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MEDICAL RESEARCH AND EXPERIMENTATION








8.A.  History and rationale for experimentation on human subjects





8.B. Therapeutic and non-therapeutic experimentation.





8.C. Experimentation on particular classes of human subjects


1. The terminally ill


2. The mentally incompetent


3. Criminals condemned to death


4. Dependent persons:  prisoners, soldiers, students.


5. Children


6. Human embryos, unborn children and live aborted foetuses	


7. Auto-experimentation


8. Healthy adult volunteers for clinical trials.	





8.D. The procedure for clinical trials





8.E. Genetic engineering


	1. The human genome project


	2. Biotechnology and genetic engineering on plants and animals.


	3. Genetic manipulation on human beings - manipulation or therapy?


	       a) Germ-line therapy


	       b) Somatic cell therapy


	       c) Other beneficial therapies





8.F.   Vivisection and "animal rights".





8.G.  Appendices


 	Appendix I :       The Helsinki Declaration (1964), revised Tokyo (1975).


 	Appendix II :       Embryo and Genetic Experiments forbidden by Spanish law.
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OBJECTIVES OF THIS CHAPTER:





1.   To explore the need for firm ethical guidelines in the conduct of medical research and experimentation


2.   To survey the potential of genetic research and engineering.


3.   To be well-informed as to which developments in genetics research are truly beneficial, and which could be disastrous for humanity.
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8.A.    History and rationale for medical experimentation on human subjects





	"When science takes man as its subject, tensions arise between two values basic to Western society: freedom of scientific enquiry and protection of inviolability.'' (Katz)


	The natural sciences make progress by experiment. All the medical benefits we today enjoy are the result of careful experiment, observation and theorising in the past. When the experimentation involves not merely inert matter, but live human beings, new moral criteria enter. The human person is an end in himself. He must not be instrumentalised. He must not be used as a means to reach some other goal, even in a noble cause like the advancement of science or the benefit of the whole human race.


	The individuaI  must not be expended or sacrificed for the good of society. Moral and fruitful results will not arrive by immoraI means. The experiment must be performed for man, not man exploited for the experiment.


	Historically speaking, man has been subjected to all kinds of experiment.Millions suffered the communist experiment. Workers and the poor are trampled down in the unregulated free market experiment.  Generations of school children have been guinea pigs for ill-conceived theories in educational science. The entire populace is now subjected to the manipulations of advertisers, market researchers and spin doctors.


		The earliest reports of medical experimentation reveal the ancient kings of Persia and the Ptolemies of Egypt handing over condemned criminals for scientific experiments. Jenner experimented with vaccination and Reed with yellow fever. However it was the Nazi experiments during World War II which alerted the international conscience to the need for a code of ethics controlling human experimentation.


	The code of the Nuremburg Military Tribunal was adopted on 1947 and provided the basis for judging the excesses committed under the Hitler regime against political prisoners, the mentally retarded and ethnic groups:- investigations on the resistance of the human body to cold, to prolonged immersion, to low pressure; experiments on the effects of poisons, toxic gases and phosphorus burns; experiments on the excision of the transplantation of spinal marrow and so on. The horrors of the experiments in Nazi concentration camps should alert every generation to the evil of uncontrolled experimentation on humans. Indeed "Those who are ignorant of history are condemned to repeat it.  Experimentation on prisoners-of-war is now a war crime.


	Other inexcusable violations of human rights occurred during the 1960's Tuskagee syphilis study in the US when penicillin was deliberately withheld in order to observe the progress of the untreated disease.  Military personnel were subjected to high doses of radiation, in proximity to atom and hydrogen bomb tests in the Pacific and in the Nevada and Arizona deserts.. Many contracted cancer and died.


	Innovatory surgical techniques, medical treatments and drugs are first tested on tissues, simple organisms and animals. If successful and safe, the new therapy must then be tried out on human subjects to judge the human reaction. There is simply no other way to discover whether or not it works, and to perfect it.  Polio and smallpox vaccines, open heart surgery, antibiotics . .  all had to be tested on human subjects at an experimental stage. The outcome was not always predictable. The success of the trials transformed the treatments into normal medical practice.


	To ban experimentation on human beings would abruptly halt medical research. It would deprive future generations of valuable treatments.  Experiments are necessary, but they must obey moral criteria. Uncontrolled experimentation rapidly degenerates into horrible cruelty. 


	In one sense even routine medical treatments are experimental, because they all carry some element of risk. Each human body reacts slightly differently to standard medicines or normal surgery. A G.P. has a whole armoury of drugs in his pharmaceutical catalogue. He may have to prescribe several on trial in succession, until he finds the one with least side-effects and best results for the particular patient.





SELF-CHECK (8.1):


Read Basterra, Bioethics, pp. 340-4;  or


Haring, Medical Ethics, pp.192-201;  or


Ashley & O'Rourke, Healthcare Ethics (3rd ed.) pp. 234-41; (4th ed), pp.344-52.





8.B. Therapeutic and non-therapeutic experimentation





	Therapeutic (clinical) experimentation is primarily for the good of the patient. It tries out novel diagnostic, prophylactic or therapeutic methods (medicaments, surgery), which depart from current standard medical practice but hold out a reasonable prospect of success. Such novel methods may gradually win general acceptance. The following criteria must be observed:


(a)  The supreme law for all medicine: primum non nocere. The experimental treatment must not harm the patient, either by depriving him of medicines whose efficacy is guaranteed, or by exposing him to unwelcome side-effects.


     (b) Free and informed consent of the patient or his Iegal guardian must be obtained.


(c)  When the only available treatments are of dubious value, the one most likely to help the patient should be used.


(d)  The remedy must previously have been tested sufficiently in the laboratory and on animals. The procedure must have a reasonable chance of success proportionate to any suffering or discomfort involved for the patient.





 	Non-therapeutic (non-clinical) experimentation  is primarily experimental, not therapeutic. It is performed for research purposes, not for the sake of the subject's health. The aim is to advance scientific knowledge or to develop a new technique. The knowledge gained will hopefully be of general benefit. This type of experiment is usually performed on healthy volunteers, and is subject to the following ethical criteria:


(a)   The subject must give free and informed consent to the research. He must understand the nature and purpose, and the risks of the experiment. He must be of sound mind and physical state in making his decision and not subject to any duress or compulsion.


(b) 	Previous laboratory and animal experiments must have been used to reduce the risk to the subject to a minimum. Possible risks or damage must be carefully considered. They must not be disproportionate to the benefits expected to flow from the new treatment.


(c) The  human subject must be free to interrupt and withdraw from the experiment at any time. The investigators must desist if the research is proving damaging to the subject. No-one has the right to sacrifice another's health or life for the sake of scientific progress.


(d)  No immoral experiments or procedures offensive to the human dignity of the subject are permissible. No experiment should be undertaken where there is an a priori reason to believe that death or disabling injury will ensue. In reaction to Nazi war crimes, the Nuremberg medical code forbids experiments with life itself. For this very reason, experiments on the human embryo fertilised in vitro should be prohibited (see 5.E.4 & 5 above).





	On several occasions Pope John Paul II has touched on the theme of biomedical experiments on human subjects. To the Italian General Medical and Surgical Association he remarked:


	"Experimentation is justified in primis by the interests of the individual, and not by the interests of the collective. Nevertheless, this does not exclude the patient legitimately taking upon hmself a certain amount of risk, provided his basic health is protected, in order to contribute by his initiative to the advance of medicine, and in this way to the good of the community. Medical science locates itself in effect within the community as a power to liberate us, from the diseases which beset man, and from the psychosomatic weaknesses which humiliate him. To give something of oneself, within the limits laid out by the moral law, can constitute a sign of highly meritorious charity and an occasion of spiritual growth so significant that it can compensate for the risk of a very slight physical deterioration."  (27.10.80)








8.C.  Experimentation on particular classes of human subjects





8.C.1	Terminally ill patients are human beings, not pieces of human wreckage. It would be morally abhorrent to treat them like guinea pigs. Their very heIplessness gives them all the more claim upon the kindness and consideration of others.


	If the only medical hope for a gravely ill patient is a "do or die" experimental procedure which is risky and dangerous, it may still be justifiable as a "last ditch stand",  provided that it does not impose a disproportionate burden of pain and trauma upon the patient for little real advantage e.g. a dangerous operation requiring exceptional skill on a patient otherwise doomed to early death by a brain tumour. There is nothing to lose and much to gain, should it prove successful.


	


8.C.2  Mentally incompetent patients		


	The mentally ill and retarded are unable to give free consent, so they should be excluded from experimental research unless it is for their own benefit. 	The confinement of such patients in a controlled environment over a long period, and their usually sound physical health, make them tempting subjects for research. There is an danger of violation of human rights. The only experimental procedures admissible are very minor, entirely safe and minimally uncomfortable.





8.C.3  Criminals condemned to death


	Erophilos, a doctor of the C5 B.C., performed vivisection on condemned subjects in order to study the anatomy and physiology of the body. In Renaissance times the public authorities invited experiments with illnesses to be performed upon the condemned: gall-stones, plague etc.


	In London in 1722 Newgate prison officials offered several prisoners their freedom, as an alternative to hanging, if they volunteered to be subjects in an experiment on smallpox inoculation. 


	In  the U.S.A. this issue still arises. Would it be licit, for example, for the State to decree capital punishment via deep anaesthesia? The prisoner's consent would allow experimentaI surgery or other investigations. After a prolonged terminal anaesthesia, he would be put to death. When the medical profession become executioners they are degraded.





8.C.4 Dependent persons: prisoners, soldiers, students, employees.


	The prime concern in all these cses is that the consent must be freely given and not the result of pressures applied.


	Gaol prisoners can take part in clinical experiments. It is an opportunity for them to make some positive contribution to the welfare of humanity, in reparation for the harm they have caused to society. The major moral concern is that they consent freely and are fully informed about the nature, purpose, method and risks of the experimental procedures and any possible effects upon their health. It would be immoral if the choice were heavily weighted e.g. by substantial parole offered to a captive audience of potential "volunteers", along with the insinuation that non-consent would bring victimisation or punishment. Still less may the experimentation be enforced as part of the punitive sentence.


	The ordinary prisoner, Iike any other patient. "has no right to violate his physical or psychic integrity in medical experiments or research when they entail serious destruction, mutilation, wounds or perils." (Pope Pius XII, 14-9-52).


	Oliver experimented on his son and discovered adrenaline. Prof.Danis gave one of his student volunteers a transfusion of lamb's blood. But	where clinical trials and experiments involve dependents or students of the research staff, there must be safeguards to ensure their consent is free and unpressured. They must not feel that reluctance to be experimented upon will lead to unfavourable references, for jobs, research grants etc. Employees of pharmaceutical companies are in a similar position.





8.C. 5  Children


	Since children are not fully competent, only proxy consent of parents or guardians is obtainable. Decisions of proxy consent must be made for the good of the individual child only. With therapeutic experimentation some risk is allowable, provided it is in proportion to the benefits realisable for the sick child.


	As to non-therapeutic trials, some authors (Ramsey, W.E.May, Ashley & O'Rourke, Haring) strictly maintain that the guardian has no moral right to expose his ward to any risk at all. Others (McCormick) would allow consent to "minimum risk"  in the hope of "general benefit" from the research. Here proxy consent assumes that it includes the "presumed consent" of the minor.  The stricter, more protective opinion is preferable.





8.C. 6.  Human embryos, unborn children and live aborted foetuses


	The Catholic Church rejects any form of non-therapeutic research on human embryos. The Warnock Report (1985) proposed acceptance of experimentation up to an arbitrary 14 days' after fertilisation. It was supported by the Anglican Archbishop Hapgood of York in The Times and by several Anglican bishops in the House of Lords. Such attitudes arise from consequentialist ethical theories and a short-term pragmatic approach. 


	The moral philosophy underpinning the Warnock Report is that of David Hume. Morality is a matter of feeling, not of reason. Courses of action are good or evil depending on how the majority of people feel about them (emotivism). Warnock avoided strict utilitarianism and instead opted for a kind of sentimental utilitarianism, in order to accommodate popular feeling,  legitimize IVF and early embryo experimentation (strongly desired in order to research contraceptive vaccines). In this way, it denied any objective morality founded in human reason.


	Subjected to strong international criticism, Mary Warnock admitted her feeling that no one moral point of view is correct, and that moral objectivity does not exist. 


	The Warnock Report was a product of the utilitarian and pragmatic Anglo-Saxon mentality, dominated by  fears of sterility and the desire to satisfy some women's indiscriminate desire and professed "right" to have a child.  It paid no heed to the root causes of infertility. The interests of the putative child were totally subjugated to the desire and caprice of adults. The embryo is mere biological material, a potential (but not actual) human being 


	The Council of Europe took a saner approach. Recommendation 1046/V/1985 focussed on the use of human embryos for diagnostic, therapeutic, scientific and industrial purposes. It recognised the existence of human life right from fertilization. Embryos and foetuses should therefore be treated with the respect due to human life (No.10). It admits that "the juridical position of the embryo and foetus is precarious."


	The use of foetal tissue can only be justified for therapeutic ends. Commerce in dead foetuses should be prohibit. Any biomedical intervention upon the foetus in utero should be to aid its healthy development. Member states should prohibit the creation of embryos purely for scientific research, cloning, human embryo implantation in an animal womb or vice versa, the fusion of embryos to create chimeras, embryo sex pre-selection, ectogenesis and the creation of children for homosexual couples.


	Council of Europe Recommendation 1100/1989 repeats several of these recommendations. Experiments should be performed on animal, not human, embryos. No cells, tissue or organs should be taken from any foetus in the womb, unless to diagnose or cure some illness of the foetus. Genetic engineering is authorised only in order to diagnose hereditary diseases, cure them or avoid their transmission. It prohibits the production and maintenance of embryos, in vitro or in utero as material for scientific investigation or as banks of genetic material, tissues or organs. It forbids all trafficking, import and export of embryos, foetuses or their parts, and condemns any use of human embryonic material to make biological weapons.


	Bone marrow cells, nerve cells, liver and pancreatic tissue, as well as brain matter, have been taken from aborted babies for transplant. The risk is that in the search for undamaged tissue capable of regenerating itself, researchers will make advance contacts with abortion clinics and women considering abortion.


	For the binding duty to protect human life from conception and the deontological ethic, refer back to Ch.3-4 and Donum Vitae (C.D.F. 1987). EV 63 leaves the door open for the development of therapeutic treatments of the unborn.





8.C. 7.  Auto-experimentation


	One appreciates the bravery of medical scientists who risk their own health in the pursuit of scientific knowledge, but the same criteria as for healthy adult subjects still apply. Additionally, colleagues or superiors need to be kept informed, in case anything goes wrong.


	Hunter experimented on himself with gonorrhea, Desgenettes with the plague (and died), Danielson with leprosy, Pettenkoffer with cholera bacilli, and the inventor of LSD discovered its hallucinogenic properties by testing it on himself.	





8.C. 8.  Healthy adult volunteers in clinical trials


	While it is reasonable to give some financial reward to volunteers who give up a weekend to participate in a pharmacological study, the remuneration should not be at the level of a bribe encouraging them to risk unreasonable hazards.


-----------------------------------------------------------------------------------------------------------------------


SELF-CHECK (8.2): 


Discuss: Has a prisoner on 'death row', whose life is forfeit, the right to consent to mutilating and dangerous experiments?


Can non-therapeutic experimentation on children be allowed with parental consent? Weigh up the pros and cons.





FURTHER READING:     


Duncan, Dunstan & Welbourn, Dict. Med. Ethics,  pp.229-233 on 'Human Experiments'


B.M.A., Medical Ethics Today, pp.195-229


-----------------------------------------------------------------------------------------------------------------------





8.D.     Clinical Trials of Drugs and Vaccines


	The invention of any new drug, vaccine, surgical technique or physical treatment such as physiotherapy or radiotherapy, requires some assessment of its effectiveness in practice. Trial and error methods sufficed in past centuries, but now great emphasis is laid upon objective measurements to judge how, for example, a drug inhibits the spread of a disease. Once as much information as possible on a new drug has been obtained from laboratory trials and animal experiments, the next stage is the clinical trials.


1. First trials on healthy volunteers, in order to gather information on possible side effects, and on the dynamics and kinetics of the active ingredient in the human body.


2. Pilot therapeutic studies to test the drug's activity and safety in patients afflicted by the disease the trial substance hopefully will cure. These should furnish information on the timing of doses and the reaction of the disease. Usually they are performed on a limited number of patients, and then compared with a control group who receive either the older conventional therapy or a placebo. This is a randomised trial to eliminate the placebo effect, i.e. the psychological and sometimes physical improvement exhibited by patients who receive inactive tablets  (a proof of blind faith and mind over matter?).


3. Longer-term studies on a larger and more varied number of patients. Research into counter-indications and side-effects, interaction with other medicines, use in elderly subjects. Preferably a double blind-procedure is used, in which neither the patients nor the research workers evaluating the results know which patient is receiving which treatment. This technique eliminates both the placebo effect and any bias by the trial's assessors, who may have considerable career interest in  a successful outcome.


4. After the product has been released onto the market to a limited extent and under licence, extensive data gathering continues. Clinical studies are undertaken into additional uses or new methods of administration.	





	The use of a placebos raises a  problem. Will the health or survival of certain patients be adversely affected if they unknowingly receive no proper medicine for their ailment? If placebos were given without consent, this would constitute a breach of trust in the doctor-patient relationship. Before agreeing to take part in any trial, they must reealise that they have a 1 in 3 chance of receiving a placebo. Their malady must be none too serious and its temporary prolongation must bring neither danger to life nor risk of chronic disease.


	Recently clinical trials of the AZT drug, believed to delay the onset of AIDS symptoms in HIV+ patients, came under public criticism. Some of those who had received placebos in the trials claimed that they had thus been deprived of a substance which might have mitigated their lethal and disabling illness. More recent trials have cast doubt on the effectiveness of AZT, but used as part of a cocktail it is proving moderately effective, especially if given early on before the virus has chance to destroy all the immune system. Its manufacturers' shares move up and down on the stock market every time a new study of its (in)effectiveness is published.


	When a new therapy has proved effective, after the trials it should be offered to the control group. During double blind trials, an impartial observer must keep close track of how the new therapy is affecting patients. In the event of any severe side-effects or dangers he can alert the research team and halt the trials. Every trial needs a well designed protocol to cope with such eventualities. The danger of marketing inadequately tested drugs was clear to all after the thalidomide tragedy of the l960's.


	The value of a few new drugs has been unmistakeable from the very beginning. Streptomycin proved remarkably successful against tubercular meningitis which was otherwise 100% fatal. There were no moral objections to administering streptomycin immediately after discovery, and saving some lives at least, while watching for any concomitant problems later


	Throughout the trials the highest professional standards must be maintained. As a rule of thumb, if the physician in charge would be unwilling to let himself or a close relative participate, the trial is unethical. In 1954 some poorly prepared polio vaccine killed a number of children, and similar scandals have occasionally followed 'flu vaccinations. Because there are large vested financial interests involved in many clinical trials, strict adherence to ethical and scientific norms is all the more important.


	In the U.S. and Third World there is an additional social dimension. Trials are routinely carried out on the poorer sectors of society. The poor take all the risk for developing medicines which then only the rich can afford, at least in countries where private healthcare is the norm.





FURTHER READING:


Duncan, Dunstan & Welbourn Dict. Med. Ethics, pp.81-85








8.E.   Genetic engineering


	Here we briefly outline some current areas of research in molecular genetics and cell biology, to see what future possibilities they hold and what moral challenges they present.


	Genetic manipulation is a very useful tool for investigating biological processes. It is defined as "The formation of new combinations of heritable material by the insertion of nucleic acid molecules, produced by whatever means outside the cell, into any virus, bacterial plasmid or other vector system so as to allow their incorporation into a host organism, in which they do not naturally occur but in which they are capable of continual propagation."


	It holds therapeutic potential along with the threatening fascination of altering human nature itself.  If the 19th century was the era of chemistry, and the earlier 20th the golden era of physics - the discovery of subatomic particles, nuclear fission and fusion - today  biochemistry and genetics are the stars of the show, as they investigate the physical bass of human nature itself.


	The same techniques on the same DNA molecules can be used for bacteria, plants, animals and man. However the life of a man is not the same as the life of a yeast mould or a species of tomato. So many procedures which are ethical with non-human organisms, become pejorative manipulation when transferred to human beings. It is vital to keep in mind the great divide between ourselves and the animal kingdom. 


----------------------------------------------------------------------------------------------------------------------


SELF-CHECK (8.3):


By consulting an encyclopaedia or biology text if necessary, make sure that you understand the terms cell, nucleus, chromosome, gene, DNA, genotype, dominant and recessive genes, enzyme, protein, virus, bacteria and the mechanism by which genetic characteristics are transmitted from parents to offspring.


Read Basterra, Bioethics, pp.166-78.


-----------------------------------------------------------------------------------------------------------------------





8.E. 1.  The Human Genome Project


	The DNA (deoxyribonucleic acid) in the 46 chromosomes present in every one of the approx. 100 trillion cells of the adult human body (except gametes) specifies the genetic code and hence the physical characteristics of the individual. Every cell nucleus contains about 3,000,000,000 DNA base pairs, strung together in double helix strands, in groups forming up to 100,000 genes. The quantity of information in every cell would more than fill the Encyclopaedia Britannica. Each cell contains the whole encyclopaedia, yet "reads" only a few pages. The others are "deactivated". So a kidney cell learns to behave like a kidney cell, a blood cell like a blood cell, a liver cell like a liver cell. The cells have differentiated themselves.


	The genome is the total genetic information possessed by an individual. The Human Genome Project aims by around 2010 AD to produce a complete genetic map of all human genes - where they occur, on which chromosomes - and to work out the DNA codes for each gene. 


	This project requires labour and resources on an international scale. The Human Genome Organization (HUGO), set up in Montreux, Switzerland in 1988, has 250 members internationally. The total cost will be three billion dollars (at 1997 prices). The Cystic Fibrosis Foundation is reported to have spent £10 million over five years, decoding the 300,000 characters which make up the cystic fibrosis gene (less than 0.1% of the total human genome).  New machines can decode five million base pairs per year. By 1990 the so far complete directory of human genes had 5,710 entries, and 2,000 genes mapped to specific sites on chromosomes. 


	 If we knew the exact genetic make-up of an individual, would that constitute an infringement of privacy? And if you know my genes, you know me - perhaps! DNA testing is already useful for forensic science, but could genetic knowledge be abused by a Big Brother State?





8.E.  2.   Biotechnology and genetic engineering on plants and animals.


	Genetically altered bacteria are used to manufacture organic chemicals and drugs now on a large scale e.g. insulin, hepatitis B vaccine, interferon (used against leukaemia) and Factor 9, for treating haemophiliacs. There are new bacteria which eat toxic waste and oil slicks. Strict precautions are necessary lest new and virulent strains of bacteria or viruses be created and escape the laboratory.  


	Genetic engineering on plants and animals has produced disease-resistant crops and animals with low-fat meat and less waste. This is a more accurate and powerful form of the selective cross-breeding which agricultural scientists have engaged in for decades, with very beneficial results. The specific gene desired has first to be identified and isolated, and then transplanted into cells of the organism, using a bacterial virus vector (plasmid), or various other methods.


	Wheat, sugar beet, cotton and other crops have all been altered to make them resistant to certain herbicides or pesticides (usually those marketed by the same company). There are potatoes with an added gene which kills off the Colorado beetle. There are viruses which cause insects and caterpillars to poison themselves.


 	Many developments are aimed at the supermarket consumer: non-squashy tomatoes, long shelf-life mushrooms. Giant rats and mice are less marketable.


	In 1991, 62,000 transgenic animals (i.e. with their genetic constitution altered) were born in British laboratories alone. Once a cross-species hybrid has been achieved e.g. a geep (goat-sheep), it can be rapidly multiplied by cloning. We are going to see an increased plasticity in nature. Until now we have accepted the various species as a given fact. Now we will see them being manipulated and altered in their physical appearance. Is this man as co-creator, sharing in God's work of creation; or is it man the demonic genius, spiteing his Creator and mutating creation beyond all recognition?


------------------------------------------------------------------------------------------------------------------


TO THINK ABOUT:


Research is underway to transplant human breast cell genes into cows' udders, so that reprogrammed they produce a nearly human baby milk. What is your reaction? Try to analyse your reasons.


-------------------------------------------------------------------------------------------------------------------





8.E.  3.   Genetic engineering on human beings - manipulation or therapy?


	It is necessary first to distinguish somatic cell therapy - the correction of genetic defects in various tissue cells of the patient's body - and  germ line therapy - where the reproductive cells are altered, so that the genetic constitution of any offspring will be different.


	Thirdly there are possibilities of eugenic genetic manipulation, transplanting genes for height, I.Q, strength, physical good looks, pale skin or musical ability into human embryos?  Or fourthly, genetic enhancement, by injecting children with a genetically prepared growth hormone, to increase their size. 	





Germ-line therapy


	Up to 4000 illnesses have now been identified as caused by some genetic defect, comprising c.2% of live human births. In a few cases  the gene responsible has been identified. In theory, by using recombinant DNA to replace the defective gene early on with a healthy gene, the organism is enabled to develop normally and healthily.   Defective genes usually cause the cells to produce faulty enzyme. Enzymes are proteins which catalyse biochemical reactions. A faulty enzyme renders the body unable to synthesise or handle certain necessary chemicals or foodstuffs. Crippling disease gradually results usually ending in early death. Early therapy before the defective gene switches into operation might avoid the illness completely. 	


	An alternative therapy could involve gamete screening, followed by correction of  faulty genetic content of an ovum. The process comprises insertion of a new gene, alteration of an existing gene or excision of a faulty gene.  The ovum can then be replaced in the fallopian tube and nomal intercourse follow. There is no moral objection to this.  The same process on sperm or embryos appears to require IVF-ET or GIFT and so is morally dubious (see ch.5). If such a genetic corrections are made sufficiently early, the correct version of the genetic code is transmitted by ordinary cell division to all the cells of the developing organism.


	There is always the risk of adversely affecting the germ-line, in ways not yet understood, but causing undesired hereditary side-effects, which might be difficult to undo. Most scientists presently fee that human germ-line therapy is too risky at present, and there is an international moratorium 





Somatic-cell therapy


	An alternative technique is to transplant tissue cells containing DNA with a healthy gene into the affected organ (e.g. liver) which is malfunctioning due to defective DNA. It may be possible to treat muscular dystrophy by injecting genes into muscle tissue to prevent wasting. Work is in progress on the cancer-suppressing gene p53, which can be injected into the site of colon cancer, causing the cells to function normally and cease their out of control self- multiplication (tumour growth). The moral criteria applicable to somatic therapy are generally the same as for other forms of medical treatment.





Other beneficial therapies


	Another technique, to which there is little moral objection, is the growing of skin (for burns), bone marrow or other cells in cultures by cloning. These tissues are then transplanted back to the individual from which the original cells came.


	The genetically alteration of  bacterial cells allows the preparation of germ fragments which are not infectious, yet can act as vaccines when injected into humans, stimulating the production of antibodies. The hepatitis B vaccine was devised in this way, as is a new whooping cough vaccine and one for AIDS. A malaria vaccine would have widespread value.


	Growing white blood cells by cloning,  allows the harvesting and re-injection into a patient of  "monoclonal antibodies" to fight infections or cancers.


	One clear and absolute principle must be adhered to - the inviolability of the genome. To alter the genome of the human species by cross-breeding with animals or by incorporating large amounts of artificial genetic material is ethically unacceptable.


The uniqueness of each person must be safeguarded. However therapeutic interventions - where the genome has been damaged by radiation or carries defective genes - are not absolutely excluded by this principle. 








-----------------------------------------------------------------------------------------------------------------------


SELF-CHECK (8.4):


Draw up two columns. In the first list genetic manipulations which can morally be performed on either animals or man. In the second column, note down procedures which are permissible on animals but immoral on man.





TO THINK ABOUT:


Can adding human DNA to animal genes ever be justified? For what purposes? When would it certainly be immoral?


Should it be possible to "patent" genetically altered animals, fruit and vegetables?


If a world summit on biotechnology was planned, what do you think would need to be on the agenda?


-----------------------------------------------------------------------------------------------------------------------


Further Reading:


T.A.Shannon, An Introduction to Bioethics, pp.127-51


Catholic Bishops' Joint Committee on Bioethical Issues, Genetic Intervention on Human Subjects,  1996.


P. Dixon, The Genetic Revolution, 1993.


A. Moraczewski (ed.), Genetic Medicine and Engineering,  C.H.A. of U.S.(1983).


------------------------------------------------------------------------------------------------------------------------





8. F.     Vivisection - Experimentation on Animals


	Animal rights campaigners and the Animal Liberation Front hit the headlines occasionally, usually for attacking cattle lorries and smashing butchers' shop-windows. One would welcome an equal commitment to preventing the slaughter of unborn children, and those oppressed by military regimes, as is given to save whales, seals and laboratory animals. Is this a case where 'the good is the enemy of the best' and moral fervour has been subtly diverted by a cunning Enemy from major issues onto a matter of subsidiary importance? Nevertheless the concern for animals may function as a starting point for the construction of an ethic of stewardship towards the whole environment, to replace one of exploitation: a 'green' ethic instead of the capitalist or consumerist ethic.


	Wherever possible, potentially dangerous drugs and surgical procedures are first tested on animals, before starting clinical trials on human subjects. Undoubtedly this avoids a great deal of human suffering and damage. If we advocate humane treatment for animals, that is not to equate them to human beings with human rights, but rather to imply that humans must be rational not cruel in their treatment of animals.


	There exists a natural hierarchy of created beings. Man's intellect and free will place him at the peak of visible creation. Other creatures are subservient to his needs and legitimate designs. (Gen. 1:28). Animal experimentation has greatly benefited mankind, and made insulin available to treat diabetes, liver extract for anaemia, cortisone for Addison's disease, and perfected many surgical techniques for otherwise fatal conditions.


	In the laboratories of western Europe 25 million animals are sacrificed every year in experiments, 70 million in the U.S.A. The defenders of 'animal rights' have protested and urged other techniques not dependent upon animal experimentation. The Council of Europe concluded that the use of animals for experimental or industrial purposes is a necessary evil. Due to public pressure, regulatory bodies now oversee and sometimes limit animal experiments.


	In vivo research however is essential in certain areas - on the nervous and emotional systems, congenital abnormalities, circulatory illnesses, cancer, toxicology and a wide range of tropical diseases. Here a restriction on animal use would leave suffering human beings without remedies in the future. But when cosmetics and luxury products are being tested on animals, one's sympathies lie partly on the side of the animal rights lobby.


	A moral evil is clearly discerned when wanton cruelty is inflicted upon animals. It is unreasonable behaviour, linked to aberrations in a person's character. Aquinas remarks that cruelty to animals often leads on to cruelty to one's fellow men.


	An ethic for respect of animals needs to examine


(1) Games and spectacles with animal protagonists - bullfights, cockfighting, dogfights,        hunting with hounds etc.


(2) Ritual sacrifice of animals at religious festivals.


(3) Experiments altering the genetic make-up to produce changes in size, rate of 	


     development e.g.


		(i)  Genetic mutations induced in plants, animals and micro-organisms.


		(ii)  Alteration of the genome of a particular animal e.g. production of giant rats.


           (iii)  New species of animal life created by genetic manipulation. 		


	Any ethic concerning the treatment of animals has to decide between two opposing paradigms:


1. 	The paradigm of the specificity of man and the distinct different between man and the animals, who do not share will, intellect or the capacity to know God. Man alone is made "in the image and likeness of God" (Gen.1:26) and made master of all living things on the face of the earth. Therefore he exercises dominion over the animals and their interests are inferior to his.


2. 	The paradigm of supposed equality between man and the animals and the projection of human consciousness and feelings upon animals, or their ascription thereto. Certain pet owners almost fall into idolatry of their animal companions, preferring them to human company. It is the sentimentality of those who have grown up far removed from farm and rural life.   Occasionally one sees  a demonstrator's slogan: "Human rights for animals!" or in one case: "Animals are human too!"





	Whilst any sane person must reject the second paradigm, the first also stands in need of qualification. Man is the steward, not the owner or despot of creation. The glory of God can be seen reflected in every creature. Our attitude to animal life should be respectful not utiIitarian. An animal is not simply organic material at man's disposal, but a living creature with instinct intelligence and some capacity to form relationships.


	The essential distinction between man and the animals is found not only in brain size, but in man's spiritual capacity to rise as high as the angels or to sink much lower than the beasts. Does one find Mother Teresa among the animal world? Certainly no animal species slaughters millions of its own type in planetary wars, nor does it methodically exterminate its own in concentration camps, nor so drastically alter and adapt the environment of PIanet Earth as does homo sapiens.





TO THINK ABOUT:   Are there animals in heaven?


FURTHER READING:  Basterra, Medical Ethics, pp.345-52.








8.F.  Appendices





8.F.1    Declaration of Helsinki 1964 (revised 1975 Tokyo)





RECOMMENDATIONS GUIDING MEDICAL DOCTORS IN BIOMEDICAL RESEARCH INVOLVING HUMAN SUBJECTS





Introduction





	It is the mission of the medical doctor to safeguard the health of the people. His or her knowledge and conscience are dedicated to the fulfilment of this mission.


	The Declaration of Geneva of the World Medical Association binds the doctor with the words: 'The health of my patient will be my first consideration,' and the International Code of Medical Ethics declares that, 'Any act or advice which could weaken physical or mental resistance of a human being may be used only in his interest.'


	The purpose of biomedical research involving human subjects must be to improve diagnostic, therapeutic and prophylactic procedures and the understanding of the aetiology and pathogenesis of disease.


	In current medical practice most diagnostic, therapeutic or prophylactic procedures involve hazards. This applies a fortiori to biomedical research.


	Medical progress is based on research which ultimately must rest in part on experimentation involving human subjects. In the field of biomedical research a fundamental distinction must be recognised between medical research in which the aim is essentially diagnostic or therapeutic for a patient, and medical research the essential object of which is purely scientific and without direct diagnostic or therapeutic value to the person subjected to the search.


	Special caution must be exercised in the conduct of research which may affect the environment, and the welfare of animals used for research must be respected.


	Because it is essential that the results of laboratory experiments be applied to human beings to further scientific knowledge and to help suffering humanity, the World Medical Association has prepared the foIlowing recommendations as a guide to every doctor in biomedical research involving human subjects. They should be kept under review in the future. It must be stressed that the standards as drafted are only a guide to physicians alI over the world. Doctors are not relieved from criminal, civil and ethical responsibilities under the laws of their own countries.





1. Basic Principles





1. 	Biomedical research involving human subjects must conform to generally accepted scientific principles and should be based on adequately performed laboratory and animal experimentation and on a thorough knowledge of the scientific tradition.


2. 	The design and performance of each experimental procedure involving human subjects should be clearly formulated in an experiment protocol which should be transmitted to a specially appointed independent committee for consideration, comment and guidance.


3. 	Biomedical research involving human subjects should be conducted only by scientifically qualified persons and under the supervision of a clinically competent medical person. The responsibility for the human subject must always rest with a medically qualified person and never rest on the subject of the research, even though the subject has given his or her consent.


4. 	Biomedical research involving human subjects cannot legitimately be carried out unless the importance of the objectives is in proportion to the inherent risk to the subject.


5. 	Every biomedical research project involving human subjects should be preceded by careful assessment of predictable risks in comparison with foreseeable benefits to the subject or to others. Concern for the interests of the subject must always prevail over the interest of science and society.


6. 	The right of the research subject to safeguard his or her integrity must always be respected. Every precaution should be taken to respect the privacy of the subject and to minimise the impact of the study on the subject's physical and mental integrity and on the personality of the subject.


7. 	Doctors should abstain from engaging in research projects involving human subjects unless they are satisfied that the hazards involved are believed to be predictable. Doctors should cease any investigation if the hazards are found to outweigh the potential benefits.


8. 	In publication of the results of his or her research, the doctor is obliged to preserve the accuracy of the results. Reports of experimentation not in accordance with the principles laid down in this Declaration should not be accepted for publication.


9. 	In any research on human beings, each potential subject must be adequately informed of the aims, methods, anticipated benefits and potential hazards of the study and the discomfort it may entail. He or she should be informed that he or she is at liberty to abstain from participation in the study and that he or she is free to withdraw his or her consent to participation at any time. The doctor should then obtain the subject's freely given informed consent, preferably in writing.


10. 	When obtaining informed consent for the research project the doctor should be particularly cautious if the subject is in a dependent relationship to him or her or may consent under duress. In that case the informed consent should be obtained by a doctor who is not engaged in the investigation and who is completely independent of this official relationship.


11. 	In case of legal incompetence, informed consent should be obtained from the legal guardian in accordance with national legislation. Where physical or mental incapacity makes it impossible to obtain informed consent, or when the subject is a minor, permission from the responsible relative replaces that of the subject in accordance with national legislation.


12. 	The research protocol should always contain a statement of the ethical considerations involved and should indicate that the principles enunciated in the present Declaration are complied with.





II. Medical Research Combined with Professional Care   (Clinical research)





1. 	In the treatment of the sick person, the doctor must be free to use a new diagnostic and therapeutic measure, if in his or her judgement it offers hope of saving life, re-establishing health or alleviating suffering.


2. 	The potential benefits, hazards and discomfort of a new method should be weighed against the advantages of the best current diagnostic and therapeutic methods.


3 	In any medical study, every patient - including those of a control group, if any - should be assured of the best proven diagnostic and therapeutic method.


4. 	The refusal of the patient to participate in a study must never interfere with the doctor-patient relationship.


5. 	If the doctor considers it essential not to obtain informed consent, the specific reasons for this proposal should be stated in the experimental protocol for transmission to the independent committee.


6. 	The doctor can combine medical research with professional care, the objective being the acquisition of new medical knowledge, only to the extent that medical research is justified by its potential diagnostic or therapeutic value for the patient.





III. Non-therapeutic Biomedical Research Involving Human Subjects


(Non-clinical biomedical research)





1. 	In the purely scientific application of medical research carried out on a human being, it is the duty of the doctor to remain the protector of the life and health of that person on whom biomedical research is being carried out.


2. 	The subjects should be volunteers - either healthy persons or patients - for whom the experimental design is not related to the patient's illness.


3. 	The investigator or the investigating team should discontinue the research if in his/her or their judgement, it may, if continued, be harmful to the individual.


4. 	In research on man, the interest of science and society should never take precedence over considerations related to the well-being of the subject.











8.F. 2   Appendix II:    List of immoral acts and serious infractions of Spanish Law - Techniques of Assisted Human Reproduction, Article 20.





1. 	Fertilisation of human ova for any purpose other than procreation.


2. 	Obtaining human pre-embryos for whatever purpose by intrauterine washing.


3. 	Maintaining live fertilised human eggs in vitro longer than 14 days after fertilisation, excluding any iime during which they were cryoscopically preserved.


4. 	Keeping pre-embryos alive in order to have them as ready to-use specimens.


5. 	Trade in pre-embryos or their cells, their import or export.


6. 	Industrial use of pre-embryos or their cells, except for strictly diagnostic, therapeutic or scientific purposes, when no other means are available.


7. 	Use of pre-embryos for cosmetic or similar purposes.


8. 	Mixing the semen of different donors to inseminate one woman for IVF, or using ova of different women in one IVF or GIFT procedure.


9. 	Transfer to the uterus of gametes or pre-embryos without the necessary biological conditions for viability.


10. 	Creation of identical human beings by cloning or other procedures directed towards race selection.


11. 	Creation of human beings by cloning in any of its variants or any other procedure capable of producing several identical human beings.


12. 	Parthenogenesis, or the stimulation of the development of an ovum by thermal, physical or chemical methods without fertilisation by a sperm, which would produce only female offspring.


13. 	Selection of sex or genetic manipulation for nontherapeutic or unauthorised therapeutic purposes.


14. 	Creation of pre-embryos of persons of the same sex for reproductive or other 	purposes.


15. 	Fusion of pre-embryos or any other procedure designed to produce chimeras.


16. 	Exchange of genetic material between humans, or recombined with other species in order to produce hybrids.


17. 	Transfer of human gametes or pre-embryos into the womb of another species of animal or vice-versa.


18. 	Ectogenesis or the creation of an individualised human being in the laboratory.


I9. 	Creation of pre-embryos with the sperm of different individuals, intended for transfer to the uterus.


20. 	Transfer to the uterus at the same time of pre-embryos which have come from different mothers.


21. 	Use of genetic engineering and other procedures for military purposes, to produce biological weapons or weapons to exterminate the human species.


                c.f. M.Vidal, Moral de Actitudes II-1, 602-604, Madrid (1991).











FURTHER READING:


B.M.A., Medical Ethics Today, pp.195-229 on "Research"



































CHAPTER 9





Ethical problems in psychiatry and psychology





9.A.   Mental health and mental illness, neurosis and psychosis


	


9.B.   Psychotherapy





1. The anthropological question


2. Psychology as self-worship?


3. Ethical problems in psychotherapy - the insight therapies


1. Punishment


2. Transference


3. Free Association and  Abreaction


4. Value Systems





9.C.   Ethical questions in Behaviour control - the action therapies.





1.  Shock therapy and Psychosurgery


2.  Psychoactive drugs


3.  Operant conditioning and behaviour control.





	9.D.   Hypnosis, Narcoanalysis and 'truth drugs'.





	9.E.   Treatment of alcoholism and chemical dependency.





	9.F.    Therapy for Homosexual Persons?


1.  Gay Rights?


2.  American Psychiatric Association 1973 Decision


3.  Causes of Homosexuality and Reorientation Therapy





	9.G.    Development and diseases of the moral conscience.











OBJECTIVES OF THIS CHAPTER:





	1. To develop an awareness of the ways in which mental illness is treated, and the ethical problems inherent in these methods.


	2. To understand the insights and benefits some psychological approaches can bring.


      3. To understand the dependence of psychology on anthropology, and the ways some forms of modern psychology have abandoned scientific objectivity in order to pander to public opinion.





























9.A.   Mental health and mental illness, neurosis and psychosis


	The development of modern psychotherapy and psychosomatic medicine highlights the fact that mental health is different from physical health, although they are interrelated.  Check back to the four levels of human personality in ch.2.


	Mental disease manifests itself not by physiological malfunction, but by an inability to cope with reality. The capacity to deal with images, feelings and words is severely impaired. There is a lack of perspective, a disordered view of reality and a tendency to self-absorption. The notion of physical health is clear, but it is more difficult to specify the norm for mental health.  When society is sick, the sanest personalities appear eccentric and unconventional.


	According to G.K. Chesterton, the madman is at the centre of his own world, and has lost the ability to laugh - at himself and at the world. Humour is absent from the totally insane. But, as with physical illness, there are many degrees of mental imbalance - from mild eccentricity to total insanity. 


	What causes mental illness? It may result from physical disease, especially dysfunctions of the central nervous system or chemical imbalance in the brain cells. Severe stress, wartime trauma, grief and breakdown can provoke it.  Environmental and social influences play a part: a healthy child may acquire prejudiced views of and neurotic reactions to reality from his family and other role models.


	While medicine treats the biological level of the human being, psychology focuses on the emotional and mental life. Even so, an experienced G.P. needs good psychological insight in handling his patients. Physiological and psychological health do not add up to a 100% healthy human being - that is the fallacy of psychologism. The higher moral and spiritual levels of the human personality must be correctly oriented for the total and integral well-being of the person.


	What then is the task of psychiatry? It has the modest goal of helping patients to acquire sufficient self-understanding and emotional integration to free them from unconscious psychological compulsions and emotional pains, which interfere with practical daily life. Once healed, they will perceive the world more normally, have a wider subjective area of freedom and be more responsible for the results of their actions.


	Mental and personality aberrations are classified as either psychoses or neuroses. By neurosis we mean the relatively minor disorders of the psyche in which personality and the general behaviour pattern remain substantially intact. A neurotic person may suffer appreciable emotional pain or depression, but retains the ability to distance himself from the problem and to analyse it. He knows he is ill, even if alone he cannot do much about it.


	The psychoses, by contrast, are deeper, more prolonged behaviour disorders such as schizophrenia and the manic-depressive states. The psychotic is unable to distance himself from his sickness: he cannot discern his mental impairment from a realm of freedom and responsibility i.e. he is ill but does not know it. In milder cases, there may be a degree of freedom and the patient can distinguish somewhat between the games of his psychopathology and his personal decisions.


		Häring (op.cit.155) distinguishes somatogenic disturbances - arising from within the body;  psychogenic - of mental origin; and nöogenic - of existential origin, related to values and meaningfulness.


-------------------------------------------------------------------------------------------------------------------


SELF-CHECK (9.1): 


Read  B. Häring, Medical Ethics, pp. 155-70.


How does neurosis come about, and how - paradoxically - may it be a pointer towards spiritual health?





FURTHER READING:


Ashley & O'Rourke, Healthcare Ethics (3rd ed.) pp.328-32; (4th ed.) pp. 355-64


-------------------------------------------------------------------------------------------------------------------





9.B.      Psychotherapy





9.B.1.   The anthropological problem  


		Whereas academic education develops rational, conscious human capacities, psychotherapy focuses on the psychic processes which underlie consciousness. The major problem is the anthropological question (ch.1) about the nature of man himself. As Christians we believe that "Christ reveals man to himself."   Module 2 explains the various psychological schools of thought in what is a fragmented and splintered science with a profound anti-religious bias. Sharp differences of opinion and clinical practice separate its practitioners, be they disciples of  Freud, Jung, Adler, Piaget, behaviourism, transactional analysis,  or the "self-actualisation" Americans: Rogers, Maslow, May and Fromm. The New Age movement has popularised various psycho-religious techniques. In Christian circles the Myers-Briggs tests and Enneagram have become very popular for the understanding of personality types they afford.


	With such a variety of outlook, it is essential to know where a particular technique or therapist is coming from. On what value system and anthropological model is his therapy based? The classical Freudian view, for instance, is incompatible with Christianity:  total determinism by the unconscious, where all unconscious strivings are at root libidinal (sexual). It respresents a form of pan-sexualism, the mistaken but widespread belief that every problem is at root an unsatisfied sexual desire. The Freudians, like the Behaviourists, fail to note that to influence is not to compel. The dynamic unconscious is one of several factors influencing the human will without forcing it.


	Psychotherapy aims to help patients understand their own behaviour and its affective sources (e.g. childhood experiences). It deals with the lack of co-ordination between the rational level (in Jungian psychology also the spiritual level) and the emotional-psychological level of the personality. The psychoanalytical schools assume too readily that knowing why the patient acted irrationally or had emotional difficulties, will automatically enable him to overcome these problems and act rationally. Often this is not the case. Previously you were ill and didn't know why: now you know why, but you are still ill! Psychological restructuring is essential - the breaking of old habits and formation of new ones. Psychoanalytic methods are very expensive and time consuming, something therefore of a preserve of the well-healed.  Healing is largely dependent upon the personal relationship with a therapist who is a sensitive, realistic and caring person. Some Christian psychiatrists have noted marked improvements in the effectiveness of their therapy when they began to use prayer with patients who were open to it - in particular, prayer for the healing of memories. For a fascinating conversion from Freudian psychoanalysis to Christian psychoanalysis see Dr. Alphonsus Calabrese, The Christian Love Treatment, N.Y. 1975.





9.B. 2. Psychology as self-worship?


	For modern western man, psychology has partly displaced spirituality. An important question then is whether fosters a subtly egotistic ethos of self-perfection, self-fulfilment, self-adoration by the 'perfect' psyche. Or does it encourage the worship of Almighty God and service of one's fellow human beings?


	Rieff (The Triumph of the Therapeutic, 1968) accuses psychology, especially Freudianism, of being a product of the middle classes in opulent western countries, who profit from capitalism and use their analysts to quieten their guilt.  The abundance of goods and the anonymity of social structures contributes towards much greater sexual permissiveness. The person produced by psychoanalysis, alleges Rieff,  is one who lives for a constant succesion of intensely satisfying experiences, without any ultimate goal beyond self-fulfilment. He/she is highly autonomous in feeling no guilt about seeking personal satisfaction in every situation. Others must look after themselves. He can move from one satisfying, intimate relationship to another without any sense of loss: hedonistic, goalless, conscienceless, individualistic in the extreme, committed only to achieving the freedom to do what he pleases.


	Bloom (The Closing of the American Mind) finds his college students fit the bill: highly self-centred and devoid of commitment to family, religion or nation. He remarks: "Once Americans had become convinced that there was a basement to which psychiatrists had the key, their orientation became that of the self, the mysterious true unlimited center of our being. All our beliefs issue from it and have no other validation."


Vitz (Psychology as Religion: the cult of self-worship) accuses psychology of having promoted selfism and self-admiration on a massive scale, mortally wounding society.  








9.B. 3  Ethical Problems in Psychotherapy - the insight therapies





(i)     Psychotherapy should not be used as punishment for criminal acts. If a person was mentally ill when he committed a crime, then he is not at all or only partially responsible for it. A psychiatrist in court testifies only whether the defendant's freedom was so damaged by neurosis or psychosis that he cannot be held responsible for the crime. If so, the defendant may be confined to a psychiatric hospital for treatment or to protect society.


	Like the medical and priestly professions, it is not the psychiatrist's role to be involved in administering punishment. The distinction between therapy and punishment must be maintained, just as physicians have refused to give the lethal injection for capital punishment. In prisons a psychiatrist's role should be limited to diagnosing inmates who develop mental illness and require occasional treatment; and helping the management to organise the prison regime in ways that make for good mental health and discipline.


	The use of psychiatric skills for the punishment and suppression of political dissidents, as was common in the U.S.S.R., is a gross abuse of power.





(ii)    Transference.   Psychoanalysis involves the client emotionally with the therapist, often in a type of child-parent relationship. The therapy indeed depends upon trust. Sometimes an element of erotic love enters. Neurotic patients, ridden with anxiety, instinctively seek someone on whom to depend. The patient's very vulnerability invests the therapist with particular responsibilities. The goal of the psychotherapy is restoration of the freedom and autonomy of the subject. The therapist must avoid any manipulation, any inclination to seek gratification or admiration from the patient. He must maintain professional secrecy and be truly concerned for the patient. Some defend sexual relations between therapist and patient as potentially therapeutic, but the American Psychiatric Association condemns them as unethical.





(iii)    Free Association and Abreaction is a process which involves the 're-living' of past conflicts on the psychiatrist's couch. The patient engages in 'free association' - the spontaneous verbalising of all that comes to mind without organising or censoring the material. In this way buried memories and repressed material are gradually released, with the purpose of integrating them into consciousness.


	Abreaction is the name given to this rational observation by the patient of his past strivings and behaviour. With the therapist's help he comes to a better understanding of his own character and nature. Stirring up the unconscious may result in emotional upheaval or moral crisis if the analyst is not able to handle the problem. The psychiatrist should be sure he knows "how to put a mind together again' before he 'takes it apart'.


	In free fantasy the patient may recall sins and temptations, illicit sexual activity or hostility and destruction. Is this entering into an occasion of sin'? It is immoral to evoke the past in such a way as leads to deliberate indulgence in unchaste or violent desires. Some non-directive therapists may permit this, but the rightful purpose of abreaction is to return to some past sin or mistake so the patient may understand how he failed to resolve it correctly, and to face it more honestly.





(iv) Value Systems - to accept is not to approve


	A cardinal rule in modern psychotherapy and counselling seems to be a non-judgementaI or accepting attitude towards the patient. Certainly in a climate of empathy and emotional security, the neurotic person may open up whereas a judgemental attitude is perceived as threatening and the therapy is fruitless.


	The non-directive approach never justifies the approval of objectively disordered behaviour e.g. it would never be right to recommend masturbation or extra-marital sex to overcome inhibitions or anxiety. The end does not justify the means. "One may never counsel a conscious action which would be a deformation, and not an image of the divine perfection" (Pius XII, 13-4-53, Discourse to Psychotherapists).


	Is the therapist ever permitted to try to change the patient's value system? This is a hotly debated issue in psychoanalysis. Distortions in his value system often underlie the disorder. In Freudian terminology, the patient's superego has incorporated parental or societal values but the ego has not appropriated them. The result is neurosis. The therapist's task is to help the client grow in basic human values - truthfulness, honesty, courage, patience, realism.  These are intrinsic to the therapy itself. He is not there to provide a complete ethical system for the patient but to help him  be free of illusion and neurosis, so that he can make judgements according to his own conscious, rational system of values.


	 Certainly it is not the psychiatrist's role to convert patients from one religion or philosophy to another, to turn unbelievers into Muslims or Catholics into Protestants. If the therapist realises that the client's values are erroneous, he may urge him to consult an ethical advisor - clergyman, lawyer or friend. The therapist should not take responsibility for the client's decision, nor appear to be condoning immoral behaviour. The client may be only too eager to shift responsibiIity and guilt onto the therapist if he is given the chance.


		"Clients should trust their therapist not as omnipotent fathers, but only for their limited skill. Clients also should receive guidance at the ethical (political and social) and spiritual levels from others as soon as they become sufficiently free emotionally to do so." (Ashley & O'Rourke, p.344).


	The antipsychiatric school of writers, however, accuse psychotherapy of being a tool to adjust patients to the disordered value system of their aberrant society.





FURTHER READING: 


Ashley & O'Rourke, Healthcare Ethics (3rd ed.) pp.328-345; (4th ed.) pp.369-76





9.C.    Behaviour Control or Action Therapies


	Since the 1930s there have been attempts to treat severe psychological dysfunctions through the effect of chemicals or electricity on the central nervous system. Medication, electroconvulsive therapy (ECT) and psychosurgery are of some value, although the exact mode of operation by which each works is unclear.





	Psychosurgery is the surgical destruction of parts of the brain. The original operation was Standard Prefrontal Lobotomy in which the frontal lobes were separated from the remainder. It was used for schizophrenia when no other treatment was available in the 1930-40s, but became obsolete in the 1950s with the discovery of effective pharmacotherapy.


	Lobotomy brought relief from emotional tensions and crippling anxiety, probably by disconnecting thought from emotional response. Prior to surgery, thoughts, delusions or hallucinations induced panic in patients. After the lobotomy they experienced very little emotional response. The procedure was severely criticised because it induces severe personality changes -  blunts all emotional response, causes inertia, reduces attention span and interferes with the power of judgement, leading to a lack of social concern and affection.


	Pius XII warned against the dangers of psychosurgery: Consent may not be given to medical procedures which alleviate physical or psychic sickness but at the same time "involve the destruction or the diminution of freedom to a considerable and lasting extent, that is to say, of human personality in its typical and characteristic functions. In that way man is degraded to the level of a purely sensory being - a being of acquired reflexes or a living automaton. Such a reversaI of values is not permissible." (13-9-52).


	This was not a condemnation of all psychosurgery, only of those destructive procedures where the personality is irreversibly altered for the worse. More precise interventions have been developed e.g. very localised and accurately placed lesions in a selected part of the brain, the use of ultrasound, electrical coagulations or implanted radium or yttrium seeds. Psychosurgery is still used for the alleviation of severe depression, tension, anxiety and obsessional symptoms when all other treatments have failed.





	Electroshock treatment or electro-convulsive therapy is rejected by many hospitals, but still considered worthwhile for some types of depression.  ECT is "the utilization of electrically induced repetitive firings of neurons in the central nervous system . . to treat psychiatric illnesses such as the affective disorders of depression and mania or psychiatric symptoms such as psychosis or catatonia."  It temporarily produces  extensive memory loss and a general state of psychic disorganisation. This apparently enables some patients to break out of fixed patterns of fantasy and feeling and to start to respond more normally.


	More sophisticated is electrical stimulation of the brain (ESB). Electrodes are implanted in the brain to control certain actions and responses by means of electrical stimuli. It is a form of behaviour control, which conditions the patient to discontinue a personally or socially undesirable activity. ESB and lobotomy should never be considered ordinary treatment for gaol prisoners. Signs of organic brain pathology should be present before any psychosurgery is approved.





 	Psychotropic or psychoactive drugs alter thoughts, imagination, emotions or perceptions, or cause feelings of alertness, drowsiness, aggression etc. Alcohol, cannabis, tranquillisers, caffeine and nicotine come into this category at the milder end; LSD, morphine, and the hard addictive drugs at the other extreme.


	The medical use of psychotropic drugs is effective in tranquillising patients in manic states or uncontrollable anxiety;  reducing mental confusion and dissociation, especially in schizophrenia;  lifting certain types of depression.


	Although such drugs tackle the symptoms rather than the root causes of psychological illness, they help to prevent a patient being hospitalised with all the negative associations that involves. Drugs are easily discontinued, unlike psychosurgery where the effects are irreversible. The effectiveness of drugs implies that brain biochemistry and pharmacology are major factors in mental health.


	The general principle for drug prescriptions is that the most effective and appropriate remedy must be used. Many drugs produce harmful side effects, so a benefits vs risks analysis has to be made for each patient. The novelty of a newly-arrived drug does not necessarily make it superior to older, less advertised preparations. The system of drug companies paying doctors retainers and fees is dubious if it leads to patients not receiving the drug which is best for them. Other things being equal, the cheapest drugs should be used, whether the patient or the State is footing the bill. Sometimes basic medicines are marketed under high sounding trade names at inflated prices. The medical profession have a duty to protest at such profiteering.


	Drug abuse arises when drugs are administered or self-administered by the wrong people for invalid reasons. The use of alcoholic beverages for relaxation or pleasure is not ethically wrong, provided there is no overindulgence or irresponsible behaviour. Moderate use provides some relief from the strains and tensions of life amidst convivial company - "wine to gladden man's heart". All need to avoid becoming dependent or addicted to such drugs.


	The extent to which psychoactive drugs are used in society is itself a matter for concern. When so many depend upon one drug or another,  be it valium or Ecstasy,  society is way out of balance. Now it is not only people who are severely ill and unable to cope with their emotions who take anti-psychotic, anti-depressant and anti-anxiety drugs. Many "normal" people rely on tablets for stress, anxiety, depression, insomnia etc. There is a vast market for proprietary medicines sold over the counter. Is a change of lifestyle needed, rather than leaning on drugs like a zimmer-frame? To keep taking the tablets is easier than spiritual and psychological metanoia. Drugs dependency diminishes human dignity and freedom and ought to be avoided.





 	Operant conditioning has grown out of the behaviourist school of psychology. Behaviourists reject the notion of the subconscious, so beloved of psychotherapy. They treat human behaviour simply as the result of conditioning. The physical and social environment has educated human beings to behave in a certain way  by a series of rewards and punishments, which suppress some modes of behaviour and reinforce socially desirable conduct.


	Action therapy is a process of reconditioning the patient: a re-education by external rewards and punishments e.g. painful electric shocks. Also there are desensitisation procedures to help a person overcome a dominating phobia.  By repeatedly imagining a dreaded situation and coming to terms with it, the anxiety level diminishes.


	"Re-education" recalls to mind North Vietnamese, Khmer Rouge or Chinese prison camps where non-communists were taught to think as their communist masters desired. Conditioning techniques are dangerous in the wrong hands. Advertisers try to manipulate our fantasy life,  presenting their mundane products as the key to total human happiness. Fortunately ploys like subliminal advertising have been banned, but vigilance is always necessary. 


	The behaviourist Skinner denies the power of free will or choice. He believes all human activity is shaped from birth by environmental forces. "Freedom and dignity are myths that are preventing us from seeing how continually and subtly we are being shaped by our environment." Behaviour for the masses is determined and inculcated by an elite group of managers. Whether they would obligingly inculcate his own humanistic values or a more unpleasant political creed is something he fails to consider. Haring notes: "Skinner seems absoluteIy unable to distinguish between manipulating persons and their minds and, on the other hand, engaging in genuine liberating dialogue. The categories of freely acquired convictions and respectful dialogue are totally absent in his technical, manipulative world-view." Skinner's view of humanity is utterly non-Christian and easily leads to the degrading treatment of persons.





	Ethical Guidelines for the use of Behaviour Control:   The rules of free and informed consent must always be strictly adhered to in operant conditioning, psychoactive drugs and psychosurgery. Competent adults have the right to refuse treatment. Even in gaol or in enclosed institutions their consent is essential before treatment can begin.


	For incompetent persons  guardians or next-of-kin must decide whether or not to grant consent. Risks and benefits need to be carefully weighed up. Children, prisoners and people with a low sense of awareness (low I.Q. or mental handicap of some kind) should not be subjected to experimental behaviour control. Nor may proxy consent be given unless the treatment is primarily therapeutic and aimed at their personal benefit. 





FURTHER READING:


Duncan, Dunstan & Welbourn, Dict. Med. Ethics, pp.361-364, 'Psychosurgery' and pp. 151-2, ECT


Ashley & O'Rourke, Healthcare Ethics (3rd ed.) pp.345-351; (4th ed.) pp. 364-9.














9.D.   Hypnosis, narcoanalysis and "truth drugs"


	The Greek hypnos means sleep, but the hypnotic state appears to be a special type of consciousness where as a result of intense concentration the subject becomes extremely susceptible to the hypnotist's suggestions. The B.M.A. and A.M.A. agree on this definition


"Hypnosis is a temporary condition of altered attention in the subject which may be induced by another person, and in which a variety of phenomena may appear spontaneously or in response to verbal or other stimuli. These phenomena include alteration in consciousness and memory, increased susceptibility to suggestion, and the production by the subject of response and ideas, unfamiliar to him in his usual state of mind. Further, phenomena such as anaesthesia, paralysis and the rigidity of muscles, and vasomotor changes can be produced and removed in the hypnotic state.''


	Much of the Church's past reserve towards hypnosis was due to its apparent association with spiritualism and occult practices. Hypnosis today is used in three major areas -


(a) psychosomatic disorders, where emotional and psychological factors result in disturbance of bodily functions. Suggestion under hypnosis may bring relief. 


(b) psychiatric disorders. Hypnosis has been used to treat various hysterias, obsessions, anxiety states, phobias and neuroses, but not psychoses.


(c) the relief of pain during childbirth, dental extraction, and terminal cancer are all cited examples of successful hypnosis.


	The A.M.A. conclude that "the utilisation of hypnotic techniques should be restricted to those individuals who are qualified by background and training to fulfil all the necessary criteria that are required for a complete diagnosis of the illness which is to be treated."


	The character of the hypnotist is crucial to the morality of the proceedings. There is an unconcluded debate on whether a person can be compelled under hypnosis to comply with actions against his wishes, or to commit sin. There is a documented criminal case where a bank robbery was committed after hypnotic suggestion. The hypnotist was convicted as an accomplice while the subject was considered mentally deranged. Others insist that subjects refuse to act out under hypnosis suggestions which they would reject in their waking state.


	Hypnosis brings us to the edge of quackery. Lay hypnotists, quite unqualified, advertise their skills as a cure for everything from smoking to sexual impotence. Stage hypnosis is widely condemned as an unjustified public intrusion into the psyche and a violation of the dignity and autonomy of man. It does no credit to either performers or spectators. There is a danger that in front of the footlights, the hypnotist may forget to take out the suggestions implanted during hypnosis. The A.M.A. declares "the use of hypnosis for entertainment purposes is vigorously condemned." The hypnotist may grow to enjoy and savour his power over individuals, and eventually confuse himself with God Almighty.


	Pope Pius XII stressed that hypnosis is a serious matter, not to be dabbled in by amateurs, laymen or ecclesiastics. It is an object of professional scientific research or a technique for use by qualified medical personnel. The normal rules for consent and benefit to the patient outweighing any risks must be applied.


	The use of hypnosis during psychotherapy to probe back into a person's past requires strict ethical standards. The psychotherapist must be fully qualified and experienced, full consent must be given by the patient. Due care and respect must be granted the subject, and professional secrecy strictly observed especially in the disclosure of confessional-type matters. The therapist must be careful because a hypnotised patient is extremely susceptible to suggestion and may not distinguish between the recall of past sexual fantasies and present reality - resulting in accusations of sexual misconduct against the therapist.


	On the negative side, hypnosis may mask symptoms rather than cure disease.   Repeated or prolonged hypnosis is harmful, The patient may become too personally dependent on the hypnotist.  Inadvisable post-hypnotic suggestions are a possibility, and over-deep hypnosis during childbirth may damage mother-child bonding.





	Narcoanalysis is an extra tool in psychotherapy. With the patient's consent, barbiturates like Pentothal are administered intravenously. This induces a semi-conscious state, weakens inhibitions and removes emotional blocks.The patient can talk freely about the repressed situations which have caused his neurosis  Often he will relive an entire, frightening episode of the past. The psychiatrist's role is skilfully to direct this remembering process. As the effect of the drugs wears off, the patient gains insight into his root problems and background, and the psychiatrist helps him  to tackle them.


	There are some dangers connected with the suggestibility of the patient under narcosis. The treatment must be carried out by a competent professional who takes no unjustified risks and respects the patient's personality. It is inexcusable to make harmful suggestions to the patient or to adversely affect his religious and moral convictions. Professional secrecy must be scrupulously observed concerning revelations made under narcoanalysis. In publishing case-histories every care must be taken so that the person cannot be identified.


	In some countries barbiturates and amphetamines are used to extort confessions in police interrogations. This use of so-called 'truth drugs' is an infringement of personal freedom and should be condemned. The use of drugs in 'brain-washing' in totalitarian regimes should never be assisted by any member of the medical profession. It has nothing whatever to do with the mission of the doctor as healer.


-------------------------------------------------------------------------------------------------------------


SELF-CHECK (9.2):


What advantages and what dangers can you see in the use of hypnosis or "truth drugs" with consent, in criminal investigations by the police? - even to enable a suspect to establish his innocence. 


----------------------------------------------------------------------------------------------------------------





9.E.   The treatment of alcoholism and chemical dependency


	


	Referring back to ch. 2 and the four levels of the human personality, we must fist ask some fundamental questions before any treatment is proposed. 


1)   Is the addiction a biological disease? Is the body chemistry altered by repeated abuse of alcohol, heroin, cocaine etc? Have organs been permanently damaged or the brain chemistry altered? Are some people more genetically disposed to this than others?


2)   Is it a psychological disease? Does excessive craving for the drug, - severe depression without it, euphoric with it - dominate the addict's emotional and psychological life?


3)   To what extent is it a moral and social disease? Is it an escape from unbearable family problems, grief, divorce, unemployment, frustration. Has a collapse in personal relationships inclined the person to seek solace in the drug, or has the very addiction produced the breakdown in family, friendships and behaviour towards society (e.g. stealing and mugging to obtain money for drugs).


4)   How far is there a spiritual component in the addiction? Has spiritual deterioration set in, with increasing egocentrism, self-deception, neglect of family and work, resentment and cynicism. Has drug abuse opened up ways in which malign spiritual powers have been able to gain influence or control over areas of the personality? Is deliverance ministry needed, exorcism of the simple and private variety, and prayer to invoke the infilling of the Holy Spirit? Is recourse to the Sacrament of Reconciliation necessary to find release from sin and guilt? The Anointing of the Sick will strengthen the addict physically and morally. Regular Holy Communion nourishes and strengthens the soul and will.


	One component of chemical dependency is hedonism, the search for pleasure to an unreasonable degree. Even ascetic people can fall victim to alcoholism, possibly when they lack healthy pleasures in their lives. Gradually the person becoming addicted, in tension or frustration, indulges in substance abuse and the physical pleasure, relaxation and euphoria it brings, Unfortunately this solves nothing. The problems and stresses remain next morning, plus an increasing sense of guilt and helplessness. More and more drug is consumed to blot out the guilt and remorse. Various mechanisms of denial and rationalisation are employed, so that the victims become increasingly unable to see the consequences of their behaviour.





	Physiological addiction requires increasing doses of the addicting substance to obtain the same physical effect. The addict behaves "normally" (after a fashion) when the drug supply is assured, but becomes irrational and aggressive when deprived (c.f. tobacco smokers). Withdrawal symptoms can be very serious. Alcoholics dread the 'delirium tremens.'  "Cold turkey" withdrawal from heroin can be so severe as to cause death, because the body is so accustomed to the external supply of opiates that it can no longer synthesize its own endomorphines.  Heroin addicts are usually prescribed a less addictive substitute - methadone - either temporarily or permanently.





	Psychological dependency can exist without the physical. It results from a learned conditioned behaviour pattern that leads the victim to anticipate the pleasure and relief of tension, even when there is little permanent modification of the physiological system. Cannabis was long proclaimed to be in this category and non-addictive, but there have been scientific papers suggesting that it subtly alters brain chemistry to induce a passive, inactive and literally 'dopey' lifestyle.





	Admission of responsibility is an essential part of the therapy of drug addiction. The exact apportioning of moral guilt is not easy. To what extent was the addiction at the beginning voluntary? Was there peer group pressure, or pressure of unbearable living circumstances with no community help offered? Were there unconscious inner compulsions? As the addictive behaviour increases, the component of freedom and moral choice diminishes, and the addict becomes ever more enslaved to his need for the next fix.


	Only when he realises he has reached rock bottom and is willing to seek help, can something be done. Family, friends and employers have an ethical responsibility to try to bring this about. Such is the nature of dependency that it is most unlikely to come about spontaneously. Covering up or making excuses in an attempt to endure the addictive behaviour contributes to the problem and delays the crisis coming to a head. Family and friends, who have detailed evidence of the seriousness of his condition, are the best people to intervene decisively and persistently in a supportive rather than a  judgemental manner, until the addict accepts treatment. . The stages then needed are:


(1) Admission into treatment.


(2) Compliance with treatment - although hidden defiance and resistance are still 	common.


(3) Inner compliance and acceptance of the real need for change, probably with 	unrealistic expectations of a quick cure.


(4) Surrender - a more realistic view and understanding of the responsibility for                      lifelong change.


This complex situation cannot be reduced to simply a moral or sociological or medical question. It has multiple facets which all demand recognition - moral responsibility, psychological compulsion, life and social circumstances, biochemical predispositions.


Therapeutic measures for alcoholism usually involve detoxification and at least a month of intense group psychotherapy, followed by two years of outpatient follow-up. Narcotics addiction requires longer in hospital, and ideally a social environment afterwards where temptation is far removed. Some Christian communities have been set up to help ex-addicts to build new lives far away from those city streets, where they are likely to fall back into drug-pushing and addiction.


------------------------------------------------------------------------------------------------------------------------


SELF-CHECK: (9.2):


Read about this area in B. Häring, Medical Ethics, pp.175-84  or


Duncan, Dunstan & Welbourn, Dict. Med. Ethics, 146-150 on 'Drug        


  Dependence' and 14-19 on 'Alcoholism.' or


Ashley & O'Rourke, Healthcare Ethics, (3rd ed.)  pp.351-355; (4th ed.) pp.384-7


------------------------------------------------------------------------------------------------------------------------





9.F.    Therapy for homosexual persons?





	Homosexuality is classically defined as a persistent and predominant attraction of a sexual-genital nature to person's of one's own sex. "Persistent" signifies that it has lasted beyond a transitory adolescent phases. "Predominant" indicates that there may be a lesser degree of interest in the opposite sex. Bisexual persons engage in relationships with either sex, and there is discussion as to whether they are fundamentally heterosexual or homosexual.  In which direction do their main emotional needs lie? And is there a continuum between the two orientations?


	It is necessary to distinguish between compulsive homosexuality, symptomatic homosexuality, and situational or episodic homosexuality (Socarides). The latter is practised by those who are basically heterosexual, but find themselves in situations where the opposite sex is not available, for example in prisons, asylums or on board ship. Surveys suggest 1-4% of the general population are exclusively or predominantly homosexual.


	This leads us to ask: is sexual orientation something fixed and given, for the course of one's life? Is it a matter of choice or acquired behaviour? Or is it plastic, adaptable and changeable? See ch.5.F. on the development of sexuality in the embryo.





9.F. 1. Gay rights?


	In 1960 the western world frowned upon homosexual activity of any kind. Laws prohibited homosexual acts, and although there were few prosecutions, the matter was considered shameful and scandalous. Homosexual persons usually concealed their sexual preferences carefully, and at least outwardly, conformed to the heterosexual norm.


	By 1998 much has changed. Many now suppose that homosexual and heterosexual relationships are on the same level, purely a matter of personal sexual preference. The State and the Law do not wish to interfere in private behaviour. An alternative "gay" culture has grown up: bars, shops, discos. Colleges offer "gay and lesbian studies", bookshops have sections dedicated to "gay and lesbian literature" Academics write "gay history" and discuss "gay art."


	Homosexual activists portray themselves as a long-persecuted minority who are only now being properly recognised and accepted by society. Some churchmen and theologians advocate long-term stable gay relationships, conduct "gay weddings" and write about "gay spirituality." Sex education programmes inform adolescents about "safe" gay sex practices as well as heterosexual sex, all in a "non-judgemental, value-free" manner. Only the homophobe will not agree that "gay is good." The Anglican communion is riven on the issue, and has reached an uncomfortable compromise by declaring that homosexual relationships are allowable for the laity, but not for the clergy.


	It is remarkable how rapidly a nation's attitudes can be changed, and centuries-old beliefs peremptorily abandoned.  How has all this come about?  


	The key issue is this: is homosexual orientation and practice a normal variation of sexual taste, or is it a disorder? One's answer to this question will largely depend upon  one's attitude to sexuality in general and one's philosophical or religious convictions.


-------------------------------------------------------------------------------------------------------------------


SELF-CHECK (9.3):


1. Read the Catechism of the Catholic Church 2357-59 and  the C.D.F. document Persona Humana, sect. 8 (1975) in Flannery, op.cit.vol.2, 486-504. Ponder what the Catechism means when it refers to a lack of genuine sexual complementarity.





2. Check the scriptural passages which mention homosexual behaviour: Gen. 19:1-11; Lev.18:22 and 20:13;  Rom. 1:27;  1 Cor.6:9;  1 Tim.1:10. Some allege that these passages only condemn heterosexual persons who commit homosexual acts, not homosexuals for whom such acts are natural. How would you respond?





3. Further reading:  Peschke, Christian Ethics vol.2, pp.431-9;


and C.D.F., On the Pastoral Care of Homosexual Persons (1986)


--------------------------------------------------------------------------------------------------------------------





9.F. 2.  American Psychiatric Association 1973 Decision


	Psychologists and psychiatrists had customarily treated homosexuality as an abonormality or even a mental illness. It was listed as such in the APA's official publication, the Diagnostic and Statistical Manual of Psychiatric Disorders.(DSM)


	Irving Bieber, who specialised for many years in the therapy of homosexual persons, believed that a fundamental factor in male homosexuality was the lack of a warm relationship during childhood with one's father. Out of more than 100 client interviews, not a single male homosexual reported a satisfactory bond. He regarded it as a "developmental abnormality." 


	In 1970 the APA Annual Meeting was picketed by gay activists, demanding that the description of homosexuality as a mental illness be dropped from the DSM, and recognised instead as a normal alternate psychosexual development.  After three years of strong pressure, during which many members felt caught between upholding an appraisal based on scientific evidence, or contributing to unfair discrimination, a referendum of members voted approximately 6:4 to drop homosexuality as a mental disorder. They explained their decision thus:


	"The crucial issue in determining whether or not homosexuality per se is to be regarded as a mental disorder is not the etiology of the condition, but its consequences and the definition of mental disorder. A significant proportion of homosexuals are apparently satisfied with their sexual orientation, show no signs of manifest psychopathology (unless homosexuality, by itself, is considered psychopathology) and are able to function socially and occupationally with no impairment. If one uses the criteria of distress or disability, homosexuality per se is not a mental disorder. If one uses the criterion of inherent disadvantage, it is not at all clear that homosexuality is a disadvantage in all cultures or subcultures."


	Nevertheless, four years later in a medical journal survey, 69% of psychiatrists still agreed that homosexuality is usually a pathological adaptation, as opposed to a normal variation." 





9.F. 3. Causes of Homosexuality and  Reorientation Therapy


	If homosexual orientation is not a disorder or an abnormal development, why try to cure it? Some gay organisations bitterly oppose the mention of any "therapy" which claims to "treat" their condition and help them to become heterosexual. They deny the "heterosexual norm." On the other hand, if it is a fact that homosexuals can be permanently converted to heterosexual orientation, this would prove that sexual orientation is not an absolute given in life, but is influenced by one's background and one's own choices. Conversely it would imply that heterosexual individuals could acquire homosexual tastes, and that talk of the "corruption" of young men by predatory homosexuals might on occasion have some truth in it.


	So, the next question, does reorientation therapy work?


	Gerald van den Aardweg over 20 years has treated more than 200 homosexual men and 25 lesbians with his "anticomplaining therapy." Of 101 who began in 1968, 43 discontinued treatment within 8 months, but of the 58 who persevered, 11 experienced radical change (no homosexual and normal heterosexual interests during at least two years follow-up period). 26 experienced satisfactory change (heterosexual interest prevailing, but occasional strong homosexual upsurges in fantasy).  11 showed minor change (no more homosexual interests, but weak heterosexuality); and 9 showed no lasting improvement even after three years therapy.


	Aardweg holds that homosexuality is an expression of inferiority feelings which emerge around puberty. Filled with self-pity and feeling inferior to the same-sex whom he admires and idolizes, the boy or girl attempts to have contact with such persons. This craving is a passionate attempt to possess what he/she feels is lacking in him/herself.


These feelings persist into adult years. Aardweg believes homosexual inclinations are learned, not innate, and points out that research on endocrine and genetic causes of homosexuality has so far produced very meagre results. He speaks of "the self-pitying child within the adult" homosexual, and observes an autopsychodrama of infantile self-pity in homosexuals of varying cultural backgrounds, and in the published biographies of Wilde, Gide and Proust. (Homosexuality and Hope, Ann Arbor, 1985; On the Origins and Treatment of Homosexuality, New York 1986).


	Such a reorientation can also be religiously mediated. The Pattison study followed eleven white men from a Pentecostal church who made the transition from homosexuality to heterosexuality without formal therapy. They had all experienced homosexual tendencies before the age of 15. The significant change occurred over four years, and the average age of transition was 23, and six of them married.


	Elizabeth Moberly, coming from the depth psychology school, suggests that a homosexual orientation " does not depend on a genetic dispositional hormonal imbalance


or abnormal learning processes, but on difficulties in the parent-child relationship, especially in the early years of life."  In her estimation, the homosexual person has been unable to meet the normal developmental need for love, dependency and identification with the same-sex parent.  The parent's absence, neglect or emotional unavailability denied the desired love and intimacy. The homosexual tries to remedy this same-sex emotional deficit by same-sex relationships. It appears to be an attempt to complete the process of identification, for example, when a homosexual man seeks virile partners in order to get a shot of masculinity.


	Socarides maintains that compulsive homosexuality originates in the second or third year of life, as a result of disturbed mother-child relations at the time of individuation. The child's developing ego becomes ridden with anxiety: the trend to separate and be an individual is hampered by fear of abandonment; the trend to remain united arouses fear of engulfment. This conflict is triggered later on in life, when one feels slighted or criticised. Assaults on one's person are experienced as assaults also on sexual integrity. Sexual fusion with another self (same-sex) is sought to protect ego and gender identity.


	Symptomatic homosexuality has a driven quality also, but falls short of the inensity of the previous variety. It may arise from unsatisfied dependency needs: some youngsters, feeling unaffirmed and deprived of affection, drift towards homosexuality. For others it is a quest for power or dominance, or else it arises out of a fear of the opposite sex  (Barnhouse).


	In 1992 C. Socarides, B. Kaufman and J. Nicolosi founded the National Association for Research and Therapy of Homosexuality (NARTH). The gay movements have urged the A.P.A. to declare therapy of homosexuals unethical and have enjoyed some success. The A.P.A. is lobbying for legal recognition of "gay marriages" and in a  1997 statement they claims that reorientation therapy exacerbates clients' poor self-esteem, shame and guilt. In response, NARTH conducted a survey of 850 individuals and 200 counsellors and therapists.


	At the beginning of therapy, 68% of clients were exclusively homosexual, and 22% predominantly so.  By the end, 13% were exclusively homosexual, and 33% exclusively heterosexual. Between 1/3 and 1/2 of clients hd adopted primarily heterosexual orientation. 82% of psychotherapists interviewed believed that therapy can help change unwanted homosexuality.


	A recent paper by H. MacIntosh (J. Am. Psychoanalytic Assoc. 42, 4) corroborates the beneficial effect of therapy. In a survey of 285 psychotherapists and 1215 homosexual patients, 85% of the patients reported significant increase in well-being, and 23% a full transition to heterosexuality.


	Finally one must mention the various organisations and contact groups which exist to counsel dissatisfied gays, and help them adopt a healthier lifestyle: Exodus International, Cook's Fourteen Steps programme with Homosexuals Anonymous,  the Catholic organisation Courage (Encourage in Britain). Prominent Christian therapists include Leanne Payne, Andrew Comiskey and Dr William Consiglio, who all combine prayer, counselling and psychological insight.	


	In the light of all this empirical evidence, we can state that pastors and counsellors do a gross disservice  when they misinform youngsters, troubled by homosexual feelings, that such tendencies are normal and fixed and that they should resign themselves to their condition.	





TO THINK ABOUT: 


Should a gay-affirmative psychologist be held legally responsible if a teenager contracts AIDS after he has been encouraged to explore a gay lifestyle?





FURTHER READING:


Harvey J.F., The Homosexual Person, New Thinking in Pastoral Care (S.F.1987)


Harvey J.F., The truth about Homosexuality (S.F. 1996)


Socarides C., Homosexuality: A Freedom too Far, (Phoenix, Ariz. 1995) 








9.G  . Development and diseases of the moral conscience





SELF-CHECK (9.3):       


Please revise from the Psychology module Kohlberg's scheme of the development of the moral conscience.


"A healthy psyche is prerequisite for moral action."   Discuss.
























































CHAPTER 10





SPIRITUAL AND PASTORAL CARE OF THE SICK











10.A.  Introduction.





10.B   Hospital Chaplaincy





		1. The role of the modern hospital


		2. Spiritual care in the National Health Service


		3. The role of the hospital chaplain and chaplaincy team


		4. The plight of the patient: Why am I sick?


		5. The meaning and power of suffering


		6. Called to be Good Samaritans


			





10.C   Ecumenical perspectives,





10.D.  Prayer and sacraments for the sick





1. The Power of Prayer.


2.  Penance and Reconciliation


3.  Anointing of the sick       


4.  Holy Communion and Viaticum                                                 





------------------------------------------------------------------------------------------------------------------------





OBJECTIVES IN THIS CHAPTER:


1.  To understand the problems and challenges faced by the sick person, especially within the modern hospital setting


2.  As Christians to make sense of illness and pain.


3.  To appreciate the blessings which flow to the sick from prayer and from the Sacraments of the Church.

















10.A.  Introduction


	In ch. 1 we mentioned Christ's healings and Christian ministry to the sick. Throughout the Church's history, countless saints and religious orders have nursed and prayed for the sick. In this final chapter we shall be concerned with the task of the church today,  in our parishes and hospitals and nursing homes.


	We shall look at the problems and challenges faced by a sick person and at the specifically Christian ways of making sense of illness and pain. We shall see how the ministry of Christ is made incarnate today, especially through the Sacraments. He has not left us merely a historical written record of himself in Palestine. He promised to be with his followers "unto the end of the age." The incarnation of Christ is prolonged in the Sacraments, which operate by the power of the Holy Spirit poured out at Pentecost. Therefore it is Jesus who comes to heal in the Anointing of the Sick, Jesus who forgives and grants mercy in the Sacrament of Reconciliation, Jesus who feeds and nourishes in Holy Communion.


	This emphasis not only on prayer but also on the Sacraments of the Church gives this chapter a uniquely Catholic flavour, shared to some extent by the Orthodox Churches of the East and by High Church Anglo-Catholics. In an age when indifference is a real problem ("We're all the same now, Father, aren't we? We all worship the same God. We're all going to the same place.") there are important distinctions to be made, and we shall note some ecumenical issues in pastoral practice.


	Studies in the history of pastoral care suggest that religious ministry has traditionally been made up of four components - to heal, to sustain, to guide and to reconcile. The healing and sustaining encompass a realm beyond  physical and psychological healing. They comprise also the moral, social and spiritual dimensions of the human personality. As we saw in Ch.1., the verb to "heal" coalesces with the verb "to save".


	Guidance and reconciliation are more clearly spiritual functions They include moral and ethical help in crisis decision-making, reconciliation with God by absolution from sin, and hence reconciliation with one's family and neighbours.





10.B    Hospital Chaplaincy





10.B. 1.  The role of the modern hospital


		We briefly examined the history of medical care and hospitals in ch.1.B.  The modern nursing profession is very much the creation of Florence Nightingale, based on her experience nursing soldiers injured in the Crimean War. Her inspiration came from the Christian ideals of the Anglican Church, and from the work she saw unndertaken by those Catholic religious orders who specialised in the care of the sick.


	The modern hospital has several overlapping roles:


(i)   It continues to some extent in its early role as a hostel or residence where care is provided. It consists of hosts (the staff) and guests (the patients). Geriatric and psychiatric long-stay wards best exemplify this role, although much of their work is now being turned over to residential care homes, nursing homes and "care in the community" hostels. The high overhead costs of providing full medical services in general hospitals, and many less invasive surgical techniques, have led to more rapid turnover and shorter patient stays. This is less disruptive of patients' lives and achieves a more efficient use of resources, provided patients are not discharged in a risky medical condition for financial motives. 


(ii)  The hospital is a place of cure, where the healers [medical staff) provide diagnosis and treatment for the sick.


(iii)  It is a place of learning and study. The teachers and researchers (consultants and doctors) have their own students and research students, who are involved both in class work and in clinical practice. Just as in any applied science, laboratory experience is essential, so the young medical scientist (doctor) must have 'hands-on' experience of ward and operating theatre.





	The nurses find themselves at the point of intersection of these three dimensions. On the wards they are the hosts, the primary point of contact with the patients. They perform many test and medical procedures previously reserved to the doctors. They may be student nurses, or in the higher ranks nurse tutors and lecturers.





10.B. 2   Spiritual Care in the National Health Service


	The National Health Service in theory acknowledges the concept of holistic medicine, encompassing the spiritual as well as physical and psychological dimensions. Spirituality in some form is a basic component of human nature, whether expressed within an institution - in church, synagogue, mosque or temple - or in an eclectic and uncommitted manner drawing spiritual inspiration from various sources.


	In a pluralist society this is people's right. As Catholics, having been persecuted in many countries, we have learnt to value highly freedom of conscience and freedom of religion (Vatican II, Dignitatis Humanae (1965) in Flannery op.cit. Vol.I, pp.795-812). The right to religious freedom is coupled with a corresponding duty, to seek the truth about God and the true religion. Christ's disciples have a solemn commission to preach His unique message: "Woe to me if I do not preach the Gospel." said St Paul. 


	If more than lip-service is to be paid to the idea of holistic medicine, the hospital must make chaplaincy and spiritual services available in the major religious traditions, and for people of no explicit religious commitment, when they request spiritual support.


	The Patients' Charter (1992) "Sets the National Charter Standard of respect for privacy, dignity and religious beliefs" and "encourages the N.H.S. to introduce local standards to ensure respect for the religious and cultural beliefs of each patient."


"In support of this, the N.H.S. should, where necessary, make every effort to provide for the spiritual needs of patients and staff. As far as reasonably possible, this provision should recognise the welfare needs of both Christians and non-Christians."


	The good-practice guidance circulated by the Department of Health to Regional and District health authorities, hospitals and N.H.S. trusts (HSG(92)2) on "Meeting the spiritual needs of patients and staff" is worth quoting:





"Provision of Services


1.Provider units should decide how to meet the spiritual needs of patients and staff. Options include:


	(a) employing suitably qualified staff to meet the spiritual needs of all patients and staff


	(b) contracting with relevant religious or spiritual organisations to provide equivalent services on a sessional or other basis


	(c) facilitating visits to patients by their religious leaders or spiritual advisers on a voluntary basis.





2.  Patients and staff should have reasonable facilities for religious observance:


	(a) a chapel, or rooms set apart for equivalent purposes, should be provided where appropriate


	(b) provision for whatever accessories are required for worship, or for storing items provided by                 religious organisations.





3.  In deciding what facilities are appropriate for each group, hospitals should consider issues such as:


            (a) the number of patients in each group


            (b) the nature of spiritual support and service appropriate to that belief


            (c) local administrative and management arrangements.


Local community and religious organisations should be consulted, if necessary, to advise on these issues.





4. It is for hospital management to decide what arrangements should be made for co-ordinating the services of those meeting the spiritual needs of patients and staff and for consulting them in management arrangements and service provision..........





Confidentiality and Patients Rights





9. 	Hospitals should continue to record patients' religious persuasion where they are willing to declare this. Hospital management also has a duty to make sure that information about a patient is not passed to any religious organisation or its members outside the hospital without that patient's consent."





Paragraphs 5-8 (omitted) deal with the appointment of hospital chaplains. It is worth noting that in establishing provision for each religious denomination, not only the number of nominaI adherents, but the actual demand for spiritual services should be considered (3.b). Hospital managements may not realise that the number of practising Catholics, even though a nominal minority in the general population, may well exceed the number of practising members of any other single denomination. The national figures for England and Wales for Sunday worshippers were R.C. 1.3 million, Free Church and House Churches 1.2 million, C. of E. 1.1 million (in 1993). Moreover the sacramental role of the priest and practices like prayer for the dead, means that Catholic patients often expect more from their pastors than do other denominations. The priestly powers  bestowed at ordination, to absolve from sin, to anoint and to offer Mass,  have no equal in the non-Catholic ecclesial Communities.


	Hospital chaplains are whole-, fuIl-, or part-time employees of the hospital trust. They are professional staff members, and expect to be treated as such by nursing and medical staff. Regrettably a few secular and ill-informed members of the medical profession harbour peculiar attitudes to religion and regard chaplain(s) as amateur interlopers, magic men or weird survivors from the middle ages. They also fail to give due respect to their patients' religious convictions.  Such intolerant attitudes are neither neutral nor pluralist. In an unthinking manner they have adopted atheistic values after the style of an equivalent and aIternative religion.


	Let us distinguish here between positive and negative pluralism. Our democratic societies claim to be pluralistic. Morality is decided by democratic compromise. Strong religious or moral convictions can make the secularist feel uncomfortable.


Positive pluralism is when different ethnic groups, religious and political persuasions are openly encouraged to 'be who you are'. A colourful variety of cultural and religious expression is positively welcomed as part of the rich tapestry of human life, provided only that human rights are respected and that other traditions are respected and appreciated in the way that one expects for one's own.


Negative pluralism is when attempts are made to impose a lowest common denominator conformism upon different ethnic, religious and political groups. Religious values are relativised and ridiculed in favour of a secular liberalism. Ethnic and racial differences are covered over, and every group is expected to adapt itself to the social and political mores of the Establishment.


	If American ethnic pluralism tends towards the positive, its religious pluralism does not. British pluralism too verges on the negative -  the intolerant rule of pagan humanism and political correctness. In hospitals a positively pluralist approach is required,  making adequate provision for the value systems and cultures of Catholic, Protestant, Jew, Muslim, Hindu, Sikh and humanist (or non-believer).





10.B.3   The role of the hospital chaplain and chaplaincy team


	The hospital Catholic chaplaincy team may contain all the following members. The spiritual tasks they perform are listed.





Chaplaincy personnel and respective roles:


	a) Priest chaplains 1-8


	b) Deacons 3,5,6,7,8


	c) Religious brothers or sisters 3,5,7,8.


	d) Extraordinary ministers of the Eucharist  3,7,8.


	e) Hospital visitors 7,8.





Rites and Services:


1. 	Weekly hospital Mass if possible.


2.	Anointing of the Sick for those seriously ill, facing major surgery, or dying (if not 	performed previously).


3.	Holy Communion to the Sick.


4.	Opportunity for the Sacrament of Reconciliation (Confession).


5. 	Rites of Commendation for the dying and the deceased. Prayers with the          	family around the body of one who has just died.


6.	Emergency baptism, on children's or gynaecological wards.In dire emergency     	anyone can baptise, but normally the priest or deacon should be called if there is 	time. The baptism must be duly recorded in the registers and the ceremonies 	supplied later if the child survives.


7.	Prayers and blessing of a non-sacramental or charismatic nature.


8.	General visiting, talking with patients, listening and counselling.





	The professional standing of hospital chaplains places upon them the onus of behaving in a professional and co-operative manner. They must respect the rules of confidentiality. They should have some specialised training for their role. No longer adequate is the 'glorified amateurism' which has long reigned in the English Catholic Church  - ordain a man, send him into any kind of situation, and expect him to muddle through. Grace builds on nature: it doesn't render nature superfluous. Moreover for the Catholic priest "ecumenical chaplaincy in-service days" may be of limited use because his sacramental ministry is unique.


	In the highly technological and intimidating world of a large modern hospital, essentially the chaplain stands for the patient and his/her rights. Occasionally the relationship between a hospital chaplain and a particular consultant can be difficult if the latter sees himself as the complete healthcare professional, and the religious minister as an incidental superfluity. 


	With regard to physical health, the consultant or registrar is the chief of the healthcare team and decides which treatment to recommend to the patient, but it is the patient who has the final responsibility for his own health. The physician has only that authority which is delegated to him by the patient. Therefore the final decision rests with the patient (or guardians/next-of-kin in the case of an incompetent person). He may need the support of a psychotherapist, counsellor or spiritual guide in reaching his decision. He/she may wish to consult a minister or chaplain before making the final decision, since the chaplain stands for spiritual values and the full personhood of the patient. In conflict situations the chaplain may have to defend the patient against unjust actions of the staff e.g. unfair pressure to undergo futile treatment in a terminal situation, dubious experimental procedures not in the patient's best interests, unfair withdrawal of treatment, negIigence, carelessness or incompetence. He may have to defend a patient against the imprudence or negligence of the family e.g. refusal to tell the truth, lack of care, the need to reach a reconciliation after an estrangement, undue pressure or decisions being made against the patient's best interests.


	When patients feel helpless in the hands of medical personnel and baffled or worried by a battery of hi-tech tests and procedure, a good chaplaincy team and Christian medical professionals can heIp the patient to achieve a sense of genuine control and  to make rational decisions.


	The primary spiritual task of the priest in his care of the sick,  either as hospital chaplain or in the parish, is to help them, through their experience of sickness and convalescence or through death, to grow more and more into the image of Christ, who suffered and died for us all.








10.B. 4  The plight of the patient:  Why am I sick? 


	Ashley & O'Rourke  (op. cit. 3rd ed. p.397; 4th ed. p.442)  list eight problems which may face the sick person:


1. They may fear suffering and death.


2. They may face the uncertainties of diagnosis and prognosis and fear about the     


    pain of embarrassment of various testing or treatment procedures unfamiliar to  


    them or all too painfully familiar.


3. They may face the tedium of a long stay in the healthcare facility under  


    circumstances they find boring or excruciating.


4. They suffer separation from their regular work, friends, and family and are not   


     comfortable in the new situation.


5. They may be worried and perhaps feel guilty about the various responsibilities  


     at home that they cannot handle.


6. They suffer from a sense of deprivation of privacy and of freedom almost as if 


      they were imprisoned.


7. They may feel puzzled about Why has this happened to me? and may interpret their            sickness as punishment for moral guilt. They may also anticipate further guilt through                 failure in courage and hope.


8. They may feel alone and deserted in meeting all the foregoing, and their sense 	                            of dignity, worth and membership in the human community may be 


     diminished by real moral guilt for which God's forgiveness is truly needed.              


     


	The first step in helping patients in these struggles is for the chaplain to establish a relationship of trust. Such trust is often quickly reached between practising Catholics and an ordained priest because of the priestly charism. People confide to him matters they would not admit to their lawyer, physician or psychiatrist, especially in the confessional where secrecy is absolute.


	Others, estranged from institutional religion, may not trust a minister. Is he trying to convert me? Is he looking for a confession? Or an offering? In hospital the unchurched are often in contact with a priest or deacon for the first time in years. There may be  skeletons in the cupboard. Their mental image of a priest or nun has been conditioned, for better or fior worse,  by their childhood upbringing and by the media.


	The sick in hospital should not feel exploited or unduly pressured by a chaplain - neither to receive Sacraments when in conscience they feel unworthy, nor to be the recipient of a moral lecture on ''You have fallen ill because you haven't been a good Catholic." Illness is seldom a direct consequence of personal sin. The hospital ward is not the place for high pressure evangelism. The chaplaincy team need the ability to discern quickly the level of a patient's needs: maybe just a reassurance of support if required at a later date, the bringing of Holy Communion, a brief prayer, the full Anointing of the sick or prolonged counselling. It can be counter-productive to force spiritual attentions on a reluctant patient.


	Occasionally the patient expects the chaplain to be a wonder-worker, or a key player in his bargaining with God. The chaplain must make it clear that he himself is not omnipotent and that the patient must trust God and the medical staff over most things. He may have to point out that (i) He cannot automatically work miracles. (ii) He cannot get patients discharged. (iii) He cannot be continually present but has only a limited amount of time for each patient. (iv) His role is that of listener, counsellor and celebrant of Word and Sacraments, but he is not a general dogsbody. (v) He is not there for unlimited social chatter and pleasantries, nor to dispense money, nor to smuggle in alcohol or cigarettes. (vi) He can make contact with the patient's own local parish to ensure pastoral after-care, if requested.


	Questions of access to patients by hospital chaplaincy staff occasionally arise.  Chaplains should be clearly identifiable, by clerical dress and a badge, and their names should be on the contract of employment. The patient has the ultimate decision about visits. If they are unconscious or unable, the next-of-kin must decide. If the family has called the priest in response to the sick person's wishes, doctors and consultants are required to allow reasonable access, even during resuscitation or if absolutely necessary, in theatre. It is not for any consultant to refuse access to a religious minister when the patient and family request it. Any such breaches of protocol should be referred to the hospital management (Pastoral Care Directorate).


	A chaplain too should  co-operate with medical staff working under extreme pressure. In emergency situations he administers the rites swiftly, and leaves the Holy Spirit to do the rest.





10.B. 5   The meaning and power of suffering


--------------------------------------------------------------------------------------------------------------------


SELF-CHECK (10.1):


Read the following passages from Pope John Paul II's Encyclical Salvifici Doloris  (1984) ''On Suffering"  C.T.S. London D0555 


	 IV. 14-18, Jesus Christ, Suffering Conquered by Love.


 	  V.  19-24, Sharers in the Suffering of Christ.


 	 VI.  25-27, The Gospel of Suffering.





1.  What are the major insights from this Apostolic Letter which you would try to communicate to a chronically ill person, to help them to bear and indeed to make use of their suffering? You may assume that they have asked the questions - "Why has God let this happen to me? What's the use of living like this? Is this a punishment from God? I don't seem to be able to pray now that I am sick. I hate being dependent on the nurses and my family.''


------------------------------------------------------------------------------------------------------------------------





10.B.  6.     Called to be Good Samaritans


	The opposite of love and concern is frequently not hatred, but apathy and indifference. Those who suffer illness cannot be expected to carry their cross alone. Even Jesus had his Simon of Cyrene, his Veronica, his Mother and the weeping women of Jerusalem. In God's plan, sickness invites family and friends to draw together and  support the sufferer, thus strengthening the bonds of love. If the crushing burden of caring for a seriously ill member of the family is left totally on one person, while the rest lead carefree and selfish lives, they are committing a grave sin of omission.


	As followers of Christ we are not allowed to "pass by on the other side" indifferently; we must be the compasionate Good Samaritan. "Everyone who stops beside the suffering of another person, whatever form it may take, is a Good Samaritan." The name fits "every individual who is sensitive to the sufferings of others, who is moved by the misfortune of another." (SD28). On this practical help: "I was sick and you visited me", we shall each be examined at the Last Judgement - "Insofar as you did it to one of the least of these, my brethren, you did it to me." (Matt.25:40). One of the Corporal Works of Mercy is to visit the sick. To pray for the living (including the sick) and the dead is one of the Spiritual Works of Mercy.


	Sickness isolates a person from normal society. The accompanying pain and  depression aggravate the sense of aloneness. This makes visiting the sick all the more a Christian duty for family, neighbours, friends and parishioners. As well as seeing to physical needs, they provide emotional support. How good it is if the Christian laity, by prayer and Bible reading, provide spiritual support and consolation for one another. The family above all is the eccIesiola, the domestic church, who should gather together in prayer, especially for a sick member.





10.C.   Ecumenical perspectives:


	Although devout Christians of aIl the major denominations share much in common, this does not mean that the roles of Catholic, Anglican, Free Church or other chaplains are totally interchangeable. Calling the Catholic Chaplain out to all and sundry in the resuscitation room is not good practice. People have a right to the chaplain of their own faith. Their faith decision must be respected. The Oil of the Sick is not like Savlon or Dettol, applied to all indiscriminately to "do them good:" It is unprofessional of hospital staff to ignore or gloss over denominational differences and presume "any chaplain will do."' It may lead to great embarrassment for the family and the chaplain, when he discovers he has just given the Last Rites to a lifelong Orangeman or anointed a dying Jewess.


	Some hospital managements have hoped to appoint a "general Christian chaplain" who can "service" Christians of all denominations. This is unacceptable to Catholics, who should rightfully demand respect for their own religious tradition and attendance by a Catholic priest for sacramental ministrations. We would not demur at Muslims insisting their religious needs be respected.


	Nor is there any reason why it should be automatically assumed that the Anglican is the "head chaplain" and the Catholic priest a part-time or secondary assistant. Each minister is fully responsible for the members of his own church. Neither is subjegated to the other. All should cooperate helpfully with one another, while respecting the real differences of faith and practice. Remuneration too should reflect the level of sevice required and the hours of work put in. It is grossly unjust if the only full-time salary goes exclusively to one denominational chaplain, when another is much more in demand and has a heavier workload.


	The disciplines of the Catholic Church and of the Anglican and other communions must be respected. Although the Anglican chaplain may feel free to give Holy Communion to anyone who believes in Jesus, he should desist from giving the sacrament to Roman Catholics, although inter-church agreements allow him to communicate Methodists. Yet there is presumably no objection to his reading Scripture or saying a prayer with Catholic patients, at their request.


	Conversely the Catholic chaplains and Eucharist ministers may not give Holy Communion to Anglicans except in extreme circumstances. Eastern Orthodox patients if no minister of their own is available, can receive the Sacraments of Reconciliation, Eucharist and Anointing from a Catholic priest. However one should check with their particular Orthodox Church to see whether, from their point of view, this is desirable or permissible. The relevant Canon 844 reads:


"Whenever necessity requires or genuine spiritual advantage suggests, and provided that the danger of error or indifferentism is avoided, it is lawful for the faithful for whom it is physically or morally impossible to approach a Catholic minister, to receive the Sacraments of penance, Eucharist, and anointing of the sick from non-Catholic ministers in whose churches these sacraments are valid." (844.2) 


	This denotes the Orthodox churches and possibly also Tridentine groups in schism. It does not include the Anglican communion, because Anglican orders are not recognised as sacramentally vaIid or efficacious in the full Catholic sense - this is not to say that God does not give his grace in a covenanted manner through Anglican rites to those in good conscience.


	"Catholic ministers may licitly administer the Sacraments of penance, Eucharist and anointing of the sick to members of the oriental churches which do not have full communion with the Catholic Church, if they ask on their own for the Sacraments and are properly disposed. This holds also for members of other churches which in the judgement of the Apostolic See are in the same condition as the oriental churches as far as these Sacraments are concerned." (Canon 844.3) 


	 "If the danger of death is present, or other grave necessity, in the judgement of the diocesan bishop or the conference of bishops, Catholic ministers may licitly administer these Sacraments to other Christians who do not have full communion with the Catholic Church, who cannot approach a minister of their own community and on their own ask for it, provided they manifest Catholic faith in these Sacraments and are properly disposed." (Canon 844.4)


	However Vatican II stated that sacramentaI sharing - communicatio in sacris -may not be regarded as a means to be used indiscriminately towards restoring Christian unity" (UR8).


	It is in the interests of genuine ecumenical progress that church order be respected. Breaches of sacramental discipline lead to doctrinal misunderstandings and confuse some laity. Clergy who break the rules and give sacraments to anyone may be popular.  It undermines the pastoral practice of the clergy who keep the rules, and makes them appear hardline and unsympathetic. This sows distrust and breakdown of relationships within the Church itself.


--------------------------------------------------------------------------------------------------------------------


SELF CHECK (10:2):


Read CCC 1398-1401 and if possible consult the 1993 Ecumenical Directory (paragraphs 122-5, 129-32) about the question of intercommunion.  In order to understand the Catholic Church's self-perception vis-à-vis other denominations, read Vatican II,  Unitatis Redintegratio 2-4 and Lumen Gentium 8, 14-16.  How would you explain the Catholic Church's approach to intercommunion to someone who accused her of being "exclusive"? 


---------------------------------------------------------------------------------------------------------------------








10.D. Prayer and sacraments for the sick





10.D. 1        The Power of Prayer


	The specifically spiritual task of pastoral care should go beyond listening, advising and talking about God. Humanist counselIors could do all of these. Spiritual care is most fruitful when it leads into experiencing Cod's presence and love through prayer, worship and communion. By prayer, both minister and patient acknowledge their joint dependence upon the One who is mightier than them both. Heartfelt prayer and intercession open the channels for His healing power to flow. This humility in prayer allows God to be God and invites Him, in Jesus' name, to demonstrate His power and love. The minister is not the Saviour. He is only an instrument of God, a co-operator with the Holy Spirit. Drawing on extensive experience, he may prayerfully be able to discern God's wiIl for a particular person - or better, help them to discern and accept it for themselves.


	A simple blessing and few minutes' prayer may bring a patient more peace and strength than a hour's social chat or tortured discussion. Prayer with and for the sick is a most powerful way of manifesting solidarity with them at the deepest level in the Lord. It helps to open the sick person to God's saving and healing grace. Physical gestures like holding the patient's hand, or the laying on of hands, allow healing power to flow from the prayer into the sick person. We cannot presume how God will answer a particular prayer,  but we have faith and trust that He will grant healing of whatever type is most advantagous to the patient.


	MacNutt lists four kinds of prayer for healing:


(i)  Prayer for repentance in the case of sickness of the spirit caused by personal sin.


(ii)  Prayer for inner healing of emotional and psychological wounds stemming from bad experiences and broken relationships in the past - also called 'healing of memories'.


(iii) Prayer for physical healing of bodily sickness.


(iv) Prayer for deliverance in the case of oppression by malign spiritual entities.





 	In cases of oppression one area of a person's life has fallen under the control of the evil one. It is distinguished from possession which is far more serious and would require proper exorcism, and from temptation which we all experience.  I will say a little about exorcisms, since this is a subject seldom mentioned. Exorcisms can be classified  as  simple or solemn,  private or public.


	Every time we recite the Our Father we utter a simple prayer for deliverance "Lead us not into temptation, but deliver us from evil, Amen" (see CCC 2846-54). Full solemn exorcism requires a priest designated by the Bishop. Simple exorcisms do not. The moral theoIogy manuals of the 1950s advise a priest in the confessional to pronounce a silent simple exorcism over penitents whose patterns of sin seem to reveal a compulsion they cannot control, who are obsessed with a particular temptation, or manifest an obstinate hardening of heart (e.g. Noldin, Summa Theologiae Moralis III.54).


	Several years ago the Sunday Times carried a report from Broadmoor, the prison for the criminally insane. The Anglican and Catholic chapIains had together tried out exorcism on consenting patients. About 25% of those 'exorcised' reported remarkable improvements. This may not seem a high proportion, but it proved more successful than any other treatment regularly used there, according to the press report. We should take seriously the existence of the devil and deliverance prayer. 


	Lay people and clergy are encouraged to pray for the charismatic gifts such as healing. They are tools of love. They enable love for our neighbour to be more powerful and more effective. "Earnestly desire the higher charismata," writes St Paul (1 Cor.12:31 c.f. 14:1). They are not given for the recipient's spiritual glory. God uses people who are open to his grace even though their personalities may be broken and flawed - treasure in earthenware vessels. The spiritual gifts are not the preserve of great saints, but for ordinary Christians to use, building up the Church in a world grown tired of words.





FURTHER READING:


F. MacNutt. Healing, Notre Dame, Indiana, 1974 and  (same author) The Power to Heal, Notre Dame, Indiana, 1977.








10.D. 2.     Penance and Reconciliation  


------------------------------------------------------------------------------------------------------------------


SELF-CHECK (10.3):


Please read the Catechism of the CathoIic Church 1422-70 and 1480-84. Make notes on  the essentiaI parts of the Sacrament: contrition, confession, absolution and satisfaction.


-------------------------------------------------------------------------------------------------------------------


	How is the Sacrament of Reconciliation related to the process of healing? Firstly we need to understand sin, not as the breaking of an arbitrary rule, but as an act which damages ourselves and others. Sin warps our innermost nature. It aIienates us from others, it ruptures relationships, especially with God, and introduces disharmony into our psyche.


	The guilt feelings and emotional tensions arising from sin may manifest themselves as neuroses, or physically as peptic ulcers, headaches, stress symptoms etc. "Guilt-producing behaviour, negative emotions etc, tend to throw the body into a precarious position, to disturb necessary homostasis, and to make the person more susceptible to the ravages of germs and bacteria, which up to this time have been kept under control by various natural barriers." (Lobo, Current Problems in Medical Ethics, p.198)


	A disease which is purely biological in origin is aggravated by emotional stress. The weight of guilt or a sense of alienation from God and neighbour, foster a pessimism which impedes response to medical treatment. Hence a reconciliation with family and friends, and with God through the Sacrament, will benefit a patient's peace of mind and often his physical health too. 


	The  Canon Law for Reconciliation requires that mortal sins be confessed in number and in species. Patients in hospital who have been away from Church for many years may not be able to remember everything. If they are in poor health, semi-conscious or unconscious, the details will be lacking. One has to trust to the mercy of God. An unconscious and dying patient is given conditional absolution - "if you are willing and have need of it, I absoIve you..." and the plenary indulgence and Apostolic Pardon for the Dying.


	For the less seriously ill, the primary mode of reparation for sins is the acceptance of all the trials God sends, uniting one's sufferings with the passion of Christ for the salvation of the world. When the priest prescribes some prayer, it should help the patient to focus on the love of God,  and to use his pain redemptively for the benefit of others.





10.D.  3     Anointing the Sick


------------------------------------------------------------------------------------------------------------------------


SELF-CHECK (10.4):


Please read the Catechism of the Catholic Church 1499-1532. What does the Catechism list as the effects of illness? Who can give the Anointing? Who is entitled to receive it? What effects are described from it?


------------------------------------------------------------------------------------------------------------------------


	This Sacrament continues the healing ministry of Jesus in the Church. It blesses and sanctifies the whole process of medical treatment. It comforts the sick person - not just in body or in soul, but the whole person, body, mind, soul and spirit. The Gospels and St James speak of Jesus' disciples anointing the sick with ail for healing. There are various liturgical texts surviving for the blessing of such oil in the early centuries. A letter of Pope Innocent I (416) specifies that the oil for the sacrament should be blessed by a bishop, although it appears it was often applied by the laity. St John Chrysostom (d.407)  grumbled that his sanctuary lamps in Constantinople kept going out, because the faithful "borrowed" the oil to take home to anoint their sick relatives. The oil seems to have been regarded as a permanent sacrament in itself, much like the Eucharist. St Genevieve (c.500) used to anoint the sick for whom she cared. One day she ran out of oil and was distressed because there was no bishop around to bless some more.


	In the Carolingian reform of liturgy (c.815) in the Kingdom of the Franks, lay anointing was suppressed. In the Byzantine east, seven priests to perform the anointing  rather than three, became the rule. The stipends proved too costly for many poor families. The 9th century rituals place the Anointing immediately after the rite of deathbed Confession. Gradually the Sacrament of the Sick turned into a last rite for the dying, an "extreme unction" to follow Viaticum. It was Peter Lombard who first used this term in the mid-12th century.


	Theology developed correspondingly. The Anointing was seen as primarily spiritual, its purpose to forgive the dying their sins. St Albert the Great (d.1280), St Thomas Aquinas (d.1274), St Bonaventure (d.1274) and  Bd Duns Scotus (d.1308) all treated it as the Sacrament of the Dying. and this view came to dominate. A less influential school, represented by Hugh of St Victor and William of Auxerre, held to the earlier traditional opinion that its purpose was to heal the body as well as to benefit the soul.  The Council of Trent fortunately failed to approve the first draft on the Anointing which stated it could only be administered to those "who are in their final struggle and have come to grips with death." Instead the Council Fathers approved the text:- '"This anointing is to be used for the sick, but especially for those who are so dangerously ill as to seem at the point of departing this life." (text in Denzinger-Schonmetzer 1698).


	The 1974 revised Rite aims to restore the Anointing of the Sick to the place it held in the early Church, as a sacrament of healing rather than as Extreme Unction. The General Instruction to the New Ritual gives the following guidelines:





	8. "Great care and concern should be taken to see that those of the faithful whose health is seriously impaired by sickness or old age receive this sacrament. A prudent or reasonably sure judgement, without scruple, is sufficient for deciding on the seriousness of an illness. If necessary, a doctor may be consulted.


	9. The Sacrament may be repeated if the sick person recovers after being anointed and then again 	falls ill, or if during the same illness the person's condition becomes more serious.


	10. A sick person may be anointed before surgery whenever a serious illness is reason for the surgery.


	11. Elderly people may be anointed if they have become notably weakened even though no serious illness is present.


	12. Sick children may be anointed if they have sufficient use of reason to be strengthened by this sacrament.


	13. In public and private catechesis, the faithful should be educated to ask for the Sacrament of Anointing and, as soon as the right time comes, to receive it in full faith and devotion. They should not follow the wrongful practice of delaying the reception of the Sacrament. All who care for the sick should be taught the meaning and purpose of the Sacrament."





	The Sacrament may also be conferred upon those who have lost consciousness but who would probably have requested it were they able. It should not be administered to the dead. For them the Rites of Commendation and Prayers for the Dead are appropriate. If there is any doubt as to whether the sick person is yet dead, the priest may give the Sacrament conditionally.  The effect of the Sacraments is well described in paragraph 6 of the General Instruction.:


"This Sacrament gives the grace of the Holy Spirit to those who are sick; by this grace the whole person is helped and saved, sustained by trust in God, and strengthened against the temptations of the Evil One and against anxiety over death. Thus the sick person is able not only to bear suffering bravely, but also to fight against it. A return to physical health may follow the reception of this Sacrament, if it will be beneficial to the sick person's salvation. If necessary the Sacrament also provides the sick person with the forgiveness of sins and the completion of Christian penance."





	Christ gave us the Sacraments to be used, not to be hoarded. The rules for the reception of Anointing should be interpreted generously, not restrictively. The phrase (No.8) "seriously impaired by illness" does not mean "in immediate danger of death". It can include serious psychological illness as well as the physiological. Alcoholism, drug addiction and the despair which leads to attempted suicide all appear justifiable occasions for Anointing, preferably coupled with Reconciliation.


	The ''Last Rites" of popular parlance now properly refer to Holy Viaticum and the prayers which commend a dying person's soul to God. However the "Extreme Unction" misunderstanding lingers on, especially among the non-practising whose religious knowledge ceased to develop 30 or 40 years ago. Sometimes doctors and nurses resent the priest's visit to perform the "Last Rites", which in their minds seals the patient's fate and celebrates the failure of medicine to halt his demise. Or they fear the priest's visit will frighten and depress a patient. Or they suspect that the priest is trolleyed in by the family rather like a witch doctor, to see if his magic will work where theirs has failed.


	Such misunderstandings, although interesting from the viewpoint of the sociology of religion, result from ignorance about the Sacrament of Anointing. It is intended to strengthen the patient and, if it is God's will, promote healing. The impulse of divine energy and grace help the medical treatment to take proper effect. Grace is not in competition with science but in co-operation. The Sacrament is for the onset of serious illness, not for its closing stages.


	For the Anointing, it is usually better to invite relatives and nursing staff to participate, rather than usher them out in sombre silence. They can join the priest in prayer for their loved one. Their interceding in love and faith is powerful. They may wish to show solidarity by touching the patient's hands, arms or shoulders, while the priest lays hands on his/her head.


	The Prayer after Anointing is chosen from one of seven alternatives. Special options are provided for the terminally ill, for the elderly, for those facing surgery, for children and for young people. One of the two "standard" prayers focuses on moral and spiritual support, the other emphasises the desired recovery of full health. (Pastoral Care of the Sick pp.94-97).





10.D.  4      HoIy Communion and Viaticum


	It is appropriate that we conclude with the Eucharist. It is the centre of the life and worship of the Church, and the principle way in which Jesus' promise is realised: "I will be with you always, yes, even unto the end of the age." The Eucharist draws us together into one body and one spirit. Christ makes us members of each other, the healthy with the sick, the doctor with the patient, the young with the old, rich and poor alike. Every wall of separation and alienation is to be broken down where the People of God are gathered. The celebration of the Eucharist is fons et apex, source and summit, of the Church's life. It energises the Christian faithful to go out to love and serve each other.


	Holy Communion to the Sick is the way the housebound and bedfast patients in hospital are kept in communion with the spiritual power of the Mass. Through regular communion the sick are drawn to understand and share in both the suffering and the glory of Christ. The role of Extraordinary Ministers of the Eucharist in enabling the sick to receive Our Lord more frequently is to be highly valued and much encouraged.


	Communion as Viaticum is the true Sacrament of the dying. It is the spiritual food for the last momentous journey, a pledge of final encounter with the Lord and of the fulfilment of the Resurrection. In practice its reception often needs to be a day or two before death, while the patient is still conscious and able to swallow. The Renewal of baptismal promises is also included in the Rite of Viaticum, and immediately after Communion has been given, the priest adds the words: "May the Lord Jesus Christ protect you and lead you to eternal life." (CCC 1524)


------------------------------------------------------------------------------------------------------------------------


SELF-CHECK (10:5):


Read the Catechism of the Catholic Church 1356-1405. Note the mention of reservation for  the sake of the sick, and the description of Holy Communion as "medicine of immortality, antidote to death."


------------------------------------------------------------------------------------------------------------------------


Let me conclude with a verse from St Alphonsus Liguori's hymn "O bread of heaven" which sums up the end and purpose of all our personal, spiritual and moral development, in which medical ethics has its part to play:





	"Beloved Lord in heaven above


	There, Jesus, Thou awaitest me; 


	To gaze on Thee with changeless love, 


	Yes, thus I hope, thus shall it be: 


	For how can He deny me heaven 


	Who here on earth Himself hath given."
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