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Hispanic Ministries. The Hispanic
population in the U.S. is expected
to be more than 35 million by the
year ?.000 but Hispanic membership in
the United Methodist Church is not
keeping pace. Membership in the 9.2
million member denomination includes
about 50,000 Hispanics; another
50,000 participate but are not
members. Southern California, where
more than three million Hispanics
live, has 19 UM Hispanic
congregations with fewer than two
thousand members. At a convocat~on
on Hispanic ministries in Denver May
14-16, 80 representatives of annual
conference ministries examined
questions raised by these facts. It
was suggested that the UMC has
become so middle~class that it can't
minister successfully to a
population that is largely young
(median age of 25), poor (25 percent
below the poverty level) , uneducated
(48 percent finish high school),
unemployed (11.3 percent), and urban
(90 percent). The Rev. Eli .§...:__
Rivera, director of missional
priorities of the National Division,
GBGM, said that "too often United
Methodists turn from relating to
people whose context is different
and difficult." One mistake that the
church has made is to treat all
Hispanics as a homogenous group
rather than as people from 21
countries who represent different
histories and cultures. While
admitting failures, Bishop Jack !:!:_
Tuell of Los Angeles expressed hope.
"With God, it is never too late", he
declared, but said that the church
must be ready to adapt •

Korea. For the first time, an
official delegation from the
National Council of Churches in the
U.S.A. will visit North and South
Korea. The !!-member delegation will
be led by the NCC general secretary,
the Rev. Arie B.=._ Brouwer, and will
meet with church leaders and
government officials on both sides
during their trip June 19-July 2.
The visit is an effort to implement
the NCC's policy statement on "Peace
and t he Reunification of Korea",
adopted last November by the
Council's 270-member Governing
Board. UM members of the delegation
are Peggy Billings, deputy general
secretary, World Division; Bishop
Leroy Hodapp of the Indiana Area;
and Michael Hahm, area executive
secretary for Southeast Asia, World
Division.
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NCC Governing Board. The 270-member
governing body of the National
Council of Churches during its May
meeting in Kansas City voted a new
boycott of California table grapes,
endorsed the right of the Southern
Africa majority to secure peace and
justice through liberation
movements, backed the land claim of
the Omaha tribe of Native Americans ,
celebrated the 40th anniversar y of
Church World Service, opposed the
English-as the-official-language
movement as having "raci s t
overtones", received a plea to act
on behalf of family farmers forced
off their land, and heard of plans
for the U.S. papal visit scheduled
for September.
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Hymnal. The proposed shape and
contents of the new UM hymnal is
emerging. At a meeting in Nashville
May 11-15, it was disclosed that the
projected 1,000-page book will
include about 330 hymns from the
current Book of Hymns, 60 new gospel
or charismatic choruses, 50 historic
ecumenical chorales, 100 hymns from
the Black, Hispanic, Asian and
Native American traditions, and
about 100 hymns published since
1962. Included are 68 texts by John
or Charles Wesley and 250
evangelical gospel hymns. Also
included will be orders for Word and
Table and for Baptism, wedding and
funeral services, prayers for
various occasions, affirmations of
faith, and poetry to be printed
among the hymns. Three versions of
the Lord's Prayer, two versions of
the Apostles' Creed, and the Nicene
Creed will be printed inside the
back cover and on the facing
fly-leaf. A new translation of the
Korean Creed is being considered for
inclusion as are 112 new
translations of psalms based on the
New Revised Standard Version (now in
process). These proposals will be
voted on in September and the Hymnal
must be approved by the 1988 General
Conference.

Mission Society. The unofficial
Mission Society for United
Methodists has expressed its desire
to cooperate in the GBGM effort to
establish a unit focusing on new
efforts in evangelistic mission.
Meeting in Boulder Creek, Cal., May
6-8, the Society commended GBGM
General Secretary Randolph Nugent
for "his bold proposal."

Betty Thompson. GBGM's top mission
educator and communicator will move
to a new job on Oct. l when Betty
Thompson, associate general
secretary of the Mission Education
and Cultivation Program Department,
assumes the new position of public
relations director for the Board.
She has headed MECPD since 1974 and
previously worked for the World
Council of Churches.

Walker Railey. The pas t o r of First
UMC in Dallas ha s been gr anted a
medical leave of a bse nc e. Th e Rev.
Walker ~ Railey h as vol u nta r ily
checked into Timberla wn Psy c h iatric
Hospital after being d ischarged from
Presbyterian Hospital f o llowing an
apparent suicide attempt. He will be
questioned by Dalla s police about a
brutal attack on h i s wife, Margaret,
two days after Easte r. Railey has
said that he know s no th in g about the
attack. Railey is a member of GBGM.
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Brooklyn. Nine UM chu rc h es are part
of an ambitious ecume nical program
to rehabilitate abandoned buildings
and sell the apartments to low and
moderate income families. The
Brooklyn Ecumenical Cooperatives has
purchased 13 vacant bu i ldings from
New York City at one dollar each and
will turn them into 113 apartments.
Of the 38 churches in the group,
one-fourth are UM. The first $20,000
contributed to the venture came from
GBGM.

Personalia. Herbert Chilstrom,
bishop of Minnesota o f the Lutheran
Church i n Amer i ca, was elected
bishop of the newly-formed
Evangelical Lutheran Church in
America •••. The Rev. Alan Gey er,
executive director of the ecumenical
Churches' Center for Theology and
Public Policy in Washington, D.C.
since 1977, has been name d professor
of political ethics and e cumenics at
Wesley Theological
Seminary ..• Stanley ~ J a k i, a
Ben e dictine monk who i s a professor
at Seton Hall Univer s ity , has been
awarded the Templeton Pr i z e for his
work on sci e nc e and r e lig i o n .•. The
Rev. John Jordan, l ongti me National
Division s taff executive , h a s become
managing publi s her of Chris t iani t y &
Crisis, an inde p end en t biweek ly
pu b lication ... Mari e l Kay Lukin s,
c o ord i nato r of e d ucation and l a y
de velopmen t at Kalama z oo First UMC,
i s th e new e di tor of the Michi gan
Ch r i st ia n Advoca t e ... the Rev . Arth u r
Q..:_ Van Ec k , ha s bee n named a s
as s ociate g enera l sec r etary fo r
educat i on and mini s try of th e NCC .
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Deaths. Imogene ~ Barden, 82, a
retired World Division missionary
who served five years in Zaire, died
May 3 ••. Ann Curphey (Mrs. Porter)
~· 85, first general secretary
of the Board of Missions of The
Methodist Church 1964-68 and first
general secretary of the Woman's
Division of Christian Service
1960-64, died in Denver May 16 (see
editorial, P. 7) ••• Glen Bruner, 89,
a retired World Division mission "who
served in Japan for 21 years, died
on March 26 ••. Bishop Finis~
Crutchfield, 70, who served the
Louisiana and Houston Areas before
his retirement in 1984, died May 21.
According to a statement by his son,
the Rev. Charles N. Crutchfield,
Bishop Crutchfield died of
complications from the AIDS virus.
In a column in the United Methodist
Reporter, the son ruled out drugs,
blood transfusions or homosexual or
extra-marital sexual contact as
causes of the illness. "We are left
with the conclusion that we simply
do not know, and may never know, how
he contracted the virus." ••• Robert
f..:._ Fleming, 82, a retired World
Division missionary who with his
late wife, Bethel, was responsible
for beginning the United Mission to
Nepal in 1950 and who served as a
missionary for 43 years, died on
April 28 •.• The Rev. Sydney Frame,
57, president of the Methodist
Church in Ireland, died in Belfast
May 5 from cancer •.. Eleanore Hickok,
73, a retjred deaconess who served
for 31 years in appointments in
seven states, died March 17 ••. Zoltan
Kaldy, 68, presiding bishop of the
Lutheran Church in Hungary and
president of the Lutheran World
Federation, died May 17 in
Budapest •.. Bishop ~Chess Lovern,
77, a retired UM bishop who served
the San Antonio Area, died April
23 ••. Mary !!.!._ McQuiston, 60, a
retired World Division missionary
who served in Sierra Leone for 11
years, died on February 27 .•• Lovick
Pierce, 83, president and publisher
of the UM Publishing House 1956-70,
died on April 14 ..• Bishop Walter~
Underwood, 61, head of the UM
Louisiana Area, died April 15 after
an operation for. intestinal blockage.

ACP. Three UM publications were
among the winners of awards of merit
at the Associated Church Press
convention in San Antonio Ma y 19.
Weavings, ~ Journal of the Spiritual
Life, started last year by The Upper
Room, won an award for an article
and two for design: The Interpreter
won awards for the "It Worked For
Us" department and for redesign of
the publication: and the United
Methodist Reporter won an award for
its coverage of the U.S. farm
crisis. U.S. Catholic and Canadian
Churchman won the top numbers of
awards.

Washington March. Over 300 UMs were
among the 75,000 marchers in
Washington, D.C., April 25 to
protest the Reagan administration
policies in Central America and
South Africa. Delegations from the
Detroit, New York and Maine
Conferences took part. Bishop C.
Dale White led a group of 200 from
the New York Conference. The
Institute for Religion and Democracy
(IRD) charged that the march was
controlled by supporters of
"Marxist-Leninist forces in troubled
parts of the world.": the cha r ge was
called unfounded by UM leaders .•• In
a related development, two UMs we r e
among 550 persons a r r ested for
blocking entrances to CIA
headquarters in Langley, Va. They
were Mitchell f.:_ Thomas, a GBGM
director from Maine, and Dana ~
Horrell, pastor of UM Community
Church, Brookfield, Ill.

Ethnic Language Conferences. Concern
about the gap between salaries paid
in UM ethnic language conferences
and in other annual conferences was
registered at a meeting in Denver
April 27-28. The Oklahoma Indian
Missionary Conference and the Puerto
Rico and Rio Grande Annual
Conferences will be asking for a
114-plus percent increase from
general church funds for the next
guadrenium to make up the
difference. In Oklahoma, most
ministerial families are 20-30
percent below the poverty line.
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Scarritt Sale. Trustees of Scarritt
Graduate School have moved ahead
with plans to close its Nashville
operation, sell the property and
move to Duke Divinity School in
Durham, N.C. Claims staked by United
Methodist Women and other possible
claims by UM bodies could block the
move. Citing a 1924 contract under
which predecessor organizations gave
property and contributed money to
Scarritt, the Women's Division has
opposed closing the school; it is
estimated that they have given five
million dollars to Scarritt over the
years. The General Council on
Finance and Administration and the
General Board of Higher Education
and Ministry may also have financial
claims. The move to Duke was based
on an endowment from the sale of the
Nashville property.
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UM-Lutheran Dialogue. A common
statement on the episcopacy has
resulted from a three-year
Lutheran-UM Dialogue now drawing to
a close. In the paper, written by
Michael Root, associate professor of
systematic theology at Lutheran
Theological Southern Seminary,
Columbia, s.c., both groups agree on
the importance of the oversight
ministry exercized by the bishop.
They both also say that bishops are
not the only ones responsible for
oversight and reject the view that
other ministries are "intrinsically
subordinate to, under the control
of, or derived from the bishop." The
two g r oups want their bishops to
meet regularly and to work together.
The talks have been sponsored by the
Lutheran Council in the USA, which
went out of business with the
formation of the new Evangelical
Lutheran Church in America; that
body must decide whether to continue
the talks.

Clergywomen's Consultation. The
Fourth Quadrennial Clergywomen's
Consultation of the UMC will be held
in Great Gorge, N.J., Aug. 17-21.
Theme of the meeting is "Wellsprings
of Hope--Proclamation, Prayer,
Prophecy and Power."

Decolonization. The eradication of
colonialism is one of the most
important tasks that will move the
world toward peace and the just rule
of law among nations, GBGM General
Secretary Randolph Nugent told a
subcommittee of the U.N. Special
Committee on Decolonialization. The
church has aided the cause of
decolonialization, he said, by
helping the UN obtain information
where it had no access. He recalled
that the UMC had made presentations
on behalf of Angola, Mozambique,
Zimbabwe, and various Pacific Island
territories. Most recently, it has
assisted petitioners from New
Caledonia and Palau.

Native American Bishop. The Native
American International Caucus has
nomina·ted the Rev. Thomas White Wolf
Fassett, superintendent of the
Alaska Missionary Conference, for
election as a bishop of the UMC in
1988. No Native American has ever
held the office.
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40-Hour Week. After a long and
partly bitter campaign, ministers of
the Church of Sweden, the state
church, have been granted a 40-hour
work week and overtime pay for hours
outside regular time. This will
increase salary checks by some 10-12
percent. Salaries, although above
the national average, are still low
in comparison to other professions.

Clergy Incompetence. Procedural
obs t acles to removing incompetent
clergy are a "scandal", according to
UM Bishop Jack Tuell of the Los
Angeles Area. After months of
research, he called it "incongrous
to treat incompetence as if it were
a crime or an immoral act." Tuell
said that incompetence is "not an
offence at all, but rather a
condition which is either a fact or
not." Since removing ministers for
incompetence is so difficult, Tuell
said, problem pastors are simply
moved from one congregation to
another, so "they ruin not one
church but five."
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Editorials

A PIONEER WITH STYLE IN A
TURBULENT TIME
Ann Curphey (Mrs. Porter)
Brown, who died May 16 at the age
of 85, was a pioneer. The first
general secretary of the Board of
Missions of The Methodist
Church, she had earlier been the
first general secretary of the
Woman' s Division of Christian
Service. She was also the first
woman to be the head of a general
agency for any church, so far as is
known. That's a lot of firsts.
What is more, she held these
jobs in a turbulent time of change
in the 1960s and, to a large extent,
had to create the jobs as she went
along. No wonder that when she
retired in 1968, Woman's Division
president Virginia Laskey compared Mrs. Brown to her ancestors
who settled Kansas:
"No roadmaps were available for
the pioneers who settled in Kansas. They went out with hope and
optimism. They battled prairie
fires, watched tornadoes swoop
down and fought plagues of grasshoppers. They overcame all these
hardships and settled a fair land
.. .During her term of office (Ann
Brown) has had to put out brush
fires, face stormy weather and hew
her way with fearlessness and
courage to build a new board and a
new kind of working relationship."
All true enough, but the remarkable thing about Ann Brown was
that you would never have known
any of this from watching her. She
had a style and grace which made
things fook easy; she kept her
troubles to herself and dispfayed a
commendable loyalty to Board
members and staff, taking the
criticism (of which there was plenty) upon herself. She was, in the
contemporary phrasing, a " class
act."
To quote Mrs. Laskey again,
"She marched forward with the
· d in her face, meeting the

issues courageously, and standing
firmly for her convictions." She
will be missed.
WORLD DEBT: PAYING
FOR PAST MISTAKES
The actions of at least two banks
(Citicorp and Chase Manhattan at
this writing) to write off nearly $5
billion in third world loans are
sound decisions and a bold admission that they, as well as other
banks in the developed world, had
overextended themselves.
Though the current write-down
of loans pertained only to Latin
America, where debtor nations
had borrowed far beyond their
ability to repay, creditor banks will
soon be faced with the same problem throughout most of the developing world, especially Africa and
the Caribbean. But the real issue is
not indebtedness; it is the purpose
of lending of money more for profit
and less for global growth.
Third world countries owe close
to $900 billion to banks in the
developed world . Several countries are spending as much as 57
percent of their foreign exchange to
service their debt, and in the last
five years the Latin American nations have paid $130 billion of
interest on a total debt of about
$370 billion.
Many third world leaders have
been appealing to the industrial
powers to seek ways to lgwer
interest rates on their foreign debts
so they could shift more capital into
development that would expand
their economies and do more to
help the poor, who comprise most
of the people of those countries.
There are measures both debtor
and creditor nations need to consider which mean that both will
have to swallow a bitter pill or two.
Banks will need to renegotiate the
conditions under which they made
loans to third world countries and
work with them to resolve their

debt problems, rather than merely
try to find new ways to recover
monies loaned under both morally
and financially unrealistic terms. It
is clear that new repayment terms
will have to be tilted largely toward
the debtors who are most in need
and have the potential for the kind
of economic and social growth that
will benefit the world as a whole.
In other words banks, and governments that in the past have
acted more like collection agencies
for overextended banks, should
help expand third world economies rather than squeeze them.
The practicality of this approach
should be crystal clear to all sides:
Developing nations n~ed massive
infusions of capital in order to
expand their economies and to
improve the quality of life of their
citizens, and the developed countries need the markets for their
exports that their investments/
loans would finance .
Western governments, the rich
economies they protect, and the
capital-rich banks are in a position
to digest whatever bitter pills they
must take . But it will not be so easy
for developing countries. Yet all
parties should pay something for
past mistakes.
For developing countries this
means overhauling irresponsibile
fiscal policies and adopting more
growth-oriented economic policies. It means stemming capital
flight (by elites and through corruption) , which damages t he
countries of origin and benefits the
countries receiving and holding
the funds. It also means recognizing the significance of developing
private enterprise and incentives
for small businesses to complement the public sector- a recognition that everywhere socialism has
been tried, national economies
have stagnated and the masses
have suffered unduly.
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Health as a·Spiritual Journey
As we are healed by the unconditional loving source of all being,
transformed and integrated in
Christ, we also become empowered to point the way to
wholeness in and for others . Forgiven and nurtured, we can become agents of reconciliation,
healing, and peace "by the power
at work within us" (Ephesians
3:20) . Having experienced the
compassion and love of God, we
are no longer bound by fear; we are
able to transcend ourselves and
enter into the suffering of others .
We journey inwardly to know and
experience the Risen Christ more
fully; we journey outwardly to
bring God's healing presence to
others. There is an ongoing dynamic tension and balance between the two.
Prayer is a means of grace; a way
of acknowledging the Lordship of
Jesus. It is communion with God,
so that we might put on the mind of
Christ (1 Corninthians 2:16) .
When we pray with the confidence that we are grafted to the
Father in Jesus, we can become
instruments of his healing by simply asking. "And this is the confidence which we have in him, that if
we ask anything according to his
will he hears us . And if we know
that he hears us in whatever we
ask, we know that we have obtained the requests made of him"
(1John5:14-15). Since it is his will
that we be whole, we can ask that
he fulfill his agenda in the mending
of creation. Jesus, too, invites us to
ask. Ask and you will receive, that
your joy be full" Gohn 16:24) . " If
you abide in me, and my words
abide in you, ask whatever you
will, and it shall be done for you"
Oohn 15:7).
Questions and answers are unclear when we pray from a manipulative, bargaining, or negotiating
11

position. But when we really surrender control in complete trust,
then we can hear a clear communication of either a " yes" or a " no ."
In prayer God is willing to listen to
us whenever we ask, regardless of
the position from which we come .
Listening and Obedience
The quality of our question w ill
determine the clarity of the answer. And the quality of our
question is often determined by
our ability to listen to what the
Lord would have us ask, as well as
to listen carefully to his response .

municate with our heavenly Father
in asking and listening, becoming
one with him and his will and
empowered by the Spirit. When I
invited others into my intimate
space, I saw remarkable things
begin to happen, and I began better
to understand prayer and its connection with obedience and faith .
The Importance of Faith
What was this faith of mine that
had been nurtured since childhood? I remembered in James 5:15
the w ords, " And the prayer of faith
will save the sick man." The words

l

''What
happens
when we
pray 1n
faith with
the Hght
and power
of the Holy
Spirit?"
The Latin audire means " to listen."
This same word audire is also the
root of our word "obedience."
Jesus obeys out of attentive listening to the loving Father. We
must also learn to listen to God in
prayer, especially if we seek to be
God's instruments of reconciliation
and healing, and seek to live in
wholeness. But listening is difficult
because we must move away from
being the center of attention and
make space for another in our inner
self.
Prayer, then, is learning to com-

"save" here means " to heal" or " to
make whole. " And then several
other scriptural verses began to
make sense to me: " Now faith is
the assurance of things hoped for,
the conviction of things not seen
(Hebrews 11:1), and "Your faith
might not stand in the wisdom of
men, but in the power of God" (1
Corinthians 2:5). When I began to
pray for people, I began to understand that my communion and
communication with God (in asking and listening), and my daring
to believe that healing could hap-
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pen, was evidence of God' s power
and grace within me . My faith or
trust became the realized hope that
the Lord is risen indeed, and that
by believing in faith I, and anyone
else, could become God's servant-an instrument of healing.
What happens when we pray in
faith with the light and power of
the Holy Spirit? The sick are made
whole; there is healing and forgiveness . Jesus gives us God's promise:
"And whatever you ask in prayer,
you will receive, if you have faith"
(Matthew 21 :22), and " . . .Whatever you ask in prayer, believe that
you receive it, and you will" (Mark
11:24). This last verse in Mark
brings us back full circle to "believing in faith" and to Hebrews 11:1,
"Now faith is the assurance of
things hoped for, the conviction of
things not seen." As an illustration, let us look at the gospel story
of the healing of the woman with
the hemorrhage . This woma n ,
who had been bleeding for twelve
years, was probably considered
unclean and ostracized from the
daily life of the community. She
had spent all of her money on
physicians and was no better. All
she intended to do was to hide in
the crowd that was pressing in
around Jesus, "for she said, 'if I
touch even his garments, I shall be
made well"' (Mark 5:28) . The
bleeding stopped immediately. Yet
Jesus was not content with a
physical cure, and he called her
forth to speak the whole truth of
her life so that the healing might be
complete . Only then does he say,
"Daughter, your faith has made
you well; go in peace, and be
healed of your disease" (Mark
5:34). The woman believed in faith
that she would be healed; she
visualized wholeness-that which
was hoped for but was not yet
seen. Paul Tillich writes, "Faith

means ap
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means a power that shakes us and
turns us,and transforms us and
heals us . Surrender to this power is
faith."
Prayer itself is an act of faith, and
through faith we are empowered .
In that power is the kingdom of
God-the power of the Holy Spirit-to effect real healing of a person
individually, in relationships with
others, and in the world.
Overcoming Blocks to Healing
There are, however, blocks to
healing and many reasons why
people are not healed and do not
experience wholeness· in this life .
To help overcome these blocks I
would like to propose some guidelines, in a format of eight steps,
that I believe are very useful in
prayer for healing. They are not
meant to be rigid rules, only gentle
reminders. Many people have
found them helpful as they themselves are embraced by our healing
Lord and then begin reaching out
to others in prayer and compassionate solidarity.
1. Praise. As St. James says, "Let
him sing praise" (James 5:13). Give
praise to God for his mercy and
goodness, that he loves us, cares
for us, and heals us. We are urged
to "offer the sacrifice of praise to
God continually, that is the fruit of
our lips, giving thanks to his
name" (Hebrews 13:15). Praise
brings us into worship, before the
throne of grace, so that we can
experience the reality of the Risen
Cnrist in our midst and be filled
with the joy of the Lord.
2. Guidance or Discernment. We
have been promised that the power
of the Spirit of Jesus is with us . It is
important to ask for guidance to
help discern the reasons for .praying. Perhaps a physical problem is
really a manifestation of emotional
turmoil and prayer for inner heal-

"Jesus
touched
people who
needed and
sought
healing ."
ing is needed . Learn to listen with
one ear to God and the other to the
person for whom you are praying.
St. James writes, "Draw near to
God and he will draw near to you"
(James 4:8) . But remember also his
admonition, "You ask, and do not
receive, because you ask wrongly"
(James 4:3) . The prayer for guidance constantly s urrounds the
prayer of faith .
3. Belief. Also asking for guidance, we must believe, trusting in
God that something will really
happen. "And whatever you ask in
prayer, you will receive, if you
have faith" (Matthew 21:22). We
pray also that the gift of faith might
be increased in us so that we might
be empowered to "move mountains" (Matthew 21:21) .
4. Forgiveness. Confession and
forgiveness are realities that transform us, individually and corporately. "Confess your sins to one
another, and pray for one another
that you may be healed" (James
5:16). The words of St. John speaks
clearly: "If you forgive the sins of
any, they are forgiven, if you retain
the sins of any, they are retained"
(John 20:23), and "If we confess our
sins, he is faithful and just, and will
forgive our sins and cleanse us for
all unrighteousness" (1 John 1:9).
Unforgivingness is often a block to
healing.
5. Anointing with oil. Anointing
the forehead of someone with oil in
the sign of the cross and in the
name of the Lord (James 5:14) is an

ancient tradition in the church. It
connects us to our baptism and
serves as a sacramental sign in
healing. Historically, oil was
thought to have medicinal value
and is referred to in the Talmud .
Today we can think of it as a
powerful symbol of God's healing-present not only in prayer but
in all the healing and medical arts
and sciences.
6. Touch. Touching a person
imparts not only human warmth,
love, and compassion psych ologically but actually transfers energy
as well. Jesus, our model, touched
people who needed and sought
healing. "Now when the sun was
setting, all those who had any that
were sick with various diseases
brought them to him; and he laid
his hands on every one of them and
healed them" (Luke 4:40). Jesus
touched even lepers, which was
unheard of in his culture . Jesus
makes a profound statement about
the love of the Father in touching
even the most revolting person in
the eyes of that society. The disciples learned from the Master, and
they touched people. We, too, are
asked to become channels of God' s
healing power in this way.
7. Visualization. God sees us
whole, made in his image. So, too,
we should visualize the same
wholeness and healing that God
intends for the person for whom
we are praying.
8. Thanksgiving. End the prayer
with thanks to God that what you
have asked for in faith shall indeed
be so. In gratitude that God has
heard us, we exclaim with the
psalmist, " We give thanks to thee,
0 God; we give thanks; we call on
thy name and recount thy wondrous deeds" (Psalm 75:1).
As faith is a rrerequisite, so love
is the heart o prayer for healing
and reconciliation. The community
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" Love is the motivating
and initiating force
toward health , healing
and wholeness ."

of faith and love serves the
Lord by reaching out to others
in love . It is the sign of the
kingdom of God. "By this all
men will know that you are my
disciples, if you have love for one
another'' Gohn 13:35).

discussed above can and should be
applied. In both we need to start by
Healing More Than Individual
acknowledging our utter depenHealing is more than an individual dence upon God and praying that
event. The people of God are called by his grace we might share in hi
to be a healing and praying com- love and mercy .
munity . As a living witness to a life
of wholeness-spiritually, physically, mentally, socially, economically, and politically-we are to
pray for peace, the earth,the poor,
justice, and an end to violence
everywhere. We must eagerll seek
the values of the kingdom o God,
the values Jesus lived and taught.
We of the St. Luke (Health Mini tries) community know that in
order for healing to be complete,
families, communities, whole nations, and the tructure of ociety
as well as individual mu t be
reconciled.
Prayer for the healing of th
nation i a vital a pra er for the
healing of p r on . Both are int rconnected and interd pendent,
and th ame t p that hav b n

for self and others) that
healing can take place,
that wholeness can be restored.
Prayer is the way of the
compassionate life. Real prayer
is empowering change. It is risky
business to let God into our lives.
When we touch the heartbeat of
God in pra er, we e perience the
One who saves and tran forms.
Although the co t of disciple hip
may be high, we can erve authenticall and bring healing to thr
woundednes of tho e in need in
our families and communiti .
Compa ion i an integral part of
the call to wholene .
C

Kenneth L. Bakken i a physician
health ienti t with a Christian
mitment to the ministry o ~lin8
wholene ·. A member o the focull
the chool o Hy itnt' and
Health at john Hopkins Unit i ,
i· th under and dirtctor of t.
Health Mini. tries, Baltimort.
arti le i adapttd from his book, CMl
Wholenes ·: Htalth as a pirit&uil
11ey Copyri ht (c) 19 5 by the au
Rt'Prmted bv pmn · ion Tht C
r d Publishin Compt1ny.

Making Access to Health
Care a Reality in the U.S.
by Arthur S. Flemming
Thirty-seven million Americans are not covered by any
health plan , public or private .
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Thirty-seven million Americans,
almost one out of six of our total
population, are not covered by any
health plan public or private. Another ten million are part of a
health plan that provides totally
inadequate coverage.
Behind these numbing figures
are millions of persons of all ages
who are suffering, even dying,
because we are the only industrialized nation in the world, except
South Africa, that has refused to
make access to health care a right
for everyone.
Many Americans believe that the
time has come to confront this
situation head-on. They believe
that, at long last, our nation must
develop and implement a national
health plan which will contain
health care costs, while bringing
everyone under an adequate
health care system.

Older people know that this is
the only way to close completely
the indefensible gaps that now
exist in the Medi are program for
older persons and the disabled,
and advocates for children know
that this is the only way to deal
with the health care crisis that
confronts our children, grandchildren, and great-grandchildren .
22 Years of Medicare
Medicare observed its twentieth
anniversary in 1985. When enacted, it was expected to cover approximately 70 percent of the
health care costs of the average
beneficiary; today it covers only 44
percent. The average beneficiary is
spending as much of his or her own
funds on health care today as 20
years ago .
The reasons are well known .
Costs are spiraling and there are

glaring gaps in Medicare coverage-no provision for vision and
dental care, loss of hearing, prescription drugs, or long-term illnesses, including home care .
Many proposals have been made
to strengthen Medicare. Recent!
the Administration proposed to
limit the annual health care expenditures that are covered by Medicare to $2,000, with the understanding that all Medicare beneficiaries would pay an additional
premium that would start at 54.92 a
month. No provision would be
made for closing the gaps in Medicare coverage.
Congressman Claude Pepper of
Florida has introduced another bill
which would close all of the major
gaps in Medicare co erage-a bill
which is being backed vigorou l
by those who believe that the time
has come to take a long tep

forward in the area of long- term
care for the handicapped and the
elderly.
Weaknesses in Medicaid
Even Medicaid-a federal- state
program for low-income peoplemisses many of the 37 million
unprotected people. There are
many weaknesses in the Medicaid
program, but the most glaring one
is that less than half of the persons
in all age groups who are living
below the poverty line actually
participate in Medicaid.
At the last session of Congress a
provision was enacted into law
which makes it possible for the
states to elect to include in their
Medicaid programs anyone who is
living below the poverty line, and
who falls into one of the following
categories: pregnant women, children under five, older persons and
disabled persons. A vigorous effort
is being made to persuade states to
expand their Medicaid programs in
this manner.
At the same time a drive is
underway to persuade Congress to
enact legislation that would require
employers to include health insurance in their benefit packages for
employees-a proposal that grows
out of the fact that 60 percent of the
uninsured are working.
It is difficult to predict what
action the lOOth Congress will take
on Congressman Pepper's Medicare proposal and on the legislation
which would compel employers to
include health insurance in their
employee benefit packages. It is
likewise difficult to predict what
the states will do on expansion of
their Medicaid programs.
Millions Still Denied Health Care
Progress on any one, or all three, of
these fronts will help to alleviate
suffering. Assuming, however,

"There is no
reason why
we should
wait until
the year 2000
to achieve
the goal of
'Health for all .' "

that we were con1Pletely successful
on all three fronts, millions of
persons would still be on the
outside of our health care system,
and millions would still be underinsured as far as long-term care
is concerned. In brief, we still
would not have achieved the goal
of making access to health care a
right for everyone .
Over a span of fifty years we
have shown that it is possible for
America, functioning as a national
community, to pool our resources
to help all of our people, wherever
they live, deal with what the late
President Roosevelt referred to as
"hazards and vicissitudes" which
confront the families of our nation-hazards due to loss of income because of retirement and the
death or disability of the f~mily
income-producer. Our Social Security system is firmly imbedded in
our way of life.
Surely it is also possible for the
United States as a national community to pool its resources in such a
manner as to make it possible for all
of our people to confront the
" hazards and vicissitudes" of
health care.
Canada and the U.S.
Many recognize the need for a
national health plan but question
our fiscal ability to meet the need. It
is important to keep some facts in
mind . Twenty years ago both Canada and the United States spent
approximately 6.5 percent of their
Gross National Product (GNP) on
health care. Since then Canada has
implemented a national health
plan. In 1985 the United States
spent 10.7 percent of its GNP on
health care-more than any other
industrialized nation-while Canada spent just 8.4 percent of GNP.
In Canada, access to health care is a
right for everyone.

Canadian Federal-Province plan.
The time has come for persons at
the grassroots to tell their Senators
and Congressmen that the time has
come to hold in-depth hearings
throughout the nation on a national health plan. Such hearings will
help us move the issue to the
political agenda. If we can get it
there by the end of 1987, we can
make it one of our top domestic
issues during the 1988 Presidential
and Congressional campaign. If we
do, the response from our people
will be such that action designed to
bring a national health plan into
being will get underway in 1989.

I
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Health For All Now
There is no reason why we should
wait until the year 2000 to achieve
the goal of "Health for All'' . Why
should we stand by for ten years
and witness premature deaths,
unnecessary suffering, personal
bankruptcies and neglect of mental
and personal health by persons
who cannot afford access to care? If
There are some obvious reasons ceeds seven percent.
37,000,000 children and young
for this startling difference. An
persons were being denied access
article in the New England Journal of A National Health Plan
Medicine tells us that if we had a Congressman Edward R. Roybal to education we would regard it as
plan in effect in this nation similar (D-CA), Chairman of the House of a scandal and call for immediate
to Canada' s we could save 29 Representatives Select Committee action. Health care is just as much a
billion dollars a year in administra- on Aging, has introduced a bill right as education. Our present
tive costs alone. We can under- entitled the "U.S. Health Program situation is a scandal.. We have the
stand where some of the savings Act'' . This bill would control health resources and the capability to
would come from when we con- care costs, protect quality of serv- bring it to an end. It will end only if
template, for example, the millions ices and assure everyone access to we work through our system of
of dollars of Federal and State health care. The bill would place a government and demand actionfunds that we spend every year in cap of 12 percent of GNP on total not ten years down the road but
o
order to determine the eligibility of expenditures-an increase of 1.3 Now.
persons for Medicaid . That is percent as compared with our
money down the drain as far as present rate of expenditures. A
health care is concerned.
task force established by the Health
In addition, Canada, like every Security Action Council is working During his long and distinguished
other nation with a health plan, has on the development of another career, Arthur S. Flemming has held
cost containment built into its plan. plan which will undoubtedly be such positions as president of Ohio
In our nation we find that the introduced as a bill in one or both Wesleyan University, U.S. Secretary
overall rate of inflation is running Houses of Congress. This plan will of Health , Education and Welfare, anil
below two percent while the rate of probably be a Federal-State plan head of the U.S. Civil Rights Commisinflation for health care costs ex- patterned to some extent after the sion .
(256)
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"Women provide most health care .
In the family, they care for the sick,
teach healthy behavior, nourish
children, provide clean water and
dispose of waste. Almost all traditional birth attendants are
women-so are most of the primary health care workers and
nurses." So says the statement
made in World Health Organization
Magazine of April, 1985. This portrays the role of women as providers of health care, nurturers of the
sick and well, sustainers by the
provision of food
and water
among
the
many
jobs they
perform and
positions which
they hold.
What of the
health of women
themselves and the
care of them as human
beings? That is not such a glowing
picture. The picture of the health of
women around the world, as re-

vealed in papers and discussions at
the (Non-Governmental Organizations Decade for Women) Forum
in Nairobi, Kenya, in July, 1985,
could be considered a dismal one .
Coming as it did at the end of a
decade in which women's concerns were highlighted, the situation still displayed a woeful
neglect.
Grim Statistics
Some of the figures given were
stark. Nearly 230 million women in
the developing world suffer from
nutritional anemia. This includes
almost half of all reproductive age '
women and two-thirds of those
who are pregnant and lactating.
Child bearing is listed among the
five leading causes of death of
women 15-44 years of age. Five
hundred thousand women die an- ~
nually of the complications of preg- ~
nancy or in childbirth. Economical- 1
ly disadvantaged women and their
children, particularly girls, are the
most severely malnourished people everywhere in society, in both
industrialized and developing nations. Babies born to child mothers
(15-19 years of age) are only half as
likely to be born healthy as those
born to mature women.
This is only a small part of the
picture of women' s health or, rather, ill health. This picture is further
compounded during the past three
to five years by the awareness that
is growing that women are also the
victims of Acquired Immune Deficiency Syndrome (AIDS). Formerly
considered to be a disease largely
contracted by men, as the disease
has spread it is recognized that
women are also increasingly becoming victims. Most disturbing is
the fact that babies born of infected
mothers also develop AIDS. A
second burden which women have
is that not only is their own health

"Larger numbers of
women need to be involved at the policy
and planning level."
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destroyed by the abuse of drugs,
but this destruction is passed on to
children they may bear.
Statistics have been used in the
fields mentioned in relationship to
women' s health to stimulate governments to action, particularly
during the Decade for Women,
and, as it culminated, the necessity
for attention to women's health
and health needs was stressed. The
economic and developmental reasons were the ones usually emphasized. Time and again, it was
stated that in order to be productive and full participants in development, women had to be healthy.
Taking a More Active Role
Women began to perceive personally, however, that they had to take
a more active role in their own
health care .
The churches and church-related medical work gave an impetus
to primary health care. Women are
in the forefront v..rith those involved in that aspect of health care
which helps people to learn to stay
healthy. The practices related to . . . .
healthy living are emphasized
rather than medical interventions
after illness has occurred.
There is also a realization that
care should be taken not only of
physical health, but spiritual, social and mental health as well.
These are relatively small, successful attempts, however, in relation
to the colossal needs . Where governments are involved the usual
procedure has been to prescribe for
women the programs that will be
provided; e.g., family planning
services and immunization of all
children. Target dates have been
set and allocations of funds to
enable the programs to be carried
out are continuously being sought.
These are very important and
laudable steps. But, in participation in the policy formulation of
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health plans, women are still largely excluded. The implementation
of policy is done primarily by
women and, of course, women are
in greatest need of these programs.
If the objectives of making the
greatest impact before the end of
the century in the improvement of
women's health is to be achieved,
larger numbers of women need to
be involved at the planning and
policy level. For women do know
what these needs are and can
interpret to each other how best to
meet those needs.
The churches have a major role
in this area. Women are large
numbers within the congregations.
Where there have been innovative
changes in health care, women
have demonstrated their ability to
make a substantial difference . Can
the efforts of women not be utilized
advantageously in the planning
and policy making level?
AIDS and Drug Addiction
It is noted that AIDS and drug
addiction are more prevalent in
industrialized nations at present.
There is a sense of panic due to a
variety of reasons--not least of
which is the high incidence of
deaths.
The resultant attitude to AIDS
victims, based on fear, had been
one almost of rejection of the
patient and ostracizing of patient
and families. It is to be hoped that
the educational process now taking
place in many countries will effect a
change in this area.
The role of the churches can take
several dimensions in dealing with
the growing problem. The underlying motives for all and any of
these should be compassion. For
omen who will have an overhelming sense of guilt, particurly if they have passed a disease
n to a child, this compassion is
sential. It is the "unconditional

compassion given by Christ for the
broken, wounded and outcast."
Church-related organizations are
taking seriously the need to provide the educational literature necessary . The World Council of
Churches and the National Council
of Churches of Christ in the U.S.A.
have valuable resource material for
use by congregations.
Developing Their Own Systems
Women, the nurturers and the care
givers, bear not only the burden of
their own ill health in this crisis but
also that of their families and
communities. Their need for the
supporting community of the
church is especially great. They did
not wait for this, however, but
began to develop their own systems to meet their health needs.
Women exercised their talent for
listening as well as talking at the
culmination of the Women's Decade . What developed during the
Decade was a facility for networking across barriers of language,
culture, and of nationalities. The
networks have grown and reports
continue to be heard of the imaginative ways in which women are
sharing their knowledge .
Problems of Youth
In both industrialized and developing countries, however, there is a
health hazard facing growing numbers of young women-teenagers,
as they are described, 14-19 years
old. It is the hazard associated with
teenage pregnancies. Youth more
than ever require the compassionate understanding previously spoken about. More than ever, they
require concrete knowledge and
understanding in this area. Bewildered and often alienated from
their families, and feeling that they
have no place in the life of their
church, they and their children
suffer incalculable harm.

Youth, more than ever in this
situation, require support groups
which would help them to understand the physical, mental and
moral dilemmas involved. This
cannot be a judgmental approach.
It needs to be through programs in
which they are active participants
and which also involve their own
peer groups who are specially
prepared to deal with the issues. A
major portion of the problem is
dealing with their own sexuality. A
study of the question and the
churches' role was a two-year
study project sponsored by the
World Council of Churches. The
results of the study were presented
at the Nairobi Forum. It compared
the teaching of different religions
about women's sensuality.
Young women who now think
that the church has no relevance
for them because their needs are
not understood might change their
views and receive help if a different
approach was adopted. A real
attempt would need to be made to
replace a judgmental approach
with one based on more compassionate understanding. The risk of
rejection by those whom we are
attempting to help might occur.
This would have to be understood
and constructive efforts made to
meet this challenge.
In the Forward Looking Strategies
from the official UN Conference in
Nairobi 1985, a statement is made,
" . . .young women should be
protected from abuse and exploitation and assisted to develop their
full potential. Girls and boys must
be provided with equal accesss to
health education and employment
to equip them for adult life. Both
girls and boys should be educated
to accept equal responsibility for
parenthood." This is a role in
which the church can engage so
that the burden is removed from
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women and better health for mothers and children achieved.
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The Mentally and Physically
Disabled
There are other groups whose
specific health needs are of concern. They are not made up solely
of women although women form a
sizeable proportion within them.
The mentally and physically disabled is one such important group .
The latter have demonstrated time
and again that with compassionate
understanding of their health
needs they become fully participating members of their communities. Greater knowledge and informed care have resulted in the
mentally disabled being enabled to
become less dependent and more
participatory in the life of the
community. Their particular needs
for health care require to be understood and met with informed insight. Their basis for this understanding is the same as for any
other--<:ompassion and patience.
The gains made in improving the
health of women and the eradication of some diseases have been

increasing over the past two decades; e.g., the eradication of malaria and the meeting of basic health
needs through primary health
care . But as some problems of
health have been solved and solutions found to eradicate diseases,
others of a momentous nature have
replaced them.
Catastrophes happen-some
happen because of nature: earthquakes, floods and drought. Some
happen because of human action
or inaction. The catastrophes in
health happening in our world
today can be classified as the latter.
The marginalized in society appear
to be affected more than others by
these new health hazards. Marginalization occurs for a variety of
reasons, including poverty.

Women are among those marginalized . The phrase "feminization of
poverty" shows their status in
relationship to this evil. In such a
situation it appears only right for
"the community of faith to give."
In this giving, the church based on
precepts of justice and love can
offer its witness to the world. In
conjunction with governments,
the churches can demonstrate that
the UN goal of health for all, not
just for women, by the year 2000, is
an achievable goal.
o

Dame Nita Barrow, Ambassador of
Barbados to the United Nations, is a
president of the World Council of
Churches. She convened the Non-Governmental Organizations Decade for
Women Forum in Nairobi in 1985.

Health, Pover~
and Race
in Perspective
by John Hatch and Allan Hatch
In the years of growing up in rural
towns in Kentucky, the senior
author of this article often heard
wise old folk say, "Money can buy
houses and land but money can' t
buy health and happiness." The
statement seemed reasonable and
tended to reassure those who were
poor that people regardless of
personal circumstances have relatively equal access to health and
happiness. Years later, he learned
that while one cannot buy health
many of the conditions associated
with good health cost money. With
few exceptions, the poor in rich
nations as well as less industrialized nations tend to share a disproportionate burden of preventable illness and death.
The evidence is abundant that
poverty is indeed a health risk
factor. Notwithstanding enormous
gains toward increasing access of
the poor to health care services, the
gap in health status between the
poor and better off has remained
relatively constant over many
years. Infant mortality rates are
recognized as providing a good
measure of the health status of
selected populations. In 1960 the
rate of death per 1, 000 black
American babies born was 44 while
the rate for white American babies
was 23. By 1981 the rate for black
babies was 20, a rate lower than the
white rate had been 21 years
earlier. However, during the same
period, the rate for white infants
had declined to 10.5.
The notion that race might explain these differences has been
investigated. While researchers
have not ruled out race as a factor,
there is general agreement that
variables such as prenatal care, the
health status of the mother at the
time of conception, her diet during
pregnancy, and the quality of social and psychological support

available to the mother more
strongly influence pregnancy outcome . With few exceptions ,
American minorities have more
health problems and less money.
While the majority of poor in
America are white, the chances of
being poor are strongly related to
race and ethnicity. Health status is
strongly related to income. Approximately one in three black
Americans live in poverty, the
percentage for Hispanics is 28
percent and the percentage of
white who are poor is 11 percent.
Extreme Poverty and the Homeless
Those living under conditions of
extreme poverty are at several
times the risk from infant mortality, maternal mortality, hypertension, stroke, homicide, cirrhosis
and chemical dependency as those
in the general population. This
population is disproportionately
composed of handicapped persons, children, migrants, the elderly, substance abusers , and
those uprooted by structural
changes in the economy. Many are
homeless, and their numbers have
increased dramatically over the
past five years. Physical and emotional risks increase due to heightened exposure to the elements,
disease, and random violence
commonly found in decaying
inner-city neighborhoods.
Additionally, lack of a stable
address renders one ineligible for
public benefits in many states and
at best compromises follow-up
essential to successful problem
resolutions . In cities along the
Eastern Coast, minorities are twice
as likely to be homeless as nonminorities. The commonly held
notion that the homeless are mostly deinstitutionalized persons is
not borne out by the facts . In a
recent survey conducted by the

American
minorities
have more
health
problems and
less money.
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Governor' s task force on homelessness in Maryland, 28 percent of
those found to be homeless were
families; 22 percent were under 18
years old and nearly 60 percent
were younger than 30 years old .
Many were involuntary nomads
displaced by technology and in
search of opportunity.
Nursing Homes and the Elderly
In the south, black persons are
under-represented in the nursing
home population, yet they tend to
report higher levels of disability
and lesser amounts of income than
white elderly. Since 1980, according to a recent Census Bureau
report, the nation has experienced
a 34 percent increase in the number
of bfack persons living beyond 85
years. This population requires
more support than young (6.>-75)
and middle aged (7.>-85) elderly.
Good quality extended care service
culturally attuned to the needs of
minority elderly is in short supply.
A shortage of technical resource
and experienced management personnel pose a major barrier to
minority institutions interested in
responding to this need .
Resources designed to provide a
safety net for the poor are often
inadequate and frequently fail . In
Alabama, only one-half of those
eligible for food stamps participate
in the program while the level of
support for a mother and child
under that state's AFDC program
is $88.00 monthly. Many hospitals
and physicians do not accept or
severely limit the number of Medicaid and Medicare patients they
serve, because neither program
pays the full cost of service. While
Medicaid is the major resource for
nursing home care, operators of
these facilities give priority to those
patients able to pay the full cost of
care, even if only for a few months .
22
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percent of those living in households headed by black and Hispanic women. Increasing numbers of
children from intact families have
become poor as a result of decline
in the smoke stack industries and
rural agriculture dependent economies. Between 1979 and 1984 the
families of three million additional
children became poor; 1,750,000 of
these were white children from
intact male-headed families.

f

This practice has placed poor elderly at a disadvantage in the
competition for good quality, conveniently located nursing home
facilities.
The Plight of Children
Of those who are poor, it is the
condition of children that should
concern us most as they are at
greater risk from experiencing irreversible loss in intellectual potential, physical growth, as well as
retardation in social and psychological development. Forty percent
of America's poor are children.
Fortunately, few of these 14 million
Americans will experience severe
malnutrition. Many will, however,
experience less than an optimal
diet and many will be born to
women who are themselves malnourished . The chances of a black
child living in poverty is one in
two . In the Hispanic population
the ratio improves to two in five
and within the Indian and Asian
populations about one in five live
in poverty while one in eight white
children live in poverty.
Female headed families are 4.6
times more likely to be poor. Sex of
household head, race, and ethnicity are strongly associated with
poverty. While 57 percent of the 12
million children living in female
headed households are poor, the
percentage increases to over 70

.
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Poverty and Health
The causal relationship between
poverty and health is well established . This relationship holds
even in nations which provide
health care insurance for all of the
people. Clearly factors beyond access to medical care, the ratio of
physicians to people, the number
of hospital beds per 1000 and the
level of technology available are
needed to explain the disproportionate burden of illness and death
experienced by poor people. When
the people are poor and minority
the disparity is even greater. Black
families have the lowest income of
the minorities reported in the U.S.
Census. The other minorities reported in the U.S. census include
Native Americans, Hispanics, and
Asian/Pacific Islanders. In 1980
median income for black families
was $13,270, an amount about
$10,000 less than the median for
white families. The median for
Asians was $22,700; Hispanic
households reported $16,228. During the years 1979-1981 death rates
cumulative to age 45 in the black
population were 47% greater than
the rate experienced in the white
population. Excess death in Spanish-surnamed populations ranged
from 2% among those of Cuban
origin to 14% in Spanish-surnamed populations in Texas. The
excess death rate of Indians under
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will respond to inc,reased allocation
of resources to medical care alone is
not well founded . Clearly there is
need for access to quality medical
care. Present reductions in budget
for human services are ill advised
and represent at best delayed
spending rather than real savings.

15 is 43%. Of all Indians who die
before age 70, 54% die before 45.
Changing Causes of Death
Conspicuously absent are heart
disease and cancer. Beyond age 45
risk patterns in the Indian population are similar to those found in
the white population. The leading
causes of cfea th in the black population under 45 are heart disease and
stroke (14%), homicide and accidents (35%), cancer (4%), infant
mortality (27%), cirrhosis (5%),
and diabetes (1 %). These causes
account for 86% of excess death in
the black population under 45
years of age . Among Asians and
Pacific Islanders researchers have
found lower mortality rates than
those found in the white population. However, as this group is
very diverse, it is essential to be
alert to subgroups within this category that experience much higher
levels of risk.
Early in this century, the principal causes of illness and death were
the infectious diseases of tuberculosis, pneumonia, influenza, typhoid fever, scarlet fever, diptheria, whooping cough and measles. These diseases have given
way to improved hygiene, better
nutrition as well as advances in
medical knowledge giving rise to
new technologies in prevention.
Today the forces implicated in the
leading causes of death have political, behavioral and social correlates. It is in this direction that we
must now tum in efforts to reduce
the waste in years lived and productivity in poor and minority
populations in the United States.
In each of the minority categories
there are many sub-groupings
with quite different backgrounds
and behaviors. Within the category
with the smallest population, there
are over 300 distinct ethnic com-

munities. While black families
have the lowest median income of
the minority population, 25 percent of that population have income above the median for white
Americans. Median income in the
Vietnamese population is lower
than the median for black families.
Facing a New Frontier
Today we are facing a new frontier
in health care . We have just begun
to identify and quantify behavioral, physiological, social and
environmental risk factors that
separately and in combination
cause disease in people. The major
causes of illness and death are not
related to biological characteristics,
i.e., race. Conditions accounting
for excess death rates found in
black, Hispanic , and Native
American populations are strongly
related to the politics, values and
beliefs prevalent in society.
Race and ethnicity also function
powerfully as determinants of position in society. Position influences economic status and greater
economic power facilitates access
to better housing, recreation, good
education, broader choice of foods
and access to good quality health
care. The notion that health status
of poor and minority populations

Prevention Pays
Another of the saying of wise old
folk in Kentucky was "An ounce of
prevention is worth a pound of
cure ." This one has weathered the
test of reality better than the saying
that perceived health and happiness as being unrelated to money.
Prevention pays and the whole of
society is the beneficiary. Scientific
research has provided knowledge
explaining the causes of excess
morbidity and mortality in minorit.y populations. Those minority
people who live in households
with income near and beyond the
median income of white familie·s
tend to experience better health
and feel better about their position
in society. They educate their children and exhibit values and behaviors compatible with those generally felt to be essential to national
welfare.
The task ahead is to enable the
American people to better understand the wholistic nature of man
and recognize the innate role of
freedom and justice in achieving
peace and health for all.
o

John Hatch is a professor in the
Department of Health Education at the
School of Public Health of the University of North Carolina at Chapel Hill .
Dr. Hatch serves as a Commissioner of
the Christian Medical Commission of
the World Council of Churches. Allan
Hat ch , hi s son , w ho hold s an
M .S.P.H. from Chapel Hill , is a
medical student at East Carolina University.
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died at home, surrounded by family and friends, whereas in our time
death is private and most die in
hospitals. In her biography of
Emily Dickinson, Cynthia Griffin
Wolff describes the way in which
death presented itself in the consciousness of 19th century New
Englanders so that it became a
central preoccupation of the poet.
In ancient Egypt only important
personages were mummified. In
the Middle Ages in Europe most
persons were buried in a common
and unmarked grave beside the
church. Only the nobility rated
monuments. Among the pioneers
those who died on the trail were
buried there. Sailors who died at
sea were buried at sea. In our time,
in an affluent consumer-oriented
society, the funeral has become a
means of conspicuous consumption. Death becomes an opportunity to sell goods and services,
embalming the body, displaying
the body in state, using ornate
caskets interred in bronze and
concrete vaults sealed to last indefinitely. Extensive cemeteries covered with huge stone markers are
relatively recent in human history.
In India, cremation upon pyres,
with the ashes cast upon the sacred
river, is common. Parsees expose
the bodies of the dead for the bones
to be cleaned by vultures.
All this is recounted in order to
indicate that we can expect
changes in the years ahead. Already we are seeing cemeteries
converted into memorial parks.
Cremation is becoming more common. Mausoleums are being built
as a repository for the cremains. It
may be observed that private funeral services and public memorial
services are quietly taking the place
of the big funeral with an open
casket. The hospice movement is
NEW WORLD
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supporting more persons in a wish
to die at home or in familiar places.
The Increasing Life Span
But even more significant than all
of these developments is the fact
that this is the first time in human
history when so many of us have
been enabled to live out so much of
our life span. Since 1900 more than
twenty-five years have been added
to the average life expectancy at
birth. This means that death in the
United States is becoming less
common among children and
young people and more frequently
associated with the later years of
life. By the year 2000 life expectancy at birth may rise from the
current 71 .5 years for men and 78.8
for women, barring unforeseen
catastrophes such as the current
threat of an AIDS epidemic.
Another aspect of this lengthening of life is that while we may live
longer, and become frail later,
there is the possibility that we will
need care much longer between
the time we become dependent
and the time we die. The concern
with Alzheimer's disease and other
forms of memory impairment
arises in part out of what this
means to the victim, but more out
of an awareness of the intolerable
burden placed upon caretakers,
who often exhaust both physical
strength and financial resources.
Who will take care of those who are
dying? How will the cost be borne?
New Medical Technologies
A related aspect is that medical
technology which enables us to live
longer is becoming extremely expensive. Open-heart surgery and
arterial by-passes, kidney transplants or dialysis, joint replacements, organ transplants-each
cost thousands and even hundreds

of thousands of dollars. If the
resources to make such technologies possible, such as money or the
availability of donated organs are
scarce, who then will be able to
avail themselves of them? Will
priorities be determined by ability
to pay, or by the ability to appeal to
donors to contribute out of sympathy? Will it be determined by
some sort of triage in which those
who are deemed to be of most
value to society will come first?
The ethical dilemmas posed by
the ability of these new technologies to keep people alive in spite of
physical trauma of catastrophic
proportions are experienced on
both ends of the life span. More
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and more infant who are born
badl deformed and ph icall
deficient and who, in all probability, will li e out their li e with
e ere handicapping condition
and who will be lif~long burden
upon caretaker , are being re cued
from what would ha e been certain
death a few ear ago.
At the other end of the life cour e
it i no"' p~ ible to keep per on
"ali e" who are obviou l "brain
dead", " ali e" e en though in a
vegetati e tate . Such " life" i
made po ible b re pirator (machine which breathe for the patient), intravenou nouri hment
and medication, and feeding with
tube in erted into the tomach .

When to Live and When to Die?
The que tions raised by these new
de efopment , which may be predicted to become more acute by the
year 2000, have to do not only with
the cost to caretakers and to society, perhaps at the expense of
tho e who are well and productive,
but also with the quality of life .
When, and under what conditions,
i life worth living? When, and
under what conditions, is it more
appropriate to die?
This latter question, of course,
can be phrased in two ways . First,
when is it most appropriate to do
nothing to prolong life and to let it
be terminated by what might be
called natural processes? In other
words , when should we stop
treating and compensating for
sickness? Second, i it ever right for
per on to take active steps to
ha ten death? A government official in a high post said a few years
ago that those who are older have
an obligation to ociety to die and
get out of the way. While this
evoked cries of outrage and contemation, it did put the problem
in the forefront of public awarenes .
The fir t question is most acute
when the person who is on the
verge of death is incompetent to
participate in the decision. Who
then should decide? Physicians?
the state? the family? a special
panel? Do persons have a right to
refu e treatment? Whose interests
are paramount?
It is in an attempt to deal with
this question that prompts persons
like Louis S. Baer to write Let the
Patient Decide: A Doctor's Advice to
Persons, (Philadelphia, Westminster Press, 197 ). Dr. Baer, a physician who is retired from teaching
in the Stanford University Medical
School, believes it is incumbent

upon each of us to make such
decisions on our own behalf while
we are competent and make these
wishes known rather than leaving
it to our caretakers who would
have to decide if we were to
become incompetent.
The "Living Will"
Twenty-seven states now have
passed legislation which recognizes and supports the "Living
Will." While this does not solve all
the problems, it does support the
right of the patient to participate in
the decision and strengthens the
control of the individual over his or
her own destiny. Judgments are
still required as to when a disease is
irreversible and "terminal"; in
other words, when death is near if
heroic measures are not used to
postpone it. Judgments are still
required as to when life is no longer
worth living . More and more
courts are upholding the right of
the patient to decide, or the right of
caretakers to carry out the wishes
of the patient who may no longer
be competent.
Perhaps another, and even more
significant, issue posed anew by
the increasing consciousness of
these dilemmas that are connected
with dying is that of the ultimate
meaning of life and of death.
Although there have always been
persons who have chosen death
over life because life seemed no
longer sustainable or the pain of
living was unbearable, generally
humankind has clung to life and
dreaded death. We dread death
because it terminates projects
which are incomplete, because it
separates us from familiar and
beloved relationships, and because
it is a vast unknown . The fall into
nothingness is even more terrifying because it brings life into

1
CONSULTATION ON DEATH
AND DYING
NOVEMBER 4·6, 1987
NEW YORK, NEW YORK
The Consultation will explore with experts,
affected persons, and involved Church
members :
• Christian reflections on planning for
death
• Demographics of death
• Coping mechanisms of those with
terminal illnesses and their caregivers
• Life-sustaining equipment, living wills,
durable power of attorney, euthanasia.
• Health care options
• Pastoral care and the optimal conditions in which to die
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Attendance is limited. For more information, write Health and Welfare Ministries
Program Department, Room 350, 475
Riverside Drive, N.Y. , N.Y. 10115.
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judgment and threatens punish- our concept of death itself will be
ment.
deepened and the concept of life as
a quality of being which is "eternal
Understanding Life and Death
life" will be widened. Death will
In his study of the Psalms entitled not be seen as something that
Out of the Depths (Joint Commission occurs at a point of time when the
on Education and Cultivation, heart stops beating, but as an
Board of Missions, United Method- emptiness in existence and a life
ist Church, 1970), Bernard Ander- lived below its potential. Eternal
son observed that the Psalms are life will be seen not as an existence
"filled with an awareness of the after death but as a quality of life
brevity and frailty of human life available to us in the present.
... but what strikes us most is the
One of my mentors, Dr. James V.
psalmists' view that death works Thompson, once said that only
its power in us now, during our those who have never lived are the
historical experience . .. Death's ones who fear death. I believe it
power is felt in the midst of life to should be added that the hope of
the degree that one experiences life beyond death is fueled , in part,
any weakening of his powers by a hope that justice will yet
through illness, handicap, impris- prevail. Is the almost hysterical
onment, attack from e!emies, or concern for life per se, the compuladvancing old age. Any threat to a sion to keep persons alive at any
person's welfare (Hebrew: shalom, cost and in any condition, while at
peace or well-being) that is, to his the same time being indifferent to
freedom to be and to participate in the circumstances under which
the covenant community, is un- millions live, rooted in a lack of
derstood to be an invasion of the meaning and a confusion of values
empire of death into the historical in contemporary life?
arena."
What dying will mean and how
Perhaps what is needed and persons will die and what we do
what we hope will happen is that about the disposal of outworn

bodies will depend in large part
upon how we conceive of, and are
able to experience, life in the year
2000. If we see dying as the
impoverishment of life, care for the
dying and concern for the healing
of the sick will go far beyond
pharmaceuticals, medicines, surgery and bedside nursing.
Religion and religious faith has
functioned in every culture to
enable persons to envision the
good life and have courage to face
death . Changing technologies,
changing values, and changing
populations challenge the church
to find metaphors, myths, liturgies, and art to sustain both hope
and courage in the face of new
human dilemmas within the context of our tradition.
o

Dr. Maves is Director of the Gerontology Center, Otterbein Homes, Lebanon,
Ohio. A United Methodist clergyman,
he is the author of many books on aging,
including Faith For the Older Years,
Augsburg, 1986.
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Traditional
Medicine and
Health·for All __
by R. Amonoo-Lartson
In more traditional societies, which
are more commonly found in Africa,
Asia and Latin America and among
indigenous peoples of North
America and Europe, traditional
healers provide first line health care
to people in need. The art is usually ,
practiced by people who understand local customs and beliefs and
the socio-cultural milieu in which
ill-health occurs. These people understand that ill- health does not
result from diseased organs alone;
they know that ill-health may have
psychosomatic implications that
must be considered in healing to
bring about a balance between
body, mind and spirit. It is in this
spirit that traditional medicine must
be developed.
1

What Is Traditional Medicine?
Traditional medicine is a set of
knowledge, skills and practices
passed on from generation to generation in healing the sick. It takes
many forms and varies from culture to culture and from region to
region, although there is almost
always a common approach which
distinguishes it from treatment as
practiced by Wes tern-type doctors
working in hospitals. This common approach emphasizes health
in a cultural medium and the right
relationship between body, mind
and spirit.
The remedies used in traditional
medicine are usually of herbal,
mineral and animal origin in combination with offerings of prayers
and incantations .
In the practice of traditional
medicine, psychic healing, herbal
remedies or simple physical maTraditional healers are neither "witches"
II
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nipulations may be used but often
these are used together.

...

Practices in Traditional Medicine
There are many specialities in
traditional medicine although
these are not practiced in a compartmentalized way as is the case
in Western medicine . For clarity of
understanding and to identify
shortcomings in the practice of
traditional medicine, it is important that these various aspects are
considered separately.
(1) Psychic Healing
This is used essentially in psychiatric illness. Often, it is applied in
combination with herbs and remedies referred to earlier.
Psychic healing is that part of
traditional medicine which is most
controversial from the point of
view of the Western-trained mind.
And yet, it is that part which is
most wholistic because it has to do
with beliefs and customs which
urbanized and industrialized societies have largely replaced with
more material values. It is also that
aspect of traditional medicine that
is most likely to be abused .
One of the abuses that is to be
found in the practice of traditional
medicine is blaming innocent people who might be identified as
causing ill-health and possibly
death. Such innocent people might
become victims of unjustified retributive justice.
(2) Herbal Medicine
It is in the use of herbs that the
practitioners of traditional as well
as Western-type medicine have a
common ground to stand on. That
this should be the case is not
surprising because Western medicine itself owes its existence to
herbs. Up to just over a century
ago, almost all remedies used in
so--<::alled Western medicine were
of herbal origin. Chemotherapy, as

"This common
approach emphasizes health in a
cultural medium
and the rig ht relationship between body,
mind and spirit. "

it is known today, is of relatively
recent origin and the result of
over-exploitation of science in
medicine and for profit. A considerable number of drugs continue to
be obtained from herbal sources, a
development that needs to be
carefully watched.
So far, considerable research has
taken place in developing countries on the use of herbs in traditional medicine. These recent advances should be undergirded
with a standardization in the use of
herbal remedies for specific diseases.
If herbal remedies are to be used
more extensively in place of expensive chemotherapeutic agents,
they must be prepared and packaged under clean and hygienic
conditions and be available in
larger quantities than at present.
The way to do this best is by
controlled production in small and
local industries. The encroachment
of urbanization and large-scale
agriculture on rural land demands
that herbaria should be established
as a source of supply for pharmacies of traditional medicine.
Home-made decoctions by amateur herbalists have been known to
cause poisoning in some patients.
(3)Traditional Midwifery
Traditional birth attendants
(TB As) are known in every culture
and society and may be considered
the oldest practitioners of traditional medicine. They are in great
demand in rural areas of developing countries and there have been
suggestions that in parts of the
deep rural south of the U.S., TBAs
still play a useful role in poor
communities because of excessive
fees charged by obstetricians.
In Africa, Asia and Latin America, traditional midwives must still
be delivering a majority of babies
born. In Ghana today, as many as
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"Acupuncture, an
ancient Chinese
healing art dating
back at least 2000
years, 1s now accepted, taught,
and practiced.''
75 percent of babies are delivered
by traditional midwives . In many
countries, little official recognition
is given to TBAs because of professional jealousies on the part of
Western-type doctors, midwives
and nurses. Some practices by
TBAs undoubtedly cause suffering
and disease as, for example, the
use of dirty instruments for cutting
the umbilical cord and infected
material for dressing the umbilical
stump. But this can only be avoided if it is recognized that TBAs exist
and play a crucial role in maternal
and child health and that they
should be assisted in improving
their skills. Happily, in many
countries of the developing world,
there is an increasing number of
projects which train TBAs for improved community-based care.
The use of TBAs is one aspect of
traditional medicine where the lack
of trained manpower is leading to a
consensus as to the positive role
traditional medicine can play.
(4) Cupping and Bone-Setting
This widely practiced surgical
technique is used in traditional
medicine to drain abscesses
through vacuum suction. Though
a minor surgical procedure, the use
of instruments for incision and
scarification can introduce disease-causing
micro-organisms.
Training of traditional healers in
the use of aseptic techniques could
make them useful in relieving
much suffering and pain. Open
surgery in bone-setting in the
treatment of fractures is hardly
ever used. In Africa, the method
most commonly used is "close
reduction" and the external application of herbal preparations.

Systems of Traditional Medicine
In the more ancient literate societies of North and East Asia, systems of traditional medicine have

been developed and it comes as no
surprise that it is in the Indian
sub-continent and China where
traditional medicine has found
most recognition.
Ayurveda, Unani, Siddha and
Yoga are systems of traditional
medicine that are widely practiced
in India, Pakistan, and Sri Lanka .
All the three ancient systems of
traditional medicine stress balance
as the key to good health; namely
balance among the humours of the
body, balance between body and
spirit and balance in one's appetites. In these countries, there are
schools of Ayurveda Unani, Siddha and Yoga where the healing arts
are taught. Associations have been
set up to register the trained practitioners. Sri Lanka has a ministry
with special responsibility for traditional medicine and, in Pakistan
alone, there are nine Unani medical colleges graduating 350 people
every year. The training has been
broadened to cover aspects of
Western medicine . Research on all
aspects of traditional medicine gets
high state patronage.
Modern China has, perhaps
more than any other country, done
most to develop traditional medicine alongside Western medicine
to extend health care coverage.
Today, Acupuncture, an ancient
Chinese healing art dating back at
least 2000 years, is now accepted,
taught and practised in reputable
medical training institutions in
some
industrialized
Western
countries. It is also used in the
treatment of a wide range of health
disorders as well as anaesthesia in
major surgical interventions.
In essentially oral traditions, as is
the case in most parts of Africa, the
knowledge and practice of traditional medicine is passed on by
word of mouth and demonstrations to near relatives and people
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supposed to have a natural vocation for the art of healing. Here, the
quality of care provided by traditional medicine practitioners can
be considerable through the establishment of higher institutions for
professional training and research .

practiced. Support for the program
must come from national governments and health professionals
trained along Western lines. Without their support, the promotion of
traditional medicine would be
merely token.

Present Trends
Since 1977, several World Health
Assembly resolutions have recognized the importance of traditional
medicine . The World Health Organization (WHO) has sponsored
workshops for the development of
traditional medicine and its use in
primary health care programs.
Perhaps the explicit incorporation
of traditional remedies as one of
the eight essential elements of
primary health care, alongside generic drugs, will give the idea the
push it deserves and needs. Nevertheless, WHO, together with other
UN specialized agencies, must be
congratulated for spearheading the
drive toward recognition of the
importance of traditional medicine
in today' s and tomorrow' s health
care delivery systems. The impact
of traditional medicine will be best
felt if steps are taken to incorporate
it in district help programs while
drumming up support for it at the
international and national levels .
A lot of work is going on in
Africa, Latin America and Asia on
the classification of plants with
healing properties. WHO' s support for these collaborating centers
should be matched by the concerted efforts of WHO member states.
Much experience on the benefits
of herbal medicine already has
been incorporated in modem
health delivery systems, but a lot
more needs to be done . In Africa,
much scientific work is still at the
classification and controlled trial
stages despite the fact that traditional medicine is extensively

Spiritual and Wholistic Aspects
On the more spiritual and wholistic
aspects of traditional medicine,
studies that the Christian Medical
Commission (CMC) of the World
Council of Churches has undertaken in its Health, Healing and
Wholeness program have done a
lot to shed light on the concept of
health in different cultures and
regions of the world . After the final
regional consultation in North Asia
in April, 1987, experience gained
will be examined and results put at
the disposal of churches throughout the world.
Later in 1987, CMC will sponsor
an international meeting on traditional medicine with emphasis on
the use of herbal treatment in
primary health care. It is hoped
that this gathering will encourage
the incorporation of traditional
medicine in modem health care
delivery systems. Before traditional medicine can gain its rightful
place, Christians throughout the
world will have to accept that the
religion of any people is best
expressed within their socio-cultural world-view. Using Western
Christian perspective as the only
acceptable kind of Christianity
only serves to undermine potentials in other cultures.

[27~)

The Way Forward
Much remains to be understood
about traditional medicine before it
can be properly used in the healing
arts of today. Traditional medicine
is very much alive today and is
used by the majority of the world's

NEW WORLD OUTLOOK UNE 1987

inhabitants. Much suffering is alleviated as a result of service being
rendered by traditional healers.
There can be no getting away from
the fact that traditional medicine is
being dispensed under conditions
which need to be improved in the
light of today' s knowledge of the
causation of disease and ill-health.
However, the benefits far outweigh the disadvantages . Traditional practitioners can no longer
be excluded from their justified
role in healing by calling them
"witch doctors". They are neither
witches nor doctors. Much that
was associated with traditional
beliefs of " other" people in enthu·
siastic evangelization by eigh·
teenth and nineteenth century
missionaries must be revised in the
light of present-day knowledge of
religion in traditional societies.
The way forward lies in the
collaboration of practitioners of
traditional and Western medicine
to explore the positive and nega·
tive aspects of both systems of
medicine and bring out the best in
both for the benefit of the majority
of mankind . Certainly the wholis·
tic approach that traditional medi·
cine offers in a particular socio-cul·
tural milieu has much to its credit,
especially in the stresses of modem
materialistic society. Dialogue between the two systems can irn·
prove traditional medicine and
humanize Western medicine.
o

Dr. R. Amonoo-Lartson, M.D. ,
MPH, a native of Ghana, is Associate
Director of the Christian Medical
Commission .
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Human health, it is often aid,
consists of " mens ano in corpore
ano"-a healthy mind in a healthy
body. But we now know that this is
not enough . Both minds and
bodie depend for their well-being
on the health of the societies in
which they live. And neither the
ocietie , nor their people, can
flouri h unle s they enjoy a decent
le el of development and, above
all, a healthy environment.
The achievement of sustained
development, the promotion of
health, and the rational use of the
environmental resources are absolutely in eparable. Disregard one
and, ooner or later, the other two
will collap e. If the environment is
abused, both health and development uffer; people become ill from
en ironmental diseases, and deelopment-which depend on
the u e of environmental reources--fail . Similarly, if nations
do not develop, poverty condemn
their people to continued disea e,
debility and early death, and drives
them to destroy their environment
in their desperate attempt to urvive . Finally, ill-health is it elf an
enormou drain on resources, sick
people are less productive, and are
often driven to further environmental damage. In such matters, as
the late Barbara Ward used to say,
"everything connects."
Breaking the Vicious Circle
eglect of these fundamental connection has led humanity into a
vicious circle. All over the world, in
de eloped and developing countries alike, environmental degreda tion is undermining development and damaging human
health . And ill health is sapping
the trength of the workforce, thu
further obstructing development
and leading to greater en ironmental loss.
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Lately, this dismal cycle has been
gathering pace. High population
growth and rapid technological
advance have made environmental
problems, and the cohort of health
1
impacts that accompany them, par" ticularly acute. These have deepened the development crisis afflicting most of the Third World,
and constrained the growth of
even the strongest economies .
. Yet the cycle can be broken-and
reversed. If the environment is
improved, both economies and
people will become healthier .
Health, development and the environment will become interlocked
in a positive, upward spiral instead
of the present, negative, downward one. If this is to happen,
I governments will have to give a
I
much greater priority to environI
mental and health issues than they
have ever done to date.
Froi:n the information we have,
and which seldom provides more
than order-of-magnitude figures,
we can readily form an idea of the
cost of environmental neglect in
terms of human suffering.
Disasters, Diseases and Starvation
Natural disasters continue to claim
an increasing number of victims,
their number having grown many
times between the 196Ds and today
(although part of the increase may
be spurious and due to better
reporting) when the number of
fafalities, though fluctuating greatly from year to year, averages in the
thousands, with a heavy concentration in the most crowded and
lowest income countries.
With 4.6 million children under
five years of age dying each year of
diarrhea and almost as many of
respiratory diseases, with 100 million acute cases of malaria and two
million deaths, with 200 million
cases of schistosomiasis, and with

cases of onchocerciasis and the
various trypanosomiases in numbers unknown but running in the
millions, the toll of the environment on huma11 health in developing countries is clearly extremely
high and would be higher still if
one could add to it the burden of
the host of other communicable
diseases linked to the environment
that afflict the people of the tropical
and sub-tropical areas .

Malnutrition, undernu trition
and outright starvation, due partly
to poor land management, partly
to meteorological circumstance
and partly to food distribution
problems, all in concomitance with
a rapid population increase, have
exacted a highly fluctuating and
poorly estimated price in human
lives, but have also left a legacy of
qualitatively and quantitatively inadequate food upply that will

Nuclear disasters such as Chernobyl (below) and industrial pollution (opposite page) are as
important as eradicating traditional diseases such as river blindness (bottom).

require years to rectify, if one is not
to rely forever on aid from the
outside. In addition, chronic malnutrition of children and their
mothers alike portends in some
areas the rising of a generation
with a high incidence of physically
or mentally handicapped people .
Pollutants
In both developed and developing
countries, operational releases of
pollutants to the environment have
created, and continue to create,
major problems for their control.
However, their visible health cost
appears much less than that of
communicable diseases in warm
countries . The major cases involving fatalities have been episodic,
due to a concurrence of causes, and
resulted in overall mortality figures
four orders of magnitude lower
than the annual numbers of deaths
from some tropical communicable
diseases .
It is far more difficult to assess
the burden of long-term exposure
to pollutants released operationally to the environment. Effects are
little known and often non-specific. These very uncertainties have
created, particularly in developed
countries, an acute concern lest
exposure to certain pollutants
might in the long term result in
carcinogenic, teratogenic or genetic effects. A similar concern is now
emerging in developing countries,
particularly but not only in connection with pesticides and the
possibility that their levels might
be rising in food as a consequence
of their widespread use in agriculture. Such data as are available on
pesticide residues in food are far
from alarming but concern, almost
only, commodities and diets consumed in developed countries.

The Working Environment
At least in developed countries, the
working environment has in general become safer in the last decade, after a period when a large but
unassessable number of workers
became the victims of situations
whose inherent hazards, particularly with regard to exposure to
chemicals, had not been suspected
or had been overlooked . Safer
industrial processes in new plants,
close monitoring of the factory
environment, and tighter training
and supervision of the workforce
have reduced the number of personal accidents inside the plants .
In the chemical industry in particular, the wearing of protective personal equipment has reduced the
exposure to toxic chemicals. In
addition, extensive toxicity testing
programs undertaken nationally,
often under the aegis and at the
expense of industry itself, have
made possible a prior identification
of chemicals hazardous to man.
Large-scale industrial accidents
involving both workers and the
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population will remain a possibility
in both developed and developing
countries, but the lessons of the
recent accidents in chemical plants
have shown that all of them were
due, sometimes with the concurrence of circumstances beyond
man's control, to lack of foresight,
or to ignorance or to negligence, or
to a combination of all three. They
were therefore man made, and
their likelihood should decrease in
the future, if, to the extent that man
is a rational animal, he is prepared
individually and collectively to
learn the lessons of the past and
not to let the notion of his own and
his fellow man's heal th and welfare
be blurred by obtuseness, greed
and sloth.
The Chernobyl Disaster
It is too early to determine the
circumstances and to assess the
consequences of the nuclear accident that took place at the end of
April (at Chernoybl) in the Ukrainian SSR , but it already can be
asserted that the catastrophe has
rendered evident the need for:
(a) Rapid international exchange
of information on the intensity and
geographical distribution of environmental contamination when
releases of radioactive material
may or do spread to countries other
than those from which the material
originates;
(b) An international system to
warn about radioactive leaks above
an agreed magnitude, and about
any malfunction in a nuclear facility that may lead to such a leak;
(c) Uniform , internationally
agreed, standards of safety in the
operation of nuclear plant ;
(d) Provision on reque t of international assistance in taking preventive measure to avoid or reduce exposure, or curative one to

'' Pollution
affects
the world
as a whole. "

treat the people already exposed to
radiation;
(e) A frank discussion of liability
and compensation, particularly in
cases of leaks with transboundary
impacts.
Why Is Pollution Important?
Even allowing for the toll claimed
by major industrial accidents, the
foregoing clearly shows the preponderant weight of human suffering from environmentally linked
communicable diseases to which
the developing world is subjected,
compared to that currently afflicting the world as a whole because of
pollution from chemical or physical
agents . One is therefore entitled to
ask why, though the problems of
the developing world are far from
neglected, so much attention is
given at international level to nonbiological pollution problems .
There are a number of argument
justifying this .
PoOution affects the world a a
whole . Some of the major pollutants know no frontier, whether
they are transported through the
environment or conve ed b commodities traded internationall .
No one i protected from pollutants, whatever their effect on
health may be. Developing countries are no e ception. B c ntra t,
communicable di ea e re ultin
from trictly environmental circum tance tend to remain
n-

fined to the sometimes large but
always limited areas where those
circumstances prevail, and they
can be corrected locally .
Oversimplifying, we may say
that if area A were to be rid of
malaria, and the eradication were
to be followed up adequately by
appropriate environmental and
health measures , the disease
would not recur, except for imported cases as now happens in
Southern Europe where, until soon
after the Second World War, whole
areas were infested by malaria . If
city B were to be provided with
adequate water supply and sanitation services, a major reduction in
diarrhoeal diseases would be expected, even if the same measures
were not taken in a neighboring
town . By contrast, if area C decided
on a drastic reduction of sulphur
emissions, its population could still
be exposed to high levels of ulphur oxides, as long as imilar
action had not been taken in
neighboring countrie and e en in
far away areas .
An additional rea on for the
interest in environmental pollution
i that its effects are not confined to
human health but ma affect resources-these being in man
ca es the primary rea on for concern . In summar , there are
enough rea ons for international
efforts to be de oted to the morutoring, a e ment and control of
environmental pollutant affecting
human health, e en if at pn nt,
in term of heer number of
victim , their imp rtanc d
n t
compare with that of enVlI nm ntall linked commurucabl cit a
or natural d i a t r .
o
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LEARNING FROM
LIVING WITH AIDS
Lyle R. Loder

It was Saturday morning, September 13, 1986, that the telephone
rang at home. My doctor's voice
was somber and serious. He wanted me admitted to the hospital as
soon as I could get there .
I had just returned home after
having breakfast with friends .
They had accompanied me earlier
in the day to the hospital where I
had undergone a gallium scan to
check my lungs for any indication
of an infection. The doctor had told
me to anticipate being admitted if
anything showed on the scan . I
had carried with me a bag containing my shaving kit, robe, slippers
and reading material. When the
telephone rang that Saturday
morning, I had not yet had time to
unpack my bag. With a call to my
buddy, Michael, with whom I had
shared breakfast earlier, I arranged
for my ride to the hospital and was
admitted .
Doc and several specialists came
by to see me that afternoon. Each
stressed that the activity in my
lungs indicated by the scan was, as
of yet, not identified, and there
was no reason to believe that the
infection was pneumocystis carinii
pneumonia (PCP), one of the opportunistic diseases associated
with acquired immune deficiency
syndrome (AIDS) . There was a
hollowness , howe ver, in their
well-intentioned attempts to allay
my anxieties about my possible
diagnosis and the subsequent consequences. There was a sense of
foreboding in their assurances that
suggested that perhaps they really
did not believe what they were
saying. I remained unconvinced
and anxious, expecting the worst.
Doc and I decided not to initiate
any drug therapy until we knew
what was happening in my lungs. I
remained in the hospital for observation.
A bronchoscopy was scheduled
for that next Monday. During the
procedure, brushings were taken
from my lungs. Examination of the
brushings allowed an accurate
diagnosis of the infection.

Beginning Treatment
The' results were conclusive. The
infection was PCP. Additionally, a
blood panel indicated an inverted
T-cell ratio, evidence that the AIDS
virus was destroying my immune
system. Tuesday, the day I learned
of my diagnosis, I began the first of
two drug treatment protocols to rid
my lungs of the PCP.
The first protocol required daily
IVs of the drug pentamadine over a
fifteen-day period. There were
psychological and emotional side
effects to the drug: short-term
memory loss, evidenced by my
telling the same story to friends
perhaps three or four times in the
space of fifteen minutes; and periodic moments of depression, when
I would suddenly find myself crying uncontrollably for no apparent
reason . I also experienced mild
physical side effects-headaches, a
tightness in my chest, some nausea. I remained in the hospital that
week because my specialists wanted to know if I could tolerate the
toxicity of the pentamadine; it
seemed that I could. A few hours
after my discharge, however, my
temperature spikeG. to over 102
degrees, and I experienced extreme nausea, vomiting, chills, and
diarrhea. I lost all appetite and
could not sleep. Three days later
and ten pounds lighter, I was
re-admitted to the hospital severely dehydrated. The pentamadine
treatments were discontinued .
A second protocol was initiated,
one that utilized a combination of
drugs taken orally for twelve to
fifteen days. Again, it seemed, that
I could tolerate the treatments . But
a few days after being discharged, I
again reacted to the drugs so much
that the treatments were discontinued.
There was concern on the part of
my specialists that I had not completed either of the treatment protocols. However, thankfully, they
agreed that my completing over
half of each could reasonably constitute a full treatment. We hoped
that there were no pockets of PCP

in my lungs, and adopted a "wait
and see" posture.
It has been over six months now
since my diagnosis. I have had no
reccurence of my pneumonia, and
am in reasonably good health . A
proper, healthy diet, lots of rest,
and avoidance of stress have all
helped, I am sure .
So has AZT, the new drug that
hinders, if not halts, the AIDS virus
from replicating and doing further
damage to my immune system.
Studies of AZT' s effectiveness indicate that it greatly enhances my
odds of living longer to see the
availability of a better, more effective drug, and perhaps a cure .
Although it, tod, is a very toxic
drug, I have experienced only
minor side effects. And I expect to
continue taking the drug as long as
there are no major changes in my
body's ability to tolerate it.
And I have returned to work. My
pneumonia was discovered in its
early stages, and had I been able to
tolerate the treatment protocols as
most patients are, I would have
returned to work rather quickly
after my hospitalizations. As it
was, it took four months to recover
from the drug treatments to the
point that I could work at my desk
all day without being totally exhausted in the evening.
So What Have I Learned?
So what h e I learned about life
in the midst of a probably terminal
illness?
I have learned that there are
non-medical factors which have
not only helped me cope with my
situation, but have also made it
possible to discover my power in it.
People's support and caring, and
their "being present" with me have
done much for my health and even
more for my outlook.
My parents have been wonderful. It was nearly a month after my
second hospitalization before I told
them of my diagnosis. I waited
because the drug therapies left me
with temporary short-term memory loss, and periodic loss of control
of my speech. I also wanted to give
myself some time to adjust and to
prepare what I wanted to say to
them: telling your parents that
their son has been diagnosed as
having a disease that will probably
be terminal is not an easy task.
They received the news better than
I anticipated. It was not without
tears . There was no hint of rejection; only concern for me . They

NEW WORLD OUTLOOK JU E 1987

ii

,,
·. I ~
'~

.

seek to be as supportive as they can
be, given the fact that they live half
way across the country in Central
Kansas. There are lots of phone
calls. And there is much honesty.
While I was home at Christmas, we
discussed the necessity of my remaining in Los Angeles to be near
medical research going on. We
discussed who would make medical decisions should my illness
progress to the terminal stages. We
discussed funeral and burial arrangements . They have truly been
present with me across the miles.
Another significant circumstance in my life is my meeting
Rob. He is a Christian; active in
another denomination. It is my
rule to be honest and open with
people about my diagnosis. I want
no surprises. I want no one to feel
that I have withheld information
from them. Rob was no exception
to that rule . Over the months since
we met, our relationship has
grown and we have learned to love
one another. His faith, character,
humor; his ability and willingness
to listen to my joys, concerns and
fears-all these things have
strengthened me, giving me a
reason to live-not just to cling to
life, but to fight for it-to hope for a
future of many years to come.
Friends have also played an
important role . Cards, letters and
phone calls have all been signs of
caring. I have learned how significant these simple remembrances
are, even when they begin with, "I
don' t know what to say but I want
you to know I care." They have
kept me from being alone .
Some of my friends , better described as " chosen family," have
truly gone out of their way to care
for me. Near the end of my second
hospitalization, Doc said he would
release me if I had 2~hour care for
at least a week. Two friends immediately made themselves available-one to sit with me during the
day and the other to stay overnight. Several others volunteered
to sit with me and allow my
primary care givers time off .
Others drove me to doctor appointments, quite literally carrying
me to the office when I was too
weak to walk.
The Eucharist and Church Support
Many of these same friends ,
knowing of the significance of the
Eucharist in my life, independently
of each other made arrangements
with clergy friends to bring me the

Eucharist both in the hospital and
at home. On at least two occasions
three and four clergy arrived at
different times on the same day.
When I think of other persons with
AIDS who have been denied participation in the Eucharist, I realize
I am most blessed.
My church has also been a source
of support to me . A week before
my diagnosis, I felt it necessary to
withdraw my membership from
another congregation and transfer
it back to First United Methodist
Church of Hollywood where I had
been a member two years earlier. I
did not have opportunity to attend
worship with my "new" congregation prior to my being hospitalized. My "new" pastor, Ignacio
Castuera, visited me, however,
and, with my permission, shared
my diagnosis with the congregation, and included me in the
pastoral prayers. When I regained
enough strength to venture to
worship, it was like coming home.
Individuals sought me out, shook
my hand, put an arm around me,
hugged me . My reception was
overwhelming, far beyond anything I had imagined. Not only was
I accepted; I was welcomed.
All this discussion regarding
parents, friends, my church, and
Rob, is intended to underscore an
important point. The support that
I, and others like me, need is
nothing spectacular, and is well
within the abilities of everyone to
give. Just being "present" is significant.

j

Leaming About My Faith
I have also learned about my
faith and how it allows me to grasp
my situation and look at it from a
different viewpoint.
My AIDS has allowed me a fresh
understanding of sin as an inherent part of simply being human. I
experience my sin when I yearn to
be healthy again and realize that
there is nothing I can do about it
right now. To paraphrase Paul, sin
is that part of being human that
keeps us from doing what we
ought to do, and compels us to do
what we do not want to do. Paul
Tillich described it as alienationbeing separated from God, others,
and ourselves. I am acutely aware
of not being whole; of not being
who I was.
And if I have a better understanding of sin, I am even more
aware of grace; how it comes to us
and what it means . I experience
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grace when I awaken to another
day; when I am aware, for whatever reason, of my next breath; when
the telephone rings and it is a
friend just calling to check on me;
when someone slips a hand into
mine, especially when it is Rob;
when I participate in the Eucharist
and taste the bread and juice; when
I feel that thrill deep within me that
all is well in God' s world in spite of
my illness. All are instances of
grace, and I sense what it means to
be accepted by God and to be made
whole.
Leaming About Death
Finally, I have learned some
things about death.
I think that I am not afraid of
death-at least I do not want to be.
To be sure, I sometimes shudder
inside at the probability of my
death within the next two years,
and I dread what may lie between
today and the moment of my
death. But I do not think I am afraid
of death itself. It is, after all, a part
of life . It awaits all of us . None of us
gets out of life alive.
And while I have accepted
death, I am far from being resigned
to it. Perhaps I am a bit defiant. I
refuse to surrender meekly to AIDS
or to death. I refuse to be a victim. I
work hard not to be naive and not
to deny the reality of my situation.
But I hope. I have to hope. Otherwise, why get out of bed tomorrow? Why not commit self-destruction?
My hope is grounded in a faith
stance best described by theologian
Peggy Way, whom I recently heard
paraphrased: The greatest power
we have is the power to decide to
whom we will give the power to
define who we are .
I have decided that that power
will not be given over to AIDS or to
death. It is reserved and given over
to the God whom I serve, the God
of the living, the God who calls me
to life with quality and abundance
until that moment when my life is
surrendered with dignity and integrity to the peaceful and eternal
embrace of God' s love.
o

Lyle R. Loder, a member of the First
United Methodist Church of Hollywood, Cal. , is a member of the steering
committee for the National Consultation on AIDS Ministries.
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consider spirituality as pointing to a
reality greater than programs and
ministries?
If we take a ministry like that of the
Hispanic Clinic, perhaps we can see
how evaluation might work in Health
for All. For starters, we can count all
the people who receive help and note
what the outcome of the help was. If a
hundred mothers were given prenatal
care, we can report how the deliveries
came out and how well the children
were.
We can also count the additional
needs that were met. For instance, we
can check to see how many people who
received medical help also received
food assistance or housing.
With regard to spirituality, the significant number is one: a new congregation emerged rrom the ministry.
Service and witness combined to create
another community of faith .
Many people are bothered by the
"all" in Health for All. How can we
realistically expect to provide health for
everyone?
Providing health for everyone
means giving equal access to health
care. Do women, the poor, ethnic
minorities, the old, the homeless have
the same access to health care as the
middle-class and the wealthy? That is
the question that Health for All raises,
and it does not seem unreasonable for a
just and humane society to answer it.
To go back to evaluation, if we look
at a ministry like the Hispanic Clinic,
we can see that it helps to give this
access to those who might not otherwise have it. With more resources and
good planning, access could be expanded .
As we begin to think about Health
for All, we need to build in evaluation
in particular programs . These evaluations require different approaches than
we are used to. We cannot simply
report statistics and thereby take account of spirituality or measure wholeness .
We must look at contexts in which
ministries take place, and ask whether
these contexts provide for wholeness.
In many communities, for example, we
will be forced to ask whether the
community and its institutions are free
from racism which in itself is a kind of
disease making people ill.
Health for All forces us to evaluate
evaluation. This is in keeping with a
faith in which all our human works are
judged by a greater power.
D

HEALTH WATCH
Evaluating Evaluation
By Charles E. Cole

Each Tuesday evening a small group
gathers at St. Paul United Methodist
Church in Wichita, Kansas . The people
who come are mostly young, working
Hispanic women. They come to the
Hispanic Clinic there to receive examinations, tests and medical treatment.
Ruth Cruz, a registered nurse, talks to
the women in Spanish. She is assisted
by others who also speak Spanish.
The Hispanic clinic can take only
twenty persons each week, although
some home visits are also made by the
nurse.
After the patients are registered,
they ride in cars and a van to Wesley
Family Practice, a clinic located in a
nearby hospital. The hospital and the
Hispanic Clinic have an agreement that
allows the Tuesday evening people to
use their outpatient facilities .
These facilities are new and clean
and help to make the patients feel
well- treated. Once in the clinic a
medical doctor oversees the examination of the patients, with the help of
physicians' assistants, Cruz, and volunteers.
The persons in the clinic receive
prenatal examinations, immunizations, physical exams, and referrals to
other services. They must pay a small
amount for these services, but most of
the fina ncing is provided by the larger
group to which the clinic belongs,
United Methodist Urban Ministries of
Wichita.
Health services is only one aspect of
a more extensive Hispanic Ministries .
The Hispanic Ministries includes an
after-school program, a program for
English as a second language, and an
eye care clinic. These ministries led to
the founding of a Spanish-speaking
congregation, Luz de! Camino, which
meets in St. Paul United Methodist
Church.
So we have several contexts here .
The first is the context of a local church
which allows the ministry to take place
within its walls. The local church is
celebrating its centennial this year, and
opens its doors to many community
organizations. The congregation includes members of several ethnic minorities and about a dozen different
languages can be heard at the church.
Another context is that of the Urban
Ministry. It began in the 1960s with a

concern for civil rights and now includes a wide range of programs. A
hungry family can come to a center and
receive free food for emergencies .
Those who need money to keep the
heat from being turned off can also
receive emergency help. There is a
referral agency for those seeking jobs.
A multiracial ministry carries on education and human relations training in
the community. The ministry provides
low-cost housing to those in need.
And there are two other clinics-one
downtown and another at St. Paul
United Methodist Church, a black
congregation.
There are other contexts as well,
such as an annual conference (Kansas
West) through which the urban ministry receives financial support, and a
medical community that cooperates in
providing the medical services.
The Hispanic Clinic is in a good
position to provide care in a whole
way. That is, it does not merely
provide medical help and then turn
away when the person also needs a job
or education. It tries to relate one need
to another.
I saw this kind of connecting take
place when I visited the Urban Ministry last fall . A cold wave had struck,
and many people were afraid their heat
would be shut off as a result of
nonpayment of bills. One person who
came for help was a woman who had
recently been divorced and therefore
had no income.
" Do you need help finding a job?" a
staff member asked. When the woman
said yes she was introduced to the
person who works with job referrals. I
did not see the outcome but I did see
that the ministry had tried to help this
person with her basic life situation.
The Hispanic Clinic and the United
Methodist Urban Ministry in Wichita
qualify as providing the kind of care we
envision in Health for All. Health for
All conceives of health as a basic sense
of well-being and not merely the cure
of disease . It combines physical health
with mental , social, and spiritual
health. And it also takes account of
political, economic, and other factors
that affect health.
There is one problem, however.
How do we evaluate such an all-encompassing concept? Particularly if we
.,;
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The Rev . Charles E. Cole is Executive
Secretary for Model Development and
Planning, Health and Welfare Ministries Program Department, GBGM.
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ANNOUNCING

Books
AIDS: Personal Stories in Pastoral
Perspective
by Earl E. Shelp, Ronald H . Sunderland ,
Peter W. A. Mansell
Pilgrim Press , 1986. 205 pp., $7.95 .

It 's a necessity for any church , organizatio n or private missions
library. New World Outlook Library is a bou nd editio n of a n
entire year's worth of issues of New World Outlook, th e awardwinning missi o n magazine of The United Methodist Church .
As you collect e ach annual edition of the New World Outlook
Library, you ' ll be building a compre hensive missions library and
an on-going history of missions. It's also the easiest and most
economical way to save every information-packed issue for use
year after year. And with New World Outlook Library's detailed
index, everything is easy to find .
We'll remind you every year wh en the new edition of New World
Outlook Library is coming out, so that as soo n as it's available,
you can receive and start using your new edition right away.
For $14 .95 , plus shipping and handling , you can add New World
Outlook Library to your missions library. Just fill out and mail
this coupon .
SPEC IAL BONUS - At no extra charge we'll emboss your copy
o f New World Outlook Library in gold lettering with either your
name , or the name of your church or orga nization - fr eei

------------Ye s' Enter m y annual subscription to the New World Outlook Library.
Send me
copies of the 1986 ed ition at $14.95 , plus $1 .50
sh ipp ing and handling for each copy for a total of $
. And for
my spec ial bo nu s, pl ease emboss my copy(ies) with this:

N ame: _ _ _ _ _ _ _ _ Church/ Organization : _ _ _ _ _ _ __
Street:
C ity : _ _ _ _ _ _ _ _ State: _ _ _ _ _ _ _ _ Zip: _____
MAIL TODAY TO : New World Outlook, Room 1349,
475 Riverside Drive, New York, NY 10115.

How is the church to respond in the
midst of the AIDS crisis? How well is it
doing? There is no question that there
are congregations and individualsfew though they may be-who are
responding with unmeasured, unconditional love; who are engaging in
pastoral, advocacy, educational and
direct service ministries which demonstrate a compassionate hope-filled response to the manifold suffering which
AIDS entails. And yet, much much
more is required .
Authors Shelp, Sunderland and
Mansell had seen over 1,000 persons
with AIDS or AIDS-related Complex
(ARC) at the time they wrote their
book. They, also, had come to know
family members, friends , loved ones
and care providers . In looking at AIDS
from the perspective of these persons,
the authors found that, by and large,
the church is not fulfilling its theologically and biblically mandated role.
Against this near total failure of the
church to respond, the authors remind
the reader that " a ministry that 'sets
right,' comforts and reconciles brokenness is required in response to AIDS"
(p . 185); that persons who have AIDS,
their loved ones and care providers
"want and need the consolation, comfort and peace that the gospel and the
people whose lives are shaped by it can
bring to the situation" .
Shelp, Sunderland and Mansell
place a large, yet appropriate, challenge before the church, contending
that for the church, the primary issue
raised by the AIDS crisis is " the
integrity and credibility of the people
who bear Christ's name"; that "The
question that AIDS presents to the
church is basically one of its identity. In
short, is the church a redemptive,
loving servant people serving a servant
Lord?" The authors are clear in their
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conviction that "the person with AIDS
and people related to him or her, must
be loved with the same unmeasured
love that Jesus embodied," and that
the people of God are called to be a
unique people in society" with a role
" to be characterized in terms of community, of service and servanthood, of
embodiment of the good news of God's
love and the presence of God's reign,
and of the reconciling intent of God' s
love."
Out of these fundamental beliefs
about what it means to be the church
and to respond as the people of Christ,
the authors outline what they see to be
the churches' role in response to the
AIDS crisis. Their recommendations
for pastoral and congregational ministries are instructive and helpful and
point to the many dimensions of
AIDS-including the personal, religious, medical, social and politicalwhich call for church involvement and
leadership. In this regard they write:
"The church's pastoral care . .. cannot
be limited to personal acts of ministry
or counseling. Pastoral ministry must
include addressing the pervasive attitudes in society that isolate subgroups
of citizens into categories of people
who can then be dismissed-or rejected-in toto ."
The authors are clear about the work
the churches must do to counter fear
with facts. Their succinct outline of the

four fears which " have converged to
constitute an almost unbreakable barrier to rational discussion and development of a humane, sensitive response"
is most helpful (p . 6). They suggest that
one of these fears is the fear of
homosexuality: a fear the church has
never dealt with adequately , and
which remains a contributing factor in
the hesitant and measured reaction of
the churches to the AIDS crisis .
The bulk of this book is made up of
stories. The personal stories of persons
with AIDS or ARC, their families and
lovers, and their professional care
providers: nurses, social workers and
physicians . The authors admit to a bias
in the selection process; that they
intentionally told the stories of " people
whose histories we considered inter- .
es ting and instructive" . It is at this
point that this reader expresses one
grave concern about an otherwise good
book. It is quite possible that a good
number of these stories will serve to
reinforce negative, hurtful and untrue
sterotypes about persons with AIDS/
ARC. It is at this point that a book
which is so filled with compassion and
unconditional love for all persons
affected by AIDS takes an unfortunate
turn and runs the risk of perpetuating
fear and disdain, especially with regard to gay and bisexual men. That
such a book should run even the
slightest risk of doing just the opposite
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Raising Drug-Free Kids in a DrugFilled World
William Mack Perkins & Nancy
McMurtrie-Perkins
Harper/Haze/den , 1986, 89 pp. $9.95
This book was written for parents
seeking answers to the problem of
teenage drug and alcohol use . It explodes the first myth common to the
majority of parents: " It won' t happen
to us ."
The authors, both recovering alcoholics, and parents of three teenagers
who use alcohol and drugs, are also
certified drug and alcohol counselors
with many years of experience . When
their 14-year-old son, Shannon, began
abusing drugs and alcohol , the y
" began to experience a series of problems which increased in frequency and
severity and left [them] feeling angry
scared and confused . [Their] training
and experience didn' t help . ... As a
matter of fact, it got in the way and kept

The steps and ways God has provided for us

This is your opportunity to own a fine
quality reproduction of an oil painting by
California's own religious painter. These
are fine lithographic prints with extraordinary bright color and sensitive form .
They have been reproduced on heavy
stock. Size is 17 x 22 inches. The price is
only $19.95, send for your print now!

CITY

Cathie Lyons is assistant general secretary fo r advocacy/education, Health and
Welfare Ministries Program Department,
GBGM . She is the author of the 1987-88
study book, Journey Toward Wholeness .

THE PATH OF SALVATION
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of what its authors intended-and it
does-is most unfortunate .
Cathie Lyons
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[them} from getting the help [they]
needed."
The authors noticed that while on
drugs Shannon broke curfew, skipped
school, missed classes, scored poor
grades, underwent changes in attitude
and grooming. His eating habits as
well as his physical appearance
changed also . Their son also became
reclusive, and· began entertaining his
friends in his room with the door shut.
It was a year and a half later that one
of Shannon' s parents reached out for
help by calling a friend . That action
became the turning point for both
Shannon and his family's recovery.
Their experiences with their own
teenagers led them to make the commitment to share the knowledge they
had gained with other parents by
embarking on a "Walk Around America." Beginning in 1983, and for the next
two and one half years, they began
traveling around the country speaking
to thousands of parents representing a
wide cross-section of backgrounds.
Most of the parents they encountered felt that drug- and alcohol-using
teenagers were the products of broken
homes, uncaring, unloving, alcoholic
parents, not the healthy children of
well-known, community-involved,
successful parents .
On their speaking tour, the authors
met many parents, who like themselves, had become part of the national
statistics, i.e. parents of the 90 percent
of American young people who use
drugs and alcohol before they graduate
from high school, and the 60 percent
who use them regularly each week.
While there is much controversy
over the causes and prevention of
substance addiction, the authors suggest that while researchers, physicians, social workers, drug counselors,
and nutritionists are working out solutions to the problem, parents can take
concrete steps toward prevention.
The how-tos of dealing with teenage
alcohol and drug use are spelled out for
parents. Perhaps the most enlightening and hard-hitting chapters are "Understanding Why Kids Use Drugs,"
chapter 3, and setting the "No-Use
Rule" for teenagers, chapter 8.
After you are made aware that early
drug use by teenagers is a matter of
decision, you will then be in a better
position to stand your ground on the
"No-Use Rule." You will also be able
to understand the parent who spoke
out during one of the sessions in the
" Walk Around America" series of
lectures. He said, "When my son got
involved with drugs, I discovered that
the drug epidemic is a different kind of
problem. It is destructive decision making. My son was deciding to use drugs.
He was deciding to be a part of the
epidemic. Until I understood that, I
couldn' t help him."
A simple chart, called Spectrum of
Drug Decisions, helps illustrate what
this parent learned on his own. It
(282]

shows four progressive states of alcohol and other drug use.
The chart clearly identifies the three
stages for which there is a choice. But
when one crosses the line into addiction , there are no choices .
In their discussion of this chart, the
authors point out two basic and helpful
facts for parents who need to know:
" Addiction is progressive; it takes
continued use, over a period of time, to
reach addiction . .. We know only 10
percent of the population becomes
addicted-90 percent never crosses
that line into addiction."
" It feels good," was what the authors heard over and over again from
youngsters who had used drugs and
alcohol. The Feeling Chart on page 29
illustrates the swing in a person' s body
from Pain, to Normal, to Euphoria . It is
what happens to the central nervous
system when alcohol or other drugs are
first used . Upon waking the next
morning, and remembering how it felt
to be high the night before, "[Youngsters] remember what being high felt
like, and they say, 'Where can I get
more of that?"'
Further information to help parents
understand why teenagers use drugs
and alcohol, and what to do, are
approached from various perspectives.
Such topics as prevention through
nutrition, practicing early drug problem prevention and preparing your
child to enter a drug-filled world are
specific and simply written. They
should be helpful to the many parents
who are willing to do the homework
involved in helping their children to
remain drug and alcohol free .
Raising Drug-Free Kids is short and to
the point. For some parents it will be
shocking because they think it can't
happen to them . For others it will be a
welcome tool which provdes a framework of reference for teenage drug and
alcohol abuse.
The book lists publishers to write to
for books on drug and alcohol use, lists
self-help programs from support
groups such as Toughlove as well as
those concerning prevention, education and legislation. On page 45, there
is a splendid list called "Know the
Signs of Drug Use," which is a must for
parents who have decided to forewarn
themselves .
Chapter 9, "Confront All Alcohol
and Other Drug Use" is as excellent a
guide to parenting as you will find in
any book dealing with drugs and
alcohol, and has the advantage of even
wider application in dealing with
young adults.
Jean Hannah Stoute

Jean Hannah Stoute is a former director
of public information of the Federation of
Addiction Agencies, a drug-free therapeutic community program in Brooklyn , New
York.

NEW WORLD OUTLOOK JUNE 1987

WHAT ARE THEY SAYING ABOUT
EUTHANASIA?
Richard M. Gula, S.S.
Paulist Press, 1986. 179pp., $5 .95

In the introduction to this timely
book, Father Richard Gula poses a set
of questions which are found equally in
newspaper headlines and in the minds
and hearts of the family of terminally ill
patients: "Shall a person suffering a
terminal illness be given life-sustaining treatment? Is there a moral difference between not starting a respirator
and turning it off once it is on? Is it
permissible to relieve pain with drugs
which inevitably hasten death? Can a
patient morally refuse life-prolonging
treatment? When is a person dead?
How can we care for the dying so as to
uphold personal dignity? Is it ever
permissible to hurry death along by
directly intervening in the dying process?"
This is one of a series of "what are
they saying about ... " books. The
author researches the contemporary
positions on a particular issue or theme
and offers these positions in a concise
form to the reader. This book is set
firmly within a Roman Catholic framework. Normative Catholic moral theology is the jumping off place for much of
the discussion. For this reader and
many readers of this magazine, this
will mean thinking within a different
perspective .
In Chapter Two, Gula briefly portrays four issues: "1) the principle of
the sanctity of life 2) the extent of
dominion over life and death 3) the
difference between killing and allowing to die 4) the meaning of the
distinction between ordinary and extraordinary means of treatment to
sustain life." Fr. Gula, who is associate
professor of moral theology at St.
Patrick's Seminary, Menlo Park, California, states the issues involved in a
discussion of euthanasia in a quiet and
calm manner. In fact, if these were not
life and death issues, the reader might
feel transported to an academic setting
where such questions are hypothetical.
Still, the distinctions made about quality of life, the amount of technology to
use in a terminal situation allow the
reader to prepare for a livelier discussion in the third chapter.
The ten moral positions summarized
in the third chapter are clear and
important. For Protestants, Gula has
run the spectrum from Albert
Schweitzer to Joseph Fletcher. Roman
Catholic moral theologians from Daniel Maguire and Charles Curran
through Germain Grisez and William
May. In both Christian spheres, one
can find tremendous divergence
around the issues of euthanasia. For a
family facing difficult decisions and
finding no easy answers, it may be
helpful to know that the "experts"
reach no easy conclusions. This is not
easy reading, it is just a matter of life
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Chapters 4 and 5 cover the practical
care of the dying. "Who should decide
whether life-prolonging treatments
should be used? Should the dying
person be told the truth about his or
her condition? What is hospice and
how does it fit within the larger
discussion of euthanasia?" are the
topics for chapter 4. I found myself
wishing that I had had this book to lend
to a family facing these questions.
All too often, people do not have the
opportunity to look at different sides of
issues that have grave consequences.
Each side of a position has value. In the
end, someone must decide to treat or
not to treat the illness of a dying
person. Set within the context of real
people with real issues, Fr. Gula offers
principles for decision making: 1. "Life
is not an absolute good that must be
preserved at all costs, and death is not
an absolute evil to be avoided at all
costs." 2. "The patient's free and
informed choice ought to determine
whether or not life-sustaining therapy
will be used ." 3. " Treatments that
cannot reverse the terminal illness of a
dying patient are not morally required." 4. "Decisions to withhold or
withdraw treatment ought to intensify
efforts to comfort. " I invite your
prayerful consideration of those four
principles and your careful reading of
this book.
-Toby Gould
Toby Gould is the Pastor of Trinity
United Methodist Church , Poughkeepsie,
New York, and a former staff member,
Health & Welfare Ministries Program
Department, General Board of Global
Ministries.
Resources from the
General Board of Globa l Ministries
for the local church in fa ithfu l
mission outreach

Order the 1967-66 complete Catalog now .
Free in appropriate quantities . Stock No. 1103

Service Center
General Board of Global Ministries
7820 Reading Road
Cincinnati, OH 45222-1800

ABOUT MISSIONS

Donald Struchen
QUESTION: Our church has been
preparing surgical bandages and linens
and would like to send them to hospitals overseas. What should we do with
them?
ANSWER: They should be securely
boxed, clearly identified on the outside
and sent prepaid to one of two places .
One place is Church World Service
Center, 500 Main St. , P. 0 . Box 188,
New Windsor, MD 21776. The other
address is a fairly recent change from a
Nappanee, Indiana address to Church
World Service Center, 28606 Phillips
St., P. 0 . Box 968, Elkhart, Indiana
46515.
Our church is considering ways we
can make it easier for older people,
those with crutches and some in wheelchairs to come to church. We understand there may be funds available to
help us get this project started.
The Health and Welfare Ministries
Program Department does make "Accessibility Grants" available to local
churches like yours and you shou ld
certainly apply for one. You need to
know that the grant given will not pay
for the total work to be done in most
instances but is " seed money" to be an
incentive to your congregation to make
your church accessible to all persons.
To secure applications and to find
out more about how to qualify and to
apply, write to Ms. Judy Hunt, Health
and Welfare Ministries, Room 350, 475
Riverside Drive, New York, NY 10115.
She will be happy to supply you with a
packet of information and answer any
questions you may have . The deadline
for her office to receive applications is
April 15th so the grants may be
awarded the following summer. Write
to Ms. Hunt now for materials so your
church can begin its planning and
make application for next year.
We have some people in our church who
wish to do something to help the
hearing impaired. How can they go
about this in a way that is related to
our church?
It would be well for them to explore
the possibilities of how they can be-

come involved in a personal manner by
writing to Ms . Susanne Paul at the
same address I gave above for Judy
Hunt. If they prefer to talk with her,
the number is 212-870-3870.
If your church members wish to
make a financial contribution, there are
two newly approved Advance Special
projects to which funds can be given.
"Ministry With the Deaf" #982562-7
will help support some existing deaf
ministries and also start some new
ones . It will assist deaf seminary
students. It will help train leadership of
deaf ministries with communication
skills and provide educational materials for them to use .
The second project is " Captioning
for The Deaf" #982138-0. Money given
to this will provide close captioning for
the popular United Methodist T.V.
program, " Catch The Spirit", as well as
close caption other audio-visual resources the church produces .
Gifts to either of these Advance
Specials will be meeting a real need for
a part of our church membership
which has too long been negelected.
I keep getting requests in the mail
from all kinds of mission groups. They
seem to be doing a lot of good for people
but I never know if they are legitimate.
What do you suggest?
I recommend you write to them and
ask for their financial disclosure reports . When and if you receive them,
compare their fund-raising and administrative costs with the General
Board of Global Ministries' record of
100% going to the project if it is an
Advance Special, and less than 10%
used for administration and fund-raising in the overall work of the Board . I
think you will find that more of your
money goes to help people if you give it
through your church . We have every
kind of program and service to reach
people for Christ that you will find in
the other mail you receive . Besides you
have accountability if you give through
your church and often you don' t from
those who make direct mail appeals.
Also, if we as United Methodists do not
honor our commitments to colleague
churches throughout the world, noboby else will. This is our field to
harvest. The independent churches
have their fields so let them give their
support to the independent groups
appealing for fund s.
We would like to know how to secure
a US-2 missionary to be assigned to our
church and a mission program in which
we are involved. How do we find out if
this is possible?
I suggest you call Mr. Jim Brentlinger
in the Mission Personnel Resources
Program Department. He has an "800"
number which is 1-800-654-5929. He
can talk with you about your interests
and suggest next steps to be taken.
If you have questions about mission
concerns, send them to me in Room
1405, 475 Riverside Drive, New York,
NY 10115.
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MISSION STUDY

TOWARD HEALTH AND WHOLENESS

AUDIOVISUALS
Toward Health and Wholeness
Slide Set
20 color slides with
reading script

$7.50

RELATED RESOURCE
Youth! Magazine,
pecial Issue on the theme,
"Towa rd Health and Wholene

"

1.50

Resource available from The erv1ce C nt r

7' 20 Reading Road-Caller o I 00
Cincinnati, Ohio, 45222- I 00

CALENDAR
JUNE
Annual Conference, The United
Methodist Church in Cuba; Havana,
Cuba ; June 15-21
Deaconess & Home Missionary Service Pre-Retirement Planning Seminar;
Lake Junaluska, NC ; June 21-27
United Methodist Development Fund
Board of Directors ; New York; June
25-26
Third Liberian Missionary Family Reunion; Auburn University, Auburn AL ;
June 26-28

JULY
Southeastern Jurisdiction Youth in
Mission Conference; Lake Junaluska,
NC ; July 1-5
Joint Committee on Community Development; Nashville, TN ; July 2-3
General Board of Pensions Meeting;
Seattle, WA; July 7-9
United Methodist Development Fund
Board of Directors ; St. Louis, MO ; July
10-11
Missionary Conference, World Program Division , General Board of Global
Ministries ; Lycoming College, Williamsport, PA; July 13-17
Town & Country Ministries, National
Network Leadership Group; July 13-19
General Conference of the Methodist
Church in Brazil; Sao Paulo, Brazil ;
July 13-25
US-2 Orientation; Washington , DC ;
July 23-Aug. 8

AUGUST
Women's Division National Seminar.
Quadrennial gathering of United Methodist Women to study emerging social
Issues ; Ohio State University, Columbus, OH ; Aug. 14-21
National Program Division Mission
Development Committee , General
Board of Global Ministries ; Lake Junaluska, NC ; Aug . 21-23
North Central Jurisdiction/Fellowship
of Conference Secretaries of Global
Ministries ; Alaska, Aug . 22-29
Southwest Border Committee Meeting; El Paso, TX and Chihuahua,
Mexico ; Aug . 25-29

SEPTEMBER
Finance and Field Service Annual
Meeting ; New York; Sept. 3-6
United Methodist Central Conference
Communications Conference ; Kinshasha, Zaire ; Sept. 3-8
Consultation on Church Union Board
Meeting ; San Francisco ; Sept. 13-15
General Commission on Religion

and Race National Convocation on
Racism ; Louisville, KY; Sept. 13-16
Deaconess and Home Missionary
Service Annual Commitee Meeting ;
New York; Sept. 15-18
General Commission on Religion
and Race Board Meeting ; Louisville,
KY ; Sept. 17-21
General Commission on Archives
and History; location to be determined ;
Sept. 18-20
Western Jurisdiction/Fellowship of
Conference Secretaries of Global
Ministries; Denver, CO ; Sept. 19-22
Mission Saturation Event; Iowa Conference, Muscatine District; Sept. 19-23
Mission Saturation Event; Western
Pennsylvania Conference, Washington District; Sept. 20-24
Mission Saturation Event; Nebraska
Conference, Omaha Dist. ; Sept. 20-26
World Council of Churches Executive Committee; location in U.S. to be
determined ; Sept. 20-26
General Commission on the Status
and Role of Women (COSROW) Fall
Meeting; Chicago , IL; Sept. 23-27

OCTOBER
General Board of Discipleship SemiAnnual Meeting ; Nashville , TN ; Oct. 5-9
General Board of Church and Society
Fall Meeting ; location to be determined ;
Oct. 7-10
General Board of Higher Education
and Ministries Meeting ; location to be
determined ; Oct. 13-17
General Commission on Christian
Unity and lnterreligious Concerns
Annual Meeting ; location to be determined ; Oct. 15-17
General Board of Global Ministries
Annual Meeting; New York; Oct. 16-24
Mission Enrichment Event, Troy Conference ; White River Junct. , VT; Oct. 17
Mission Enrichment Event, Troy Conference-Dr. John and Mrs. Betty Johannaber speaking on "Our Mission in
Moscow"; Troy, NY; Oct. 18
United Methodist Communications
Annual Meeting ; Nashville, TN ; Oct.
22-24
General Board of Publication Annual
Meeting ; Nashville, TN ; Oct. 27-28
General Assembly of the United
Evangelical Church of Ecuador;
Quito , Equador; Oct. 31-Nov. 2
To have your mission event or meeting listed
in the NEW WORLD OUTLOOK Calendar,
send details to: Calendar Editor, NEW
WORLD OUTLOOK, Room 1349, 475 Riverside Drive, New York, New York 10115.
Materials must be received four months prior
to the date (s) of the event(s).
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RACISM IS DEFINED as the
belief that because a person is
born of one color he or she is
inherently better than those of
another color, plus the inherent
power to profit from the situation. Next month, in a major
article on Religion and Racism in
The United Methodist Church,
contributing editor Winston H.
Taylor provides a sweeping examination of racism in the
church, and tells us how well (or
poorly) the church has done in
its efforts to eliminate it within
its own structures.

DR. MYONG GUL SON is an
executive staff person with the
General Board of Global Ministries' National Program Division. He left his North Korean
homeland about forty years ago.
He returned in 1986 for the first
time. The hometown he knew
was gone, destroyed by bombs
of the Korean conflict. "Everything about this place was new
to me," he says. ln a heartwarming article Dr. Son will
share this experience as well as
provide New World Outlook
readers with a brief appraisal of
Christianity in North Korea
today.

OF PARTICULAR INTEREST
will be a special 16-page report
on the historic Global Gathering
which was held in Louisville,
Ky., in March. The Gathering
drew an unexpectedly large
turnout of more than 4,000 people from forty countries and all
50 U.S. states, Puerto Rico, and
the U.S. Virgin Islands.

VIEWPOINT

Leontine T. C. Kelly

Celebrating the
Birth of God's
Children
Everywhere
The telephone rang in the cabinet room of the California-Nevada
Annual Conference and heavy appointment making came to a halt.
Grandparenting superseded superintending. We listened with joy
as the news of the birth of a baby
girl was relayed by the beaming
grandfather. We had held the
birthing process in prayer since the
day before. Our concerns had little
to do with the sex of the child, only
the health and well-being of both
child and mother. We celebrated
with thanksgiving.
Our gratitude assumed the continued health of the baby in both
hospital and home settings. Sanitation, medical knowledge, trained
personnel and parents, abundant
love, a degree of financial security
and immediate acceptance into a
community of Christian faith sustained our assumptions .
In a world context, such assumptions cannot be so readily
made . A few days before, I sat in
Washington, D.C. , as chairperson
of The United Methodist Church' s
Infant Formula Task Force. Luther
E. Tyson, a member of the General
Board of Church and Society staff,
and Douglas W. Johnson, a member of the General Board of Global
Ministries staff, shared with us
their latest report on "Monitoring
Infant Formula Marketing Procedures." They have conducted research in seventeen developing
countries.

In May of 1986, Luther Tyson
attended the 39th World Health
Assembly meeting in Geneva,
Switzerland, where a clarifying
resolution on " Infant and Young
Child Feeding" was adopted . This
calls for greater responsibility, on
the part of " health professional
bodies, non-governmental organiZC).tions, consumer organizations,
manufacturers and distributors, in
protecting and promoting breastfeeding and, specifically, in implementing the World Health Organization' s international code of marketing of breast-milk substitutes,
and monitoring its implementation
and compliance."
The model for monitoring such
practices, used in the research of
Ors. Johnson and Tyson, involves
finding a contact person in each
developing country who is then
utilized to set up and coordinate
the interviewing process in that
country. The names of these contact persons have been received
either from our General Board of
Global Ministries or from The Presbyterian Church (U.S.A.). These
persons became project directors,
selecting fifteen interviewers. The
interviewers are trained on-site by
Douglas Johnson and Luther
Tyson. Interviewers, to date, have
been, in most cases, college graduates, under thirty years of age,
teachers, nurses, a few doctors,
and some college students. The
materials presented to our task
force indicate the professionalism
and competence of the project
directors. The overall response to
date is in the upper 90 percent.
Amazing.
The methodology used to indicate patterns of marketing procedures will not only enable the
reporting of findings initially to our
General Conference, but it has
linked us to a network of indigenous persons committed to better
health for the babies of the world .
Our interviews with representatives from such corporations as
Bristol-Myers, Abbott International/Abbott-Ross, American Horne
Products and Nestle Company are
not from a position of weakness,
but from the perception and experience of God's love.
Commitment to a sovereign God
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demands a prior claim on all our
decisions, and we have no cause to
tremble especially as the cries of
newborn babies greet the world
with rightful expectation for celebration of life . The miracle of birth
anywhere calls for stronger witness to the power of the Gospel of
Jesus Christ. Helplessness and
hopelessness are not God's purposeful midwives for the newborn.
Profiteers can be confronted and
called to accountability for violating in any instance God's creative
purposes.
The church continually broadens
my view, and I celebrate the birth
of God's children everywhere with
deeper commitment to service. o
Bishop Leontine T.C. Kelly is bishop of the
San Fra ncisco Area of The United Methodist Church.
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Pagura, to the debate on divestment in South Africa; and from a description of
an innovative program helping jobless youths acquire job
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It begins with a woman
walking on her three-hour
journey to get water at a well
in the village of Osman in
Mauritania and ends with her
people struggling to reverse
the cycle of drought and
looking forward to the day
when the gardens of Osman
will produce an abundance of
food. The woman is Aisetta.
This is her story.
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