10 percent over the recommend-
ed weights for their health, body buUd, and sex, accord-
ing to a recent nationwide health survey. Many of our
modern plagues thus have a strong behavioral compo-
nent, presenting public health and all American institu-
tions with a serious challenge in communication and
motivation.

Infant health is another area of concern. In 1988 in
the U.S. almost 39,000 babies died before they reached
the age of one year. And annually, an estimated 400,000
babies who have been subjected to a less than optimal
intrauterine or perinatal environment develop a chronic
disabling condition. America's infant mortality rate
ranks twenty-second among industrialized nations—
twice as high as Japan's and those of the Scandinavian
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|fpeople are uncomfortable talking about moral values in the public square, if society has
backed away from moraiabsolutes, if the schools are compelled to maintain a mythica
“value neutrality,” how will children learn to behave in positive ways?

countries. Black infant mortality is double the white
rate, and the rate for whites ranks only twelfth world-
wide.

If we just applied what we know about prenatal
care, case management, outreach, and home visiting,
an estimated 10,000 of the 40,000 babies who die each
year could be saved and the benefits in human and
economic terms would be enormous. In 1988 the Na-
tional Commission to Prevent Infant Mortality esti-
mated that the hospital costs for low-birth-weight babies
were in the range of $2 billion annually, while the costs
of providing early prenatal care to every woman not
receiving it were as low as $500 million.

The clear conclusion of the Carter Center-CDC con-
sultation was that we are not dependent upon addi-
tional medical knowledge and research breakthroughs
to achieve an enormous improvement in health. We can
become a much healthier people by making more effec-
tive use of the knowledge of prevention and interven-
tions we already possess.

Part of the challenge is to adapt traditional public
health tools like epidemiology and surveillance for new
applications in health-related fields. Injuries and vio-
lence, for example, are leading causes of death and dis-
ability which have not, until recently, been attacked as
health problems.

Another part of the job is to be able to respond ef-
fectively when a new threat to health appears. AIDS, a
disease totally unknown eight years ago, is now the
highest cause of death in New York City for males be-
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tween the ages of twenty-five and forty-four. We don't
yet have ultimate answers to the treatment of AIDS—
but we know enough to stop the transmission of the
virus from one person to another and to mount educa-
tional programs that will help people avoid putting
themselves at risk for getting the HIV infection and
AIDS.

The Carter Center-CDC study also identified a
number of risk factors associated with the fourteen pri-
mary health problems, and many of these risks can be
removed by individual choice. Most frequently cited
were use of tobacco and alcohol, uncontrolled high
blood pressure, unintended pregnancy, injury risks,
lack of preventive medical services, and improper nutri-
tion. Tobacco was identified as the single leading cause
of preventable death. About 1,000 preventable deaths
occur in the United States each day—or 360,000 deaths
per year. Use of alcohol was the second most important
risk factor.

There is good news about progress against the dis-
eases that kill Americans today. First, smoking is down
about 25 percent over the past twenty years. This is a
major public health gain against such diseases as lung
cancer, emphysema, and heart disease. The decrease in
lung cancer in males parallels the decrease in smoking,
while it is still increasing for women. (Tobacco advertis-
ing targeted to women, the poor, and minorities is still
winning converts to the ranks of smokers.) Second,
from 1950 to 1970, the incidence rates of invasive cervical
cancer fell by more than 50 percent, and the rates are
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continuing to decline. The National Cancer Institute
credits this success to earlier detection (the Pap smear)
and treatment. Third, in the past twenty-five years,
mortality rates for coronary heart disease declined 40
percent and for stroke by 25 percent—due in large part
to control of high blood pressure, cholesterol, and
smoking.

This progress is promising, but it cannot trigger
complacency. We still find in this country a pronounced
and stubborn disparity between the health status of
minority Americans and the rest of us. A 1985 report by
the Task Force on Black and Minority Health commis-
sioned by the Secretary of Healfh and Human Services
gave evidence thaf more than 60,000 excess deaths occur
each year among America's minority citizens. {Excess is
defined as deaths that would not have occurred had
mortality rates for minorities been as low as those for
whites.) These are preventable deaths. The report iden-
tified six areas in which an overwhelming difference ex-
ists between the health status of white Americans and
that of minorities: cancer, cardiovascular disease, dia-
betes, homicide, injury, and infant mortality. AIDS has
subsequently been added to the list because it also dis-
proportionately affects black and Hispanic Americans.

This disparity bears the clearest witness to our fail-
ure in achieving the health goals that are realizable,
given the current state of scientific knowledge. Bringing
equal opportunities in health to all U.S. citizens de-
pends on increasing our efforts to educate people about
good health. Prevention is the key to equity in our
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If we are trying to deal with the gap between what
is known abouthealth promotion and disease
prevention and whatis applied by the nation’s
citizens, we need to be talking aboutpeople’s
concepts of self-worth. Ifa person doesn'tbelieve
in the possibilities of the future, then what
difference does health Information make? A young
man in the inner city may be warned about the
dangers of casual sexualrelationships, buthe is
likely to reply: “I'm notgoing to grow up and be in
charge ofthe space around me. I'm notgoing to
decide who gets hired and fired. I'm notgoing to
move resources from this partofthe planet to that
part. I'm notgoing to getajob; I'm notgoing to

do anything. The only way I can controlmy
environmentis to controlpeople. How am I going to
controlpeople? Through violence and through sex.
Who ever tells me I'm valuable and worthwhile In
this country? Only the woman I make love to. And
you tellme to stop?” The health message is
absolutely irrelevantin such a social context.
That's not work for the health commissioner.
That's work for the church.

—Dr. Reed Tuckson,
Commissioner of Heaith,
District of Columbia
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The challenge forall of us who are active in churches and synagogues is to articulate
clearly the refationship between right behaviorand good health.

health future, for infants, children, and adults. One of
my personal goals by the year 2000 is to help assure
comprehensive health education classes from kinder-
garten through twelfth grade in every school in the
country.

Because modern plagues are behaviorally driven,
the choices we make on a day-to-day basis largely deter-
mine whether we will suffer from sexually transmitted
diseases including AIDS, become incapacitated by ad-
dictive substances, become pregnant teenagers, die pre-
maturely from cancer or heart disease, or suffer trau-
matic injury or death.

Action and responsibility for control of behaviorally
based disease lies ultimately with the individual, but
communities, churches, and families have significant
roles to play. Let me illustrate with two examples of
community-based behavioral change.

In 1978, concerned citizens in a Maine community
noticed a high number of auto fatalities and injuries
associated with high school graduation activities and
resolved to do something. In Project Graduation, the
city, the school, churches, and parents became partners
to help their teenagers develop alternative alcohol-free
graduation activities, along with ways to avoid drinking
and driving. This community resolve resulted in the
elimination of teen alcohol-related auto fatalities during
the graduation period each year thereafter. Communi-
ties in over two dozen states have since adopted Project
Graduation, and it has clearly reduced a major health
risk among adolescents.
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A second example is a program sponsored by the
Emory University School of Medicine: "Helping Young
Teens Postpone Sexual Involvement." One-third of the
school districts in Georgia use the curriculum, which is
presented by community volunteers. The program has
now been presented to 40,000 teenagers between the
ages of thirteen and fifteen, and the results are declines
in pregnancies, abortions, and birth rates over the last
three years. A program evaluation shows that 5 percent
of the participating teens became sexually active, while
15 percent of a matched comparison group became sex-
ually active.

The point should be obvious to church and syna-
gogue leaders: behavior is value-laden. If people are
uncomfortable talking about moral values in the public
square, if society has backed away from moral abso-
lutes, if the schools are compelled to maintain a myth-
ical "value neutrality," how will children and adoles-
cents learn to behave in positive ways that do not put
them at risk for life-threatening diseases? If our church-
es and families do not nurture positive moral character
—including integrity, responsible self-reliance, self-
discipline, self-esteem, and charity toward others—our
children will increasingly give in to high-risk behaviors.

The participation of churches and synagogues is
needed in this endeavor, and their involvement is his-
torically grounded. Although traditionally the church
has been concerned with the whole person—both spirit
and body—modern secular society has focused more
sharply on the body because people disagree about
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matters of the spirit. No matter which aspect of the
spirit we emphasize or how we relate body and spirit,
however, we surely agree that the medical maladies we
seek to relieve have a substantial spiritual component.

Familiar scriptural passages attest to the long his-
tory of the holistic approach. Moses gave directions to
ancient Israel on both treating and preventing disease.
By avoiding pork, trichinosis was prevented. Treatment
and prevention strategies for leprosy, boils, and ulcers
were provided. Sanitation was clearly part of their
religious life. For example, Moses taught:

And you shall have a place outside the camp,
where you may go out; and you shall have an im-
plement among your equipment, and when you
sit down outside, you shall dig with it and turn
and cover your refuse. (Deuteronomy 23:12, 13)

The Scriptures also contain clear instructions regarding
the expression of human sexuality. Abstinence from
sexual activity until one enters a stable marriage rela-
tionship is prescribed for spiritual and social reasons.
The sexual prohibitions promoted health and welfare
by preventing sexually transmitted diseases, out-of-
wedlock pregnancy, and the trivialization of sexual
expression.

In the New Testament Paul taught that the body is
the temple of God. "Know ye not that ye are the temple
of God... if any man [or woman] defile the temple of
God, him shall God destroy; for the temple of God is

Volume Thirteen

Congregations can do a greatdealin the area of
health education and preventive health measures
by sponsoring such activities as health fairs,
parenting projects, blood pressure and
hypertension clinics, and other health screening
programs. Monitoring important health legislation
ataillevels ofgovernmentand advocating
legislative action thatdeals justly with health
problems can have an Influence. Churches can
also organize community action groups to alleviate
such health hazards as unsafe working conditions
in localindustry and unhealthy living conditions in
localhousing.
—Sister Mary Madonna Ashton,
Health Officer, State of Minnesota

We at the federal, state, and locallevels of
governmentcan pass laws and ordinances to
restrictunhealthy behaviors and establish some
sense ofawareness about the death and
disabilities that unhealthy life-styles cause.

But we unfortunately do not Instill the confidence
or trustthatreligious leaders bring to their
congregations about such matters. They can reach
people who are notopen to orcannotbe reached
by government messages.

—Sister Mary Madonna Ashton
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Many of our modern plagues have a strong behavioral component, presenting public
health and all American institutions with a serious challenge in communication

and motivation.

holy, which temple are ye." The body's role as a temple
or tabernacle for the spirit provides an added incentive
to promote health and prevent disease. The scriptural
commands to demonstrate concern for the sick, lame,
halt, blind, and deaf reinforce the concept of the body
as temple, as do the commands to love others as we love
ourselves.

But one need not turn to past religious experience
for examples of promoting health, compassion, and car-
ing; such behavior continues to characterize the work of
most contemporary churches. Churches including
Seventh-day Adventists and the Church of Jesus Christ
of Latter-Day Saints have proscribed tobacco, alcohol,
and other addicting substances, encouraged diets rich
in fruits, vegetables, and whole grains, and prohibited
use of meats or recommended sparing use. And studies
of members of religious organizations indicate that
churches with teachings on health are capable of in-
fluencing life-style and behavior, thereby leading to
disease reduction. For example, studies have shown
that members of the Mormon church living in Alameda
County, California, experienced an adjusted cancer
mortality rate only 55 percent as great as that of the
whole country. Reduced rates of cardiovascular disease
and cancer mortality among Seventh-day Adventists
have been documented. Churches and synagogues are
obviously equipped to make a significant difference in
the health of the nation if they will articulate the health
benefits from their various traditions.

Our nation's families must also participate. They
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must nurture moral character in children, which comes
only through training. The church should then en-
courage and fortify the home, and society as a whole
should not make the job of the family any harder than it
already is. As President Bush has observed, we need to
find "ways to preserve and strengthen indispensable in-
stitutions like the family in the midst of social change.
As 1look at the fabric of society and at the instability of
family relationships, 1see areal threat to our future."

I would like to conclude on a personal note. | am
proud to be the father of seven children. My wife and |
endeavored to love and accept them rather than berate
them. We gave them time rather than things. We tried to
teach them the value of work, honesty, and individual
responsibility. We taught them why they should avoid
drugs, alcohol, and premarital sex. In other words, we
endeavored to cultivate moral character, and we're
satisfied that our efforts were not wasted—they are a
great bunch of human beings. During this process our
church provided my wife and me with a value system,
technical assistance, wholesome family-centered activi-
ties and worship, and always encouragement. We would
not have succeeded without help from our church.

The challenge for all of us who are active in church-
es and synagogues is to articulate clearly the relation-
ship between right behavior and good health. Many
keys to good health in the Judeo-Christian Scriptures
are as valid today as they were two or three thousand
years ago. We need to help people, especially young
people, understand that many diseases and illnesses
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are direct or indirect results of behavior that we've been
told to avoid. But beyond talking about it, we have to be
good role models ourselves.®

In 1989 the U.S. willprobably spend $600 billion,
almost 12 percentofthe GNP, on treatment, but
we're putting a fraction ofthatinto prevention. As a
nation, we're underfunding what we can do to
preventdisease. As an example, forlack of $500
million forprenatal care, we spend $2 hillion for
treatment. Fourtimes more for treatment than
prevention, and we don'tin our treatmentcure!

\Ne end up often with infants who are going to be
severely impaired for the restof their lives. So after
spending the $2 billion, we stilldon’t have what we
would have achieved had we spent the $500
million on prevention.

—Dr. James 0. Mason,
Assistant Secretary for Health
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In the District of Columbia, a city of 610,000, we
have 117,000 people with no health insurance.
That statistic is typical of the urban American
experience and an extremely difficultproblem for a
localjurisdiction to solve by itself Withoutsome
nationallegislation, a national commitmentto
health as a priority, we will never make itin the
District of Columbia; we willwind up with a
piecemealapproach, and people will still die
because ofnothaving access to health care.

—Dr. Reed Tuckson,
Commissioner of Health,
District of Columbia

We of the Abrahamic faiths—Judaism, Christianity,
and Islam—should not follow public opinion. It
should be the other way around: we should create
andlead public opinion according to our standards
of ethics and morality.

—Hisham Altalib, Director,
International Institute of Islamic Thought
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Accepting Our Responsibility

Jimmy Carter

To talk about the church's challenge in health is to talk
about a new responsibility, and for most of us accepting
new rospnngihilities is very difficult. Even when we're
fAcpd with a crisis that we commonly recognize, we
often seek to put it off on someone else, on some uLhcr
organization that is either nonexistent or also unwilling
to assume new and vital duties.

Wec face gap™i in nnr lives—gaps between our per-
sonal dreams and our genuine, proven accomplish-
ments, and gaps between a rapidly evolving science and
technology, on the one hand, and the moral and ethical
understanding that are necessary lu dLCommodate rap-
id change. We face as well an apparent incompatibility
at times between science and deep religious faith. (1
should add here that 1don't personally experience an-
guish or pain on Lhii score because the more | know
about the complexities of the universe—its broadest
dimensions in space, and its subatomic detail—the more
convinced 1am that my religious faith is sound.) We face
a gap also between our ideals in life, our religious ideals,
the ones thaf we profess as paramount, and what wt ac
lually do m pmr tiic. Tills gap can extend through a day
of existence, a week, a month, a year, and an eniiie
lifetime. It's so easy to rationalize a delay, we say, "Well,
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when | am financially secure, or when | reach retire-
ment age, or when | accomplish this next material goal,
or when I'm properly recognized by my peers—then |
am going to put into practice what my faith requires."
These gaps have existed, have been prominent in my
own life, and | don't know of an easy solution.

One program that serves as an example of bridging
the gap between ideals and practice is Habitat for
Humanity, in which Rosalynn and | are involved. |
belong to a very nice church in Plains, a small church.
Rosalynn and | teach Sunday school every Sunday that
we're there. There is very little reaching out from this
cozy, compatible, relatively homogeneous group of
Southern Baptist Christians to those who genuinely
need the ministrations of compassion, understanding,
and love. Habitat for Humanity gives me an opportun-
ity to cross that chasm. Through Habitat, which is sup-
ported by individual congregations, we work side by
side with some of the most destitute people in the
world to build homes for them. All of us are volunteers,
and many of the materials are donated. Rosalynn and |
act as carpenters for just one week a year, and we get a
lot of publicity for the program. Rosalynn has learned to
pour concrete, erect stud walls, put up sheetrock, lay
flooring, or put on a baseboard. But the essence of the
program is that we are joined in an equal partnership,
not from a position of superiority, with families who
perhaps have never before accomplished anything that
would bring them sustained pride or even self-respect.
We don't take any government money, and we don't
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give away anything. The families have to pay for their
house, full price, no profit, no interest. The Bible says
when you lend money to a poor person you don't
charge interest, so we don't. Just moving into the house
built through this shared labor can transform the life of
that family. Now some principles of the Habitat for
Humanity program may very well be applicable to the
problem of the church's challenge in health.

How can we break down these enormous, some-
times impenetrable barriers that separate us cozy
religious leaders from the people who are destitute,
forlorn, neglected, inarticulate, without influence, and
actually suffering within the heart of communities in
the richest nation on earth? We can easily answer that
it's not our responsibility, that one person can do very
little, or that the government should take care of it. But
I hope we'll instead come to grips not only with the
problem but with the opportunities we have. We can
look around where we work or live and say, "I myself
am going to do something about the health problems in
this country if no one else does anything. Tm going to
use my innate intelligence, my ability, my innovation,
my inspiration, my prayers, my experience, my influ-
ence, to bring about an improvement in the health of
those for whom | care, and perhaps those for whom |
pray, but quite often for those with whom I'm not ac-
guainted." There is a way to break down those barriers
and reach out, not as superior beings giving blessings or
benevolence but as equals.

lrecently learned that one-third of the biblical text
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How can we possibly separate circumstances so prevalentin our poverty-stricken
neighborhoods from the true and unavoidable responsibility ofthe church? Ifthis is not

ourresponsibility as religious leaders, whatis?

of the four Gospels is devoted to healing by Jesus. He
treated the mental and physical afflictions of those who
walked the same roads, lived in the same communities,
and suffered the same political oppression but most
often were outcast, despised, and ignored, condemned,
scorned, and punished by Jesus' own associates. The
contemporary problem of AIDS, and the way religious
believers have dealt with it, comes immediately to
mind. | have a problem with AIDS because of its con-
nections with homosexuality, with sex outside mar-
riage, with the use of filthy needles to inject illicit drugs
into the body. These links cause me great discomfort.
But the reality of leprosy two thousand years ago was
not so different. Lepers were perhaps even more out-
cast, more despised, more condemned, and more
avoided than an AIDS victim of today even in his or her
worst circumstances. The society held a general convic-
tion—almost unanimous, 1believe—that these people
suffered from the most horrible disease known because
of some sin known by God, perhaps unknown to the
one who avoided the leper. And Jesus embraced them,
had no hesitancy about touching them or being with
them; he ministered to them. He didn't approve either
sin or leprosy, but he showed his love for lepers. No
matter now conservative a position one takes on the
issue of homosexuality, then, it should not be an ob-
stacle to dealing in a kind, gentle, loving, and com-
passionate spirit with those who have AIDS. The task is
still difficult, of course; Tm not underestimating the
difficulty.
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In setting up the programs of the Carter Center, we
have to wrestle with some of these same problems. One
basic guideline is that we not duplicate what others can
do as well. Second, we seek to be nonpolitical and non-
partisan. We try to bring to our conferences both those
who are experts on a particular subject and those who
can actually implement the ideas or reccommendations
that are forthcoming. To bring people here who can ac-
tually observe what the problem is, learn about it, and
go out and do something—that's one of the elements of
our center's work.

One of the earliest health conferences we had at the
Carter Center was called "Closing the Gap." In it we
sought to analyze definitively the difference between
what we know how to do in health care—using available
technology, not future discoveries—and what we actual-
ly do. The results startled even the experts. We had over
a hundred experts here: medical practitioners, public
health specialists, research scientists, some Nobel
laureates. Using the accumulated information of many
people doing work in many fields, we discovered that
two-thirds of all premature deaths are preventable just
by changes in our personal habits. We discovered that
55 percent of all pregnancies in this country are un-
planned and many of these unwanted. We tried to learn
how devastating a blow such a pregnancy can be not on-
ly to the woman but also to the family, and how it pre-
cipitates in many cases violence within the home—child
abuse, spouse abuse, suicide, homicide. We learned
that the primary killer of American people is cigarettes.
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the most addictive drug of all, last year responsible for
the deaths of 390,000 Americans. Yet little is done; we
are silent about this devastating affliction on our socie-
ty. We watch young people acquire a habit that they can-
not break, a habit much more addictive than heroin.
They surmise from the silence of church leaders, educa-
tional leaders, and parents that smoking is okay. It's
sobering for me to know that more Colombians died
last year from smoking American cigarettes than did
Americans from using Colombian cocaine.

One study was particularly intriguing. An analysis
was made of the sufferings (early deaths, addiction to
drugs, early unwanted pregnancy, failure to recover
from moderate illness, and so on) experienced in a cer-
tain poor neighborhood. Some of the suffering could be
attributed to environmental circumstances, inherited
traits, hazards of the workplace, unavailability of health
care, or poor nutrition, but about 35 percent couldn't be
accounted for. The researchers concluded that the peo-
ple's lack of hope was the variable that accounted for the
"extra" suffering. The people in the community had no
faith that they themselves could change their own des-
tiny, that their decisions would make a difference in
their lives. They had perhaps never seen their parents
use strength and resolve to overcome a major difficulty.
If they got ill or were tempted to have illicit sex or take
drugs, or even to commit crimes, they passively went
along, thinking nothing they could do would make a
difference. How can we possibly separate these circum-
stances, so prevalent in our poverty-stricken neighbor-
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hoods, from the true and unavoidable responsibility of
the church? If this is not our responsibility as religious
leaders, what is?

Following the "Closing the Gap" conference we
tried to construct a health risk appraisal so that people
could do a self-analysis. This health risk appraisal is be-
ing distributed at more than 1,500 local centers around
our country. About 25 questions are asked concerning
one's life history and personal habits, including items
on smoking, drinking, fastening seat belts, attitude
toward firearms; weight and diet; response to stress,
strain, disappointment, or tragedy; cause of death of
one's parents and grandparents; and so on. These risk
factors are analyzed by computer to determine their ef-
fect on one's life expectancy. For example, a fifty-year-old
man who smokes two packs of cigarettes a day and is
thirty-five pounds overweight may have the life expec-
tancy of a sixty-eight-year old. An assessment is also
made of the consequences of a change in habits; if the
same person stops smoking and reduces his weight by
thirty-five pounds, he could add x number of years to
his life. This appraisal, which costs just two or three
dollars, would be wonderful for church members, for
those entering hospitals, for students entering college.
It allows people to look at themselves and say, "This is
what | am, this is what Tm doing to myself, and this is
what | change to give me a longer, healthy, and more
productive life."

But the circle of responsibOity is wider than concern
for our own health as individuals. In closing I'd like to
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It's sobering for me to know that more Colombians died last year from smoking American
cigarettes than did Americans from using Coiombian cocaine.

outline briefly some of the international initiatives of the
Carter Center, because they remind us of the larger hor-
izons of concern for human health that the church
needs to keep in view.

First is a task force on child survival, under the
direction of Dr. William Foege. Dr. Foege and his group
have contracts with the World Health Organization,
UNICEF, Rotary International, and the Rockefeller
Foundation, among others, to coordinate on a global
scale the immunization of children against polio, mea-
sles, diphtheria, typhoid, and whooping cough. They
are also working to implement the increased use of oral
rehydration therapy, which prevents the diarrheal dis-
eases fatal to so many of the world's children.

Second is a recently formed task force on disease
eradication. In 1988 polio and guinea worm were tar-
geted. For the last four months there have been no
reports of any wild strains of polio in this hemisphere;
it will take ten more years to eradicate polio in Africa
and Asia. Guinea worm afflicts about 10 million people
a year in twenty-two countries, mostly in the sub-
Saharan region of Africa. The Carter Center is taking
the leadership role in eradicating guinea worm: we now
know how to do it, and through education and proper
application of principles we hope to succeed by the year
1995.

A third initiative is in the area of nutrition. We are
aware that health, nutrition, and food availability are in-
timately related, but we face the reality that the per
capita production of food grain in Africa has decreased
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every year for the last twenty years. Dr. Foege estimates
that the caloric intake of the average African has de-
clined at the rate of about three and a half calories per
year—about seventy calories over twenty years. And
these people already had a substandard diet. The Carter
Center has responded by organizing a program called
Global 2000, charged with beginning a green revolution
in sub-Saharan Africa. We have joined with others
under the direction of Nobel laureate Dr. Norman Bor-
laug, who orchestrated the green revolution in Pakistan.
A couple of scientists seek native farmers to volunteer to
plant experimental plots; they plant about one acre in
their traditional way and about one acre using the right
seed and fertilizer (two acres is usually about all the
land they have). They plant with a pointed stick and
cultivate with a hoe—no machinery is used—but they
have been able to triple production. In Ghana (a coun-
try with leadership that wouldn't be welcome in the
White House), 40 farmers participated in 1986; 1,200
farmers in 1987; 16,000 in 1988; and 85,000 in 1989. The
eagerness, excitement, hard work, and dedication of
these African farmers and their leaders when they see
an opportunity to help themselves are extraordinary.
With 85,000 farmers, we have only three employees in
Ghana. All the rest are Ghanians, and they are learning
in the process how to help themselves.

The last initiatives I'll mention are those for peace.
We realize that our programs in the Third World cannot
be successful in the midst of a war. When | was in the
White House, | became painfully aware that most of the
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wars on earth, about 95 percent of them, are civil wars,
wars between an existing government and revolu-
tionary forces. (The Iran-lraq war is a rare exception.)
But the charters of groups like the United Nations, the
Organization of American States, the Organization of
African Unity, and the Commonwealth countries spe-
cifically prohibit their officials from dealing with revolu-
tionaries who are fighting against a member govern-
ment. And many countries (the US., Great Britain,
France, the Soviet Union, for example) have standard
policies that specifically prohibit their ambassadors
from dealing with revolutionaries fighting against the
officially recognized government. For about 95 percent
of all wars on earth, then, there is a strict prohibition
against the involvement of major nations or interna-
tional agencies in resolving the conflict through peace
negotiations. We have taken on that task. Through an
international negotiating network, we're now reaching
out to revolutionaries and talking to government leaders
who want to have some communication. For example,
the Ethiopian government team was here in September
1989 along with a negotiating team from the Eritrean
People's Liberation Front. This war has been going on
for twenty-eight years; a mOlion people have died either
directly or indirectly from the deliberate withholding of
food.
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In concluding | want to affirm the Carter Center's in-
terest in following up this conference. One way would
be for us to provide a constant flow of information about
health issues to be used in church bulletins and denom-
inational periodicals. We could be a clearinghouse to let
people know of successful health models that might be
developed in their own churches and denominations.
And we'd like for this to be a continuing process.

All of us are in an exploratory phase. We need to
work together to understand what the issues are, but
we also need to minimize the ingrained prejudices that
limit the scope of our minds and hearts, ft would be
helpful if we could set goals that are truly exciting and
challenging and adventurous, and perhaps unpredict-
able, that would catch the imagination of people in our
churches and denominations. 1don't know what's go-
ing to happen, but 1want to be a part of it. | hope that
we can break down the barriers that exist between
ourselves and others about whom we study and for
whom we pray but whom we probably don't even
know. That effort will require tremendous faith—in
ourselves and our capabilities, in those we'd like to
serve, and in the God we worship.®
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The Vision of the Possible
What Churches Can Do

W illiam Foege

David Hilton, a physician and the associate director of
the Christian Medical Commission, World Cuum il uf
Churches, has observed that health is primarily de-
pendent not on mediciiit but on education. | behpve
that churches have special opportunities to educate
their parishioners about health. Most important, they
can provide a larger and more complete vision of health.
Churches can make a difference in at least five areas of
education.

First, the church can teach us about the unity of
body and soul and about the damage caused by our in-
ability to see people as wholes. There is a unity to the
idea of brokenness, whether we are talking about sin or
disease or depletion of the ozone layer or homelessness.
There is also a unity to the idea of redemption, whether
we are talking about forgiveness or healing or environ-
mental improvement. 1have learned that there is re-
demption in a syringe of penicillin, in asyringe of mea-
sles vaccine; they make whole what is broken or keep
whole what is not broken. 1have learned that salvaliuii
means wholeness and not just life after death. For some
people these are new ideas, and we know that the mind
approaches new ideas the way the body approaches
fnrpign proteins—it tends to reject them. Nonetheless,
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churches need to be teaching these ideas.

Second, the church needs to do a better job of
teaching the unity of people; fhat we have a respon-
sibility for others and that the idea of loving our neigh-
bor is not just a religious idea but ultimately the meas-
ure of civilization. The measure of civilization is not
found in knowledge or technology or even happiness.
A civilized society is defined by how it treats other peo-
ple, and a civilized person, a civilized institution, or a
civilized church is defined in the same way. It is easy to
respond to our neighbor during an earthquake or a
famine, but it is harder to respond to the miseries and
chronic problems of everyday life. The unexpecfed may
open our hearts momentarily, but for most of us mosf of
the time, avarice is the sphincter of the heart and the
challenge to the church.

Third, the church could do more education on the
overlapping of medicine and religion, of science and
religion. Lily Tomlin once remarked that when we talk
to God the church says we are praying, but when God
talks to us the doctor says we are schizophrenic. The
boundaries are artificial; they are defined too narrowly
by both sides. Medicine describes, defines, and meas-
ures illness. It provides a diagnosis, and it attempts an
intervention. Yet the church provides a sense of con-
tinuify, a flow of history, a way of explaining health and
Olness. Theologian Thomas Droege has pointed out that
both scientists and theologians have an incomplete
view of the world. His new book on the faith factor in
healing makes the point that a disease cannot be
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described outside the story of a person's life, beliefs,
family history, and faith tradition. Einstein said that
though it might be possible to describe everything sci-
entifically, the description would make absolutely no
sense. This admission should not be an opening for
medicine-bashing, however. Each of us owes a great
deal to medicine, and many of the seats at this con-
ference would be empty if we didn't have the gift of
medicine.

But the church goes beyond that. It brings order,
meaning, and purpose into the lives of people, into the
lives of communities. It facilitates healing and the main-
tenance of wholeness.

The placebo presents an interesting illustration. |
learned in medical school that a study of an unknown
drug should compare the drug with a placebo that has
no action in order to determine what the drug will do.
What | did not learn in medical school is that the
placebo is in fact faith. So we are not testing a drug
against nothing; we are testing a drug plus faith against
faith alone. We have no controls testing against nothing.
The medical literature is filled with thousands, even
millions, of experiments on placebo effects, but these
are actually measures of something against faith. The
church can enlist that faith; doctors do. They give an ex-
pectant attitude to patients; they encourage the placebo
effect. Donald Shriver has said that the medical profes-
sion would be ill served by members who did nof ap-
preciate the real powers of medicine, and so also with
the field of religion.
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whole whatis broken or keep whole whatis notbroken. | have leamned that salvation

means wholeness and notjust life after death.

The church brings its own resources to bear on heal-
ing, and some of these resources are words. Words can
be used to enlist people in their own destinies rather
than allowing them to be passive observers. The philos-
opher Primo Levy, a Holocaust survivor, attempts in his
book The Saved and the Drowned to understand what he
had learned at Auschwitz. He makes the point that
believers in any faith better resisted the seduction of
power and had the best defense against death. Thomas
Droege has observed that a person with close ties to a
faith tradition that has met the test of time is likely to
have a strong sense of coherence. Coherence is related
to wellness, and fatalism, lacking coherence, lacks well-
ness. Churches must give parishioners the power to
fight fatalism, to be involved in their own destiny, and to
be involved in the destiny of the world.

Fourth, the church should be teaching parishioners
about prevention. Too often we place prevention and
treatment in opposition, when they are actually on a
continuum. Hippocrates believed that the obligation of
protecting and developing health ranked even above
that of restoring health when it is impaired, and this is
true. Nevertheless, we don't live that way, and we don't
spend our money that way. The continuum of illness
starts early and only later breaks the surface of con-
sciousness. The football coach Hugh McCabe died at
age forty-seven of lung cancer. Before he died he said,
"It's hard to get across the idea to teenagers that it's not
the last pack of cigarettes that Kills you; it's the first."
Things are broken with that first cigarette.
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So the question is one of perspective. Everything
can be seen as healing from that perspective. Everything
we do is healing, but the brokenness isn't evident to
everyone. On the other hand, all efforts are part of pre-
vention—as we attempt to prevent illness, to prevent the
progression of illness, to prevent disability or suffering
or pain or death. So there is a continuum that can be ap-
propriately viewed as different levels of prevention or
different levels of healing even when we are speaking of
the same thing. And as we all realize, some things can't
be fixed. Even here, though, the church can give mean-
ing to the partial.

Fifth, the church should teach perspective. Health
is not an end in itself. It is not the purpose of life, but it
helps serve life's purpose. And we often realize that
only when we lose it. Furthermore, the sentence of ill-
ness that we allow for others helps to detract from their
purpose of life. This week, thirty years after the polio
vaccine has been widely distributed in this country and
is available on the world market for two cents a dose,
5,000 children around the world are paralyzed with
polio. It detracts from their purpose of life.

Be ye doers of the Word and not hearers only. What
can congregations do? Every church can review its com-
munity's needs in the areas of health, education, pri-
mary prevention, secondary prevention, care, counsel-
ing, and support and then decide where to begin. For
example, the health risk appraisal mentioned by Presi-
dent Carter can be used in a congregation to help in-
dividuals learn what they can do for their own health
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and also to help decide what priority should be given to
providing certain services to the congregation.

We'll need to learn, of course, how to give people in-
formation without blaming them for their problems. On
the other hand, we can't withhold information because
we interpret this as blaming the victim. One of the
greatest of earthly blessings is independence, but we
don't have it if we are denied the information we need to
be independent. We must present information as a way
of improving free will. Life expectancy at birth has in-
creased by twenty-five years during this century. That
doesn't mean that at my age | can expect twenty-five
years more than my grandfather had at this age; by this
time we have passed the high infant and childhood
mortality levels. At my age, | can expect only six more
years than my grandfather had left at the same age. In
one sense, then, all of twentieth-century science and
medicine can give me only six additional years of life at
this age. Yet, aresearcher (Lester Breslow) in Alameda
County, California, has shown that a person my age do-
ing some simple things—like not smoking, drinking
only in moderation, eating right, and exercising—can
live eleven years longer than a person my age not doing
those things. So in another sense, | am twice as power-
ful as all of twentieth-century science and medicine in
determining my own health destiny.

That is real power, and the church has a role in
showing individuals that power. This role leads im-
mediately into smokers' clinics. Alcoholics Anonymous
groups, weight-watching groups, counseling, aerobics.
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The service roles in society have hecome
unattractive to young people. The numbers of
applicants to medical school, dental school,
nursing school, and allied health training have
declined. When students entering college are
asked abouttheirgoalin life, fewerare answering
“to develop a meaningfulphilosophy of life”; more
are responding, “to develop a comfortable life-
style." What does that mean In the long run?
Should churches individually and collectively be
discussing this declining interests service roles?

—Dr. M. Roy Schwarz,
Assistant Executive Vice President,
American Medical Association

Only 15percentofschool districts in the country
have a comprehensive health education program.
That's outrageous! Couldn't the church go into
every community and say, “Do you have it? Ifyou
don't, why not? We'l lead the charge; we'llpull the
group togetherand make it happen.”

—Dr. M. Roy Schwarz

39



Weas the church must have a vision ofbeing responsible for the entire creative orderand
atthe same time understand what needs to he done today at this hourin this small corner
ofthe creative order, believing that Godis truly in the detalls.

flu vaccinations, and so on. It leads to church suppers
that emphasize health foods. It leads into health main-
tenance and injury prevention for older people. It leads
to Sunday school materials that teach about healthy liv-
ing and to collective action for food kitchens and world
hunger. Congregations need to know what the state of
the world is and receive basic training for how they fit
into that world. One guide is the "State of the World,"
published each year by the Worldwatch Institute in
Washington, D.C. It helps individuals see what they
could be doing for the world environment. UNICEF's
annual "State of the World's Children" is another help-
ful guide. Contact magazine from the World Council of
Churches and Seeds magazine on world hunger are also
useful.

Much can be done at the community level. So far
the church has responded only randomly to AIDS-
certain congregations, certain people. The school health
curriculum is another area. We know that school health
curricula can reduce smoking rates by the seventh grade
and reduce teenage pregnancy rates. That is no longer a
mystery, and churches have a role to play in getting
school districts to implement good school health cur-
ricula. Churches could become more actively involved
in solving problems of drunken driving, child abuse,
and spouse abuse.

I recently heard about a woman who organized
women in the slums of Dacca in Bangladesh; through
her efforts, their children have immunization levels over
90 percent. If this can be accomplished in the slums of
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Dacca, why do congregations have so much trouble do-
ing it in the middle of America?

At the national level we must deal with the problem
of 37 million uninsured people in a land of medical
plenty. To come up with areasonable and equitable na-
tional health plan will take the best thought and action
of churches. A church can become the conscience of a
community to worry about illiteracy and teenage preg-
nancy, and a good school health curriculum is needed
at the national level, not just at the local level. The
power of interdenominational efforts to promote a
health agenda would be tremendous. One example
should spur us to action. Bob Sanders, a Tennessee
pediatrician, treated a child who had been injured in an
automobile accident, unrestrained. Sanders decided to
try to get child-restraint laws in his county. This led to
incorporating a pediatric society in Tennessee, and Ten-
nessee eventually passed the first child-restraint law. Six
years later all fifty states had child-restraint laws, with-
out any federal action. One person's effort affected the
security of an entire nation of children, and an inter-
denominational coalition of the church could improve
the system in similar ways.

A few words on the global situation. All the domes-
tic inequities we know about have to be multiplied by
10,100,1,000 if we are to comprehend the inequities in
the developing world. Today, tens of thousands of
children are being born into the sixteenth century. They
will live short lives with no benefit from all the medical
schools in the world, from the discovery of penicillin.
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from the proliferation of computer technology, or even
from an alphabet. They will not benefit from either an
American Medical Association or organized churches.

The basis of public health is to make our science
available to all. Yet all the U.S. support for health around
the world doesn't make up for the disease burden the
U.S. imposes through our economic decisions or our
tobacco exports. The U.S. is a net exporter of disease. We
need to support the United Nations agencies (WHO
and UNICEF), and we need to influence our govern-
ment. Our government, on the one hand, asks WHO to
develop aglobal plan for AIDS, and on the other hand,
doesn't pay its dues. Before President Reagan went to
speak at the U.N., our government publicized the pay-
ment of its 1987 dues to WHO to avert criticism. It did
not pay the arrears.

We can't do everything, of course, but we have to
start somewhere. We have to diminish our acts of omis-
sion. We have to know what is possible and then select
a place to start.

What could our communities of believers become?
Henry Ford said there are two kinds of people: those
who believe they can and those who believe they can't—
and both are right. The churches have to become com-
munities of people who believe they can. They must
plan for a long future and sometimes for a very late
harvest. But we the church could become the dominant
agent working for the health of our parishes, health
equity within the United States, and health equity for
developing countries.
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The catastrophic health care billis going down to
defeat. It would have provided for extended care,
drugs, and other coverage by asking people who
had taxable incomes to contribute on a sliding
scale. The maximum contribution would have been
$1,600 forpeople whose after-taxincome was
$60,000. Sixteen hundred dollars out of $60,000.
And whathappened? Thepeople who had the
resources didn'twantto do it, and they reversed
the whole process. How are we going to handle
selfishness of that nature? The stage isindeed set
forintergenerational conflict.

—Dr. M. Roy Schwarz,

Assistant Executive Vice President,
American Medical Association

Ourcurrentnational debtis about $2.6 trillion;
during a single day In 1989 we spent $200 billion
on debtinterestalone, it would take only $25-27
billion to provide all health care services to those
37 million people who are underinsured or
uninsured. If we didn't have the interestpayment
we could do that.

—Dr. M. Roy Schwarz
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As we all realize, some things can't be fixed. Even here, though, the church can give

meaning to the partial.

In the past churches have identified promising
young people, put them through medical school, and
sent them out to do important work as medical mis-
sionaries. What if we could break out of that mold and
identify other important concerns in the world that we
have to do something about? We could identify promis-
ing young people, educate them in political science,
engineering, medicine, and teaching, and allow them to
be missionaries for the church where they could do the
most good.

| find the history of the Jesuits inspiring. Ignatius of
Loyola was a contemporary of Luther, and he was
caught up in the proud tradition of the individualist
dedicated to a larger cause and supported by a com-
munity of believers. Those early Jesuits fused action
with contemplation; they accepted the world with obe-
dience and with discipline. In India they became
Brahmans; in China they became Mandarins; and 130
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years ago in the Pacific Northwest they became Indians.
They took the problems of each culture unto them-
selves. They believed that body and soul were not
distinct entities but interlocking principles of an entity
and that the improvement of the economic or social
order was relevant to and necessary for optimal spiritual
progress.

We have been given dominance of the world, and
health is a gift intended for everyone. This dominion is
not a dictatorship; as Droege says, we are in the priest-
ly role of caretaker beginning with care of ourselves and
ending with the care of others and the whole creative
order. We as the church must have a vision of being
responsible for the entire creative order and at the same
time understand what needs to be done today at this
hour in this small corner of the creative order, believing
that God is truly in the details.®
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A Voice for the VVoiceless
The Church and the Mentally Il

Rosalynn Carter

One of the major causes of unnecessary suffering and
death is mental illness. | have worked with mental
health programs and those who have mental illnesses
for almost twenty years. I've seen the suffering and
devastation that can come to an individual and a family
when mental illness occurs. With treatment, however,
most people can be spared the suffering. Some can
overcome the illness completely; others, with medica-
tion, can lead more normal lives; nearly all can be
helped. This is not known by the population at large,
mainly because of the stigma associated with mental
illness.

Mental illnesses of all kinds present a tremendous
challenge to religious organizations today. In a recent
national survey in which twenty religious bodies re-
sponded, only two denominations had ministries di-
rected to the needs of mentally ill people. How can
religiniis organizations better minister to the mental
health needs of the congregations and the communities
they Eor'.'e?

First, ihey will need Lulacc the issue of homclocG

Homelessness is everywhere. We see people liv-
ing on the streets We accept it; we walk around them.
But these people—often ragged, dirty, wrapped in old
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blankets, huddling together to keep warm—are real
people; they have feelings but little hope. And 20 per-
cent of the homeless are mentally ill. They have stories
of being in and out of mental institutions, with no one
to care for them. That reality is part of our everyday life
now, along with the addictive disorders which we hear
about daily and which are affecting people all over our
country.

Ministering to the families of the mentally ill is also
critically important. How can we the church shed the
fear and ignorance that have plagued us for centuries
and adequately reach out to families of mentally ill peo-
ple? A father of a son who suffered from schizophrenia
put it this way: "Caught between the needs of the men-
tally ill person and the bewildering, elusive services
available through public agencies, the family eventual-
ly acts as its own doctor, nurse, and social worker."
Summing up the situation, he added, “brokenness is the
word."

Yes, our churches have a problem reaching out to
people who are broken by mental illnesses. Yet if we
look carefully, we realize that churches and religious
communities themselves may be the victims of this bro-
kenness. Many professional caregivers, including min-
isters and church workers, discover that after many
years of giving all they have they have nothing left to
give. They're burned out. As a result, congregations are
left in the uncomfortable position of depending on a
healer whose spirit is so wounded that it seems beyond
repair. Those in a position to make a decision about
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Ithink ofadvocacy at three levels. Firstis one-on-
one advocacy foramentally illperson. Those who
have mentalillness don't often function very well,
and they often need a friend. Theyneed someone
to getthem into treatment, keep them in treatment,
help them find a house, help them stay fit. Then
there's congregation-wide advocacy: you just
organize the above. Asa congregation you
organize halfway houses and group homes; you
fight the fights at the local level to get the zoning.
Third is political advocacy—taking on the powers
thatbe. We need to argue with people who refer to
those In mentallnstitutions as inmates. We need to
argue with people who use loose terminology when
they describe the mentally ill, because the mentally
illand theirfamilies are also sensitive. We should
appear before legislative and congregational
bodies and localzoning bodies. And we need to
tackle the financialinequities thatgo with insurance
plans for the mentally lll. Finally, research is a very
pressing need. We are learning more about
treatment, but we don’thave a lot of cures. In this
time ofbudget deficits, churches need to stand up
forfunding of the mental health fight.

—Dr. Thomas Bryant, President,
Nonprofit Management Associates
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|fa congregation visibly reaches outto one ofits own who is suffering from a mentai
probiem, then it becomes possibte for amember ofthat church to say, “I have a mentai

problem, too."

these caregivers sometimes respond by pretending that
a crisis doesn't exist. Other times they believe that the
caregiver's move to another locale will resolve all the
problems. Too often churches have sought to ignore a
simple reality: that mental illness can come even to
those who are providing care.

Perhaps one of the most pressing challenges for the
church today regarding mental health is to keep its
leaders emotionally and spiritually healthy. The mental
health of church leaders is more than just a personal
issue; it is a means by which the church can begin to
overcome the stigma that surrounds mental illness. If it
becomes visible that a congregation recognizes and
reaches out to one of its own who is suffering from a
mental problem, then it becomes possible for amember
of that church to say, "I have a mental problem, too."
When these illnesses are talked about openly, and
when people learn that mental illness, like physical ill-
ness, can be helped or overcome with treatment—that is
when the stigma will begin to disappear, so that we can
really minister to those who need our help.

Another issue for the church is that of preventive
mental health. We assume that being a member of a
religious community is restorative for mental health and
preventive of mental illnesses. Yet mental illness does
afflict members of congregations, and pastors and
church leaders often have little training for ministering
to the mentally ill. Many churches in this community
are doing wonderful work for the homeless— providing
shelters, soup kitchens, and so forth. But when those
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who come into the shelter are both homeless and men-
tally ill, they're different. The church leaders don't know
what to do with them.

We need to look to the examples in this country of
leaders and congregations who have become sensitized
to the needs, overcome the prejudices, and have good
ministries for the mentally ill. One is the Panthersville
Presbyterian Church, in the Atlanta area. This small
congregation was approached by an adjacent mental
health facility about using church space for an outpa-
tient activity. Since the church was facing the challenge
of just surviving, they decided to rent space to the cen-
ter. Through this cooperation the church was able to
overcome its fears and prejudices and now has a fuller
ministry to all people. This happens so often. People
resist having a group home established in their com-
munity, yet once it's established, fear and prejudice
disappear because people realize that the mentally ill
people are good neighbors. Druid Hills Presbyterian
Church and St. John's Lutheran Church, both in Atlan-
ta, are other examples. These churches have had wor-
ship services for homeless people, many of whom have
been mentally ill for years. And both churches try to
bring healing to people’'s lives in other ways. In a pro-
gram at St. John's called Joshua Ministries, a woman
offers her home. She provides a loving and caring fami-
ly environment for anyone who comes, and they pay
what they can. Druid Hills has art classes and other ac-
tivities that help people with mental illnesses feel some
self-worth and creativity. Nothing is more important to
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a person who is suffering from mental illness.

Finally, churches need to think about their roles as
advocates Mentally ill pcuple are one ot our truly pow-
erless constituencies. They don't write letters to their
state representatives or their newspapers; they don't
picket and demonstrate in front of state capitals; there
are not enough advocates on their behalf. It's easy for us
to forget about them and their needs. When we look at
this problem in spiritual terms, we have to be affected
by the need. If we see as part of our mission the ad-
vocacy of those who are poor and powerless, then ad-
vocacy for mentally ill people will become a major con-
cern for churches and religious organizations. Churches
and congregations need to take on the task not only of
caring for these people in need but of proclaiming their
cause.

People with mental problems are our neighbors.
They are members of our congregations, members of
our families; they are everywhere in this country. If we
ignore their cries for help, we will be continuing to par-
ticipate in the anguish from which those cries for help
come. A problem of this magnitude will not go away.
Because it will not go away, and because of our spiritual
commitments, we are compelled to take action.®
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/would like to offer some practiCBIsiiggestiono in
the context of Matthew 25. “Then the holy ohe shall
say to the people on the right, ‘You who were
biessed by my maker, come and receive the
birthright which has been prepared foryou since
the creation ofthe world. | was deaf, and you
provided sign language interpreters. | washearing-
impaired, and you provided assistive iistening
devices. Ihad a child with Down’s syndrome, and
you asked my whoie family to serve as greeters.

| wasin a wheeichair, and you made a way for

me to approach the communion table. | was
schizophrenic, and you welcomed my sharing in
yourprayer group. | was vision-impaired, andyou
boughtan eniarging copier machine. | was a
recovering alcohoiic, and you entrusted me with
responsibility. Ihad AIDS, andyou gave me aplace
to live. I'had no voice, and you gave me a funded
conference task force. ... itellyouindeed,
wheneveryou did this for one of the least ofthese
brothers and sisters, you did it forme.””

—Holly Elliott,
a conference participant
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The Tradition of the Church
In Health and Healing

Martin E. Marty

God, or the language about God, is the subject of theol-
ogy. What the people of God believe it is that is handed
over (tradttum) to them Ihiuugh the gonfratinns makes
up the tradition of the Church. This tradition includes
thpir persistent striving toward fullness of life. True full-
ness, in biblical laiigudgc, belongs to God alone; to
Christ as embodiment of God (Colossians 1:19); in one
case—perhaps—to the Church as the body of Christ
(Ephesians 1:22-23); and derivatively to all that the
earth contains (Psalm 24.1). At the same time, believers
may themselves move toward being "filled with all the
fullness of God" (Ephesians 3:19) and measured by "the
stature of the fullness of Christ" (Ephesians 4:13).

What bearing do Christian traditions and theolo-
gies have on health? In this brief compass it would be
foolish even to attempt to sample their rrmfpnt: the World
Oulslian Enajchjvdia (Barrett 1982:15) speaks of seven
"major blocs," 156 "major ecclesiastical traditions, and
22,190 presumably major "deiiuiiiinations. Instead T
"M first to describe achallenge to Christian action and
pvpressions that is put fui waid by contempi naiy pvcoc
cupations with health and healing and ihi n to point to
some of the ways believers can diavc upon the' Xigy and
tradition, especially in North America.

The focus on "striving for fullness of life" narrows to
another still immense subject: how does this striving
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relate to health and healing through response to the grace
of a fulfilling God? The thesaurus reminds us of the
challenge in classic tprmc by poaiug the Opposites to
health: sickness, illness, disease, ailment, weakness, de-
bility, infirmity, and frailty as part of the human con-
dition. It also lists the antonyms to healing: wounding,
hurting, injuring, harming, breaking, making worse,
getting worse. These simple words call to mind the age-
less passion and drama of life, the endless tears and
blood, the ceaseless cries of pain or dereliction, also by
people of faith. The theology and tradition of the
Church address these negatives even as they speak pos-
itively of the presence of health and healing or of the
search for them.

If sickness and frailty are classic challenges, con-
temporary life has its own approach to them. For a gen-
eration an increasing number of North Americans,
some of them disillusioned with scientific medicine and
conventional care, have striven for "fullness" or "whole-
ness" through what has come to be called the "holistic
health movement." This movement has made the major
news on that front where theology and church tradi-
tions face their temptations and opportunities. It was
born in countercultures but now has found its place in
the mainstream as well (Alster 1989:5). One critic has
offered these definitions:

Holist: Minimally, someone who subscribes to
the thesis that an organic whole is more than the sum
of its parts, and who rejects mind/body dualism.
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Holistic health care: A system of health care predi-
cated on the above Adirncatcs of holistic care may
agree on these ideas and very little else. Practices
range from the exotic to the conventional; practition-
ers from the suspect to those licensed as profession-
als. (Alster 1989:47-48)

An advocate, R. H. Svihus, provided further definition:

Holistic health, then, is a state of integration of the
physical body and of the mental and emotional soul-
self, in harmony with the spiritual self __ The con-
cept refers to the fact that the whole of a person is
greater than the mere sum of his parts, and that
there is an approach to the whole person who is ill,
instead of merely to his parts or to his illness as if
they were separate from the whole of him. (Svihus
1979:480-81)

Abraham Maslow (1970:xi), a champion, elaborated:
"Holism is obviously true—after all, the cosmos is one
and interrelated; any society is one and interrelated; any
person is one and interrelated, etc."

One popular holist, Rosalyn Bruyere, spoke for most
in the movement when she referred to the "energy"
which forms the connection~a key word—between all
things: "for me, the terms God and energy are inter-
changeable. God is all there is, and energy is all there is,
and | can't separate the two" (Nietzke 1979:31). The
challenge to Christian theology and tradition in such ex-
pression is obvious, but so is the lure. Christian faith.
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Howevermuch Christians have to iearn from some features ofhoiism, they cannot deiiver
on the hoiistic promise (which hoiisms also cannot do.)

also an energy system, strives for fullness and sees that
somehow in Christ all things are connected. Believers
who wish to address the needs of their time have there-
fore been tempted to show that they are relevant to the
holistic movement and have something to offer in its
market. While bibliographies on Christian self-help
books show evidences of restraint (see Chase 1985), the
books, conferences, and counseling techniques advo-
cating Christian holism or holistic Christianity have be-
come numerous, and the language of the movement has
penetrated ordinary Christian discourse on health and
healing.

This may, however, be a late and inopportune mo-
ment to jump on the bandwagon to the holistic market.
For although that market remains huge, the beginnings
of systematic critique are having an effect. Critics come
from across the spectrum, which includes evangelical
theologians (Reisser, Reisser, and Weldon 1983) and
medical practitioners (Alster 1989) alike.

At this moment of reaction and criticism, Christians
have an opportunity to separate their theology and
tradition—if they know these—from holistic ones, and
then to offer their own particular gifts. On the other
hand, succumbing to holism's temptation could be dev-
astating. However much they have to learn from some
features of holism, Christians would remain disadvan-
taged in the competition, since they cannot deliver on
the holistic promise (which hoiisms also cannot do).
They would fail in the face of inevitable suffering and
death. They would be engaging in false advertising
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because at heart their approach is incompatible with this
promise. They would also alienate chastened and re-
formed scientific or medical professional communities at
a moment of considerable opportunity for better inter-
actions with them. They would likely further compro-
mise the passion for justice in delivery of health care,
which is already wan enough in most Christian circles.
And when the wind and spirit of the time, the Zeitgeist,
shifts, they will be left behind, only more distant than be-
fore from their own not inconsiderable resources.
Christians, then, should not be surprised or put off
by the beginnings of disillusionment over assured
"wholeness" as a reward for human striving. Much ex-
travagant holistic language refers to the self as God be-
cause of the connectedness of everything. Biblical
language consistently stresses the partiality of creature-
hood; we are not gods, not God; God alone is God, and
God alone perfects wholeness and fullness. The believer
always has to say, "Now 1lknow in part" (1 Corinthians
13:12). What 1do to live with that partial realizing of full-
ness in a world of illness and of "getting worse" makes
up much of the drama of lived and storied existence.

Wholeness, Fullness,
and "Some-ness"

Let me set against Christian alliances with holism the
simple-sounding concept of "some-ness" voiced by
American philosopher William James. We can wrest the
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concept from the Jamesian context of “radical empiri-
cism and pluralism” and show how if is faithful to com-
mon sense and Christian expression as well. In the face
of contemporary gnosticism*. New Age concepts of the
connectedness of everything, nostrums, and distorted
Christian expressions, what he takes from empiricism
and pluralism is helpful here. Over against simple ho-
lism, James says, this alternative would “stand out for
the legitimacy of the notion of some: each part of the
world is in some ways connected, in some other ways
not connected with its other parts, and the ways can be
discriminated, for many of them are obvious, and their
differences are obvious to view" (James 1977:40-41).

Obsessive striving for fullness of life and wholeness
of being stresses only the connected aspects. But the
unconnected parts are also manifest in a world where
finitude, contingency, and transience set limits on effec-
tive striving. We have limits, accidents will happen,
everything passes, we will die. To the eye of faith, of
course, there is an invisible, final, and complete connect-
ing. Thus for the Christian, “all things hold together in
Christ” (Colossians 1:17). But in the empirical world,
in space and time this side of death, the “not con-
nected," partial, and broken elements remain to cast their
shadows over all striving. To avoid and evade them is to
trivialize the Christian faith.

For experts, whether in professions relating to phys-
ical health and healing or to spiritual and theological
counterparts, a word of Paul Tillich poses the problem.
Already in 1961 he spoke of both the promise of fullness
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In considering the process ofhealing and how
itfits in with a religious standpoint, we face an
ancientreligious question: If God makes
somebody sick, who are we to interfere? How can
we intervene in God's will by curing, if God made
ill?. Maimonides says thatthe basis of the
permission to interfere is the commandmentin
Deuteronomy to restore a lostobject. It's repeated
more than once in the Bible. Ifyou find money, fruit,
ahook thatbelongs to somebody else, you can't
just waitforhim to come and claim it. You've got to
announce itactively, aggressively, go aboutin the
marketplace and say, ‘/have found a lostobject.
Whoever can identify itplease come and getit.”
Thatis a mitzvah, a commandment, to restore lost
objects. A whole volume in the Talmud describes
how to fulfill the mitzvah. Maimonides says that's
how we know the doctor may and mustheal. He is
restoring lost health, ifa person has losthis health,
the doctor, nurse, and medical staff with the
necessary skills are able to retrieve what he has
lost, and therefore they have an obligation to do so.

—Rabbi David Feldman,
Teaneck Jewish Center
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not God; Godaione is God, and God aione perfects whoteness and fultness.

and the human limits experienced in efforts to address
it.: "In order to speak of health one must speak of all
dimensions of life which are united in [the human].
And no one can be an expert in all of them" (1961:92).
More recently physicians have spoken in criticism when
people have acted without remembering what Tillich's
second sentence signals. A letter to the editor of the Jour-
nal of the American Medical Association by Dr. O. P. Fried-
lieb in 1979 was an early warning signal to those who
made unreasonable demands on physicians and others
who give care:

Where in the name of everything holy does it say
that a physician is to be more than a healer of
sickness?... Why in the world are we expected to
be all things to all people and take care of all of
everyone's problems?... Certainly no one expects
a clergyman to do appendectomies or a sociolo-
gist to treat acute glomerulonephritis. (Friedlieb
1979:1490)

And with the patient in mind, others ask:

Does not this definition of health in terms of well-
being lead to an unrealistic expansion of the obliga-
tions that providers have in delivering health care
to their clients?. .. Perhaps the clients do not care
to discuss or be counselled about their.. .family,
habits, mode of living, and philosophical or reli-
gious convictions. What qualifies the health prac-
titioner as a counselor in moral matters about how
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others ought to live their lives? (Kopelman and
Moskop 1981:213, 226)

It may seem defeatist for the cause of a striving for
"fullness" to respond in sympathy to the rage and an-
guish of Dr. Friedlieb or to the boundaries set by authors
Kopelman and Moskop. Yet realism and strategy must
surely lead one to agree that neither the physician nor
the member of any other profession (including the cler-
gy) nor follower of any other vocation can heal every-
thing or be all things to all people. Such assent might
appear as capitulation to an often destructive feature of
modernity—the differentiation (Cuddihy 1974:10) of life
into specializations, into pieces, which can work against
the good of patients, sufferers, victims, or even physically
healthy strivers.

Yet in the spirit of William James, this willingness to
"stand out for the legitimacy of the notion of some" can
help provide a renewed charfer for the Church. The
Church believes in the ultimate and invisible connection
of everything with God's wholeness and Christs full-
ness—but it overreaches when it claims to realize these
fully or advertises that they can and must be thus rea-
lized in the here and now. The Church points to what the
minister, chaplain, theologian, or churchly agent for
mercy or justice can offer alongside medical practitioners,
researchers, and secular counselors who also contribute
their some in an enormously complex scene.

Kristine Beyerman Alster, who has reacted against
the holistic health movement at length, asks at her book's
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end, in the spirit of William James and the Paul of 1
Corinthians 13: "Could it be that the [holistic health]
movement would achieve more success by reducing its
ambitions? Rather than claiming the ultimate perspective
fur dealing with issues of health, it could more modest-
ly suggest that it is one of several useful perspectives"
(Alster 1989:181)3

In practical and empirical life, Christian faith as in-
terpreted in theology and lived in tradition could also
achieve more by recalling the partiality of its claims. In
realizing its part, its perspective, the Church faces its
challenge; it can then bring its gift and revise its agenda
and mission.

In noting the current reaction against the exaggera-
tions of the holistic movement and recalling the older
recognition of limits in all professions and perspectives,
we may be passing too quickly over a longer-term trend:
the return of faith to the scene. It may seem to some that
it is premature and futile to gear up for a course correc-
tion when a vehicle itself is only getting launched. Some
in the Church, many in the scientific culture, and most in
the culture of patients have not yet realized the influence
of holistic health interests, including those of a religious
nature. | refer now to movements and events which, late
in this century in times that some call postsecular or
postmodern, have seen the bringing back of faith and the
interpretation of belief to legitimate roles in the striving
for health and healing.

Alongside the medicine, pharmacy, exercise, re-
search, and economic interests that address physical ill-
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Often when we speak of healing we speak of faith
and healing. In the New Testamentstories we find
thatitwas notonly the power of Christthathealed
the sick but often more the power of faith. In Islam,
which means faith in and submission to the will of
the one and only God, faith becomes itselfa
source of healing.

—Dr. Mahmaud Ayoub,
Department of Religion,
Temple University

Healing mustbegin in the soul. One of the greatest
diseases described in the Qu'ran is despair;
therefore God says, “Oh, my servants who have
been too harsh with your souls, with yourselves,
despairnotofthe mercy of God for God forgives all
sins."

—Dr. Mahmaud Ayoub
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Academic ethicists know thatin times of crises they are not atone convoked; patients aiso

ask, “What does God say?"

ness, people seek, as they have always sought, some
resources for dealing with the mental, moral, spiritual,
intellectual, experiential, and affective concerns related to
health and healing. Most people will draw on anything
they find effecfive in this second and parallel quest,
whether it be faith healing, philosophical probing, or re-
ligious faith. In recent decades if not centuries the public
had found this pursuit to be widely discouraged and
profoundly frustrafed. In sociologist Peter Berger's terms,
the "reality policemen" who decided what was allowed
to be believed too readily wielded heavy nightsticks to
discipline the believers. So the public was obliged, as
Berger once put it, to smuggle in the gods, who, "as it
were, come in plain brown wrappers" (1974;1221).

The reality policemen were not always so brutal and
forbidding as there described. They were often only the
benign guardians of other some's of which William James
spoke. Never did all their colleagues neglect or oppose
faith when presenting their version of an all. However,
what had developed and often remains strong, some-
times as a belligerent force and often quite casually, was
an ethos that left no place for theology, the tradition of
fhe Church, or fhe resources of faith. Most people called
what resulted a "secular” culture. In some respects and
from some perspectives, itis that. But it is not and never
was simply or utterly secular. George Gallup (Gallup
and Jones 1989) and a hundred other pollsters and survey
researchers turn up consistent evidence that the same
culture, in ethicist William F. May's memorable words,
fairly "reeks of religion." How do we deal with that?
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The Limits of a Liberal Culture

One way to begin fresh thinking is by renaming the
culture and then seeing how and why religion finds a
place in it. A helpful attempt is political scientist Robert
Booth Fowler's characterization of ours as not a secular
but a "liberal” culture. Most believers have also simply
walked into it. They know it provides the environment
for contemporary medicine, research, and most care.
Fowler does not mean that ours is a politically or theo-
logically liberal culture in the usual sense of the term—
the "L" word was supposed to have been "out" in politics
as recently as 1988. Instead the liberal mode refers to
three things:

1) a commitment to skeptical reason, an affirma-
tion of pragmatic intelligence, and an uneasiness
about both abstract philosophical thinking and
nonrational modes of knowledge; 2) enthusiasm
in principle (and increasingly in practice) for tol-
erance not only in political terms but much more
obviously in terms of lifestyle and social norms;
3) affirmation of the central importance of the in-
dividual and individual freedom.

Fowler argues, and 1concur, meanwhile, that

religion in America has been, and continues to be,
an alternative to the liberal order, a refuge from our
society and its pervasive values. Yet, by providing
that space from our liberal order, it unintentional-
ly helps the liberal world. (Fowler 1989:4)
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The last sentence should disturb believers when
they are in their roles as prophets of faith or purists, but
that is not our present concern. What is important ic
that we would not huve the benefits of modern research
and medicine, mixed though they be; we could not en-
joy the life of a republic, ambiguous though its boons
are; we could not experience the freedoms we know,
bounded though they be, were it not for the develop-
ment of this liberal culture. One can see its positives as
gifts of a provident God and at the same time criticize its
negatives. Or at least this critic can comment on its
merely partial perspectives, which some persist in see-
ing as its "wholes," when these are associated with ar-
rogance, pride, blindness, and in some aspects even the
demonic.

However we characterize and judge it, this liberal
culture provides the intellectual ozone we all breathe, the
spiritual envelope which enwraps us—unless we do
something about it. Most citizens, as the evidence of the
polls and our eyes overwhelmingly suggests, do "do
something about it." Even if superficially and half-
heartedly (but often strenuously) they turn to their faith
to provide alternatives where liberalism is unsatisfying.
They also sometimes turn to church (or synagogue or
mosque or other holy place) as refuge from this culture—
not necessarily for mere escape but as when an army
retreats to prepare for other encounters. And in faith-
centered gatherings contemporaries go on to find or
build the community which the individualist culture
largely fails to provide.
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We can'tsay thatthere isanod ofgood ana a God
Ofevil. All ofit comes from one source; there is one
God who does the good and evil. But whereas
there is one God, we have an ethical imperative to
help bring the world closer to what the goodness
of God wants, namely, that there be healing. So
healing is our mitzvah, and that's why we restore
the lost object. You couldn’tobserve any ofthe
commandments ifyou had a passive theology that
said “l won'tinterfere.” On the contrary, you may
and therefore you mustintervene.

—Rabbi David Feldman,
Teaneck Jewish Center

The medical ethics committee on which I serve
extended the unconditional mandate to heal and
applied it to infertility as well. Blue Cross/Blue
Shield says thata woman's inability to conceive is
notan illness and thatit won'tpay forassistance
with in vitro fertilization. But we've determined that
infertility, barrenness, is as had as any other
pathological condition. Ittoois apart of the
mandate to heal.

—Rabbi David Feldman
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Forthe Christian, “alithings hoid togetherin Christ." Butin the empirical world, in space
and time this side ofdeath, the “not connected," partial, and broken elements remain to

casttheirshadows overall striving.

The liberal culture, of course, remains enveloping,
while the believing community, as Fowler also contends,
goes about making bargains with it which help that com-
munity survive. The government, on constitutional
grounds, cannot provide theological alternatives or
refuges. The traditions of the mass media in a pluralist
society do not match the traditions of any of the church
traditions. Public education on all levels engenders or
licenses a community of inquiry but not of explicit reli-
gious faith. The corporate, business, advertising, and
commercial worlds form a context of skepticism, tolera-
tion, and individualism which levels, excludes, or finds
irrelevant all religious faith. The practices of the labora-
tory and the clinic similarly overlook or violate the claims
made on a part of life by church traditions. Many fashion
religions or quasi-religions out of one or another or all of
these liberal culture zones; each is capable of attracting
idolatry. But they also offer potential benefits which
believers enjoy and recognize, and which even the most
critical or prophetic of them rarely wishes to escape.
Even the philosopher gets a toothache, says Shake-
speare, and even the Christian critic of technical medi-
cine wants anesthetic and high-speed dental drills when
his pain or her infirmity is being treated.

The acts of addressing what it is that faith approach-
es, as a refuge from this liberal culture or as its alterna-
tive, occur on many levels. Inevitably, individualism
operates here, too. No one cares more than the sufferers
themselves to find or fabricate systems of meaning, to
glimpse parts of the whole, to know something of the
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fullness of life as it is realized in health and healing. Yet
more than most of us realize, these systems of meaning
come partly prefabricated, and they are borne by com-
munities. We call one of these the Church. Its meanings
come as part of the Christian tradition or traditions.

The New Turn to the
Fullness of Life in Faith

Following the news of holistic medicine, then, we have
been hearing reaction to its extravagant claims and de-
mands. Even earlier, though, people in our time were
finding ways to be religious—and in matters concerning
health and healing—in spite of a partly uncongenial cul-
ture. If the present moment provides a challenge that rep-
resents both threat and opportunity to the churches, it is
time to bring the issues into focus. Why, and why now, are
thoughtful people making faith, theology, and Church
tradition a part of their religious alternative and refuge?
We shall speak of tradition in this temporal context.

The Dutch historian G. J. Renier (1950:14) says that
most of the time we pay no conscious heed to what ar-
chivists, chroniclers, and historians do. These profes-
sionals find, collect, keep, protect, and expound the
elements of tradition of which they are custodians. The
rest of us pay attention only at special times, when we
"stop to think." Stopping to think becomes thus an
almost technical term, and it well describes what has
been going on in the very recent past.
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Seekers and strivers in our culture have "stopped to
think" about what skeptical reason by itself does not
provide in the search for health and healing They ox
amine ivhat luleiailon based on or productive of indif-
ference in a pluralist society does not do to bring specific
meanings to specific people with specific needs. They
reach for what individualism and privatism do not do
for people who welcome and would offer communal
support in times of illness, frailty, or "getting worse."

Leszek Kolakowski, a Polish ex-Marxist philosopher
who now lives in the United States, has dealt with myth
as a category which here corresponds to the faith-
centered quest. He also describes our betwixt time, the
days when "some-ness" and alternatives and refuge are
vital. Thus: "We cannot now imagine a return to myths
which could effectively reinstate a hierocratic [clerically
ruled] despotism over secular life. But neither can we
imagine a culture totally bereft of mythological [read
also: religious] elements." Kolakowski continues: "The
principles of existence between mythology [read also:
religion] and a scientifically controlled civilization will
undoubtedly be worked out over a long period marked
by tensions and clashes.” We know much already about
these conflicts in the spheres of medicine and science.
Kolakowski goes further in dealing with the betwixt
world: if mythologies (or faiths) "do not wish either to
advocate flight from the world or theocracy, there are
still other ways in which they can question all the reali-
ties of immediate experience: by demonstrating the
non-self-sufficiency of such realities...." Relevant to
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There is in the Qu'ran apassage which parallels in
some way the dramatic paooag<" in Matthew 25,
where righteousness is attributed by God and
Christ to those who visit the sick, feed the hungry,
clothe the naked, care for the prisoners, and so on.
Muslims have often argued about the exact
direction for prayer, and this has sometimes taken
precedence overmore importantissues. Hence,
the Qu'ran says, “Itis notrighteousness thatyou
turn your faces toward the eastand the west.
Righteousness is this: that you have faith in God,
in his angels, his scriptures, his prophets, and the
lastday and thatyou give ofyour wealth, even
though you may cherish it, to the poor, the destitute
and the needy the orphaned, and for the
ransoming of war captives. And thatyou fulfill your
covenants when you make them and you be
steadfastand patientin times of adversity and in
times of hardship.” This admonition to be patient
and steadfastand to strengthen one’s faith in time
of suffering and adversity could lead as ithas in
many Muslim countries today to a glib acceptance
of death, which in the end means the trivialization
ofhuman life. Butthatis not whatIslam

(continued on page 59)
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Neither the physician northe member ofany other profession (including the clergy) nor
follower ofany other vocation can heal everything or be all things to all people.

our purposes among these are "their inability to create
independently those values thanks to which human
communities are able to survive, their failure at self-
interpretation, and their failure to produce by their own
strength principles of understanding the world in addi-
tion to rules for manipulating objects" (1989:107-8).

The Church through its tradition and theology does
intend to be among those forces that build communities
of values, offer sustaining interpretations, and seek
healing sets of meaning in the face of suffering. The
manipulating of objects—whether these are the artifacts
of the medical world or the patients as impersonal ob-
jects themselves—is not satisfying. Kolakowski thus
joins James and Fowler in helping provide elements
which we can hear as part of the challenge to the
Church. There is room for its gifts alongside those of
others.

The Faith Dimension and Its Reaches

The faith dimension has returned to the fields of health
and healing in a number of ways. When medical ethics,
or bioethics, was first born it was at home in theological
communities, where many of the pioneers worked.
Quickly it moved from them into the directly liberal cul-
ture of the university and clinic. There it provides a
marvelous but incomplete set of approaches to health
and healing, some response, in the Jamesian sense.
Academic ethicists know that in times of crises they are
not alone convoked; patients also ask, "What does God
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say?" as mediated through their ministers, their tribe
with its traditions, their family and friends, their souls'
experience. At such times one hears Aristotle or Hip-
pocrates on proportionateness or nonmaleficence cited
less frequently than one hears "thus saith the Lord" or
"the love of Christ controls us" or "my pastor says,"
within the large Christian subculture, or analogues to
such language in Jewish, Islamic, Native American,
Asian, and other subcommunities.

Second, the liberal culture offers only some con-
nected but partial sets of meanings for those who would
cope with suffering. Yet these are manifestly not self-
sufficient or satisfying understandings for other dimen-
sions of life. Most people draw on faith and faith tradi-
tions when seeking to overcome emptiness or broken-
ness while they strive toward some measure of fullness
and wholeness.

Third, the tradition is or can be embodied in the ac-
tion of faith communities, which provide intercession,
casseroles, caucuses working for justice, agencies to in-
spire volunteerism, nursing aid, concern for the aged,
and long-term care, where the liberal culture often runs
out of resources or patience. While writing a book on
my own part of the faith tradition, | asked a presiding
bishop what advice he would give to someone who had
just heard she had a terminal illness. He answered,
"She should have been an active participant in a good
congregation of believers for the previous twenty years."
He spoke in language distant from holism's; there was
no quick fix, and one had often to "tough it out,” he
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said, but he pointed to what those in the tradition
know; that somehow community is part of the striving
for fullness (Marty 1983:170).

Tradition and Its Roots in Story

It is apparent that the Church tradition, born of faith,
expresses itself both as interpretation, especially of suf-
fering, and as community, especially for care. Indeed,
interpretation is necessary chiefly because there is and
will continue to be suffering. The Church draws its
challenges from the need both to interpret and to pro-
vide community. So we must connect theology, the
language and act of interpreting the life of the people of
God in the light of God, with tradition, that which has
been handed down and is being passed ahead in the
community. This is both a difficult and an urgent task.

It is difficult because tradition, the tradition, and
traditions, in the Christian instance (as in the Jewish
and Muslim cases), are rooted in story. They do not
come spontaneously, automatically, from internal re-
sources, as they do in the "connectedness” of holisms.
It has become almost a cliche to speak of the narrative or
storied element in Christian—as in Jewish or Muslim—
faith, but this element cannot be denied. It demands
constant inquiry, attention, and affirmation. There are
mythic elements to the story, but it is not pure myth or
archetype: it recalls, celebrates, and reenacts God's
word, happenings, and events in the world of God's
people. Some elements in this story can be capably ad-
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(continued fiumpage 57)

understands by health and healing and by
accepting death when it comes. Rather, as God
created the world, and in his mercy iooks after the
affairs ofhis creatures, so mustwe in accordance
with the prophetic injunction "show mercy to those
on earth so thathe who is in heaven may show
mercy toward you.”

-Dr. Mahmaud Ayoub,
Department of Religion,
Temple University

The Spiritof God within us is iife, but life with
dignity. Foras God is holy and worthy of
veneration, so mustalso life be holy and
respected. The spiritofGodin us is a spirit of
righteousness, ofhoiiness, of whoiesomeness—
aspirit that we cannot defile.

—Dr. Mahmaud Ayoub
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The Church believes in the ultimate and invisible connection ofeverything with God's
wholeness and Christ's fullness—but it overreaches when it claims to realize these fully

in the here and now.

dressed by philosophy through propositions, critical in-
quiry, and the formation of dogma. But the tradition is
story before it is principle. The specifically Christian
story, as rooted in the Hebrew Scriptures and the New
Testament Gospels, takes the form of what Paul Ricoeur
(1984:208) calls "narrative emplotment." This plotting
comes to life in the call to faith through which later
generations become part of the story. The counseled pa-
tient in a sophisticated hospital today connects with the
ancient stories of Job, the Gospel narratives of a healed
and grateful leper, or the parable of sheep needing a
compassionate shepherd. Christian counselors offer
narratives, even if sometimes these also take the form of
prayers or confessions of faith. These are God-centered
stories which resist the "manipulating of objects" and
testify to the importance of persons, including the
"least" of them, in their needs and strivings.

Here, in contemporary North America, in the midst
of a secular, scientific, pluralist, liberal culture, serious
people have been recovering confidence in the roots of
a faith whose story shows it to have been born also as a
movement of healing and health. Thomas Clarke, S.J.,
speaks out of the Catholic tradition: "The central thrust
of [Jesus'] exercise of power is conceived as liberation
from Satan, healing and restoration to health, and
wholeness of human beings in the totality of their lives,
physical and moral, social and institutional” (1980:259).

Some of all that is evident in the concern of Chris-
tians to interpret the cycle and passages of human
biological life: concepfion, birth, aging, death. It is also
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present when they work for better allocation of health
resources or for the sustaining of sufferers both in their
own community and in the circle of need beyond it.

Realizing and
Employing the Tradition

But how vivid, available, and useful, really, are the tra-
ditions of Church and faith? They are not transmitted by
believers through the genes, though in stable cultures
they once seemed to be, protected as they were within
territories and parishes. Thus historian Edmund Mor-
gan (1966:182) has spoken of the American Puritan ideal
of having godliness transmitted from the loins of godly
parents to their children. Genes may have much to do
with destiny, but they do not transmit story. Of course,
traditions do get transmitted orally, by gesture, or by
practice. This we see in Native American cultures where
there was long no reliance on literacy, as well as in other
complex cultures even today. Tradition is passed on in
phrases: "This is what we do around here." "That isn't
done here." "In our family we always ..." "The sages
say ..." "Our church never thinks of it that way...."
But these powerful oral and gestural transmissions
need constant purification and clarification.

For these tasks, texts play their part. The Hebrew
Scriptures, the New Testament, the writings of believers
through the ages, written theology, the version of tradi-
tion we call history—all have their roles. But the intimate
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and half-broken family circle is relatively inattentive to
these. Public elementary and secondary schools almost
entirely neglect them, even though it is legal to includi_
them naturally in Curricula. Higher education treats
them, but only marginally and in isolating contexts.
Mass media have nothing to do with them except as oc-
casional curiosities or complicators: "This strange med-
ical practice survives in this family because they are
Mormons." Meanwhile the government must treat all
religion and religions with what once entered the Su-
preme Court record as "wholesome neutrality," which is
no way to make a tradition engaging or compelling. The
modern clinic levels and reduces specific faith concerns
or attends to them in specialized ways alone, as in
chapels or by chaplains. Commerce shuns religious
tradition.

The church to date has in conscious ways done far
less with what was handed down than one might have
expected. The Park Ridge Center for the Study of
Health, Faith, and Ethics has commissioned over a
score of volumes on health and medicine in various
Christian and other traditions (Islamic, Jewish, Native
American, and so on). In almost all cases, the authors
reported that theirs turned out to be alonely and often
the very first act of gathering such resources of their
traditions. Theological libraries contain tens of thou-
sands of volumes, but in the age of skeptical reason, in-
differentist toleration, and individualism, few authors
or readers had been paying attention to the resources in
the texts of faith traditions. That situation is changing
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Recently in northwestern Oklahoma | sawa cedar
tree silhouetted against the horizon, and not far
from it, a satellite dish. According to our oral
traditions as Cheyenne people, cedar from that
particular tree when harvested and dried in a
certain way can be used for ceremonialpurposes
and forhealing. The cedar tree represents the
Indian world, the Native American world; the
satellite dish represents our scientific and highly
technological world. Native Americans, who are
somewhat distinctive, live within both worlds. They
mustin order to have health and well-being. But
sometimes these worlds are in conflict. Alexander
Solzhenitsyn has said, “To destroy a people, you
first severtheirroots.” I think that's whats been
happening to Native Americans. They have the
highestmorbidity and mortality rates ofany group
of citizens in our nation. Theirroots are and have
been severed.

—Lawrence Hart, Indian Ministries Task Force,
Joint Strategy and Action Committee
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The Church through its tradition and theoiogy 60es intend to be among those forces that
build communities of values, offersustaining interpretations, and seekmeaning in the

face of suffering.

suddenly, in theological schools, in history depart-
ments, in clinical settings and other places of healing.
The challenge is to use what is there already and to find
and produce more.

People do not ordinarily strive for healfh and heal-
ing, for the fullness of life, by going fo the library and
reading specialized books on faith traditions. They have
lives to live. Yet elites, care givers, women and men who
practice counseling and in some cases medicine itself,
prophefs seeking jusfice, physicians who promote
healing—all have reason to be aware of how theology
and tradition inform what they are doing. We may not
all professionally devofe ourselves to this one specialty
alongside doing appendectomies, treating acute glom-
erulonephritis, engaging in basic research, providing
pastoral care, discussing either "philosophical or reli-
gious convictions," or counseling people about forming
habits and adopting modes of living that promote some
well-being. But the Church can promote self-conscious-
ness about what goes on in all these conscious enact-
ments, in order to serve the story better and to be better
served by it. 1have reported here on some recoveries,
but how might they work in respect to tradition? This
guestion can be approached through six terms using the
prefix re-, indicafing resforations that project into pro-
mising futures.

62

Six Elements in
Recovery and Projection

One speaks thus to a Church that would meet
challenges:

First, you have to remember elements from the
tradition. The theology and informed pracfices of the
Church begin in remembrance. Mnemosyne, Memory,
mother of all the Muses, here moves from Athens to
Jerusalem, from the realm of myth to the zone where
she is patroness of story. The problems of recall, as our
instifufional review a moment ago suggests, are drastic.
The tradition is born of and relies on remembrance. Yet
many people are not in any conscious tradition, to say
nothing of a faifh tradition. Others were, but they now
have amnesia, or they simply neglect to remember; they
have therefore forgotten, as did their parents before
them. Still others choose to forget, in a partly creative
spirit of rejection. Why? Because the bearers of the tradi-
tiones, the introvertedly human participants in the tradi-
tion, are often repressive, ignorant, capable of "making
worse"—dealers in death and not contributors to the
"striving for fullness of life."

Furthermore, in a pluralist and preoccupied society
the tradition can become ever more vague, blurred,
remote. We intuit that this or that belongs to Orthodox
Judaism or Sunni Islam or Navajo life or Orthodoxy or
Anglicanism, but it blends and shades into so many
other ill-formed stories and theologies that it loses the
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specificity one needs for healing and meaning. Simple
and sometimes willful ignorance is common. Custo-
dians of the tradition often show little uiiaginarion m
helping it come alive in new generations. Mere remem-
brance plays tricks. The challenge is to move with it and
beyond it. The tradition needs representation in lively
forms.

Second, you have to look around and look deep for
what to remember. Reconnaissance of theology and tradi-
tion follows. We think of reconnaissance as a search for
knowledge of enemy terrain, but itis just as legitimate
to see it as an act of becoming acquainted with anything
unfamiliar, alien, foreign. Indeed, this foreignness can
refer to one's own territory, which can be terra incognita.
But reconnaissance also involves exploring the unfamil-
iar beyond one's own tribal boundaries. Many voices
need to be heard: voices representing women and men,
affluent and poor; those who work with high-tech
medicine and those who would distribute basic care;
who embody Catholic, Baptist, Lutheran, and many
more parts of the traditions which grasp some of the
whole Church tradition. As heirs of an inclusive and
mature ecumenical movement, we hold up the mirror to
ourselves and each other, and we open windows on
elements of tradition that can enhance our personal
remembrances when we necessarily "stop to think."
Comparative history, the comparative study of tradi-
tion, provides perspective.

Third, after reconnaissance, you have to bring
something back and project it into the future. Retrieval is
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Ourminds are stillin the world of the cedar tree.
Don'tuprootus!Allow us to carry on our traditions.
I'm tremendously impressed with the spirituality of
Native Americans, particularly those who are the
custodians ofthe sacred. I can read Psalm 24, and
Ican acknowledge thatthe earth is the Lord’s and
the fullness thereof, and all those who dwell
therein. Butthose words hecome mere words for
me when | consider our traditionalists. Before even
beginning those prescriptions handed down by
oral tradition, they firstreach down and touch the
earth and bring the earth up to themselves four
times, the sacred numberofourpeople. Only when
they identify that they are partof God's sacred
creation can they begin to speak or to carry forth
those prescriptions for which they have custody.

—Lawrence Hart, Indian Ministries Task Force,
Joint Strategy and Action Committee
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The faith tradition can be embodied in the action offaith communities, which provide
Intercession, casseroies, caucuses forjustice, voiunteerism, nursing aid, concern for the

aged, andtong-term care.

the next element in recovery and restoration of theology
and Church tradition in the late-stage liberal culture.
Catholic theologian Karl Rahner has spoken of a sort of
selective retrieval, which implies the discovery and
seizure of certain elements, some of the past, and the
projecting of these into the present and for future (Carr
1977:258). It would be absurd to claim that just because
something was in the original story or became a part of
it through history it can be used to promote health and
healing today. Many of the past practices and insights in
the tradition, if put to work now, would contribute to
death, not life. The contemporary critical Church com-
munity, engendered by the tradition, is selective even as
it retrieves. The great Catholic student of tradition Yves
Congar has written:

Saving faith is received by minds which must con-
sider it not merely as something absolute, but as
a deposit given once and for all by the apos-
tles. .. . But, at the same time, these minds must
"receive" faith in an active way, in a manner
which befits their nature. They are human minds,
discursive intellects which perceive successively
and only partially; hence, also, minds fulfilling
themselves only when in contact with other
minds; lastly minds living in a cosmic biological
and temporal continuum. Historicity is an essen-
tial characteristic of the human mind. (1966:256)

Hence the many conferences, sermons, classes, study
sessions, "practical theology" engagements, and agen-
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cies for justice and mercy which corporately select and
retrieve "saving" and healing elements.

Fourth, you have to know in a special discerning
way. Recognition is coming to be a technical term for this.
Diana Culbertson (1989:9) has recently and simply
defined it as "a kind of knowledge by which we appre-
hend meaning in a pattern of events or realize that the
meaning we had once assigned to those events has been
shattered." Simple cognition makes us aware intellec-
tually of a fact or an idea, but recognition tells us what it
implies and means. Perception deals with "part" of our
being, while recognition "involves the whole of the
perceiveTs personal awareness, knowledge, values, and
idea of existence." It is "the central humanizing and
revelatory experience, the immediate cause of psycho-
logical and spiritual change."

The easiest way to vivify this dynamic for those
Christians who know their story is to refer to the nar-
rative of the disciples on the way to Emmaus with the
stranger who expounded the scriptures to them (Luke
24). Then, in the performance of an act, there came
recognition, when "he was known to them in the break-
ing of the bread." A revelation of the Resurrected Lord
grasped and changed their whole being and brought
them toward fullness of life. Judaism, Islam, and Native
American life, let it be said, depend as fully on recogni-
tion as does Christianity.

But how does "revelation" through the theology
and tradition of the Church relate to the search for heal-
ing and health? For most believers, the story begins with
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what in faith they simply take as the self-disclosure of
God. They also recognize that human genius, whether
in the case of scriptural writers, saints, martyrs, activ-
ists, or theologians, promotes disdoGurc and con-
tributes to "revelatory experience." We learn from past
genius. We cannot mummify corpses today as well as
did the Egyptians, cannot make violins as well as
Stradivarius, cannot create as well as Shakespeare and
Mozart; we retrieve what we can of their understandings
and recognize in them special art.

Now, as Eugene Goodheart, cultural critic of a
generation that repudiated traditions (such as Jewish-
Christian), put it so well, the traditions "stUl possess us,
if we do not possess them" (1973:9). People who have
not done systematic work on what divine self-disclosure
does for a modern believing physician who is on her
own deathbed may still find that the tradition reaches
them through the institutions of mercy, the acts of inter-
cessory prayer, the rites of the church, the voices of
children; those who keep alive the language of acom-
passionate healer who "cured many of their diseases,
and plagues and evil spirits," and "bestowed sight" on
many that were blind. Contemporaries still hear the
command to go and tell what they have seen and heard:
"the blind receive their sight, the lame walk, lepers are
cleansed, and the deaf hear, the dead are raised up, the
poor have good news preached to them" (Luke 7:21-22).
In such stories, as heard and reenacted, they subse-
guently recognize where mere cognition did not satisfy,
and such recognition can certainly inspire ethicists.
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The Catholic health care system functions in the
shadow ofJesus who, through his life, gave us an
example of how to heal, to touch, and to bring the
sick and suffering both to physical and spiritual
well-being. Throughout the centuries the church’s
mission has been to create the human conditions
where one can experience God, particularly in
those moments of vulnerability and brokenness.
The church’s members and institutions collectively
strive to respond as Christ would, by bringing to
bear the supportand concern ofthe community, by
being a sign of God's presence, and by revealing
thateven suffering and death have meaning in the
Christian perspective.

—Sister Kathleen Popko,
President, Sisters of Providence
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Bearers ofthe faith traditions, the introvertedly human participants in the tradition, are
often repressive, ignorant, capable of “making worse.”

theologians, and counselors in a postliberal or uncer-
tainly liberal age.

Fifth, you have to draw on the living resources of
tradition. Ressourcement, a term favored by Pius X
(Dulles 1989:425) among others, bears on Congar's
reminder that the tradition is not a dead pond, a past
sufficiency. It is part of a "cosmic biological and tem-
poral continuum," which at least in some parts connects
with the story which flows, as a stream, from the past
and toward coherence in Christ and the prospect of
fullness of life in God. One never can reinhabit the full
context and sets of meanings of a past deposit to pre-
vious religious understandings of science or medical
pracfice, to past statements on the subject, or even to
contentment with the world behind or the world of the
texts.

A contemporary classic statement of ressourcement in
respect to theology, tradition, and text comes from Paul
Ricoeur (1984:208). He points to three ways of ap-
proaching a text, each of which affects how people re-
spond, whether as doctors and nurses, pastors and
chaplains, planners and programmers, or patients. First
one can look at the world behind the text: the prehistory,
background, setting, and context that illumines it. His-
torians and biblical scholars professionally care about
that. It provokes cognition but not necessarily recogni-
tion and thus is not fully a resource. Second, one can
look at the world of the text. Literary critics do. It is im-
portant to know whether one is reading a pharmaceu-
tical prescription, a description of surgeries, a parable.
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a poem, a proclamation. To know this further promotes
cognition.

Recognition, however, comes with the third world,
the world in front of the text. In that world, story,
language, and an "emplotted narrative" bring their
horizons—about which | know something but beyond
which | am beckoned to move—to my own horizon,
which has a future not yet disclosed to me. Now | am
bidden to make a resource out of the tradition by enter-
taining modes of thinking and acting and being that
would be unthinkable were I not part of the community
in which this text takes life, gives life.

This notion of ressourcement—the idea that the tradi-
tion may have more to say than it has said, that the
Christian Church does not live off a tradition which
only gets more remote, inert, and lifeless—is difficult
but urgent to propagate and test. Instinctively people
have a sense that a religious tradition is a City of the
Dead, that theologians are keepers of that city and
believers are survivors and relics; or, in Congar's term,
that the faith is a deposit which, though not in his con-
ception, has to be stewarded and hoarded. One illustra-
tion will suggest how ressourcement can work.

The context for the illustration will be not medical
but moral. Throughout history, people who represent
latencies in the tradition—for the support of human
rights, or more specifically women's rights, or civil
rights, or the rights of the oppressed—find their occa-
sion to speak. Those who too readily criticize the
Enlightenment or liberal culture neglect to notice that
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often its representatives engendered ideologies of rights
or produced polities which made room for rights and
then these biblical and Christian latencies became patent
and creative.

Thus Martin Luther King, as Max Weber would
have it, fit the portrait not of the messianic or charis-
matic leader but of the virtuoso of a tradition. That is, he
did not invent a new tradition any more than did biblical
prophets did who called people to a covenant which
was theirs but which they had not yet owned. A general
movement provided the occasion. For example, civil
rights were advanced in the Supreme Court decision
Brown v. Board of Education in 1954 and thus technically
assured by the courts and legislatures before Christian
advocacy had reached the whole public. Then as a black
Baptist and member of a Baptist and larger Christian
community and of the liberal culture. King reached into
two sets of resources.

Weber says that the charismatic leader views the
tradition as follows: 'Tt is written, but | say unto you.”
The virtuoso says, "It is written, and 1 insist" (Hill
1973:2). King "insisted" that the moral community
claiming to be responsive to the Declaration of Indepen-
dence and the Constitution was morally obliged to act
on its philosophy and assurances, and some respond-
ed. He also appealed to the moral community that was
responsive to the Scriptures and spoke to its conscience
with "and linsist." There followed a moment of recogni-
tion, not mere cognition and, for a time, some conse-
quent action.

Volume Thirteen

The story of the Catholic health care ministry in

the United States dates hank tn the Anieilvah
Revolution when women religious responded to
the socialneeds ofthe day, caring for the wounded
and responding to those suffering from epidemics.
An extraordinary phase ofinstitutional
developmentoccurred when religious pluralism did
notgreetthe massive wave ofnineteenth-century
European immigrants. The Catholic immigrants’
answer was to build schools and hospitals and
socialservice agencies ofevery conceivable
description. Daughters and sons ofthe immigrants
enteredreligious life in greatnumbers, and their
dedication and service made this system work.
Parish churches served as centers of charitable
outreach as early ethnic neighborhoods organized
around them. The immigrantcommunity shared its
meager resources with the sick, the elderly, and
the orphaned. Gradually there emerged a whole
network ofinstitutions to extend the ministry further
into the community. This health care ministry has
grown rapidly over the pasthundred years, led in
partby the congregations ofreligious women who
have marshaled resources in service of the

suffering persons.
—Sister Kathleen Popko,
President, Sisters of Providence
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Christian iaith is nota gnosticism which hoidspeopie responsibie tor seif-transcendence
overtheir own suffering, oran individuatism which iets them be content with their own

private “connectedness” to the Att.

So it can be in the present moment with faith re-
sources and the pursuits of health and healing. That
there are impending if not immediate crises in the
delivery of care ought to be obvious. The poor, the aged,
the uninsurable “fall through the cracks" and have no
safety nets or access. The cost of care in general threat-
ens the economy of all and the well-being of the many
tomorrow. Ethical problems associated with “skeptical
reason" applied to scientific discovery are so abundant
that they need no documentation here. The limits of
meanings offered by liberal culture in the face of suffer-
ing call forth alternative responses. The virtuosos of the
tradition will not say "but 1say unto you ..." if they
wish to be responsible to the community and its mem-
bers. They will say “and | insist,” and there is then a
potential for astonishing, new, and fresh statement.

Recently | had occasion to draw on this feature by
conflating something from the Dutch phenomenologist
William A. Luijpen and Gershom Scholem. Luijpen
had said: "Great thinkers are great to the extent that
they see already what others do not see as yet" (Luijpen
1966:138).”~ The "great thinkers" may have names like
Isaiah and Paul, Aquinas and Maimonides. Scholem,
perhaps the greatest scholar of Jewish lore in this cen-
tury, devoted his whole career to arcane and apparent-
ly irrelevant medieval Jewish mystical texts. An inter-
viewer pursued the diffident scholar to find out wheth-
er he “believed" these texts, and what it was that drew
his profound mind to devote decades to their study.
Finally he exacted only this word from an impatient and
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ironically dismissive Scholem; "There is one thing 1
know, and know beyond any doubt. The Kabbalists, the
mystics, knew something that we do not know" (Steiner
1973:173-74). Put the two together; “The great ones of
the past knew already what we do not yet know." And
healing potentially follows from our recognition of their
resources.

Sixth, you have to respond, to make action con-
crete. Response comes from respondere, which meant “to
promise in return." It is the enactment of one who
strives for fullness of life. Responding can mean, for in-
stance, repenting of past ignorance or shortsightedness
or even willful blindness in the face of others' needs for
health and healing. As philosopher Max Scheler puts it,
repenting recognizes that in a sense there is no past ex-
cept the one which lives through our present attitude to
it. It asks not “Alas! what have 1 done?" and moves
beyond “Alas! What kind of a person | am" to the fact
that I was “such a person as could do that deed!" Then
comes a transformation of outlook; "the continuous
dynamic of Repentance enables us to glimpse the at-
tainment of an altogether higher, ideal existence—the
raising through firm self-revision of the whole plane of
our moral existence" (Scheler 1970:46,133; 1973:117).

This transformation does not mean that the Chris-
tian church any more than its tradition can be trium-
phalist, offering more than it can deliver by way of
wholeness or fullness, as it is tempted to do in a market
serviced and further created by the holistic movement
and meanings. Christian faith is not a gnosticism which
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striving for Fullness of Life: The Church’s Challenge in Health

holds people responsible for self-transcendence over
their own suffering, or an individualism which lets
them be content with their own private "connected-
ness" to the All.

I want finally to complement the original thesis
about the limits of holism with one illustration from the
Jewish and Christian traditions: the matter of suffering.
Suffering is slighted by holistic traditions and by Chris-
tians who have drawn too close to its concept of connec-
tions and wholeness. One of the contributions by
believers in these traditions in such a time as ours may
be to retrieve, recognize, and make a resource of the
meanings associated with the reality of suffering itself.
The market for such realism and the hope that goes
with it may be less promising than the holistic assur-
ances which sidestep the issue or provide illusory ways
of facing it. The recovery of Chrisfian understandings of
suffering can help motivate reaction against humanly
caused suffering; it can further evoke measures of
justice inspired by biblical mandates. But it also recog-
nizes that the faith offers only some temporal and phys-
ical satisfaction, partial meanings and interpretations.

Leszek Kolakowski joins other contemporaries of vi-
sion and courage who chide the church for neglect and
false advertising in precisely this sphere. He stresses
one of the "important but little-noted aspects of our
civilization.. .the complete departure from a belief in
the value of suffering" (1989:88-89). Christianity in its
approach to suffering, he says, "has retreated from our
civilization to such an extent that even within Chris-
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Before the Second Vatican Council, women
religious staffed the country’s health care and
educationalinstitutions in large numbers. Their
presence assured thatthe tradition and values of
the church undergirded the care in those
institutions. The post-Vatican Il understanding of
religious life prompted many religious to redirect
theirenergies from health care and education to
otherpressing socialjustice issues, from direct
service to more ofa sponsorship and governance
role. Todayin Catholic health care ministry the term
mission effectivenessis used to describe the effort
to insure continuation of the philosophy, tradition,
and values ofthe sponsoring group and ofthe
church. Such integration was taken for granted
when large numbers of sisters were in those
institutions.

—Sister Kathleen Popko,
President, Sisters of Providence
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Supporting a cult ofacceptant suffering and acquiescing to evilhave nothing to do with

biblicaland Christian realism, action, and hope.

tianity itself it already seems either absent or mean-
ingless." 1doubt if that charge is true where Christianity
is expanding, in sub-Saharan Africa, Latin America,
and the subcontinent of Asia, among the oppressed
and poor and suffering peoples, but it is devastatingly
applicable amidst the promises of liberal culture. 1want
to identify with Kolakowski in his observation: "By its
own behavior the Christianity of our own century bears
witness so pervasively to the triumphs of its oppo-
nents." Thus "it is so fearful of Enlightenment criticism
and so cowed by its strokes that it dare not, at least in
open educational work, reveal many essential elements
of its own traditional view of the world." As for con-
nectedness and energy, wholeness and holism, we
might apply his word: such Christianity "imagines in a
euphoric vision an imminent ultimate reconciliation of
the temporal world with God, abandoning the su-
premely Christian idea of permanent conflict between
what is transient and what is infinite, and drawing a
paradoxical view of the world, which in its very tem-
porality will attain the value of an Absolute." Kolakow-
ski does not call for "a cult of suffering so conceived that
itturns into an indolent resignation, acringing accept-
ance of one's own destitution, an assent to evil seen as
inevitable and therefore surrounded with an empty
halo of sublimity," all of which is "inimical to man." No
matter what holists or Christians or anyone else does,
suffering will always be sufficiently abundant that no
one should make a cult of it or encourage wallowing in
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it. But supporting a cult of acceptant suffering and ac-
quiescing to evil have nothing to do with biblical and
Christian realism, action, and hope.

Our present purpose is not to summon acritique of
a liberal culture that is too consistently unmindful of the
role of faith, theology, and Church tradition. Nor is it
designed for a prolonged bewailing of the neglect of
theology and tradition. It is not even content with in-
dividual or communal corporate repentance over the
fact that we were "such a person or church that could"
do such deeds of neglect, could fail to strive for the
fullness of life for the self and others. The agenda in-
stead is marked by the word challenge. Therefore it calls
for aresponse to a "world in front of the text."

That world will not stop being scientific, secular,
liberal, mindless of theology or church traditions, ne-
glectful of or often hostile to the dimension of faith. Itis
one in which alternatives to, refuges from, assaults upon
the hegemonies of, and critical corrections to these pre-
vailing tendencies by thoughtful believers have a better
chance of a hearing than had been the case for many
decades. Whether there is a hearing depends upon how
the Church meets the challenge—whether it has some-
thing to say and some visible things to do to promote
the recognition that something revelatory is going on.
This prospect would mean that healing and health are
part of the story, the charter, and the promise of a faith
born in the context of suffering and death, the suffering
and death that do not have the last word.®
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NOTES

1. Alster's critique of the holistic health movement gave me access to the arguments of Svihus, Maslow, lamer, Tillich,
Friedlieb, and Kopelman and Moskop; it deserves extensive study.

2. 1wish to acknowledge the part the 1989 Frank Poach Memorial Lecture at the Stritch School of Medicine at Loyola
University in Chicago had in leaUmg to my development of this and other themes in the present paper. Dr. Roach was
a jcientitically equipped physician and a humanist who left a mark on many in various fields of inquiry and service.
Fie pointed us constantly to those who Icnew already what we do not yet know™ This essay is dedicated to his memory
and is an attempt to help extend his influence.
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Christ Healing the Sick (the Hundred Guilder Print),
etching by Rembrandt, ca. 1649.
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The Congregation as a Place of Healing

One Congregation's Experience

An Introduction

James P. Wind

s the Carter Center conference papers indicate, the
Achallenge to our nation's churches, synagogues,
and religious communities in the area of health is im-
mense. Local religious communities can be so over-
whelmed by the size and complexity of the agenda in
this field that they succumb to the American temptation
to do nothing. Fortunately, many of our churches and
synagogues have decided to enter the fray rather than
throw in the towel. In fact, so many are seriously en-
gaged in so many different health-related ministries that

The Park Ridge Center wishes to express its gratitude to the
people of Grace Lutheran Church, River Forest, lllittois, its
pastor, the Reverend F. Dean Lueking, and the participants in
this project for making possible this pilot study.
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we have no adequate accounting of the overall contribu-
tion to public health currently being made by churches.

Depending upon how broadly or narrowly one de-
fines health and healing, traditional social ministry activ-
ities like food pantries, housing projects, and visitation
programs for the homebound may be included. But the
efflorescence of more narrowly defined healing activ-
ities on the part of our nation’'s religious communities is
also significant. These range from healing-centered
worship services to church-run medical clinics and
counseling centers. Our nation's congregations build
facilities for their infirm elderly. They staff hospices
and maintain innumerable support groups; they also
offer members fitness and wellness programs. Given
the diversity of programs and ministries already in
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With the exception ofgroups that make conscious decisions to demoderize and enforce
uniformity upon theirmembers, the trend toward diversity of opinionis burgeoning.

existence, there seems no limit to what congregations
can do to fulfill their mandates to heal.

Yet President Carter's challenge to close the gap
between what we know we should do and what we
actually do remains. The public and personal health
needs of our nation quickly overshadow the many
contributions already made by churches. If more is to
be done and the resources of more religious com-
munities are to be enlisted, several things must occur.
Calls to action like those heard in the preceding articles
must be sounded. And compelling examples of needs
and practical responses must be offered. But more
still is required. The imagination of our religious com-
munities needs to be stirred and shaken. Congregations
and synagogues must learn to think differently about
their responsibilities for health and their roles in
healing.

It is this latter task which the second half of this
issue of Second Opinion addresses. The articles that fol-
low invite readers to enter a parochial world, locus of a
Park Ridge Center-sponsored two-year pilot study
which sought, in the congregational setting, to advance
our understandings of the relationship between faith
traditions and modern health care. The Center turned
to the congregation because discourse about faith tradi-
tions seemed most naturally to occur in church com-
munities. To be sure, these traditions also surface in
hospitals and professional schools, but they frequently
remain veiled behind secular and professional lan-
guages and procedures.
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Unlike conventional research projects, which are
carried out in libraries and laboratories, this study was
conducted in a church parlor where three groups of
people carried on an unusual discourse. People with
serious chronic illnesses, people in the midst of deep
personal grief, and people who made their living as
health care professionals were asked to talk about the
relationship between their faith tradition and their ex-
periences. Each session dealt with a fundamental
human question: the meaning of personal suffering, the
encounter with death, the experience of failure, the
burdens of care, and the limits of responsibility. Indivi-
duals were asked to tell their own stories about such
experiences and to describe how their faith tradition
provided resources for such momentous encounters—
or failed to. It became apparent as the project proceeded
that the record was indeed mixed. At times people
found direct and helpful connections between faith and
life. At other times religion seemed unrelated and un-
concerned, occasionally even a source of greater suf-
fering. It also became apparent that both those who
experience illness and loss and those who make daily
professional pilgrimages through the corridors of our
caring institutions had no regular place to search for
these connections or to ponder the lack of them. It be-
came clear that congregations could provide much
needed space for a discourse that would address peo-
ple's deep needs for meaning and personal reintegra-
tion. As the project developed a thesis emerged:
congregations can participate in human healing by
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offering new possibilities through imagination and
fresh perspectives developed in the interaction between
personal experience and faith traditions.

The particului congregation chosen was an estab-
lished independent Lutheran congregation with ap-
proximately sixteen hundred members. The congrega-
tion has been a denominational leader in many forms of
ministry, but this was its first corporate venture into the
areas of chronic illness, grief, and medical ethics.

Congregations are seldom religious in general (even
those espousing a universal stance have very particular
roots, worldviews, and decorums), so the one entered
here, Grace Lutheran Church, presents readers with a
particular religious world (Lutheran), a particular socio-
economic location (upper-middle-class River Forest,
Illinois), and a particular set of local traditions. That par-
ticularity is not held up here in a normative sense; nor
are these articles attempts to convert people to a partic-
ular religious point of view. Rather, they delve deeply
into one particular religious world in order that we may
better understand many others. Roman Catholics, Jews,
Buddhists, and secularists should better understand
themselves and others by virtue of their acquaintance
with the experience of this single congregation. They
wOl have to suspend their disbelief momentarily and try
on a different way of thinking and acting, but by em-
pathically watching how people relate their particular
beliefs and values to their experiences with illness and
suffering, they can actually see a faith tradition at work.
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Furthermore, this short expedition into one world of
belief should illuminate more gcneial features of the
relationship between traditions of belief and the mod-
ern situation. We can watch the ways in which people
edit, re-explore, and refashion the heritages that first
shaped them.

What did we learn over the course of the discussion
group meetings? The articles that follow allow several of
the participants to answer for themselves. But before
turning to them, it may be useful to highlight several
observations that recurred in the group meetings and in
the accounts of personal experience. These should not
be viewed as definitive points but as opening remarks
designed to stimulate thinking, raise new questions,
and provoke alternative explanations.

1. What is true of religion and society in general is often

especially true of views offaith and health in particular con-
gregations. Scholars from a variety of disciplines have
converged upon one word to describe the basic religious
reality of our age—pluralism. They catalog denomina-
tional varieties, they do statistical profiles of beliefs
within individual denominations, they poll the nation
on everything from stances on abortion to gun control
legislation, and they find that the evidence of pluralism
only increases. Perhaps it was once possible to find in-
tact subgroups in which people could be counted on to
think and act alike. But with the exception of groups
that make conscious decisions to demodernize and en-
force uniformity upon their members, the trend toward
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Thelastthing we modems wantto dois let ourfailures, flaws, illness, and need come

Into view.

diversity of opinion is burgeoning. In such a pluralistic
environment conventional shorthand labels do not
seem to tell people very much anymore. Identifying
oneself or another as Democrat or Republican, Luther-
an or Catholic, physician or teacher, liberal or conserva-
tive does not disclose so very much. Particularly in
matters of personal health, faith, and ethics, such labels
do not prove to have especially apt predictive power.
Will a person so identified have an abortion, choose to
withdraw food and water from a dying grandparent, or
seek a liver transplant for a critically ill child? One
might be able to make a reasonable guess if one knew
the decider to be a Lutheran shopowner in suburban
Chicago with a long Republican voting record, but it is
also quite likely that at certain decision points the in-
dividual would not fit the mold. People tend to make
selective use of a variety of perspectives, as sociologist
Peter Berger has reminded us. Using the exotic-
sounding French term bricolage, Berger calls attention to
the fact that moderns do not approach reality with one
enduring model of their world or themselves (Berger,
Berger, and Kellner 1974:109). Instead, like children with
a collection of Tinkertoy parts, we tend to put together,
take apart, revise, and fiddle with a variety of oddly
shaped components until we find a shape that seems
right for the moment. The next day, the process may
very well begin again.

Berger's image can be useful to those probing for
relationships between a specific faith tradition and per-
sonal experience. Although the size of an individual
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Tinkertoy set may vary, the variety of sources for opin-
ions and beliefs that impinge upon the twentieth-
century U.S. citizen makes it likely that before too long
pieces of different colors and sizes from other construc-
tion sets will somehow have slipped into the person's
original Kit.

People bearing faith traditions have a rough road to
travel in such a world. Or to mix metaphors further,
with so many competing religious and secular tradi-
tions clamoring for attention, it is hard to keep one's
ear tuned to just one channel. That difficulty is com-
pounded by the pluralism of interpretations available
within most major faith traditions. As members of
Grace Church learned all too well, people frequently
make passionate and contradictory appeals to a tradi-
tion in order to advance a particular cause or moral
stance. The combination of pluralism of traditions
and pluralism within them results in fragmented rela-
tions between congregations, members, and their
cherished heritages. At Grace Church, for instance, the
word Lutheran has carried several meanings. Further-
more, members relate to their differing conceptions
of Lutheranism with varying degrees of commitment.
Faced with a version of the tension between tradition
and modernity that arises in any religious group more
than afew days old, the congregation finds itself, like it
or not, estranged from its tradition even when it seeks
to invoke it.

Thus a pastor or member may believe that a specific
element in Martin Luther's seminal teaching about the
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gospel is germane to a discussion about allocating
health care resources in our society. But how does that
person appeal to the doctrine of the two kingdoms,
Luther's classic exposition of the two types of existence
possible in a world populated with many who do not
center their lives in Christ and the smaller number who
do? Most Lutherans have at best only the vaguest idea
of that doctrine, and will, should they wish to make use
of the concept, be quickly inundated with interpreta-
tions of its meaning. Or how does one retrieve the
theology of the cross, so central to Luther's teaching, in
a culture that has so many ways of covering up suffering
or robbing it of its meaning? Luther could call suffering
"the colors of the court" and mean by that phrase that
suffering was a vital part of Christian identity and self-
understanding.' Contemporary Lutherans have been so
saturated by alternative understandings that Luther's
version can sound foreign, and fo some perverse. For
people trying to remain in continuity with their tradi-
tions, the religious background noise that floods their
consciousness makes the task difficult, and, in places
where new ethical questions demand immediate re-
sponse, almost impossible. The pluralistic context may
be daunting to many in a congregation, but attempts
to relate traditions of faith to modern experiences are
destined to fail if lessons about that context are not
learned.

Clarity about pluralism helps account for the dis-
covery in each of Grace's working groups that self-
consciously Lutheran people often drew upon sources
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outside of their tradition for the fundamental meta-
phors and principles by which thejf intcrpieted their ex-
pericno_. Two nurses in the health care professionals
group made use of stoicism and positive thinking to
help themselves and their patients deal with suffering.
One member of the chronic illness group relied upon
the enlightenment of modern medicine for healing
while another rejected medical interventions and fol-
lowed the road of charismatic faith healing. A recurring
problem for the group of grievers was the American as-
sumption that grief could be mastered in a week or two
and that life then returned to normal. Encounter with
such assumptions forced the groups to reexamine their
traditions and test the adequacy of their theological
constructions of reality.

2. Onefeature of modem life, the phenomenon of privati-

zation, poses particular problems for congregations. The
unlisted telephone number, the high-rise apartment
building, and the No Solicitors and No Trespassing
signs on doors and driveways bear witness to a bound-
ary line that moderns draw between public life and their
private spheres. Homes have become castles, and too
often fortresses, where people retreat to cultivate
aspects of personhood that seem to be out of bounds in
the world of office, classroom, hospital. In their private
worlds people collect stamps, do cross-stitch, view
adult-only videotapes, plot their horoscopes, cultivate
orchids, or read Dickens. What seems to matter most is
not so much what one does with a particular private
space as that one has it.
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Despite attempts throughout most denominations to retrieve a sense ofthe ministry
ofthe whoie peopie of God, the tendency to think of ministry as thejob ofthe paid

clergy prevails.

One of the most perplexing problems for people
who want to live out of faith traditions is the modern
conditioned reflex that automatically turns religious
beliefs, ethical questions, and health-related realities
into private matters. What is more, congregations have
been understood and often understand themselves as
zones of privacy, where religion is kept at a safe distance
from the "real world" of politics, economics, and the
dominant social structures. When a congregation sets
out to examine the relationship between personal illness
and faith in such a climate of opinion it faces an almost
insurmountable obstacle. People don't expect congre-
gations to be places where public policy about health
care is debated, where moral discourse about the great
health-related issues of our age is conducted. Further-
more, questions about personal illness or personal
belief seem intrusive, an invasion of privacy even within
this so-called private sphere.

Entitlement to privacy is a precious pillar of the
Enlightenment heritage which played such a large role
in the creation of the United States. Thus to attempt to
step across the boundary can seem uncivil, even un-
American. In Habits of the Heart sociologist Robert Bellah
and a group of his colleagues examined assumptions
about individualism in American life and concluded
that this element in the American genius is also a large
part of the American burden (Bellah et al. 1985). Our
nation, which has placed such a premium upon the
freedom of each individual to think, say, and do what
he or she feels is best, has made it extremely difficult
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for authentic communities to form and continue. The
cultivation of the private sphere and the exaltation of
individualism have rendered traditional patterns of
community life dysfunctional.

Such modern habits of thought collide head-on
with aspects of our much older faith traditions.
Lutherans, for example, find Martin Luther, often
celebrated as a great defender of the individual con-
science, clearly advocating conversation among con-
gregation members and mutual consolation as primary
means for communicating God's forgiveness to Chris-
tians. The conversation he referred to was not idle chit-
chat between worship services over coffee. It was to be
strenuous searching for sin and proclamation of the
gospel between people who saw one another as saint-
sinners. Flow far Lutherans are from that communal
sense can be glimpsed in the writings of this century's
most influential Lutheran. In the dark Fiitler-stained
years when he was leading an underground seminary
in Germany, Dietrich Bonhoeffer tried to call his stu-
dents back to Luther's understanding of congregational
life. In his little classic. Life Together (1954), the martyr-
theologian made the claim that the "break-through to
community” came only in confession. By confession
Bonhoeffer did not mean either private conversation
with God or liturgical expression in corporate ritual.
Both had their place in Christian life, but something
else had to occur if true community was to exist. For
Bonhoeffer, confession meant the "public death of
the sinner," a notion that can scare away even the most
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well-rooted Lutheran. For those informed more by civil
forms of religion or for those who seek to keep their
religion invisible, Bonhoeffer's call to publicness can
sound only terrifying or absurd. The last thing we
moderns want to do is let our failures, flaws, illness, and
need come into view.

But lest we miss what is at stake in this discussion of
privatization vs. publicness it is important to press on a
little further with Bonhoeffer. Why was confession so
important for him? It wasn't merely that he was inter-
ested in an honest community, although he clearly
placed a premium upon honesty and integrity. Much
more was at stake.

We cannot find the Cross of Jesus if we shrink
from going to the place where it is to be found,
namely, the public death of the sinner. And we
refuse to bear the Cross when we are ashamed to
take upon ourselves the shameful death of the
sinner in confession. In confession we break
through to the true fellowship of the Cross of
Jesus Christ, in confession we affirm and accept
our cross. In the deep mental and physical pain of
humiliation before a brother— which means,
before God—we experience the Cross of Jesus as
our rescue and salvation.

To late-twentieth-century ears Bonhoeffer's use of
"brother" sounds sexist, noninclusive. Yet he meant the
word to carry exactly the opposite meaning. By standing
before another flesh-and-blood confessor, who shared
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the same paradoxical saint-sinner character of the one
confessing, a Christian could step into the presence of a
forgiving God. Not to take the step is to risk missing
that encounter with forgiveness, to confuse cultural
religion with grace. Thus, the "brother" (and sister)
becomes the key.

Who can give us the certainty that, in the confes-
sion and the forgiveness of our sins, we are not
dealing with ourselves but with the living God?
God gives us this certainty through our brother.
Our brother breaks the circle of self-deception. A
man who confesses his sins in the presence of a
brother knows that he is no longer alone with
himself; he experiences the presence of God in
the reality of the other person. (1954:114-16)

The tension that such assertions raise in modern
readers indicates powerfully how deep the rift between
public and private life can be. At Grace Church, the
reflection groups repeatedly came to the edge of that
divide. The stories that follow are signs that decisions
were made—at each meeting, in each conversation—to
open a wedge into private spheres so that the confes-
sional moments Bonhoeffer called for could occur. And
they did. In the health professionals group one nurse
set a pattern for the others when she volunteered a por-
tion of experience that she had kept private for more
than a quarter century. Ordered to inject an unusually
large amount of a painkiller into a patient in the last
stages of a brutal battle with cancer, she had known her
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Alltoo often congregations seem to be fenced offfrom the very realities that called their

tradition Into being.

own dark night of the soul. Should she obey the phy-
sician's order and become a part in what might be il-
legal euthanasia, or should she challenge the doctor
and jeopardize her livelihood? Or should she with-
draw from the case, leaving a patient who had come to
trust and depend upon her alone as death approached?
She revealed her choice; a decision to question the doc-
tor, followed by another to administer the medication.
Other professionals in the group soon followed her
lead with their own private burdens: medical mistakes,
assistance to someone who sought an abortion, deci-
sions to terminate treatment. They concluded that there
was no place in their professional worlds for them to
address their deep personal moral and ethical quan-
daries. Nor was there a place for them to receive the for-
giveness they occasionally sought. They also told the
congregation an important message: in all the worship
services, educational opportunities, and social activ-
ities of the congregation, they had never found a
place where they could experience what Luther and
Bonhoeffer had envisioned for congregational life. This
surprising encounter with mutuality had been a first
experience, and that it had happened among profes-
sionals who normally did not share such parts of
fheir experience with even their closest colleagues
had made it all the more precious. The grievers and
those suffering from chronic illness had similar
moments when doubts, frustrations, fears, and failures
for the first time met with the public death and for-
giveness of confession.
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3. Congregations have special roles to play in the human

enterprise of healing. At regular intervals members of the
groups mentioned particular elements in congrega-
tional life that had been meaningful, even if the direct
personal encounter between faith tradition and per-
sonal experience had remained undeveloped. Partici-
pation in the choir, sermons, Eucharist, membership
in the congregation's religion and literature group, or
a specific moment of pastoral care were cited as ways in
which the congregation was already providing impor-
tant ministry to its members. Such reminders gave
opportunity for the congregation to become more
aware of what practical theologian Don S. Browning
(1988) has called the "ecology of care" within a con-
gregation. The Lutheran tradition boasts an under-
standing of ministry based on a "priesthood of all
believers," but this has until the last two decades been
almost entirely overwhelmed by modern models of pro-
fessionalism. Despite attempts throughout most de-
nominations to retrieve a sense of the ministry of the
whole people of God, the tendency to think of ministry
as the job of the paid clergy prevails. Looking at the
actual patterns of care within the congregation revealed
more explicit connections between the church's tradi-
tion of ministry and the countless efforts to care made
by Grace's members. Blind spots in Grace's congrega-
tional ethos could also be identified.

Even more important than increasing sensitivity to
the actual ways care is and is not provided to its mem-
bers and its community was the reperception of the
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congregation's vocation. During the past century the
synagogues and churches of the land seem to have
gone along with dominant social trends that confined
healing to the work of medicah psychiatric, and social
woik protessionals. Congregations and clergy seemed
to acquiesce in the separation of healing and congrega-
tional life. Occasionally pastors or rare congregation
members made visits or sponsored specialized healing
ministries under denominational auspices. But even
when making redemptive forays into the health care
arena they tended to regard healing as the responsibility
of health care providers.

Grace's two years of exploration into the relation-
ships between health and faith made it clear that
although the health care industry has many wonderful
gifts to offer suffering people, many parts of human life
remain untouched—unhealed—even after the surgeon
or the counselor has completed work. Indeed, grievers,
the chronically ill, and health care professionals alike
provided ample evidence that modern health care is at
its best an ambiguous creation. It wounds while it heals;
it solves one set of problems only to create new ones or
exacerbate old ones. The deep human needs for healing
can exhaust the resources of even the most technolog-
ically advanced, well-financed health care system.

Part of reperceiving the congregation's role involves
debating the meaning of healing. The nation's popular
media bombard citizens with images of the good life, of
health. The perversity of some of those images—the
perfectly fit, well-tanned tennis player smoking the
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cigarette, the almost anorexic model wearing the latest
fashions, the successful execuHve sipping scotch
straight ~hds Only recently become a concern for our
society. In addition some medical assumptions about
health reduce well-being to a state of being disease free
or optimally functional. To ask about healing for the
divorced or widowed person, the terminally ill individ-
ual, or the burnt-out nurse is to push for a larger, more
inclusive definition, opening the healing enterprise to
beliefs, meanings, and realms of the human beyond
the biological. In this zone of life, in which we deal both
with ultimate questions about life's meaning and with
the everyday events where fracture of relationships and
self-worth occur, congregations seem strategically
situated to act—and to heal. To do so will require, as
Grace Church has discovered, that congregations
understand healing as central to their reason for being.
They will need to ransack their own traditions for im-
ages of well-being and resources for healing; they will
need to touch the dimensions of modern life that get
pushed into the private sphere.

Once the process of reperceiving gets under way,
the naturalness of claiming a healing role for a congre-
gation becomes obvious. Congregations bear traditions
that seek to address the deepest of the deep realities of
human life. These traditions attempt to address, if not
always explain, the great problems of suffering, evil,
death, and brokenness which humans experience.
Grace Church's tradition majors in questions about sin,
death, suffering, and evil. The Lutheran genius can be
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How could personalfailures and flaws be acceptable In aplace where the choir was
always in tune, the sermons always well delivered, the people always well-dressed, the

budgetalways balanced?

found in the encounter with these problems and the
solutions it offers for them. But religious traditions also
seek to celebrate the dimensions and wonders of life,
birth, relationship, community, and joy. Nearly all of the
great traditions have given significant attention to heal-
ing, to restoring humans to wholeness, peace, and
meaning.

A troubling aspect of modern religious life is that all
too often congregations seem to be fenced off from the
very realities that called their tradition into being. In
1961 Gibson Winter, professor of ethics and society,
warned about the “suburban captivity of the churches,"”
his phrase for the restriction of much congregational life
to social activities, entertainment, and an unthinking
endorsement of the American way of life. More recently
theologian Langdon Gilkey (1981:7) has asked if the en-
tire Western culture, which traces its ancestry back to
the Enlightenment, the classic Western religions, and
the Greek philosophical traditions is confined in a
global suburban captivity that renders all of the West's
traditions impotent and banal. Diagnoses like Winter's
and Gilkey's may overlook exceptions and bright spots
on our culture's religious horizon. But they serve the
important purpose of setting individual situations and
problems into larger patterns and contexts.

Pluralism, privatization, and the separation of heal-
ing from faith are signs of the culture-wide perceptual
shackling that tends to isolate a given faith from the im-
portant areas of life and from encounter with the prob-
lems that gave rise to its distinctive witness. Thus
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reperception becomes essential not merely for individ-
ual or even congregational health. On the contrary,
reperception becomes essential for the health of a
given tradition, allowing it first to return to its deep
problems and solutions, next to reassess its relation-
ships to its current contexts, and finally to take a step
into the midst of the lives of its most recent adherents.
When a congregation chooses to relate human health
experiences to its faith tradition, it thus has opportunity
not only to help its members but to enhance its larger
tradition.

For such reperception to become something greater
than one more private opinion it is essential that each
congregation become what theological ethicist James
Gustafson once termed a ‘“community of moral dis-
course" (1970:83-95). Matters of right and wrong, good
and evil, better and worse need to be retrieved from the
private spheres of members and brought into a forum
where the tradition can have a full-blown encounter
with modernity. The alternative is to let piecemeal and
partial ethics pass themselves off as surrogates for the
ethics of a faith tradition. How can an individual rise
above the tyranny of his or her private opinion if no
place exists where proposed courses of action can be
debated and evaluated? The testimony of the Grace
Church members was that no such forum existed in
their work, home, or religious worlds—especially if
religious beliefs were to be part of the discussion.

In order for a congregation to become a community
of moral discourse it must be many other things first.
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It must be a community with common memories and
experiences, a community with a common language
and acommon referent. All of these elements are sup-
plied by a congregation's great and small traditions.
But beyond the frameworks provided by traditions
there must be a specific openness to moral questioning.
Many of Grace Church's members assumed that their
congregation was the last place where questions about
abortion, divorce, and euthanasia could be raised,
especially if those questions were to be treated in any-
thing other than an abstract way. They hesitated to let
their moral uncertainty show among people who all
seemed so healthy, so upright. The obstacle they met—
and for the most part retreated from—was the image of
perfection that the congregation had worked for more
than eighty years to maintain. How could personal
failures and flaws be acceptable in a place where the
choir was always in tune, the sermons always well
delivered, the people always well-dressed, the budget
always balanced? It was only when a place was created
that allowed people to express their vulnerabilities and
shed their upper-middle-class veneers that true moral
discourse could occur.

In addition to providing people with other per-
spectives, new knowledge, or a sounding board, the
moral conversations these groups shared made possible
occasional rapprochements between people and their
heritages. By creating a community of moral discourse,
these individuals developed the possibility of sustained
and deepening ethical reflection on decisions that
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previously had to be made in the marginal spaces of
their lives. They found an acceptance in the midst of
their questioning which tostered further reflection be-
yond the confines of the groups and a strengthened will
to stay with an ethical issue until it was resolved.

This type of moral conversation raised two issues
for the congregation members. On the one hand, they
searched for the existence of a distinctively "Lutheran”
ethic; they were forced to the marrow of a tradition that
holds up "life under the cross" and the "invisible strug-
gle between sin and grace" as paradigmatic. On the
other hand, their moral discourse made them more at-
tentive to their congregational ethos: they raised ques-
tions about healthful ways of living, about justice, about
the congregation's responsibilities to its community.
Those questions in turn have established a new agenda
for the congregation—one that forces it back into its
tradition, into the lives of its people, and out into the
society that surrounds the church building. All this
happened because the congregation provided a place
for people to tell their most important stories and to
seek connections with the master story of their tradi-
tion. Now it is time for some of those storytellers to
speak for themselves.®
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NOTE

1, Martin Luther, "Sermon on Cross and Suffering" (1530), Luther's Works 51:199,
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The Congregation as a Place of Healing

The Sufferer's Experience

A Journey through Illness

Stephen A. Schmidt

ears ago a professor inone of my seminary
Yclasses stated that "Luther theologized from expe-
rience; to use a bit of a pun, Luther can only be under-
stood from the bottom up.” There was in those words
not only good humor concerning Luther's well-known
bouts with constipation, but profound wisdom about a
basic theological principle, that of beginning with reflec-
tion on experience.™ 1recently relearned its meaning
after long neglect as | was forced to search for meaning
in the same existential manner.

Part of my personal spiritual reflection had to do
with vocational turmoil. Moving from a comfortable
Lutheran college setting to teach at a Catholic women's
college introduced a new series of theological considera-
tions. Lifelong convictions faltered in the arena of my
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new religious situation. When the fall term of 1976 be-
gan, 1found myself at Mundelein College in Chicago in
front of nuns, priests, and young Catholic female stu-
dents—a strange place for a self-consciously Lutheran
theologian. 1began to teach Catholic theology and felt
completely disoriented. Those first weeks were filled
with compassion and love from my new colleagues, the
gentle Sisters of the Blessed Virgin Mary (B.V.M.'s), and
patient students. They were also filled with absolute
terror. | didn't know enough about Catholic theology.
What was 1, a male Lutheran, doing among all these
female Catholics? Should | participate in Eucharist?
Dared ldeliver a homily? Would lever really enjoy soft,
feminine, folksy liturgical music with guitars after a
lifetime of Germanic (masculine) militant organ and
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Arising from personalarrogance and pain, the “why” question is the symptom ofbeing
mosthuman, ofbeing absolutely like every other human self.

chorale music? | was confronted with this new situation
as a result of turmoil in my “home" denomination, tur-
moil that cost me my job and eventually my health.

Sigmund Freud once wrote that the essence of
meaningful life was good love and good work. The lat-
ter half of that equation had been severely disrupted by
my vocational crisis in the 1970s. And now love, the
other part of the equation, also seemed threatened.
Marriage was routine. The continuing responsibility of
fatherhood, the dullness of twenty years of habit in an
all too symbiotic family system seemed desertlike and
non-nurturing. My wife, "Gick" (Hildegarde), became
strangely more assertive. She was transformed by early
feminist ideals, and although | could give intellectual
assent, my sentiments still beat to older, patriarchal
rhythms. Our struggles grew intense, each of us feeling
trapped in a vow made years earlier to someone hardly
recognizable in our present spouse. Fidelity faltered;
promises small and large seemed in jeopardy. The
whole family felt the chronic discord.

We sought help in family therapy, and we started to
struggle with aspects of our discomfort that could be
traced to our families of origin. 1began a serious attempt
to reconcile childhood misunderstandings and pain,
first with my father and later with my mother. She and
I were making an honest effort to understand the gene-
sis of my struggle.

In the midst of these months of painful conver-
sation, letters, and visits, my mother died suddenly of
a stroke. We had known of her hypertension; indeed.
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I had always been cautious with some fear that my
choices might bring on these very consequences. In
retrospect, | felt only slight tremors of guilt. Instead, |
felt almost angry that she chose to end our conversation
so abruptly, as though she had had the final word and
now dramatically refused to listen. | told her these
things as she lay in a coma. Our last conversation, my
talking and her not responding, ended just two hours
before she died. The only movement | knew was a hand
squeeze when I told her of my love, even as | struggled
with anger, regret, and memories of sadness. A moth-
er's death is never easy, and my grief was direct, open,
and healing. But residual pain rested in my inward
parts, in my central person.

The first pains were brief, like those | remembered
from adolescence. They came at odd times, lasted only
hours, and passed, perhaps caused by something | had
eaten, | thought, or perhaps related to stress. After my
mother's death, they seemed to recur more often, until
one night they returned and remained. The pain was in
the abdomen, to the right side. It woke me from sleep,
and within the space of two hours | knew something
was seriously wrong. My stomach was distended, the
spasms recurrent and intense. We rushed to the hospital
emergency ward and there awaited a diagnosis. Al-
though uncertain of the origin of pain, the doctors knew
that there was a complete bowel obstruction and that
surgery was indicated. My wife called our four children
at their respective colleges, and by 7:00 A.M. they were at
my bedside, their faces filled with affection and concern.
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The surgery was successful. The diagnosis was
Crohn's disease, an incurable, chronic inflammation of
a segment of the digestive tract. The prognosis was rel-
atively positive: Crohn's doesn't kill; it just makes life
miserable. By careful medication and catit'ouo monitor-
ing of one's diet, one could expbct to lead an active, pro-
ductive life. Sfress seemed to intensify the symptoms.
Because medical professionals don't know what causes
the disease, they cannot cure it. So one lives with
chronic discomfort and learns that life often has a
retributive quality. Eat carefully, drink moderately, don't
get angry, stay mellow, don't become depressed or too
excited. By following this simple program I could live
life fairly symptom-free.

My recovery was rapid, and | resumed my duties as
director of the graduate program of religious studies at
Mundelein. | began again to feel energy, and | thought
that the days and months ahead would be bright.
Nonetheless | felt chastened by the experience. My
mother's death and my own bodily vulnerability taught
me to face life a bit more tentatively than before. | mod-
ified my activities, tried to live more carefully, and felt
for some weeks that | was learning from my experience.

I was, however, not ready for the next tragedy in my
life, one that altered my psyche more than any experi-
ence before or since. It happened October 18, 1978,
about two months after my surgery. My wife had gone
to visit friends of ours just blocks away, and | was
waiting for Ruth (sixteen), our youngest child, to return
from work at the Altenheim, a nearby residence for

Volume Thirteen

The Congregation as a Place of Healing -

senior citizens. She probably stayed after work to talk, |
thought. But as the time passed and darkne«E bugan to
merge with the sunset, | became strangely uneasy.
Final!)' at about 9:001heard her run up the porch stairs,
banging the door, crying "Dad, Dad." | rushed to open
the door and knew before she screamed the words that
she had been cruelly raped. Her face was ghostlike;
tears flowed as she clung to me, enfolded in my arms,
and poured out her story. "I've been raped, he kept me
and threatened to kill me, finally he let me go. I've run
all the way home."

The next hours are vividly etched in my memory:
the phone call to Gick, who rushed home in tears and
terror, the hospital, the detectives, the profile sketched
by Ruth for the morning paper, the visit to the place of
the rape, alost comb and a handkerchief.

In the days and weeks that followed, the pain was
softened by friends, family, and hope. Eleven years later,
Ruth's recovery and renewal are still incomplete, but she
has been transformed. That night transformed family
and father as well. The pains returned; the hurt turned
in and registered again in my gut. Slowly, ever so slow-
ly, life went on; we sought to return to reality, to hope,
and ultimately to routine. But some things don't heal,
some parts of hurt and evil remain embedded in our
heads and our bodies forever.

Such were the circumstances that brought me to the
beginning of a very needy period in my life. The Crohn's
inflammation recurs regularly, almost cyclically, in the
fall with the beginning of the academic year, during
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There is somewhere in our conventional wisdom the notion that “tragedy brings families

together.” That was not our experience.

October with the anniversary of my mother's death and
daughter's rape, at times of disappointment or ecstasy.
In the summer of 1985 a second surgery was necessary,
and once again, | confronted the limitations of my be-
ing, The "thorn in the flesh" doesn't go away.

Personal Sources for Hope
and Healing

Where does one turn in such circumstances for help
and solace? Where does one find the answer to the
routine question "Why?" Granted, that is not a very
faithful or courageous question. Arising from personal
arrogance and pain, the "why" question is the symptom
of being most human, of being absolutely like every
other human self. Still, we know intuitively that few
people enjoy listening to the regular, plaintive cry
"Why?" or "Why me?"

When one is in dire straits, one turns to those
closest: spouse, children, parents, siblings. Especially
today, the family bears the brunt of the pain of existen-
tial anxiety; there is somewhere in our conventional
wisdom the notion that "tragedy brings families to-
gether." That was not our experience, nor has it been the
experience of countless friends and acquaintances to
whom I've spoken. Tragedy always puts stress on fam-
ilies, placing the entire family system in jeopardy. My
wife gave the responses of her family of origin; she of-
fered firmness, gentleness, but never the kind of re-
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sponse | sought or was used to from my family of ori-
gin. Unexpectedly, as years of asking "Why?" unfolded,
| learned the strong value of my wife's responses.
Because she knew me so well, she refused to affirm my
whimperings, almost ignoring them. So my neurotic ef-
forts gained me little attention, while my sometimes ra-
tional understanding of my illness was affirmed and
received.

My children were less able to help routinely. They
cared a great deal and openly expressed that care. But
their lives are rich and just emerging; in their twenties,
they are struggling with their own questions. One
learns that fatherhood doesn't cease even when one
feels like being a child.

A second source of support came from our family
therapists. Since we had established a relationship with
them before the advent of the disease, the rape, and the
death, they were like old friends or family doctors, avail-
able as we needed them. At times one or another of us
has returned for short-term help. Their professional
training did not equip them to deal with the reality of
death, but they also had no pretensions about doing so.
They left religious questions to other disciplines, en-
couraging us to use the resources of our own faith.

I turned as well to the medical profession for sup-
port and encouragement. Because my surgeon was a
caring person and deeply Christian, | experienced con-
tinual support. 1came to understand that medicine is
less helpful in matters of nutrition and holistic con-
siderations than in radical procedures like surgery and
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drug therapy. | learned slowly that my body was its own
best physician. | learned as well that medical practice is
practice, that doctors work with uncertainty, sometime';
with blind faith, and dlvvays With their own experience
of ambiguity. Fortunately, my doctors perceived the
limitations of their promises, and | came to see the
possibilities of a very important partnership: medical
healing is at its best when patient and doctor join their
resources for wholeness and healing.®

One also turns to friends and colleagues for mutual
support and encouragement. Throughout my adult life,
I have needed and experienced the personal satisfaction
of having a close group of male friends. Because my job
shift removed me from my primary friendship circle, |
have learned the meaning of continued friendship
maintained within the limits of occasional visits, phone
calls, and letters.

Religious Sources for Healing

Religion can be a wellspring of faith and hope. Al-
though one's family, friends, and colleagues are all in
one way or another part of one's religious community,
for me, the sources of healing also lie beyond human
relationships, even the most intimate. Religious tradi-
tions bring ideas, symbols, values, and myths to one's
armor of hope. Indeed, one could argue that the entire
theological enterprise is always a questioning dialogue
between experience and the storehouse of stories from
one's religious traditions (see Tracy 1975: 34, 49ff.; 1981:
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98-229). My own tradition is Lutheran, so naturally its
insights were the ones | found myself applying to my
Gituatioii.

The founder of Lutheranism was a man who dwelt
much upon the painful realities of life. He reflected
deeply on his personal existential situation as well as on
his concern about the larger experience of the Catholic
church. The disease of sin, the "wrath of God" that
Martin Luther wrestled with, were closely related to the
experience of God in his life and in the church. If, then,
one's disease is painful, causes conflict, and forces one
to look with dreadful seriousness at life, Luther is an ex-
cellent companion for the journey.

Luther's theological perspective was earthly, some-
times even vulgar, and his theology of creation is a good
place to begin if one seeks earthly comfort for earthly
physical disorders. For Luther, creation was an ongoing
order reflecting God's creative activity. Luther's explana-
tion of the first article of the Apostles' Creed for children
(in the Small Catechism) clearly cast God as motherly
nurturer. God "sustains my body and soul"; God "pre-
serves me from all evil" and does all this out of "divine
goodness and mercy." So if one wants to understand cre-
ation, one looks to the existential present: "God has
created me and all that exists." And the natural response,
according to Luther, is to accept such providential care
"without any merit or worthiness." Ifone can receive life
so graciously, then surely one isbound to "thank, praise,
serve, and obey" God for all these good gifts. Health is
such agift, never a natural right of life.~
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How do a benign creation and merciful Godgive birth to disease andillness? How does
creation reveal God's care when ourexperience is ofthe opposite reality?

What, then, is the experience of illness? How do a
benign creation and merciful God give birth to disease
and illness? How does creation reveal God's care when
our experience is of the opposite reality? Luther writes
with disarming clarity;

For whenever they behold a work of God, they
imagine how conditions would be without it.
Death ennobles life, darkness praises the sun,
hunger kisses the precious bread, sickness teach-
es the meaning of health, etc. The word "not"
prompts them to praise the "being" [Wesen], and
this implies that they search, explore, and ponder
the works of the Lord, esteem them, and imagine
what the world would be like if these works had
not been created. Then they rejoice over them and
behold them as real miracles. (Quoted in Marty
1983:29)

In characteristic fashion, Luther suggests that one can
learn meaning in meaninglessness.

A second element of Lutheran thought is the op-
positional dialectic of a theology of glory with a theol-
ogy of the cross. Luther lived and learned amid the
Roman Catholic church's celebration of its ecclesial suc-
cess, its beautiful cathedrals, pomp and circumstance,
liturgy and lace, richness and power; God's presence
was comprehended in ritual and ceremony, in the arti-
facts of icons and the idolatry of relics. This theology of
glory turned confession and absolution into penance,
sightly ways of caring for the unsightly reality of sin. A
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theology of glory relegated power to priestly office and
turned shepherds (bishops) into wealthy landowners.
Such a church, Luther believed, was captive to a dia-
bolical misunderstanding of God's way with God's
children."*

A theology of glory continues to plague the modern
church—and not just the Roman Catholic expression.
Success measured by increased membership or new
building programs is symptomatic of glory theology. In
personal terms glory theology seeks to guarantee per-
fect bodies and attempts to deny death and its signs. A
theology of glory prays incessantly for health, demand-
ing God's intervention but naming as well the result-
renewed wholeness. A theology of glory turns pastoral
care into therapy, prayer into magic, and healing into
scientific perfectibility.

Luther's response to a theology of glory was the
theology of the cross, the reinterpretation of life lived in
the shadow of the cross. At the cross the immutable, all-
powerful God became a God of weakness, a God who
suffered. Christians are people who live out all experi-
ence in that shadow, hence perhaps the grayness of
some of Luther's language. The theology of the cross
was not a neurotic misapprehension of life or some nar-
cissistic, sick way of seeing reality. Death continuously
stalks life, and surely its presence in the sixteenth cen-
tury was less masked than in the twentieth.

Why would Luther, or anyone for that matter, adopt
such a perspective? There are happier perspectives on
life, but not, according to Luther, for the Christian. The
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beginning of the Christian experience of the cross oc-
curs in baptism with "the sign of the cross on the
forehead and the bieasL." God calls a Christian in bap-
tism to real death and real resurrection, symbolized by
the cold immersion and stark nakedness of the body
plunged into the water. As a modern Lutheran, Dietrich
Bonhoeffer, wrote: "When God calls a Christian he calls
him to come and die" ([1949] 1960:79).

But we misunderstand Luther's faith if we end our
discussion of his theology of the cross with its deathly
reality. For Luther, the crucifixion was always united
with the experience of Easter. Human suffering (from a
Christian baptismal perspective) is a partnership with
the redemptive suffering of God. Bonhoeffer (1985:56)
wrote that

in Jesus' healings the cross is prefigured. Healing
shows that Jesus receives and bears the sick in
their weakness, a weakness he will bear on the cross.
Only as the crucified One is he the healer. Among
the sick we learn more about the world and come
closer to the pangs of Jesus' cross than we do
among the well.

Thus sufferers win an existential victory because they
participate in a suffering already completed and judged
redemptive, acted out in Jesus' resurrection. As the
highest end goal of life for Christians is a blessed death
(indeed for early Christians, martyrdom), so Christian
sufferers suffer with hope, not as those seeking perfect
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bodies but as persons who hope against hope that
Easter will happen in their final death as well as in their
symptom-filled lives. Suffering, diseased persons know
the experience of the cross, even if they have never
heard of Luther.

Suffering is part of the humbling experience of hav-
ing to rethink one's natural tendency to ignore death.
Suffering serves a purpose: by obliterating the personal
temptation to assume that one is somehow in control, it
exposes one's desire to be like God. Luther's view of life
would also keep us from insisting that health is the
whole or main aim of Christian experience, that salva-
tion must be experienced in full in this life. Luther
understood that God accepts sick persons as well as
those who are healthy. For those with a similar vision,
this means that despite modern medical advances,
health remains a gift of grace, not the common expecta-
tion of all humankind. Most humans die sick, most
with very little dignity, and some with terror and strug-
gle. Luther's theology of the cross expresses all the
vulnerability and terror that most human beings really
experience at death; it echoes the question "Why have
you forsaken me?"

Luther's view of faith had most to do with trust:
"God is that to which your heart clings."® Faith means
trusting God's promise in impossible situations. The
seemingly unnatural aspect of faith leads one to "groan
with inexpressible groanings"; one allows "the spirit to
pray" when one cannot formulate words with one's
own voice. Applied to chronic illness, such an under-

97



Luther's theology ofthe cross expresses allthe vulnerability and terror that most human
beings really experience at death; it echoes the question “Why have you forsaken me?”

standing of faith can be modestly helpful, as the Chris-
tian suffers with “hope against hope." Such hope is of-
fered in the face of terminal cancer, AIDS, Crohn's, or
hepatitis.

All the while such faith remains terribly fragile, as it
clings to hope without a shred of evidence. It stares at
death and accepts its mystery, only seldom achieving in
this life a glimpse of hope about the next life. But
chronic illness sometimes leads to spiritual maturity
and may even lead one to be able to speak and experi-
ence these words of Luther as one's own:

We die not only mentally and spiritually by re-
nouncing sins and vanities of this world, but in
very truth we begin to leave this bodily life to lay
hold on the life to come, so there is, as they say, a
‘real' and bodily passing out of this world into the
Father.*

If faith is trusting God's promises in impossible
situations, where then is the objective reality that God is
to be trusted? For Luther, the resolution of this question
lay in his understanding of the Word of God, incarnate
in the person of Jesus and remembered in the testimony
of Scripture. For Luther, understanding Scripture in-
volved a proper division of hearing the word of judg-
ment (law) and the word of promise (gospel). Scripture
was not about history or science, nor even about moral
precepts or theological wisdom. When one confronted
the Word of God in the words of Scripture, one always
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stood in the awesome, terrible presence of God's justice
and mercy.

The terrible words of God, the "wrath" of God, real-
ly served a single theological purpose—to accuse the
listener. Here was a far different understanding from
that of medieval Catholicism, or, for that matter, of
reformed evangelicalism. God's word is never to be
understood as prescription for living, as some kind of
behavioral modification program, nor as stepping
stones to a natural theology that would allow one, by
living correctly, to bridge the chasm between the holy
and the profane. Rather, for Luther, God's prophetic
word brought death; it led to helplessness and despair
or to pride, both "bad faith" responses.”™

The second word of God was that of the gospel,
whose light shines most brightly when the darkness of
human alienation is deepest. The good news of Jesus is
a word of love, forgiveness, life in death, victory in
defeat, and hope. It is the final word of God, the word
of Easter, that gives hope in hopelessness. The expres-
sions of that Word were clearly located for Luther;
Christ, the Word of God, was in Word and Sacrament,
as they are embodied and mediated in the Church.® At
times Lutherans have misunderstood the Word of God,
elevating the preached word over the sacramental word.
Sometimes their attention to right doctrine, their preoc-
cupation with exactness, and their inattention to the
lived word, the communal word, have led to suffering.
Sometimes they have overemphasized the literal words.
But when they have understood word as Luther did.
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it has transformed lives and healed souls and bodies.
Confession and absolution (what Luther called the
third sacrament) is a process of word cure.

Lutherans' attention to getting the words correct has
great merit in pastoral care and the practice of healing.
When asurgeon explains a diagnosis and describes the
curative procedure, we pay careful attention, and the
words are taken seriously. So, too, when a physician of
the soul speaks words of judgment and hope, we listen
with hope. The proof of the words' power is the authori-
ty and potential behind the words. If our doctor prom-
ises radical surgery as a cure, we trust her and have the
surgery. The words become true after the operation. This
is true also with the words of God; their authority is
validated after we have lived out their impact, after re-
pentance, faith, and prayer, after believing. Here, | be-
lieve, is the crux of the connection between the genius of
Lutheran theology and the care of the suffering. If the
words are true, and if they carefully reflect the Word,
then the word becomes event in the life of the sufferer. It
happens when the bearer of the word shares its impact,
thus expressing the sacramental and communal nature
of God's people.

Lutheranism casts faith in hard metaphors. Hope
against hope is exactly what 1have experienced since the
onset of my illness. Luther's emphasis upon the imper-
fectibility of Christian experience ("sin boldly but let
God's grace abound") matches my experience.® The
promise of perfection in any form is a false gospel and
mischievous fantasy, for a quality of brokenness remains
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to those who are chronically ill. This reality corresponds
to Luther's notion of afallen rroatioi i. We groan with the
Cieaks Ot the cosmos and come to see God's weakness
and suffering as part of the theology of the cross. God's
companionship in suffering is comfort because it is both
theologically accurate and experientially true.

Sometimes suffering serves as the salutary effect of
God's judgment. 1am not suggesting that disease or
long-term illness is somehow punishment for sinful-
ness. Rather, illness just seems to disallow much false
pride: one is not allowed much self-deception (exactly
what Luther understands God's judgment to do for us),
which leaves us open to dependency upon God.

IlIness is also good preparation for the goal and end
of life, death. It can even nurture what a colleague of
mine once called an "eschatological itch." Chronically ill
persons relate well to Luther's cry near the end of his
own life, "we are beggars all."’*“One cannot suffer over
a long time without developing some sense of empathy
for others who share such pain.

Finally, suffering accents grace as God's incom-
prehensible gift, unattained and unearned. Each day
becomes a metaphor for grace. The fleeting quality of
good days teaches patience and affirms the prayerful
duty of Christian waiting. Suffering nurtures expect-
ancy. One prays "come. Lord Jesus" differently, with
conviction, desperation, and confidence; one waits and
grieves with hope for another visitation and final
wholeness. There faith becomes sight, and the new
reality of life fully whole is lived with God eternally.
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Medical healing is atits best when patientand doctorjoin theirresources for wholeness.

The Parish as a Healing Partnership

These insights are never learned from books alone. One
does not study Luther or read his volumes of theology
and feel suddenly healed. Such an experience would be
rare indeed. Rather, these insights are discovered in the
lived reality of the Christian community, and that ex-
periential space is for most Christians the place of the
local parish or congregation.

When beset by chronic illness, if one is Christian,
one turns naturally to one's faith community, one's
church congregation. In my own case, the initial call
for help from that community was made by my wife,
when, on that very scary Sunday morning in 1979, she
called the parish office to ask the community to pray in
my behalf. The pastor, as the representative of my wor-
shiping community, assured her that such prayers
would indeed be offered, and then he rushed to the
hospital to join my family and me in a fervent prayer
before my emergency surgery. None of us knew the ex-
tent of the illness or its source. | gave over my body to
the hands of the surgeon | had met only hours before
and prayed with fear and trembling that his hands
would be skilled.

I did not know, as | groggily entered the operating
room, that in the next five hours, while a team of doc-
tors and nurses performed the surgery, a new and re-
cent friend, a fellow parishioner and choir member. Dr.
Herbert Greenlee, director of surgery at nearby Hines
Veterans Hospital and associate director of surgery at
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the hospital where | found myself, came to the operat-
ing room without any request from my family to be
present for most of the surgery. It was he who first in-
formed my family of the apparent success of the pro-
cedure and assured them that all would be well. During
the next two weeks, he regularly dropped by on his
rounds to check on my progress and give encourage-
ment and just plain friendship. No bill ever arrived. His
ministry in my healing was simply that of a fellow
Christian showing care and concern for another of Gof-
tesvolk, God's people.

During these two weeks, other members of the
parish, including two who were nurses, dropped by
regularly. The pastors came regularly, even when un-
invited, and sometimes | felt genuine, though minor,
resentment; | didn't need professional prayers. Because
I was a long-time member of this extended Lutheran
community, other professional ministers dropped by,
more than | could count and much to my dismay. |
always felt they knew something of my personal anti-
clericalism, and | interpreted their visits somehow as
retribution for my public ambivalence toward profes-
sional carers. | could hardly debate matters of minister-
ial status or ecclesial governance with tubes in my nose
and arms, a very sore throat, and a painful gut, but |
usually made my disposition known. In retrospect, | see
that these pastoral calls were probably offered with gen-
uine compassion, but I believe I discovered abasic prin-
ciple about care for the ill: it should be given when re-
guested and rarely imposed.

Second Opinion



It struck me that compassion and love can be given
primarily only by those with whom one has some per-
sonal relationship. The ministry of healing is part of a
relationship of meaning. When friends or invited col-
leagues ui students visited, | felt nurtured; when an in-
stitutional representative visited without invitation, |
felt that my privacy had been invaded. | found in those
early weeks that the most helpful care was given by
those who really loved me, who had some relational in-
timacy with me. In the weeks and years to come, | had
much more to learn about the ultimate value of natural
compassion and care, given by a real community of per-
sons who find unity and support because of their need-
iness and common experience of illness. | learned
something of the true nature of the consolation of the
communion of saints and something of the danger of its
formalization, professionalization, and institutionalism.
In later years, | learned that professional carers and
church members are not necessarily separate communi-
ties but are ultimately in need of the resources of each
other. There can be no caring community without in-
stitutional structure, and there can be no real profes-
sional care without the intimacy of mutuality. That in-
sight resulted directly from my parish experience at
Grace Lutheran Church.

The Chronic IlIness Group

The formation of a church group for people struggling
with chronic illness began quite simply with a written
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letter of invitation sent by our pastors. The letter was
sent to those parishioners known to haw some form of
chronic Uhiess. A more general invitation was extended
by newsletter to any other members of the congregation
who struggled with long-term illness. As I recall, the let-
ter raised several questions. Was there any relationship
between faith and sickness? Did being sick affect one's
faith perspective? And how could Grace Church be
more supportive to such persons? | remember being
curious about the invitation and wondering if there was
a hidden agenda, but | was enthusiastic about having a
chance to share my pain and frustration in the struggle
with Crohn's disease.

Few models for forming such a group existed in any
parish. There was no specific model at Grace for self-
sustaining peer ministry groups. When the group first
met, the format, agenda, and style of group interaction
were naturally influenced by the pastors' leadership.
The pastors usually formed the agenda beforehand,
planning an opening Bible study and discussion, usual-
ly around a clearly defined topic. What sections of
Scripture were important to us? Was there anything
distinctive about our Lutheran faith that helped us in
our struggle with illness? Did our illness raise questions
that the parish could address or were there ways in
which the congregation could be more helpful?

The first meetings also included time simply to talk
about our illnesses. As we introduced ourselves, each
shared his or her story, and an immediate bonding oc-
curred. We learned something of each other that we had

101



The promise of perfection in any form is a faise gospei and mischievous fantasy, fora
quaiity ofbrokenness remains to those who are chronicatly H.

not known before. People we saw every Sunday at wor-
ship were suddenly symbolically undressed. They car-
ried in their bodies cancer, multiple sclerosis, chronic
depression, atypical trigeminal neuralgia, alcoholism,
Crohn's disease, Gardner's syndrome, and other illness-
es. Such revelations seemed to have a leveling effect in
the group. All mutually needy, we had no title or status
with which to manipulate or control the others.

Gradually, changes occurred within the group.
Talking theology or ideas seemed less important than
talking about our experiences. The pastors listened
more and spoke less. Group members led prayers and
chose Scripture readings upon which to reflect. We
reached a first group decision that we would invite our
spouses. More time was spent sharing new stories and
by the year's end, we all seemed to agree that we need-
ed to continue meeting. A developing comfort level
emerged which paradoxically allowed for increased
discomfort; our stories became increasingly honest and
therefore more painful. What began with pastoral
leadership slowly emerged into a more self-sustained
leadership experience.

Some time in the second year, the pastors turned
the leadership over to the group itself. As we met
monthly throughout the next year, we focused more
and more on experience. Each meeting had two parts.
One member of the group would lead us in prayer,
choosing some reading particularly important in his or
her life. Then we would spend the next hour simply
reviewing our life in the past month. 1worried that this
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part might become repetitious, but the stories changed
dramatically each month. A dozen illnesses can create
truly engaging drama. Since most chronic illness shares
some cyclical symptom expression, stories changed
regularly, depending on the activity or recession of the
disease.

As we chronicle our diseases, we are learning from
each other the parallels of our struggles as well as the
diversity. Those who have had a good month, or at least
more good days than bad, tend to lend support and en-
couragement to those whose past month was distress-
ing. We have mutually learned the value of prayer and
of praying for specific needs. We have learned, as well,
the deep therapy of humor, another kind of prayer. As
we grow closer, we are able to challenge each other
more honestly, and we are able to laugh and tease, see-
ing in our tragedies the comic side of human life.

Some spouses come regularly, others occasionally,
but we always struggle with the impact of our sickness
upon those closest to us. It is difficult indeed to listen as
one's partner in marriage shares with the group how
difficult we are to live with on occasion, our mood
swings, our propensity to self-pity or its opposite, arro-
gant self-reliance (stubbornness). But among other
couples the tension is often dissipated, and we are able
to discover the mutuality of our marriage struggles and
feel less isolated.

Had we kept notes of our time together, we could, |
think, have validated patterns of emotional responses to
chronic illness. In Beyond Rage: The Emotional Impact of
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Chronic Phi/sical Iliness, Jo Ann Le Maistre (1985) traces
six stages that she observes in people coming to terms
with chronic illness: crisis, isolation, anger, reconstruc-
tion, intermittent depression, and leiiewal. We share
moments of crisis, as one of our group is told of im-
pending radical surgery that will leave him dependent
on hyperalimentation, the administration of nutrients
beyond normal requirements, for the remainder of his
life (he is thirty-four years old). We experience isolation
as another tells of her loneliness and her need for com-
panionship after cancer surgery and retirement. We
have shared anger in our struggle with the frustration of
our limits or the unfairness of our condition. Our stories
about reconstructing life-styles are filled with accommo-
dation-changes in diets, routines, jobs, and other re-
sponsibilities. Louise, an older group member, lives
with atypical trigeminal neuralgia, so she has lived with
constant pain in her face for years, but her reconstructed
life is almost saintly. She has taught us patience and
trust; complaint is not in her vocabulary. Depression is
experienced acutely by some in our group and intermit-
tently by each of us. Each reversal, the surprise of new
symptoms, or the everyday pain of one's distress leads
to occasional depression. But while each among us has
at some point shared a story of personal melancholy,
the longer we are together, the more regular are our
stories of renewal. We celebrate when one is symptom
free. We give thanks when one of us receives a positive
prognosis, and we renew our "hope against hope"
together.
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Though the emotional developments characteristic
in chronic illness are surely present in each participant,
the sequence of emotions is not so regular or sequential.
Rather, | see those developments as reversible, with
changes in direction occasioned by repeated failures or
renewal. What makes our time so engaging is the dis-
covery that our lives are so rich even if physical health is
lacking. My hunch is that the pattern of emotional
development evidenced in our group is more one of
death and resurrection, with incidences of both occur-
ring over time. Le Maistre confirms many of the insights
that we have discovered in our reflections together as a
group.

Recently, in preparation for writing this chapter, |
asked members of the group to talk about what the
group means to them. Four clusters of comments
emerged. First, the group offered a place apart from
one's family where one could "unload" hurts, joys,
pain, frustration, and hope. In a very real sense the
group has become a place of confession and absolution,
a place where we receive each other just as we are. Sec-
ond, most of us feel that our group has become a place
where we can be absolutely honest. We are not a con-
ventional therapy group, but members seem to sense
that one can be "honest to God" and to each other
without any feelings of rejection or judgment or betrayal
of confidences. Third, members of the group expressed
a growing sense of bonding. Fourth, members talked
about the experience of a new sense of our faith and
love. Because we gather in church, the place of our
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We have mutually learned the value ofprayerand ofpraying for specific needs.
Wehave learned, as well, the deep therapy of humor, anotherkind of prayer.

being together is symbolic of our purpose. As | reflected
upon the notion that faith and love were conceived as
part of the same experience, | sensed that we were
deeply into a wondrous mystery of Christian experi-
ence, that having faith means being loving. Loving
means living faithfully. In the group, both words apply
to the same experience.

Finally, members spoke of feelings of failure and in-
adequacy. In one year, two of our group died. Susan, a
regular, was always very involved. She had shared with
us her story of struggle and depression, often related to
painful events in her personal life, and had formed a
prayer partnership with one of our members. Though
we knew her struggle was difficult, we all felt as well her
disarming gentleness. She always smiled when, Ithink,
she felt like crying. Coping with life was painfully dif-
ficult for Susan.

Her death was a deep shock to all of us, and we
spent one entire evening attempting to deal with our
feelings of loss. Members felt anger: "Damn you,
Susan, you didn't give us achance.” Others experienced
a sense of relief: "Finally, Susan has peace." One related
a sensitive story of her experience with Susan just the
week before her death. They were reading something of
Evelyn Underhill's Abba and had spent special time with
a phrase Susan loved: "Those who use the prayer, must
pray from the cross" (in Roberts 1982:14). Now Susan
lived in the cross eternally. Others spoke of loss, a sense
of inadequacy: "How had we failed her?" Some ex-
pressed guilt; "Couldn't we have done more?" We all
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felt, 1 think, painfully aware of our limitation and our
uselessness. We experienced something of our own
mortality. One among us had died.

Shortly after Susan's death, a second past member,
Susanna, died. Her struggle had been a long-term
physical battle with thyroid difficulties and abenign ab-
dominal growth, which caused painful bodily discom-
forts. Her death occurred from a sudden aneurysm near
the brain. When she had left the group months earlier,
she had never really told any of us her reason. Later she
and her family left the church and joined a neighboring
parish. Since we had repeatedly invited her to return
and share with us, we felt her death was a second judg-
ment on our values, a sign of our lack of success. We
were learning as well the difficult lesson that people
who are chronically ill do die, perhaps sooner than
others.

As we worked through our feelings of grief, we also
felt a sense of deep achievement and peace. We had
faced death close to us with tears, anger, resentment,
doubt, and faith. We had grieved deeply and shared our
grief. And we knew even more profoundly how much
we needed each ofher and how loyal we felt to each
other. Though limited in what we could do for each
other, we reaffirmed our being in the shadow, in our lit-
tle place under the cross.
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Implications for Parish Ministry

Are there lessons for parish ministry to be learned in
the shared experience of Grace's chronic illness gioup"
In oiir being together, we have rediscovered the validity
of Luther's notion of fhe "priesthood of all believers."
The phrase has never been uttered in our meetings, but
the reality of the metaphor has regularly been experi-
enced. Here Christians meet in need and mutual grace.
Here we absolve each other without ecclesial ritual.
Here the word of life is spoken, proclaimed, and acted
out, not from pulpit nor from vested clergy, but from
each of the members. Here the Scriptures are read and
listened to with a special kind of interpretation, that of
need and desperation. Here the sacrament of the
Eucharist is offered by the gift of one or another as
bread of life, and here we practice priesthood without
ecclesial office, but with faith and love.

Were parishes to learn from this peer ministry ex-
periment, the church might abound in what contem-
porary Third World Catholic countries are experiencing,
the "base community." Base communities are groups of
simple Christians who gather to pray and share mutual
need and care. They are without clerical leadership, for
the most part, and they have achieved amazing results.
The base community has become the front line of parish
renewal in many Third World countries in both Central
and South America. Out of that experience has come a
whole new literature of theology and devotion (see, for
example, Cardenal 1982).
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Grace's chronic illness group is such a base com-
munity, a place where simple Christians grapple vrith
profound truth Were the church to be open to such
need-oriented structures, all sorts of new, intimate com-
munities would emerge, little churches in the larger
church. Parishes open to such a paradigm of organ-
ization would probably completely reorganize their
ministry. Groups based on natural interest and need
would emerge as God's people took ownership of
their priesthood. The anonymity of worshiping with
five or six hundred believers would be balanced by
the discipleship of small groupings. These ideals are,
| believe, equally supported by the experience of two
other groups at Grace Church: one focusing on the
needs of health care professionals and one for those
who have experienced deep loss through death or
divorce.

The experience of Grace's chronic illness group
recapitulates the insight that the most profound words
of healing are spoken by unlettered saints of suffering.
This is no place for emotional spiritualism or a theology
of glory. One member challenges with prophetic style
that Jeremiah might have envied. Still another affirms
so that one feels absolutely accepted. We have gifts of
listening, of theologizing, of interpreting, questioning,
and probing. All these emerge in this community of
mutuality.

Many Christians are acquainted with Henri
Nouwen's Wounded Healer (1972) and with his thesis that
one ministers out of one's woundedness, not one's
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One ministers out of one's woundedness, not one’s strength.

strength. One of the primary lessons that one learns
from persons chronically ill is that healing and support
can indeed come from wounded persons. 1am always
reminded, as 1llisten and observe my peers in our meet-
ings, of Jesus' words about the "woman who loved
much because she was forgiven much." A corollary is
equally true: persons who suffer much seem especially
adept at compassion. Were parishes to incorporate this
truth into ministry, then congregations might really
become communities of salvation and healing. Persons
who experience long-term illness might be enlisted for
regular pastoral care or visitation to hospitalized pa-
tients, and parishes might even match particular ill-
nesses. 1suspect there would be aradical leveling pro-
cess among all members. We would seek to make our
personal weakness avenues for ministry. We would be
less prone to hide behind polished "personas” of health
and allow our vulnerability to become the avenue for
ministry.

Chronic illness tends to be a somber reminder of
death's reality. 1 sense that what 1 experience with
Crohn's disease and what my peers in our group at
Grace experience are closely related to death's reality.
Chronic illness regularly mirrors the shadow of death,
and certain lessons can be learned only through such an
experience. One learns over time to offer one's suffering
as a daily ritual of worship back to the God of life and
death. Offering one's suffering is a way of sacramental-
izing the experience of illness. We offer our pain, our
anger, our frustration, hope, faith, our sickness itself, as
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a living sacrifice in eucharistic fashion. The offering is
received in Christ as is all our prayer. In his suffering
and his humanity, in his broken body, we offer ours and
we are healed.

"May the sacrifice of our hands and our lives be ac-
ceptable in your sight" is eucharistic language and the
language of illness. The offering up of one's illness really
frees one to live out a sacrificial and sacramental ex-
istence. One does not have to bear the hurt, pain,
frustration, anger, resentment, and most of the other
feelings alone. There is but one sacrifice necessary, that
of Jesus. Yet all our life is a living sacrifice which par-
ticipates in that offering, so there is the ongoing sacrifice
of his resurrected presence. When his spirit prays in-
cessantly in our behalf, illness is liturgy for Eucharist,
for giving one's body in Christ up for the world and
each other is really the meaning of love.

Chronic illness, then, can be a school for excellence
in the art of dying, and a chronic illness group a
classroom for instruction in that art. We learn to die by
letting go, by slowly unclasping the bonds that tie us to
this life. That is painful work, best done in community.
And since no one dies in any other way than one lives,
we need to affirm the diversity of strategies for confront-
ing death. The chronic illness group at Grace Lutheran
Church has become a place where each of us character-
istically struggles with his or her own personal art of dy-
ing. We are learning slowly to accept each person's way
of doing that. In the acceptance we are learning our-
selves to reaffirm our own death and our way of dying.
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We never pray for dignity; we pray rather for a death
honest to our character and our life, one that is offered
up in our real name. My name is Stephen, and 1am
more clearly known and accepted in this group than In
most communities where | live and work. So the friend-
ship of my sick companions helps me face death as
Stephen.

If we learn well the art of dying and if we are able to
offer up our illness and our own death as a living sacri-
fice, then we have learned that the art of dying is para-
doxically the gift of love. Chronic illness can become an
academy for the abundant life. If one can face death
honestly, then one is free to live with abandon and free-
dom. If the cemetery holds no trauma, then its mystery
is revealed; only those who can die are free for living.

The Congregation as a Place of Healing

Chronic illness can teach that lesson. And those
who are blessed by their illness do, in fact, live life vdth
a special kind of abandonment. lhey know the limits
of their being, so they can live life a little freer. They
have nothing very solid upon which to rely, except their
faith and their hope. Such folks sometimes celebrate life
with a sense of joy that clearly can only be a surprise.
The best and most creative response is always like
Christmas, a wonderful surprise, like opening a myster-
ious package that one receives unrequested, but upon
closer view is the gift one has always desired. Such
moments are mysterious blessings of chronic disease.
When at any time one discovers such wonderful sur-
prises, that moment is filled with life, and that quite
abundantly. @

NOTES

1. David Tracy, in Blessed Rage for Order (1975), correctly explains the task of all Christian theology. Christian theologians
are "obliged to interpret two basic phenomena: the Christian tradition and contemporary understandings of human
experience" (p. 23). There is a radical shifl in contemporary theology from "dogmatic" theology (repeating the formulas
of the tradition) to doing theology out of experience. See, for example. Hug 1983; Holand and Henriot 1983.

2. Norman Cousins argues for such a partnership in his Anato/ny ofan Illiness as Perceived by the Patient (1979) and The Heal-
ing Heart (1983). Both books are filled with cogent reasons patients need to be involved in their care, yet Cousins is
equally aware of the need for intimate partnership with the medical profession.

o o~ w

. Martin Luther, The Small Catechism (1529), in Tapper! 1959:345.

. Martin Luther, "The Babylonian Captivity of the Church" (1520), in Luther's Works 36:11 ff.

. Martin Luther, The Large Catechism (1529), in Tapper! 1959:365.

. Martin Luther, "Babylonian Captivity of the Church," Luther's Works 36:69. Luther here is speaking of the daily bap-

tismal sequence of dying and rising. His language is almosf mystical. So the commonality of chronic baptism remem-
brance is like that of chronic illness, with the same potential for repentance and faith.
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7. Martin Luther, Apology of the Augsburg Confession (1531), in Tappert 1959:111.

8. See Luther's sermon "Lord's Supper" (1528), Luther's Works 51:188-93. "A hundred thousand learned men are not as
wise as one little hair of God. In the first place, therefore, learn that the sacrament is not simply bread and wine, but
the body and blood of Christ, as the words say. If you take away the words, you have only bread and wine. Hence the
command of God is the greatest thing in the sacrament as in the Lord's Prayer. Take hold only of the words; they tell
you what the sacrament is" (p. 189).

9. Martin Luther, "Letter to Philip Melanchthon" (1521), Luther's Works 48:282.
10. Martin Luther, "Table Talk" (1531-44), Luther's Works 54:476.

REFERENCES
Bonhoeffer, Dietrich. [1949] 1960. The Cost of Discipleship. Reprint, New York: Macmillan.
_ 1985. Spiritual Care. Trans. Jay C. Rochelle. Philadelphia: Fortress Press.
Cardenal, Ernesto. 1982. Gospel in Solentiname. 4 vols. New York: Orbis Books.
Cousins, Norman. 1979. Anatomy ofan Illness as Perceived by the Patient. New York: W. W. Norton.
__1983. The Healing Heart. New York: W. W. Norton.
Holand, Joe, and Peter Henriot. 1983. Social Analysis: Linking Faith and Justice. New York: Orbis Books.
Hug, James C. 1983. Tracing the Spirit: Action and Theological Reflection. New York: Paulist Press.
Le Maistre, Jo Ann. 1985. Beyond Rage: The Emotional Impact of Chronic Physical Illness. Oak Park, 111: Alpine Guild.

Luther's Works. 1955-86. American ed. Ed. Jaroslav Pelikan, Helmut T. Lehmann, and Joel W. Lundeen. 55 vols. Vols. 1-30,
St. Louis: Concordia Publishing House; vols. 31-55, Philadelphia: Fortress Press.

Marty, Martin. 1983. Health and Medicine in the Lutheran Tradition: Being Well. New York: Crossroad.
Nouwen, Henri. 1972. The Wounded Healer. New York: Doubleday.
Roberts, Roger L., comp. 1982. Treasures from the Spiritual Classics. Wilton, Conn.: Morehouse-Barlow.

Tappert, Theodore G., trans. and ed. 1959. The Book of Concord: The Confessions of the Evangelical Lutheran Church.
Philadelphia: Fortress Press.

Tracy, David. 1975. Blessed Ragefor Order. New York: Seabury Press.
1981. The Analogical Imagination: Christian Theology and the Culture of Pluralism. New York: Crossroad.

108 Second Opinion






Christ among the Doctors, pen and ink drawing by
Giovanni Francesco Barbieri ill Guercino), ca. 1620.
Mount Holyoke College Art Museum, South Hadley, Massachusetts
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The Physician's Experience

Witnessing Numinous Reality

Douglas Anderson

uring my first year of neurosurgical resi-

dency, | was confronted with an emotional and
spiritual task for which | was not prepared. | felt that |
knew the fundamentals of medical science, and | also
felt that | was being trained well by gifted surgeons.
They were caring and good men who communicated
clearly with patients and their families and had em-
pathy for the suffering they witnessed. However, at the
university where | was trained, emergencies and crises
were played out twenty-four hours a day, and | was fre-
guently required to “go it alone."

Candace, a twenty-eight-year-old patient, present-
ed one such crisis. Her tragic medical history revealed
that she had been a prostitute and was supporting an
expensive, debilitating heroin addiction. She had been
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admitted to the hospital with spiking fevers and confu-
sion. A computerized tomography (CT) scan showed
several abscesses within her brain, the result of infec-
tion from dirty needles used in her drug habit. Surgical
therapy was out of the question because of the number
of these small abscesses. However, a diagnostic surgical
brain biopsy provided information on the invading or-
ganism such that proper antibiotics could be adminis-
tered. To no one's surprise, Candace eventually slipped
into acoma, even with maximal intravenous antibiotic
therapy. She lingered, unconscious for several weeks.
Her only visitors were physicians on daily rounds, the
hospital chaplain assigned to the intensive care unit,
and the nurses who kept a constant, caring vigil over
Candace's waning life.
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Justas health professions seen as calling require a theological framework, theology
requires the setting ofactual experience. Theology is notonly reflection about experience,

buta doing, aliving.

I was on call the Sunday night she died. | don't re-
member how her mother was located, but she arrived
about one hour after death had been pronounced. The
nurses and 1had removed all the tubes that protruded
from Candace's body in hasty preparation for this unex-
pected visit. The clinical neatness of the room, the dim
yellow glow of the lamp through the room-dividing cur-
tain were lost on Candace's mother. She was totally
blind. The chaplain led this thin, fragile woman to the
bed where her daughter lay dead. Tears were streaming
from behind opaque, dark green glasses down a face
that expressed unspeakable anguish, love, and despair.
As she approached the bed, her hands, outstretched
from the heavy sleeves of her overcoat, immediately
found Candace's face. Her fingers and palms gently
probed her daughter's face—its delicate features, round
cheeks, and high forehead. Prayers offered by the priest
concluded the five-minute visit with her daughter,
while the nurses and 1stood in silence.

Nine years have passed since Candace died. Even
then I knew that the events of that night would remain
with me not as a curious anecdote, but as a haunting,
numinous reminder of God's presence. 1saw in Can-
dace's mother—along with anguish and despair—for-
giveness and love. The hands laid on Candace's face
yearned for the power that would heal; the hands
sought complete healing of all the ills in that long chain
of events that had led to Candace's death.

The experience of witnessing not only Candace's
death but the deaths of many more patients sharpened
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greatly my awareness of my own mortality. Although
there are many ways of interpreting my experience (and
certainly the experiences surrounding sickness and
death), only within a theological perspective have |
found hope for interpreting what 1sensed was present
and transcendent in Candace's room.

A Calling and a Covenant

One may view work in the health professions as a call-
ing." The concept of work as calling derives simply from
acknowledgment and acceptance of a process of becom-
ing grounded in divine guidance and direction. It also
has to do with the daily pursuit of health and whole-
ness for persons and the relationship of that pursuit to
the ministry of Christ. Work, as calling, is perceived in
the light of the belief that human experience and divine
action are connected in reality. If one stands within this
perceptive mode, the work of health professionals re-
quires theological reflection. Just as health professions
seen as calling require a theological framework, theol-
ogy requires the setting of actual experience. Theology
is not only reflection about experience, but a doing, a
living. The experience of the health professional is fer-
tile ground for theology because it is suffused with suf-
fering, death, healing, and new life—basic issues of the-
ological inquiry.

Furthermore, the relationship that exists between
patients and health care givers is complex. Medical
ethicist William F. May has ascribed to the physician, for
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instance, the roles of parent, fighter, technician, and
also teacher. He also describes the "covenant" that can
exist between physician and patient. This covenantal
relationship includes contractual duiieS to patients, but
It also acknowledges reciprocity: the physician is under-
stood to be both benefactor and beneficiary. Most im-
portant, the covenant is based on a "responsive ethic" in
the pursuit of health and wholeness for each person.
Where there is need, let there be an intelligent, appro-
priate, and integrated response to it. May insists that
"neither resistance, avoidance, nor the quietistic accept-
ance of suffering and death should define this healer's
task, but rather pursuit of health and, let it be noted, the
extension of healing care in the midst of disintegrating
health" (1983:127-30).

A Forum for Discussions
of Suffering and Healing

When suffering and death are discussed among neuro-
surgeons and physicians in general, the discussion is
limited mostly to analysis of the biological, medical, or
surgical aspects of the story. We do not professionally
discuss matters relating to a patient's spiritual health
during the critical events prior to a patient's death. We
are not usually trained to do so, nor is it expected of us.
Most of us readily consult the chaplain. This is not to
deny the importance of what we do discuss: medical
history and physical findings, the primary concerns for
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the surgeon, physician, and nurse. Also important,
however, is the awareness of an experience's psycholog-
ical and spiritual dimensions for patients and their
families during sickness and death, and a response
based on that awareness.

In the health professions there is little time and no
regular forum devoted to reflecting upon the experi-
ences of dealing with suffering individuals. The chance
for me to engage in such reflection came when the
health professionals within our congregation received
an invitation to participate in several discussions on our
experiences in health care and life in the congregation.
I reacted with both curiosity and concern about taking
on new responsibilities with greater demands on time.
However, | had a desire to reflect on the unresolved in
my life, to connect work experiences with the gospel,
and to discuss those experiences and moments that
transcended my own images of sickness, suffering, and
healing. Finally, a growing personal awareness of health
professionals as "wounded healers" (the phrase is
pastoral theologian Henri Nouwen's [1972]) suggested
the usefulness of such a forum. | wanted to talk with
other healers about learning to recognize the bound-
aries between the natural anxiety that comes from an
awareness of our own mortality and the inappropriate
and even neurotic responses to that anxiety.

Our congregation appeared to me to be acommuni-
ty of people who knew each other primarily as fellow
Christians without emphasis on professional hierarchy.
The church, in one sense, was where we came "to
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The experience ofthe health professionalis fertile ground for theology because it is
suffused with suffering, death, healing, and new life.

mend our tattered lives," as Abraham Heschel put it
(1920:30), or in Lutheran terms, to focus attention,
prayer, and praise on the Christ whose life is our salva-
tion. The congregation is a community of people in-
volved in many responsive activifies that fill the life of
the church. But congregational experience at Grace
Lutheran, while much broader than worship alone, had
not previously given rise to a forum for discussion about
our work.

The group of fen to fifteen health professionals,
comprising physicians, nurses, technologists, and a
hospital administrator, met monthly in a small, comfort-
able chapel over the period of one year. The meetings
were unique and fulfilling experiences for each of the
participants. Presumably because of the intensity of ex-
periences involving people who are sick, dying, or heal-
ing, recollecfions of these experiences were vivid,
photographic in detail. More important, the extremity
of these experiences frequently pointed to issues be-
yond the physical realm. Many patients were seeking
not only cure and comfort but creative meanings for suf-
fering and reconciliation with suffering as well. Had we
no insight, no way to articulate the connection between
medical healing and spiritual healing? The foundation
for that connection, we knew, was Jesus' own linking of
physical and spiritual healing—for example, in the story
of fhe paralytic whose body Jesus healed and whose
sins he forgave (Mafthew 9:1-8).

But although we had many things to talk about, the
goals of fhe discussions were nof immediately clear.
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Beyond developing new friends and sharing experi-
ences, what did we hope would come from these
discussions? Three goals emerged, and the presence of
our two pastor-theologians greatly aided our move
toward them. They helped define and focus fhe meet-
ing agendum and allowed us to concentrate on ex-
periences and stories. The three goals involved develop-
ing answers to the following quesfions:

1. How can healfh professionals better understand
their role in serving their congregation and their
patients? What is the role of the congregation in
ministering to health professionals as a group
with distinctive needs? How can health profes-
sionals within the congregation effectively min-
ister to one another?

2. Is it possible to articulate the conscious and
perhaps subconscious images that the Lutheran
heritage brings to issues of healfh, illness, suffer-
ing, and death—issues to which we had special
access?

3. In relating our experiences within medicine, can
we contribute to the understanding of a theol-
ogy of suffering? Specifically, can we contribute
to a dialogue between medicine and laypersons
that is characterized first by the recognition of
the self as body and spirit, and second by the
awareness of both "the realm of fradition and
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the inner world of the individual" (Heschel
1920:57) in defining reactions to and under-
standings of sickness and health?

The patients for whom we cared became teachers in
a very real way as we attempted to respond compas-
sionately to their predicaments. About the time the
meetings began, | was asked to see a patient by the
name of Rex. Rex was initially introduced to our surgical
team in the hallway of a radiology suite. He was lying
on a hospital cart. He complained of a rapid and pro-
gressive deterioration in the strength of his legs. A
schoolteacher, husband, and father of two children in
downstate Illinois, he and his family were members of
an evangelical church. His wife had been the first to
notice an enlarging black mole on his back three years
earlier. Chemotherapy and radiation had followed the
diagnosis of a malignant melanoma. Now it appeared
that the disease treated three years ago had reappeared
in the form of a large mass compressing Rex's spinal
cord, rendering him nearly paraplegic. Metasfases were
discovered in other organs. Rex was slowly dying.

The spiritual strength that he showed in the face of
such ultimate adversity was at first puzzling, then awe-
inspiring. Rex smiled as he greeted us each morning,
his courage undeterred by his helplessness and pain.
His attitude was not pathologically ebullient, nor was
he morose. He had somehow avoided the depression
which could have so easily overwhelmed. One felt a
certain reverence when one stepped into his room. We
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privately questioned his wife about how he seemed to
her in moments when doctors and nurses were absent
(was he acting for us?); she replied that the serenity we
witnessed was real and based on his confidence in
God's promise for his life. He was an ordinary man, but
he possessed a unique and powerful relationship with
the divine. Rex's family and pastor remained constant
sources of comfort and support.

Rex reminded me of another young patient, Gail. At
the age of twenty-eight, Gail was diagnosed with lung
cancer. She underwent surgical, medical, and radiation
therapies for her disease. She later suffered severe pain
in her right arm as a result of nerve irritation and scar-
ring following the radiation. Finally, a procedure was
performed in which ascending nerve fibers carrying
pain information were surgically cut on the lateral side
of the spinal cord. While the intensity of her pain de-
creased, she noticed a gradual weakening of her legs in
the ensuing weeks. Unable to get clear answers from
her treating physicians, she requested the help of her
pastor. She and 1were members of the same congrega-
tion, and | met her for the first time in the hospital
emergency ward after our pastor arranged a meeting.
After some noninvasive examinations, the diagnosis
was clear. Gail had massive metastatic deposits of can-
cer compressing her spinal cord in the upper regions of
her neck. She refused any further therapy, surgical or
other. It was clear she would not survive much longer.

Once her condition was known, Gail began the
process of accepting and understanding what con-
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swanted to talk with other healers aboutlearning to recognize the boundaries between the
naturalanxiety that comes from an awareness of our own mortality and the inappropriate

and even neurotic responses to that anxiety.

fronted her. At her request, family and pastor were at
her bedside frequently. As her medical condition dete-
riorated, | observed through discussions with her that
her "spiritual condition" became purified. In her final
days, the question "Why me. Lord?" became unimpor-
tant. The statement she so clearly lived out in her words
and demeanor was "Here am |, Lord." She was able to
reassure us, as we attempted to minister to her, with a
self-affirmation grounded in God's grace in the face of
her own death. Her acceptance of God's providence
became complete. Providence, as theologian Paul Tillich
describes it, "is not a theory about some activities of
God: it is the religious symbol of the courage of con-
fidence with respect to fate and death. For the courage
of confidence says 'in spite of,' even to death" (1962:163).
Gail had transcended the physical experience of her ill-
ness, it seemed to me, by a courageous acceptance of
the unknowable as well as the experiential. This con-
fidence had as its only source God's love: the forgiving
and redemptive act of sending Jesus into the world.
Gail's courage was based on her belief that Jesus died
for her.

The moments at the brink of death, for these two
people, were not characterized by an evasion or denial
of severe circumstances. Rex frequently reminded us
that he would be a willing subject for any experimental
therapy that held promise, an option that never materi-
alized. GaU requested information about the duration of
the dying process and about what steps could be taken
to ease the physical suffering and pain associated with
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her disease. We made every effort to answer such ques-
tions and administered appropriate medicines for the
relief of pain.

These young people were tragically stricken with
disease, suffering, ancl finally death. They seemed well
equipped for this severe test. It appeared to me that
Rex's and Gail's experiences could be traced, in part, to
congregational enterprise. Particularly in Gail's case, the
long cultivation of pastoral-familial love, friendship, and
trust meant that the last days of her life could be spent
in afocused, concentrated, and fulfilling manner. Bea-
tific transformation in the moments when increasing
distortion and disorder of the self point toward an end
of being is not common. However, for Gail and Rex
there was healing of the spirit and mind; love and care
were important, were needed and shared. There was a
sense of spiritual preparation, of being, as Tillich puts it,
"grasped by God." Death was an experience preceded
and deeply influenced by a nurturing Christian com-
munity which provided trust, communication, and
people who were willing and able to be a part of this
ultimate transition.

"Wounded Healers"

Physicians and nurses witness and participate in situa-
tions where emotional and spiritual support is not pres-
ent. In the wards of a hospital, amidst healing and
hope, one is confronted with tragedy after tragedy: new
parents grappling with the shock of learning that their
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baby suffers from a disease they weren't even aware ex-
isted; husbands and wives seeing each other in excruci-
ating pain; sons and daughters searching (sometimes
unsuccessfully) for the means to sav a final rccoucilla-
tory goodbyo to a paient. for some health professionals
this extreme environment becomes a life stress that
gradually depresses the spirit. One no longer possesses
the will or capacity to grieve over a patient's death.
Communication with patients and families becomes
unnecessarily technical, defensive, cryptic, and worse,
a nuisance. With escalating anger at the entire system of
medical care, the demands on health care professionals,
the atmosphere of defensive medicine, one risks losing
the sense of awe that comes with witnessing and par-
ticipating in a person's healing.

As members of the health professionals' discussion
group became acquainted, we saw that each of us was
grateful for the opportunity to be engaged in a healing
profession. We discussed our private ways of dealing
with the stresses of our work and the anxieties within
our lives. For each, one of the main sources for preven-
tive and restorative therapy was participation in con-
gregational life and worship. Each individual had a very
personal idea of how the congregation accomplished its
therapy in his or her life.

During a festival concert at Grace Church, during
which | had the opportunity to sing Vaughan Wil-
liams's Five Mystical Songs, | witnessed and experienced
a powerful dimension of congregational healing. As |
sang the words of the mystical poet George Herbert,
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"O let thy blessed spirit bear a part and make up our
defects with its sweet art," perceptions of separatoncs*
from the self of frccduni and well-being washed over
me. With the self removed from the center of attention,
lwas able to refocus on God's spirit. The invitation,
"Come to me, all who labor and are heavy laden, and 1
will give you rest" (Matthew 11:28), was accepted and
experienced as a physical reality in the lives of many
congregation members present at that service. Concrete
reminders and reinforcement of this healing occur each
time the congregation celebrates the sacraments and
prays together. Collectively, we seek a central focus for
our lives other than the individual self. In our congrega-
tion Christ is at the center of this quest, a quest for
"healing" that requires faith and discipline.

Does this "healing" decrease cholesterol levels or
lessen the risk of stroke, heart disease, and cancer?
There is no evidence for this conclusion. In fact, one
cannot even claim an increase in psychological stability
or emotional maturity solely because one is part of a
congregation. However, the members of our discussion
group intuitively sensed the power of the congregation
as a place of healing and sought in it a new understand-
ing of the fullness of health.

Confession

Our group also discovered a most potent method for
purging our spirits of difficult, heart-rending experi-
ences: telling honest, detailed stories in which we "con-
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Many patients seek not only cure and comfortbut creative meanings for suffering and
reconciliation with suffering as well. Had we no insight, no wayto articulate the
connection between medical healing and spiritual healing?

fessed" to each other the good, the evil, the uncomfort-
ably ambiguous in our experience. In some stories the
role that we played resulted in less than we had hoped
and was sometimes the trigger for disaster. Each partici-
pant's willingness, need, or desire to share experiences
of such gravity was variable. Confession left one psy-
chologically and emotionally vulnerable, a risk some
refused to take. In addition, to hear confession and
display the necessary response of support and love re-
quired spiritual maturity. Members had to resist the
temptation to respond silently in judgment as if we
were on a hospital disciplinary board. But although the
exploration of the past via confessional stories brought
with it an emotional tension, a mutual vulnerability, it
also brought to the participants encounters with ques-
tions like these;

1. How do we interpret the role we, as health pro-
fessionals, play in the history of a particular
patient?

2. What about the stories we decided not to tell?

3. How honest could we dare to be with ourselves?
How much of ourselves could we bare to our
friends?

As we thought about the first question, we began to
observe a certain ambiguity with regard to our role in
the care of sick people. We tended to take more credit
for the successes and more blame for the failures than
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was our due. Regarding our untold stories, perhaps we
sensed that they lacked the drama to grasp the attention
of our hearers. But did those stories perhaps more ac-
curately depict the average occasional lapse in caring
behavior, and further, did not suppressing them sug-
gest an insensitivity to the forgotten or unnoticed feel-
ings of the patient or family who suffered as a result?

Confession led not only to understanding but to ac-
tion. Through sharing one particular story at these
gatherings, | was able to confront an important but un-
finished task.

On July 4, 1986, my wife and | were visiting the
home of my sister and brother-in-law. The day was
perfect—replete with good food, sunshine, the sights
and sounds of children playing. But the visit was inter-
rupted by a call from the hospital urgently requesting
the presence of the neurosurgery team; | left imme-
diately.

A four-month-old child in previously good health
had been napping in the afternoon when his mother at-
tempted to awaken him. Unarousable, he was rushed to
the hospital where | met him and his parents. Within
ten minutes of a diagnostic X-ray examination, it was
clear that Andrew's brain was under severe pressure
from an acute blood clot. Immediate surgical decom-
pression of the brain was the only chance for saving the
infant's life. Decisions were made in an atmosphere of
accelerating activity mixed with depression. The surgi-
cal procedure was briefly explained to the parents, and
Andrew was immediately taken to the operating suite.
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The head was prepared with antiseptic. Anesthesia
gases and medicinco wore administered. A scalp inci-
sion, trephination (perforation) of the skull, removal of
the bone flap, opening of the dura (the tissue covering
the brain), and dissection and removal of the blood clot
were performed in quiet desperation. Then, when we
were ready to slow things down, the child's blood
pressure decreased precipitously. Seconds lapsed dur-
ing which we searched for an additional blood vessel
through which blood could be administered to replen-
ish the child's collapsed vascular system. The child was
in shock. The heart stopped, requiring chest massage.
A large vein in his neck was entered with a catheter,
through which a partial unit of blood was infused,
followed by another. An additional stimulant drug was
given. The child, as near to death as one could be, was
revived and stabilized in this thirty-second interval. The
closure of the scalp wound was uneventful.

Andrew remained under anesthesia for a time as |
went to the waiting room to speak with his parents. My
words were something like the following; "It has been a
very trying three hours and | apologize in advance if
this information is bluntly delivered, but it is necessary
that we communicate clearly. First of all, your child has
survived the operation and is in the recovery room. It
appears that earlier today a blood vessel burst on the
surface of the outer right side of his brain. It evidently
was part of an abnormal tangle of blood vessels that has
been present, in all probability, since birth. It caused an
expanding blood clot which has now been removed.
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The brain was damaged by the rapidly increasing vol-
ume of the blood clot, but the damage appears confined
to an area m the right lowei lempural lobe/ moaning that
it may not severely affect your child's neurological de-
velopment, if he recovers. The heart stopped for a very
short time during the operation. We were very close to
losing him, but he responded to injections of whole
blood and other drugs. His condition remains critical.
We will have to wait to see how he does in the next
twenty-four to forty-eight hours. We will be in close
touch."”

His mother responded with a tearful smile, "He'll
make it, he's a fighter." We exchanged a few more hope-
ful words, after which | left the family.

In the ensuing twenty-four hours, Andrew seemed
to do remarkably well; he was opening both eyes and
moving all his extremities. We were optimistic and
hopeful. About forty-eight hours after surgery, however,
his kidneys began to fail, and his lungs became pro-
gressively more congested. He died a few hours later
despite aggressive medical treatment. | had no con-
clusions for the parents but rather shared the same
stunned, flushed blankness that comes with over-
whelmingly bad news. Emotionally and physically
weary, | requested that the pediatricians, who had been
involved in the case from the beginning, and our
chaplain be with the family, who were also at the end of
their emotional and physical reserves.

I never saw Andrew's parents after the events that
culminated in the death of their son. | never talked to
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Ourgroup discoveredamostpotent methodfor purging our spirits of difficuit, heart-
rending experiences: teiling honest, detailed stories in which we “confessed” to each
otherthe good, the evil, the uncomfortahly ambiguous in our experience.

them, shared my grief, or supported them during the
difficult moments, days, and weeks that followed.
Perhaps | shouldn't have felt guilty or concerned, but |
had alingering sense that 1could have and should have
communicated with that family. It was too easy for me
to walk away from this tragedy, to turn my mind away
from those parents and toward other matters. | had
acted as if | had been more stressed, more devastated
than this boy's own parents. How could | exonerate
myself?

The meetings of the health professionals provided
the setting in which | could face this unfinished task,
and | was able to call Andrew's parents. "l wanted to
apologize for not connecting with you following the
tragic events in early July. Also, | want to express my
deepest sympathy. If there is anything | can do..."
"Yes, I'm so glad you called," the father replied quietly.
He continued by explaining his wife's and his present
situation—the beginning of gradual recovery, their work
and progress with a grief counselor, the interest they
had in final pathology reports which they hadn't re-
ceived. He and his wife were forgiving and under-
standing.

The threat of death had come upon their child
quickly and unexpectedly. Priests appropriately re-
placed doctors as the comforters and healers. These
parents, through their grief, were able to accept and re-
spond to words of consolation and to understand that
their sorrow was shared by many, including their son's
surgeon. Their response unveiled their courage in spite
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of their suffering. They were willing to support and aid
in the healing of others. "Doctor, could it be that some
good ching might be imparted to others as a result of our
son's death? Can medical science learn something from
it?" The question was meant specifically in reference to
the burst arteriovenous malformation in Andrew's
brain, but it comforted me in the way it displayed their
acceptance of our human efforts, the acceptance of our
"failure," the acceptance of "providence."”

Though it was difficult, our group's experience with
confessional stories showed us that the more honest
and demanding we became as narrators, the more we
learned about ourselves, our work, and our lives. Per-
haps we were becoming more aware and sensitive to
the importance of each moment we live, of each
stranger we meet.

Our group of health professionals sought forgive-
ness for inadequacies, and we also realized that shoul-
dering the entire responsibility for the care of the suffer-
ing and sick of the world was beyond our calling. There
was no way for our love to be untainted in its expres-
sion, no way to keep errors or inadequacy from in-
truding into our relationships with patients. However,
we clearly distinguished inadequacy from gross in-
competence. Perhaps our group could not have dealt
effectively with incompetence in a fellow participant.
Forgiveness, but also knowledge, understanding, and
guidance would have been required to deal with that
difficult problem. But it was evident that no one in our
discussion group was incompetent. Rather, we heard
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from successful, in some cases compulsive, profession-
als who wanted nothing less than perfection frnm
themselves and cure for their patients. We talked about
those moments when, if healing for a patient's body
was not possible, we sought that sensitivity that leads to
communication rather than isolation, nurture and love
rather than despair, healing of mind and spirit if not
body.

An ironic consequence emerged from our discus-
sion. In the process of our confession, we became aware
of a certain pride in our own modesty, a sense of
righteousness about the recognition of our guilt. Recog-
nition of this potential "recursive loop" suggested to us
(who were in the main not extremely familiar with con-
fession to each other) that there is to be a beginning and
an end to confession. It can and should be restorative.
Its purpose is to awaken one's sensitivities to the am-
biguities of our behavior and to remind one that affir-
mation and justification are grounded in God's forgive-
ness alone.

At moments in our group's discussions we sought
reconciliation for past actions that was not forthcoming.
In the case of circumstances that resulted in the death of
a patient, there was no absolute way to reconcile or
restore lost harmony. Even with a sense of being for-
given by others, the loss, the memory remained. Only
the passing of time and personal resolve kept those
moments from constant inner scrutiny, those moments
when we felt we were a focal point around which life
and death hovered, when our well-intended actions
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caused the end or diminishing of a life. Here, we
learned souielhiiig of what it means to "bear one
another's burdens, and so fulfill the law of Christ"
(Galatians 6:2). It is hard to overstate the importance of
this responsibility. Forbearance is a dimension within
grace, a significant part of the commandment to "love
one another." However, it specifically recognizes our
fallenness and demands that we accept and aid each
other and, without judgment, collectively share our
burdens. It is possible for professionals not affiliated
with a congregation or a support group to engage in
simOar psychological and emotional support. However,
forbearance is something that professionals do not pro-
vide. "Forbearing one another" (Colossians 3:13) in the
setting of our congregation is exemplified most promi-
nently by Christ bearing the cross.

At the Cross

At the foot of this cross our group found its most impor-
tant and lasting resonance. Here we experienced life, its
blessings, its disappointments, its tragedies, its vic-
tories; here we found a "courage to be" immune to the
threat of loss of self. The communal gathering at this
holy place identifies Christ's Church.

Christians in the medical profession come to the
foot of the cross in a real way each time a patient's room
is entered. We come to that room to offer what we can in
healing, care, and comfort. We have respect for medical
science, but we should not be blinded by the utopian
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images arising from uncritical overestimations of tech-
nology's power. At the foot of the cross, one lives life
with a courage that transcends one's technology, one's
capabilities, one's ideology, for "awe is at the root of
faith" (Heschel 1920:136). Faith becomes that state of
mind which allows Christ to become manifest in one's
life. It is not necessarily associated with joy, nor is it a
cure for the emotions that are normal parts of the griev-
ing process. Faith is the state of being "grasped by God."
The lives of Rex and Gail can teach us more than how to
die with dignity and grace. From the extremity of suffer-
ing they give us glimpses of lives lived in faith's disci-
pline. It is clear to all that life may be interrupted in its

fullness. However, our spiritual method must prepare
and ground each moment of our living in faith.

When I remember the dimly litroom where Candace
died, where her mother's hands remembered her young
daughter and sought to bring her back, | witness the
emergence of the God who appears when our own lim-
ited perception of God "has disappeared in the anxiety
of doubt" (Tillich 1962:187). Itis the same God witnessed
by the women outside the tomb some two thousand
years ago: the resurrected Christ. For it is Jesus who ex-
perienced for all humanity the doubt and meaningless-
ness of the cross. At the foot of the cross, in the presence
of this sacrifice, is where the true church exists.®
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A nurse on the night shift in the neonatal intensive care
unit, Lutheran General Hospital, Park Ridge, Illinois.
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The Nurse's Experience

Stories of Serving

MaryBeth T.

urses today work in circumstances vastly

different from those of their earlier counterparts.
Advances in medical technology have virtually trans-
formed some divisions of nursing care, as professionals
in intensive care units and newborn nurseries can readi-
ly testify. These advances, of course, have brought with
them increasingly complex ethical considerations that
weigh on all medical professionals but can weigh es-
pecially heavily on those charged with patients' daily
care. And unlike earlier nurses, who were legally pro-
tected by either the institution or the physician in their
actions toward patients, today's nurses are legally re-
sponsible for their actions toward patients, even when
they are carrying out a physician's orders.
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In the midst of these changing circumstances, spir-
itual matters are often overlooked. The spiritual needs
of patients are usually left to be handled by the patients
alone, by their family, or by their minister, priest, or rab-
bi. The religious and spiritual needs of the professional
nurse, for the most part, are ignored. But the spiritual
world impinges in many ways on the medical, and
nurses who have a strong faith tradition have relied on
faith as their guide. Some have depended solely on
their faith tradition. Some have turned also to family
and friends for support and guidance. But few of us
have considered the congregation as a potential source
of help. In recounting some of the stories that have been
part of my fwenty-two-year minisfry as a nurse, | hope
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to illustrate the very significant role of the spiritual in
my daily work. In sharing my experiences in Grace Lu-
theran Church's study group for healfh care providers,
| hope to convey a larger vision of the congregation's
place in ministering to that segment of its members.

In 19671had the oversight of all nursing activities and
full responsibility for all patients on the 3:00 to 11:00
P.M. shift at Mercy Hospital. On a floor of fifty surgical
patients the evening was never slow: | had new surgical
patients on intravenous feedings, dressings to check
and change, surgical wounds to monitor, regular med-
ications to administer, as well as pain medications to
give. | had three or four nurses' aides to help in meeting
the patients' needs—to provide a glass of water, a bed-
pan, an extra pillow or blanket, adjust a light, pull a
drape, and so on. One afternoon during his rounds a
physician examined the right leg of a patient who had
an infection of the skin resembling cellulitis. Florence
was fifty-seven years old, and this nagging condition
had plagued her for about eighteen months. The doctor
had tried everything to cure it, but so far nofhing had
worked. Today he wrofe an order for Florence to be
given as a "last resort" a toxic medication at 6:00 P.M.;
he warned me that between 11:00 and midnight
Florence would spike a fever at 104-105 degrees Fahren-
heit. This was a wholly unorthodox form of treafment fo
me. After the physician left, | perused the pharmacol-
ogy books at the nurses' station but could find nothing;
the pharmacy could not help me either. | finally decid-
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ed fhat I could nof carry out such an order without
understanding how that medication manipulated the
physiology of the human body. | needed to understand
why this dangerous side effect was necessary for my
patient's good.

I said nothing to Florence about any of fhis buf pro-
ceeded to call the doctor and tell him of my decision. He
was furious. He said that | was undermining the trust
Florence had in him as her physician and that | was call-
ing his judgment into question. All I could offer was the
possibility of having the evening supervisor administer
the medication with full responsibility or of having the
doctor come in and do it himself. He never justified his
order to my satisfaction, but before he hung up on me,
he promised that he would have my license revoked. |
then went to Florence and simply told her that | would
not be giving her the medication that evening. In re-
sponse to her questions, | could only say that | did not
understand the doctor's order. This was not an easy
thing for me to do. I did not like confrontation, and |
most certainly did not like the threats. Whether or not
the doctor could actually have my license revoked, he
could, with a physician's influence and power, see that
llost my job at Mercy Hospital and perhaps prevent me
from practicing in that city.

That night | returned home with very mixed feel-
ings. On the one hand, | knew that in principle | was
correct. | was legally responsible for any orders fhaf |
carried out. Furthermore, had | carried out this order, 1
lacked the information | needed to make important
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nursing decisions at the time of Florence's high fever.
On the other hand, I had put myself at great risk. That
night 1 prayed for guidance. 1 had prayed so long in
choosing my profession that 1 was sure 1belonged in
nursing, but 1had no idea how 1was going to handle
my defense the next evening. Sure enough, my head
nurse and the director of nursing called me in at the
start of my shift. They told me of the furor this doctor
was raising, not only with the department of nursing
but also with the hospital board. After 1gave my ex-
planation, 1was told not to worry and | returned to
work. lunderstood then that even if my understanding
of the physician's order had been incorrect, 1had the
right as a professional nurse to act autonomously and to
make my decision using the nursing process (which en-
tails assessing problems and planning, executing, and
evaluating outcomes). The backing of my superiors re-
minded me that nurses belong to a self-regulating pro-
fession. 1continued to practice my profession and never
saw the physician again. To my knowledge his order
was never carried out on Florence.

The above provides an example of a difficult con-
flict, but one in which the choices in retrospect appear
fairly clear-cut. But nurses confront many more ethical
and moral conflicts in their daily work. These are a few
of the questions that can arise in the course of following
a physician's orders: Which is the right course, to feed
by tube an infant unable to suck, in order to keep him
hydrated (causing much pain and discomfort and put-
ting him at risk by removing him from the incubator), or
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to permit dehydration and death of the same infant
because he has multiple birth defects and iheretore is
ccrluiii to die sooner or later? For a semiconscious wom-
an in pain and about to die, should the nurse admin-
ister pain medication to give comfort, knowing it will
lower her already weak blood pressure and perhaps
hasten her death?

Nurses take an oath to do no harm to a patient; they
know that a patient should be made to feel as comfort-
able as possible and that the personhood and human
dignity of the patient must be kept intact. When these
three principles, which have no priority rating among
themselves, are in conflict, nurses face a very difficult
decision. And of course on countless occasions the
nurse wonders whether he is acting in the true interest
of the patient or rather for his own comfort and ease. For
instance, will the nurse sedate an elder who continually
yells and screams and is disoriented, in order to have
silence for himself and ofher patients, or will he first
take the time for personal contact in touching and talk-
ing to the elder in an attempt to calm her anxiety and
fear—which may not work anyway?

Deciding whether to accept or reject certain treat-
ments (such as chemotherapy and radiation for cancer
and dialysis for kidney failure) that may or may not cure
or ameliorate their illness, but which will certainly cause
them much pain and discomfort, remains a struggle for
many lay people. Nurses can have a large part in shar-
ing with the patient the alternatives and possible out-
comes of choices, although they themselves often get all
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theirfamilies that he often returns home aftera shift feeling like an empty shell.

tangled up in deciding what is "right." No matter what
the patient decides, the nurse is often witness to dif-
ficult times for that individual. Thus nurses have the
opportunity to become true experts on human suf-
fering.

Nurses face two very serious problems because of
this intimate and extended care: the conditions of being
"burned out" and "walled in." Over a period of months
or years, the burned-out nurse has given so much of
himself to patients and their families that he returns
home after a shift feeling like an empty shell. As the
hours pass at home, however, he experiences the heavy
guilt of not having returned to Mr. Jones just to talk
about the loss of his spouse and try to help him work
through his grief, or of not having called the son of Mrs.
Smith to notify him of his mother's serious illness—all
because he was so overtaxed that he could not spare the
time. The "walled in" nurse has essentially burned out
but continues at her job by hardening herself to the
emotions that so often engulf her. Is it any wonder that
because of stress, the turnover of nurses in an institu-
tion can be as high as 15-25 percent per year (see Cur-
ran, Minnick, and Moss 1987; McCloskey and McCain
1987)?

The nurse who stands within a religious tradition,
though subject to all these stresses, can draw strength
from the belief that we are ultimately "dependent upon
the redemptive grace of God for healing" and that by
understanding the spiritual problems of illness nurses
can become the channels through which the grace of
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God may work (Southard 1959). My experience in car-
ing for Martha provides an example of this positive role
of faith.

Martha was an eighty-six-year-old widow and a
Christian. She was comatose and had been in the inten-
sive care unit for weeks with no visits from family or
friends. We knew she was near death, but we had no
way of knowing when she would die. | took care of
Martha in her last hours, as she lay in bed with her eyes
closed, apparently unable to communicate. Even
though she could not respond to me, I felt abond with
her, as though the love of Christ flowed through me to
her. Yet | knew | was merely an instrument through
which this love could reach her. | had recently read
Granger Westberg's Nurse, Pastor, and Patient, in which
Dr. Westberg speaks of the nurse's using prayers in the
sickroom (1955:52-54). These prayers did not have to be
elaborate and long; simply quoting meaningful Bible
verses could suffice. While caring for Martha, | shared
some of these with her: "The Lord is my shepherd, |
shall not want" (Psalm 23:1); "Wait for the Lord; be
strong, and let your heart take courage; yea, wait for the
Lord!" (Psalm 27:14); and "Peace | leave with you; my
peace | give to you; not as the world gives do | give to
you. Let not your hearts be troubled, neither let them be
afraid" (John 14:27). As | took her blood pressure every
quarter of an hour, first with the stethoscope and finally
with my fingers because it was so weak, | continued to
speak to her and pray with her. (I say "with" because
there was no way to know whether she could hear and
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understand me, yet | believed she could.) This 1con-
tinued until she died. 1left my shift that day full of joy
and happiness, knowing 1had been a channel through
which rhrict and his loVe could speak to Martha and
comfort her.

At other times, though, love seemed absent within
me. lremember Carl, afive-month-old boy with a mon-
strously large head. Carl had hydrocephalus ("water on
the brain"), in which the cerebrospinal fluid could not
pass normally from his brain to his spinal cord. As a
result, the fluid continued to fill his brain until his skull
became misshapen and very large in circumference. A
surgical procedure allows a shunt to be placed between
the brain and the spinal cord to drain the fluid; how-
ever, Carl's parents would not give permission for the
procedure. His mother especially could not accept Carl
and wanted him to die—quickly. Carl was not cute and
cuddly, but grotesque and difficult to hold. The normal
fifteen-minute feeding became a forty-five-minute peri-
od of agony with Carl. 1would hold him in my left arm
while 1gave him his bottle and rocked him in a chair. |
can still feel the pain in my left arm from the weight of
his head. No family or friend could help me with my
ordeal. 1was alone.

There were times when 1deeply disliked the child
because of my own feelings of disgust and impatience.
These feelings would become so strong that | would
agree with his mother's decision. At such times the love
of Christ did not appear to be a force within me. Then
shame would engulf me. Sitting alone in the room still
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feeding Carl while other nurses were about other tasks
(their feedings long ended) T'vould pray fur forgive-
ness, patience, and a positive feeling for this child. 1
know that my faith made a concrete difference in my
care for Carl. As difficult as it was, 1never abandoned
him. At first | could not bring myself to call that positive
feeling "love.” Going back to the cross, however, allowed
me to look at things differently: 1was reminded that
Christ had suffered for everyone and that 1had no ex-
cuse for being judgmental. Eventually the love of Christ
did reign amid my own sorrow, anger, and sin, and |
could feel forgiveness and joy. This led me to love Carl
as a true person in Christ, made in God's image, no
matter how his physical body appeared.

My faith played arole in my nursing at other times
as well. 1prayed constantly while working in the critical-
care nursery during the night shift. Especially at night,
with no other nurses or physicians moving in and out,
1 felt overwhelmed by the sense of responsibility. It
weighed on me as lobserved all the babies to make cer-
tain each was breathing. While caring for one infant, 1
felt I needed eyes in the back of my head for the others.
At that time we had no monitors or alarms to warn the
staff when breathing stopped. The pressure was in-
tense, and 1found myself relying on my faith that the
Holy Spirit would move me in time to observe a baby
who had stopped breathing.

Some of these examples illustrate the ways in which my
faith has helped me care for, and minister to, my pa-
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tients. But | must confess my own dire need for ministry
in some of the crises | have faced. | have needed to
receive from other Christians the kind of caring and
support that Christ gave on earth and that he continues
to give daily to us.

In 1963, while working at Children's Hospital, | took
care of David, a ten-month-old with a brain tumor. He
was not expected to live. Because of his tumor, David
was comatose and therefore had to be fed through a
tube inserted through the nose into the stomach. The
tube was inserted and then removed after each feeding.
One morning after inserting the tube, | made my rou-
tine check to see that it was not in his lungs (a comatose
person lacks the natural reflex that operates the epiglot-
tis, which closes to allow food to go into the stomach
and opens to allow air into the lungs). | also had an-
other nurse check what | had done. | began the tube
feeding by injecting the liquid nourishment into the
tube via a syringe.

Suddenly I realized that David was not breathing. |
stopped the feeding, removed the tube, and tried to
stimulate him to breathe. It was of no use, so | signaled
an emergency by calling "code blue." This brought the
inhalation therapists, medical residents, supervisory
nurses, and more. The room was full of people, all
working feverishly to revive David, who did not re-
spond. In this flurry of people and equipment, | backed
up against the wall beside his bed and was forgotten.
But | watched and heard all that was done for David.
Suddenly the attending physician entered the room and
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yelled out, "For God's sake, let the child die!" As the
room emptied, the physician pronounced David dead.
Now I was left alone to take care of David's body. There
was no family or chaplain, just David's body and
myself.

I was filled with sorrow, regret, guilt, and self-
condemnation, yet | suffered alone. Even my supervisor
did not comfort me, because this outcome had been ex-
pected for David. All | could do for days afterward was
pray for forgiveness and believe that David was safe. |
was accused of no wrongdoing, yet | needed the com-
fort and closeness of another Christian who could af-
firm my faith and point to the grace and forgiveness.
What solace | found came from receiving the Word and
Sacrament, the tangible means of God's coming to
human beings. To this day, however, | feel responsible
for David's deafh because | was holding him and | was
responsible for his care when he died.

In this experience, | never asked for help from an-
other Christian. Death, although eliciting many dif-
ferent emotions—happiness, guilt, sadness, joy, horror
—still makes us feel guilty and impotent. If | were fo
relive this experience, I am not certain that I would
know how to ask for help or whom to approach. Even
now | am not always sure of exactly what | need or how
to obtain it.

Over the years these experiences were stored in my

memory. | was aware of them but had chosen not to
bring them forward in an effort to resolve conflicts. | had
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never fully shared them with another person, let alone
another health professional or nurse. In fact, many of
these memories burn with vivid detail as if they had just
happened yestprda)'. | did not realize this until our con-
gregation formed a group of health professionals. We
met once a month and were guided in our discussions
with probing questions from our pastors a week or so
before each meeting—such questions as "What experi-
ence in your work tested you to the limits as a medical
professional?" and "How have changes in medical
technology affected you in your work?" and "How effec-
tively here at Grace is Sunday absolution being con-
nected with the failures that you face in Monday work-
day life?" The main purpose of these questions was to
facilitate our sharing experiences with one another and
verbalizing how the congregation helped or could have
helped us.

One of the concerns expressed again and again in
our meetings was the difficulty of accepting death. Of
course, death is difficult for all people, including Chris-
tians, but health professionals, especially nurses, must
face death every day in their work. And at times a real
collision occurs between medical practice and one's faith
tradition. On the one hand, we know that Jesus fought
death among the people he ministered to—for example,
in raising the daughter of Jairus (Matthew 9:18-26), in re-
storing the young man of Nain to his mother (Luke
7:11-17), in raising Lazarus (John 11:38-44). However, he
accepted his own death with dignity through his trust in
God and rose again as the victor over death on Easter.

Volume Thirteen

'The Congregation as a Place of Healing

Yet on the other hand wc meet with experiences
that seem to challenge biblical understandings. A col-
league lelaled the experience of being a nurse anesthe-
tist on a harvest team, a surgical team that removes liv-
ing organs from brain-dead patients. Christians view
the body as the temple of the Holy Spirit. But when the
body dies and the organs are to be donated to another
live human who is near death, the body is kept "alive"
by life support systems in order to preserve the organs.
The anesthetist monitors the vital signs of the body and
keeps the life support systems in "working order." For
the anesthetist, this body appears as a live human
under anesthesia; pulse and blood pressure are normal,
and the skin appears a healthy pink. However, when
the aorta (the main blood vessel leaving the heart) is
clamped in order to remove the heart, the patient's
blood pressure and pulse stop and the face of the pa-
tient turns a stark white. The body now looks truly
"dead." For a health professional, who works hard in
maintaining life and who can no longer bring back the
life signs of this harvested body, the experience evokes
many emotions and thoughts about being a part of this
patient's "death." All the rationale in the world, in-
cluding how the death of this individual will prevent
the death of another, does not remove these feelings;
they may haunt the health professional for days,
months, even years. It was important for this colleague
to be able to share such feelings in our group.

Health professionals have an unusual opportunity
to see how patients face death and to participate in this
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learning process with them. Along with others in the
group, | found 1had several stories to share concerning
this experience.

One was my memory of a thirty-five-year-old pa-
tient with multiple sclerosis. Mindy was a self-confident
career woman on her way up the corporate ladder. She
knew that multiple sclerosis progressed in a series of ex-
acerbations and remissions, but that decline was inevi-
table—a decline that would in her view be socially unac-
ceptable. She sashayed about the nurses' station in a
beautiful peignoir holding a cigareffe and a glass of
water and saying, "Well, I'm going to go out in style
holding a cigarette in one hand and a martini in the
other." There was total denial on her part during this
early period of her illness. She needed time and sup-
port to work through her shock and grief, buf | was too
inexperienced to recognize this or to know what to do
about it. | only wanted to crack her shell and be able to
share my faith.

Another experience that | shared with the group
concerned a patient who inspired me. As part of a socie-
ty that worships youth and beauty, | shared its assump-
tions, even though | was able to speak otherwise. Then,
as now, | truly believed that we are the chOdren of God,
made in God's image, fhat our bodies are the temple of
the Holy Spirit, and that we can have eternal life
through Christ. My faith, however, was in direct con-
trast to the deepest feelings that arose in me when | con-
fronted some of fhe real bodies that belonged to very
specific individuals. The time | spent with Phyllis
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changed my attitude so that it aligned with my faith.

Phyllis, forty-six years old, had had several opera-
tions to remove parts of her body overrun wifh cancer
cells. She had already had a bilaferal radical mastectomy
(removal of both breasts, some muscle tissue, and some
lymph glands), and when | met her she was recovering
from a panhysterectomy (removal of all internal repro-
ductive organs). | found if very difficulf to accept such
"mutilation” of her body and was mosf surprised to find
Phyllis in good spirits. She was a small woman about
five feet tall and about a hundred pounds. She was not
particularly pretty, but her personality stunned me. Not
only was she happy and positive in attitude, but she
was also so feminine and pefite. It was impossible not to
like her. Several things about her puzzled me. How
could she be so feminine with such a strong personal-
ity? How could she accept what had happened to her?
How could she be happy knowing her body would
probably succumb to the cancer in death? One day |
asked Phyllis these questions, and her answers have
stayed with me. She, too, had a strong faith, but her
basic attitudes agreed with her faith. She told me that
her cancer could never separate her from her faith in
Christ and that through him she found joy even in her
illness. She went on to say that after death her body
would once again be perfect in Christ.

From Phyllis | learned that sometimes my faith has
to rise above my feelings. Even in fimes of grief and
depression, it is still possible to experience joy in Christ.
Phyllis wasn't always lighthearted—some days were
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very difficult—but that didn't stop her from being posi-
tive and clictiful. | envied liei faith and piayed for
forgiveness and a stronger faith for myself. | also prayed
that I would not focus on physical anomalies or lack of
beauty, but would be able to see Christ in all people and
to view others as distinct individuals.

The telling of our stories in the group of health pro-
fessionals was not an easy task. As with any other
group brought together for the first time, it took a while
before people felt comfortable. The process was more
complex in this case because our identities and roles
with each other revolved around the congregation and
its life of worship, meetings, and social activities. Al-
though we may have known that some members of our
group were practicing health professionals, we had
never before confronted each other with our identities
of nurse, physician, hospital administrator, and so on.

Health professionals are seen or traditionally have
been seen by society as infallible. As aresult, we tend to
present the facade of infallibility to each other. What if
the group did not agree with a decision we had made in
the past which could no longer be changed? We would
then be seen as less than perfect and would lose face as
a professional. However, through struggle, we did de-
velop abond of trust through our Lutheran tradition of
grace, forgiveness, and acceptance. When we faltered in
our storytelling, the pastors enabled us to continue by
their encouragement. We sensed that we were in a
"safe" environment where we would not be judged or
face the threat of litigation. In private ways, we had
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shared the benefits of Word and Sacrament weekly, but
never before had we been able to unburden ourselves
with others who understood our situations and came to
us with empathy. As others slowly began to tell their
stories, | found myself remembering old experiences
and relating them. This was a new experience in shar-
ing the connection between my faith tradition and work
world which had previously remained private.

I do not mean to paint a picture of complete har-
mony. At times | became very angry because the pas-
tors' questions frequently seemed to invoke a "one-up-
manship" among the group. Who could give the most
sensational or heart-rending story? | felt that my daily
work was not producing these sensational stories. How
was my struggle, my feeling of failure, my loss, and my
sense of incompleteness ministered to by these meet-
ings? One person attended these meetings only seldom,
perhaps just once. She came, told a shocking story, left,
and was not seen again. | know that the telling of her
story did not help her. Some others in the group also
dropped out. This was very understandable, because
what we were about was not easy. Perhaps their bur-
dens were such that they could not take on this project
at this time in their lives. Why, then, did the group help
me so much? Perhaps because | trusted the group.
Perhaps because they also told their stories and sup-
ported me when | told mine.

Because errors of the nurse or physician can be life-
threatening to the patient, many nurses and physicians
live in constant fear of failure. Many times, though.
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Health professionals are seen ortraditionally have been seen by society as infallible.
Asaresult, wetendtopresent the facade ofinfallibility to each other.

there is no right or wrong decision; the nurse or physi-
cian cannot shoulder the blame for every failure of the
patient to heal physically, mentally, or emotionally. Be-
ing able to share experiences with the group in this en-
vironment and to share the grace and forgiveness of
Christ was most supporting and uplifting. It was com-
forting to receive from each other confirmation and to
sense that we were not alone in finding ourselves in
situations of risk. We health professionals are as fallible
as any other human, and we are a part of the Christian
family, specifically the congregation.

It is difficult to separate my identity as a nurse from
my identity as a member of Grace Church because the
common thread through both is my faith. In Our Call-
ing, Einar Billing expresses that idea better than 1lcan:

My call is the form my life takes according as God
Himself organizes it for me through His forgiving
grace. Life organized around the forgiveness of
sins, that is Luther's idea of the call.... But as
[the Christian] goes quietly about the duties of his
calling, he does so in no spirit of resignation from
every attempt to attain the ideal, but in a faith that
for the grace of God, which is new every morn-
ing, nothing is impossible.... To say that work
becomes calling when the light of the forgiveness
of sins falls upon it, is the same thing as to say
that work becomes calling when its ultimate goal
no longer is merely struggle for existence but the
Kingdom of God. (1955:11, 23, 24)
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1was made more aware of this during the year that
our health professional group met at regular intervals.
Never before had lexperienced such a forum for the tell-
ing and hearing of people's stories. Never before had 1
focused on my profession within the context of a con-
gregation. Once we became comfortable and trusting of
one another, our time together was a healing experi-
ence. In the light of our faith, we shared. Being able to
share past and present experiences with fellow mem-
bers of Grace Lutheran Church who were also health
professionals helped me work through many of my feel-
ings completely. 1 found myself able to grapple with
guestions about my identity as a nurse and member of
Grace and about what my profession and congregation
mean to me.

1 have never felt my faith and work to be so inte-
grated as 1do today. My experiences with the health
professionals' group helped me to see my profession
differently and in a more positive way. 1 need not be
alone any more. My reflections have continued to sur-
face, even after the meetings ceased. The difference
now is that 1am not afraid to meet these memories. In
addition, 1now know individuals 1can turn to if neces-
sary to work through the past or the present, and this
can be done with the common denominator of faith in
Jesus Christ.®
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For Sophie, Bald in Church

The others on whom cancer
also closes in wear wigs or scarves
but your head is bare

and smooth as a peach.
You wear it cleanly
and there is no Auschwitz

agony in your eyes although
you also know that other type of
baldness sour and silent. But now you

ask about what happens later—
if the soul hovers in the out there
floating in dreams waiting

for the body to catch up.
And we in our habitual pews
sit behind you and see the cross

through the penumbra ofyour

head—naked as an infant
still curling into its mother.

Jill P. Baumgaertner

Poem reprinted from Ariel 6 (1987) with permission. Ariel is a publication of Triton College, River Grove, lllinois.
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Woman Thinking of the Past, lithograph by Kathe Kollwitz, 1920.
National Gallery of Art, Washington, D.C,, Rosenwald Collection
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