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Introduction

In the late eighteenth century, J. Tenon stated that “the state of
the hospital measured the nature of a civilization” (1788). In effect, health
care institutions reflect the way society structures itself; and vice versa. He-
althcare systems illustrate Rey aspects of human nature, since forms of fealth
care derive from people’s values, desires, and projects in a society at any given
time. Further, examining the assistance of the poor and the needy allows us to
apprehend and deepen our understanding of certain features of society, parti-
cularly view on the sick or the weak,

In this presentation, I will begin by explaining how the renewed spiritu-
ality of the mendicant orders influenced the culture of medieval cities between
the 13" and 15" centuries, when St. John of Dukla (1414-1484) lived, and
contributed to shaping a new way of understanding the care of the needy or the
infirm. They also influenced the definition of “health” at that time. In the se-
cond part, I will explore the evolution of the concept of “caring” for medicine
in a more contemporary period. This issue is indebted to this tradition, since, as
we shall see, respect for the patient, as a person, was crucial for the configura-
tion of the art and the science of medicine.
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Contributions of the Mendicant Orders to healthcare

Franciscan spirituality, based on “true love and charity” as well as
the notion of extreme fumility, led the Triars, as St. Jofin of Dukla, to identify
and commiserate with the dispossessed, which influenced the care provided
by society to the poor and sick, It was an occasion of a public manifesta-
tion of Christian faith, the way to five the Gospel mandate of love and the
teachings of the Sermon on the Beatitudes. In the Middle Ages these were
articulated as the six major works of mercy: to feed the hungry, to give drink,
to the thirsty, to shelter the homeless, to clothe the naked, to visit the sick, to
visit those imprisoned (Matthew 25, 31-46), to which was added the mandate
to bury the dead. The mendicant orders, such as the Franciscans, developed ter-
tiary congregations which offered lay people the opportunity to live the ideals
of religious [ife, combining ordinary activities with religious practices which
would facilitate their obtaining spiritual benefits.

The tertiary mendicant movement was strongly rooted in urban areas
of both bourgeois and noble extraction. These people, many of whom were
wealthy, developed welfare systems to deal with poverty and mendicancy. Fur-
thermore, they carried out the new social etfiics developed by religious orders
based on the idea of social responsibility in the face of collective problems and
on a new notion of common good. From the fifteenth century, begging was per-
cetved as a source of infection and spread of disease and, ultimately, as a threat
to the safety of the community as a whole. Actually, the Franciscan concern

Jor health as a common good, illustrates the value acquired fiealth both private
and collective (Arrizabalaga 2014, 33)

Health began to be one of the goods, common or public, most valuable in
the cities of the Western Christianity (Garcia Ballester 1992, 120). The deep
religiosity of the medieval and modern European society led to the belief that
physical and spiritual health were inextricably linked. This did not imply that
physical health had spiritual purposes, but that it supported spirituality. This
idea is evident in the regimina sanitatis, a genre of popular medical iterature in
the late medieval and modern Europe, which expressively testifies to the ways
university physicians requlated the whole life of individuals, in order to prese-
rve their health (Gil-Sotres 1996). For example, Ramon Ll (1233—1315), who
probably belonged to the third-order Franciscans, encouraged people to care for
their health “because if your own body stays fiealthy by temperance, you can
serve God with all your senses and imagination” (Cull [1313] 2008, vol. 1, 21)
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The concern for collective health in medieval communities had at least
two mote implications. First, the new association of theology, university me-
dicine and health, largely due to the Franciscans and Dominicans, reinforced
the status of the physicians trained in the universities. Second, municipalities
and emerging states promoted public health measures such as urban sanita-
tion: street cleaning, food control, waste disposal, and so on. Importantly, we
see that, throughout the fifteenth and sixteenth centuries, diverse European
regions began developing a new Rind of hospital. Institutions, known as ma-
jor or general hospitals, designed to assist orphans, women in labor, elderly
people, students or clergy already existed. However, the new hospitals provi-
ded a more “specialized” care, based on patients’ needs (Henderson, Horden,
@astore 2007). This model of general fospital remained essentially unchanged
throughout the Old Regime, until the 19" century. It was a period in which
the imperative of Christian charity continued to drive the various welfare and
healthcare initiatives.

The development of “medical care”

In this section, I will discuss the development of these ideas in relation
to the notion of “curing” observed by the fiealth professionals, and how this
term connects with the notion of “caring” for patients.

In general, the attention given to the notion of “care” within western
medical ethics has not been nearly as extensive as that given to issues cor-
responding with freedom, justice, or love. However, it could not be clearly
outlined without the support of an account demonstrating activities linked
to the human condition. The term “care” contains two meanings, one with an
active character and the other passive. In the first, “care” refers to the attitude
of attention, devotion, solicitous, diligence and effectiveness in the execution
of a task, The passive meaning is related to the feeling of anxiety or preoccu-
pation that overcomes a person burdened with worries. Both meanings inter-
twine, given that no one can survive without the other, at some level of life.

In Western culture, until the Enlightenment, care fiad been understood
above all in its positive, social sense. Nevertheless, in the nineteenth century,
the notion of care as subjective and solely linked to the individual developed.
The care of others naturally derived from the care of oneself. The idea of “care”
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incorporated the experience of caring and being cared for. Being sicK or in need
leads someone who is ill to accept the consolation of others. In this context,
the health professions emphasize their expression of concern for those who are
sick, Heidegger stressed the importance of care as the central point of Rnowing
the significance of one’s own humanity. This has influenced numerous autfors
of the twentieth century. However, the definitive drive to develop an ethics
of care came from the publication of the book, by Carol Gilligan In a Diffe-
rent Voice: Psychological Theory and Ethics (1982). From this point, an etfics
of care associated with nursing and its feminine aspect was expanded in im-
portant ways (Reich 1995).

In general; professional competency has been essential for the “ethos” of
Hippocratic medicine, the basis of western medicine. Due to this, care has been
associated with technical and competent care in a substantial part of the hi-
story of medicine. Furthermore, the scientific development of successful medi-
cine from the second half of the nineteenth century through a large part of the
twentieth century has come to define medical care by measurable scientific data.
This led to the idea of objective health and increased the distance between the
illness and the patient, marginalizing to a large extent the care of the person
and even bringing into conflict the act of “caring” with “curing”. Richard C.
Cabot (1868—1939), a professor at the Harvard Medical School, articulated an
etfics of medical competence that confronted the notion of “taking care” of the
patient—referring to the application of scientific-technical knowledge—as op-
posed to the more humanitarian idea of “caring for,” which Cabot applied to
non-medical health professionals (Cabot 1926)

Francis Peabody, another Harvard professor and a contemporary of Ca-
bot, offered the contrary point of view. He believed that caring for the pa-
tient was something essential for medical practice and doctors were required
to do this in order to accomplish the end of medicine. His essay The Care of the
Patient (Harvard 1927) has been a landmark_in the ethics of care of medici-
ne in the twentieth century. Peabody acknowledged that the “enormous mass
of scientific material” to which a young doctor must be exposed, the depersona-
lization of hospital practice, and the medical inclination that transforms orga-
nic illness into a mere consequence of clinical anatomy endangers the personal
and human aspect of medical art. In order to remedy these urgent problems, fie
believes that doctors should promote attentive and respectful doctor-patient
relationships. The impersonal treatment of an illness lengthens the curing pro-
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cess, reducing the effectiveness of the medical treatment. Care, thus, “takes its
proper place in the larger problem of the cate of the patient” (Peabody, 1927,

880), because medicine “must be completely personal” (Peabody, 1927, 877).

The doctor should be attentive to the particular circumstances of each patient,

“not from the abstract point of view of the treatment of the disease, but from
the concrete point of view of the care of the individual” (Peabody, 1927, 881).

Peabody thus emphasizes “the necessity of care in the practice of good clinical
medicine” (Peabody, 1927, 882).

This Rind of “care” requires attentiveness to the patient’s personality,
sympathy for the patient’s total situation, friendliness that elicits trust, and
a consideration expressed in “the fittle incidental things that you can do for
his comfort. These, too, are a part of the care of the patient. Some of them will
Sfall technically in the field of nursing but you will always be profoundly gra-
teful for any nursing technique that you have acquired” (Peabody 1927, 881).
His maxim was: “One of the essential qualities of the clinician is interest in
humanity, for the secret of the care of the patient is in caring for the patient”
(Peabody, 1927, 882). Following Peabody, numerous doctors hiave written on
the need for care in‘medical practice (Harris 2009). The medical ethic’s inclu-
sion of virtues has had a particular repercussion on care for patients.

As noted earlier, the notion of “caring for” entails acting in a benevolent,
as well as altruistic and virtuous, way. In a medical context, “care” entails
a basic moral orientation that helps mitigate “technical medicine’s defiumani-
zing” effects. “Objectivity and compassion complement and balance each, other”,
says Edmund Pellegrino (1988). For him, compassion is the “habitual disposi-
tion to enter into the predicament of the sick person, to feel something of that
predicament with him, and; as a result, to wishi to help” (Pellegrino 2003, 14).
Without this disposition, it would be impossible to cure in the complete sense of
the word. For Pellegrino, “caring for the patient” implies “taking a personalinte-
rest in the patient’s fate, or taking care in the way we carry out our professional
duties, or taking care of the patient’s need and concerns.” (Pellegrino 2003, 14)
This definition of “care” connects with compassion. Perfiaps this is so because
Jrequently, on those occasions where it is impossible to cure a patient, doctors
recommend that anything that might alleviate and care for the person should be
offered: “To be authentic, this end must be defined in terms of the good of the
patient, that which restores health, if that is possible, or provides comfort and
care if restoration of health is not possible” (Pellegrino 2003, 12).
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However, the notion of “care” is not sufficient to constitute the funda-
mentals of the theory of ethics (Pellegrino 2003, 11). Objectivity in correct and
competent attention should be combined with care as much as with compassion.
The clinical evaluation of data obtained through the physical examination, bio-
chemical analyses, or invasive technical procedures are the objective element in
the doctor-patient relationship. This evaluation aims to be completely objecti-
ve, transcending emotions or feelings. The doctor cannot be a good doctor if, at
this moment or during these procedurtes, he does not put aside compassion and
sympathy, and functions within the boundaries of his involvement with the
particular patient’s circumstances.

Care and respect

To care involves respectfully addressing and bestowing benevolent tre-
atment. Its opposite would be “maltreatment” or poor use, subjecting those
around us to abuse or neglect. In this sense, to deal with someone or something
would be identical to respecting (and with caring for) an object or person. In
medicine, “respect” is a secular expression of a Hippocratic idea: the filia iatri-
ké, an notion profoundly connected to the Christian command for charity, to
loving one’s neighbour. It also refers to the attitude towards the civil dignity
of man. Alan Donagan shows that the philosophical nucleus of the morality
of the Judeo-Christian tradition, one that derives from a monotheistic faith,
can be condensed into this principle: it is not permissible to disrespect a human
being, be it oneself or another (Donagan 1979, 66)

The subjective aspect of respect refers to an attitude of veneration, consi-
deration or deference, the capacity to grasp and process moral values. Only so-
meone who is already respectful fas the capacity to comprehend these notions,
the same way that sensory deprivation atrophies the intelligence. Respect also
implies an objective element that derives from when respect is given; there is a
dignity that comes from being respected. In medicine, respect for life is united
to an acceptance of vulnerability, of the fragility typical of persons, and the in-
evitability of sickness and death. Doctors do not have problems with the heal-
thy and strong, but struggle with the ill and debilitated, with people who have
lost their physical vigour and mental facilities. The blending of care and respect
contributes to medical care that does not discriminate or act paternalistically.

Gonzalo Herranz has repeatedly presented (1985, 2003, and 2008) a po-
sitive and fruitful idea for the progress of persons and society, consisting in
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understanding the value of the weak, To be weak, in the Christian medical tra-
dition, entitles one to respect and protection. In a way, health confers the ca-
pacity to achieve the fullness of humanity. On the contrary, to suffer a chronic
and incurable illness can limit the human capacities. A serious or incapacita-
ting illness, to an even greater extent if it is terminal; does not onfy consist
in grave and critical muscular and cellular disorders: it consists principally in
the threatening of personal integrity that tests one’s humanity. A physician
should never forget this truth when he or she cares for the sick,

The following example shows that the study and significance of “care”
has already been usefully engaged through the recourse of narratives. Paul E.
Ruskin was invited to present a lecture to a class of graduate nurseswho were
studying the “Psychosocial Aspects of Aging” (Ruskin 1997). He opened his
lecture with the following case presentation: “The patient is a white female
who appears her reported age. She neither speaks nor comprefiends the spoken
word. Sometimes she babbles incoherently for hours on end. She is disoriented
about person, place, and time. She does, fowever, seem to recognize her own
name. I have worked with fer for the past six months, but she still does not
recognize me. She shows complete disregard for fer physical appearance and
makes no effort whatsoever to assist in her own care. She must be fed, bathed,
and clothed by others. Because she is edentulous, her food must be puréed, and
because she is incontinent of both urine and stool, she must be changed and
bathed often. Her shirt is generally soiled from almost incessant drooling. She
does not walk, Her sleep pattern is erratic. Often she awakens in the middle
of the night, and her screaming awaRens other. Most of the time she is friendly
and happy. However, several times a day she gets quite agitated without appa-
rent cause. Then she screams loudly until someone comes to comfort her.” After
the presentation, ®. Ruskin asked the nurses how they would fell about taking
care of a patient such as the one described. “They used words such as “frustra-
ted”, “hopeless’, ‘depressed”, and “annoyed” to describe how they would feel.”
Ruskin’s test ends by circulating among the participants a photo of the re-
Serred patient: a beautiful six-month old baby. After the audience protested
that they felt themselves tricked by the professor, time was given to consider
if their solemn and self-gratifying promise to not discriminate might yield to
differences in weight, age, vital perspective, of feelings inspired by the physical
appearances of the different patients, or if they need to overcome themselves in
these circumstantial details.
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Therefore, although there is a current peak,in the promotion of a phi-
losophy of care similar to that proposed by Heidegger that prioritizes subjec-
tive aspects, it seems necessary, for fiealth professionals at least, to search for
a way of viewing the ill in a manner less controlled by feelings. An elderly
patient is as worthy of dignity and love as a child. And the ill that spend the
last days of their existence incapacitated by dementia or pain merit the same
care and attention as those beginning their lives with the helplessness of in-
fancy. Medical ethics recommend that the professional should be guided by the
search for the patient’s greater good. However, the so-called “best interest” is
a concept which, though both ethical and legal, remains vague and therefore
admits a great deal of flexibility in its interpretation and applications. There
are many doubts on how to bring these criteria about because there is no con-
sensus regarding what exactly the greatest good for a patient entails. In these
situations, we unveil paternalistic or protectionist forms of action that might
limit the freedom and rights of the incapacitated and minors who in the end
need more “care” and protection than others. The liberal position proposes to
grant the individual incapacitated by illness or youth autonomy on the care
they will receive. The proposed solutions for these dilemmas correspond to more
general practices when we consider the responsibilities of the family, legal or
professional responsibilities, institutions or society, as the protectors of the in-
terests of those who do not have the capacity to decide. This debate far exceeds
the limits of this presentation.

Care and the physician-patient relationship

In 1939, Franz Alexander, one of the founders of psychosomatic medi-
cine in the United States, argued that “There is little doubt that they [the doc-
tors] often had a spectacular curative effect upon the sick, in certain respects
even a more fundamental effect than many of our drugs, which we can analyse
chemically, and the pharmacological effects of which we Rnow with great pre-
cision” (Alexander, 1939, 60). The authority of this statement comes from his
belief in the novelty of the approach, at a time when drugs and surgery were
becoming more effective. However, since ancient times the therapeutic function
of the physician-patient relationship had been emphasized, as the success of
the diagnosis and the treatment depend, to a great extent, on a good personal
bond between the physician and the patient. On the contrary, if this link does
not exist, effectiveness in patient care drops (Peabody, 1930, 45)
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It is often thought that scientific development was detrimental to the
doctor-physician relationship (Shorter, 1991). Doctors themselves accept this
view (Peabody, 1927, 8), and F. Alexander indicated that, in its emphasis
on facts and objectivity, science had disregarded the psychological aspects of
medicine: “This psychological function of the physician, however, was perhaps
never more disregarded than in the last century in which medicine became
a genuine natural science based on the application of the principles of phys-
ics and chemistry to the living organism. ... The recognition of psychological
forces, a psychological approach to the problems of life and disease, appears as
a relapse back to the ignorance of the dark ages” (Alexander, 1939, 61). This
author insists that physicians must consider the patient as a person and care
for him by taking into account the set of factors that make up that individual.

The current relationship between physicians and their patients, with re-
newed attention to communication and the consideration of socio-environmen-
tal factors, reflect the influence of this movement. The affective phenomenon
has its own perspective and is an important element in personality, taken as
a whole. Today, we often speak of confidence, hope, empatfy, and compassion
as Rey elements in the doctor-patient bond. The doctor who inspires such feel-
ings or builds on them increases her healing capability (Leén-Sanz 2013),

At the same time, the number of medical articles on the importance
of communication between the doctor and patient has grown exponentially
and there is a movement to emphasize this strategy in the training of medi-
cal students. The ethical competence of a physician has been defined depend-
ing on: “the capacity to dialogue, the ability to deliberate and the capacity to
undertake a critical analysis” (Stéphane, 1998). As a result, there has been an
actualization of the importance of considering the person as a whole and the
significance of the emotions for health and illness.

We now have substantial medical literature on the therapeutic character
of the doctor-patient relationship. These publications remind us that there is
no difference between healing and curing in therapeutics (Cassel 1991, 16), be-
tween scientific-technical competence and care. Physicians must carry out both
operations, attending to the patient as a person who not only has to get better,
but also needs to “feel good”. The object of the physician’s care is the patient,
not merely the illness.
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An attempt at a conclusion

At the end of this presentation we can point out that those who practice
medicine must embody the double condition of carer of people and cultivator
of science. This attitude allowed the art of medicine to be considered scientific
medicine, given that the influence of the doctor-patient bond could no longer be
considered a mere addendum to the treatment, an artistic or personal touch, but
rather the main basic therapeutic factor (Alexander, 1939, 60-1, 72).

In the course of a doctor-patient relationship, the physician has to alter-
nate between the perspective of I-you between people and when it is necessary
rid himself of this viewpoint in order to focus his attention on the patient-
-object. In the latter, the patient becomes an object of observation and natu-
ral-scientific intervention in order to determine the nature of the pathological
process and its corresponding treatment.

Care is related to respect when it contributes to the realization of the per-
son we are caring for; it also involves the capacity to care in order to cure
(Yepes Stork, 1996, 454). To care respectfully undercuts the carer’s servility
and attends to the convictions of those receiving the care. “To care” facilitates
medical professionals’ comprefension of their primary ethical duty, respect for
life especially for those who are vulnerable.

“Care” for the sick, brings about an acknowledgment of the essential
practical and ethical fimits of scientific-technological power. We understand
better now that neither obstinacy nor abandonment are ethical answers to ter-
minal or poverty-siricRen situations. In his influential book Patient as Person
(1970), Paul Ramsay states that at the end of life, when attempts to cure are
no longer appropriate, one must always care — even if one only cares by keeping
company and offering comfort — while permissibly withdrawing medical care.
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