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editorial:
the tip of the iceberg
On 18th October, many different churches and groups of
Christians will mark the seventh annual Health Care Sunday.
Focusing on the NHS in its 50th anniversary year, the aim
above all is to stimulate prayer for such issues as:

• Christians rising above the low morale and sense of despair in
the NHS
• Christian values returning in the UK - honouring my
neighbour, putting others before myself
• all health professionals rediscovering the meaning of
‘vocation’

However, Health Care Sunday has also over the years brought
Christians together, from different disciplines in the same
church, and from different disciplines in the same hospital or
health centre. We need each other. We need to come together.

The 1991-92 meetings held by the different organisations which
led to the first Health Care Sunday also led to other discussions
about working together more effectively across the boundaries.
We calculated confidently that at least 10% of the 1,000,000 or
so people working within the NHS are Christians. That means
there are 100,000 health professionals in the UK committed to
following the Christian faith, yet between us, all the organ-
isations around the table knew fewer than 10,000 of them.

Like the proverbial iceberg, nine tenths of the Christians in the
NHS are beneath the surface, effectively submerged. Assuming

it would be good to know who more of them are, and where
more of them are, what can we do? 

Well, the launch of this magazine a year ago was an intentional
beginning. A year on we are reasonably pleased with the impact
of the magazine but so far have only reached about 600 UK
health professionals in total, in addition to the 4,500 doctor
members of CMF who receive Triple Helix as a benefit of mem-
bership. Some of that 600 are already known to other organ-
isations in the field.

What more then can we do? As a Triple Helix reader you could
persuade a colleague to subscribe - there’s a coupon very close
to hand! You could use that handy coupon to make a gift sub-
scription to a friend or colleague - Christmas is coming! You
could subscribe to copies for libraries in your workplace or your
church.

But subscriber lists alone are only a small part of the answer.
Recognising that the other nine tenths of the iceberg are in the
churches (at least sometimes!) there may be attempts to contact
those Christian health professionals through the churches in the
not too distant future. In the meantime, please continue forging
links. If you’re not already a member of the Christian health
professional organisation that’s right for you, think about
signing up - see the list under ‘Network News’ in this edition. 

It’s a big prize. Let’s come together more, and have even more
impact on healthcare in this nation. Don’t forget, it was the
iceberg beneath the surface that sank the Titanic!

Andrew Fergusson



Watching two sci-fi classics again recently set
Paul Vincent musing on metaphors of life and
death

Surely ‘Death of a Robot’ is a daft title? Machines, even com-
plicated ones, can hardly be described as living so how can they
die?  Yet two films most of you will have seen the first time they
came out were shown again on television a while back, and they
invited us to consider just that question.

Bladerunner 
In the first film, Harrison Ford is a futuristic cop working in a
bleak cityscape where it is always night, tracking down a group
of robots indistinguishable from humans. These robots  have
started to follow their own agenda, which is a quest for immor-
tality. The robots look and behave like people and are given per-
sonalities and emotions. 

When the Harrison Ford character guns down a fleeing female
robot, or in his chilling phrase brings about ‘a routine retire-
ment’, we see a human figure crash to the floor. The character
wonders, as we do, whether the fact that it is a robot, or is meant
to appear to be one, makes shooting people in the back more
acceptable. 

At the end of the film we see another robot save the Harrison
Ford character from death, and then die himself after mourning
that he cannot pass on the memories of the wonderful things he
has seen. At this point we watch a white dove fly into the sky,
presumably to suggest a soul escaping.

Terminator 2
In this film, Arnold Schwarzenegger plays a robot sent back
through time to protect a young teenager from an even more
destructive robot also sent back through time to kill him. With
a nice touch of irony, the killer robot mostly appears as a
policeman, and has the frightening ability to turn into liquid
metal and reconstitute himself when shattered by freezing with
liquid nitrogen. 

The Schwarzenegger character is taught by the boy to behave as
if he were a father figure. At the end of the film he sacrificially
saves the teenager and the world, and then obliterates himself,
having ensured the destruction of the liquid-metal killer-
policeman robot. The viewer sees the world through the
computer’s eyes; or, as if looking at a computer screen, a
digitised image reduces to a thin red line and then blankness.
We are supposed to feel the death of a person, not the end of a
machine.

Machines and metaphor
Both these films explore human death via the proxy of
machines. People without Christian faith often find human

death too painful to think about deeply, but perhaps they can
consider death from a safe distance by looking at the demise of
a machine. 

The films seem to imply that machines can have souls. In
Bladerunner the soul is produced partly through memories and
partly through pre-programming, while in Terminator 2 it is
through learned behaviour. In both films, the robots have
reached such a high degree of sophistication that they can
appear to act of their own volition, although this can only be
dependent on their pre-programming, or other phenomena con-
trolled by their creators. 

Since the makers of Bladerunner show their robots as being
almost human, do they mean to say that humans are simply a
mixture of pre-programming and memories? Do these processes
therefore create life, and therefore the possibility of death?

Here we come to the nub of the thing. Humans  might create
robots in their own image, but we can only  give them instruc-
tions, and not souls. What is a soul if it is not the part of us that
communicates with our Father? 

On the other hand, our Father gives us souls and an instruction
book, but not pre-programming. He lets us make our own
mistakes, if we want to. And he has made us in his image, and
not the other way round. The really good bit is that when we die
we go and meet our Creator. And Christians get a perfect new
body and clothes thrown into the bargain. Who could resist a
deal like that? Yet the secular world hardly dare consider death
except at arms’ length through machines in movies.  

Still, will you feel quite the same when you chuck your obsolete
old 386 into the bin?

Paul Vincent is a GP in County Durham

death of a robot
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Rewriting rulebooks in sex and medicine?

Viagra is an effective new oral treatment for male erectile dys-
function. Launched by Pfizer in the USA this March it became
the fastest selling drug ever. A worldwide black market for per-
formance enhancement as well as for treating impotence
developed rapidly, but in September Viagra was licensed for pre-
scription by doctors in Europe. The UK government has so far
refused to allow it on the NHS, secretary of state for health Frank
Dobson saying ‘Media coverage of this drug to date has created
expectations that could prove a serious drain on the funds of the
NHS. If this were to happen, other patients could be denied the
treatment they need.’1

There has been huge coverage in all the media. Viagra has
provided a cover story for every lifestyle magazine at W H Smith,
documentaries on all TV channels, and thousands of sites on the
Internet (see ‘CyberDoc’). Serious discussion has concentrated
on safety (69 deaths in the USA between March-July, set against
3.6 million prescriptions2) and the resources/rationing debate.
But are there any Christian dimensions to consider?

Sex . . .
The foundation for understanding the biblical view of human
sexuality is in the creation account3 ‘ . . . a man will leave his
father and mother and be united to his wife, and they will become
one flesh’. This statement is endorsed by Christ4,5 and by St
Paul6,7 and from this one verse and the commentaries on it in the
New Testament God’s fivefold plan for human sexual relation-
ships is seen. Marriage is to be:
• First, a publicly recognised commitment - ‘will leave his father
and mother’
• Heterosexual - ‘man’ and ‘wife’
• Monogamous - ‘a man’ and ‘his wife’
• Sexual - ‘be united . . . they will become one flesh’
• Lifelong - see Jesus’ commentary in his teaching on divorce8,9,10

This plan is phrased positively but is supported by prohibitions -
fornication,

11 adultery,12 homosexual acts,
13 incest,14 bestiality,

15and
lustful thoughts16 are all wrong. 

This ideal is perhaps not seen very often, and Christian health
professionals have to practise in a real world. But the ethics of
Viagra inevitably involve the ethics of sexuality. Should we
encourage the breaking of the maker’s instructions? While some
Viagra prescriptions could be inside God’s plan, how many more
would be outside it? And what adverse consequences might there
be in terms of sexually transmitted infections and unplanned
pregnancies?

. . . and drugs . . .  
Because of its specific effect on erectile tissue, Viagra is also
being assessed regarding female sexual pleasure. Given the
market, Viagra will not be the last sexual performance drug -
others are bound to follow. Alleged aphrodisiacs have been
around since the dawn of history, but the real pharmacology of
sex has developed in the last 40 years. The oral contraceptive pill

in the early 1960s allowed sex without pregnancy - procreation
was separated from recreation. Now we can have sex without
babies and (because of other developments) we can have babies
without sex. 

Christians debate this separation. Roman Catholic teaching
believes the unitive and procreative aspects of sexuality must
remain linked and recommends only ‘natural’ methods of birth
control. Most Protestants see sex primarily as God’s gift unitively
to cement the marriage bond and would argue that provided the
methods are not in themselves unethical, artificial contraception is
in principle acceptable.  Whichever, it could be argued that the
‘Pill’ was the first recreational sex drug! Thirty-something years
on, the twenty-somethings and thirty-somethings in the club
culture are using Viagra along with cocaine (‘coke and poke’) for
recreational sex. There are more so-called ‘lifestyle drugs’ coming
in other areas of human pleasure - drugs to reduce fat absorption
so you can eat as much but lose weight, drugs to reduce wrinkling,
drugs to boost memory. Will they all be banned on the NHS?

. . . and restoring the masterpiece . . ?
Is there a ‘Christian dimension’ to the resources debate? No easy
answers certainly, but does our understanding that God has
created all human beings ‘in his image’17 help at least with this
challenge of the lifestyle drugs? John Wyatt uses the metaphor of
the valuable painting, the ‘Old Master’. Every patient bears the
image of God, however marred. The privilege and obligation of
healthcare is that we should try to ‘restore the masterpiece’. We
have no mandate to create a different picture. 

Does this help set reasonable limits on the state’s responsibility?
God wants married couples to enjoy his creation gift, so should
the NHS provide Viagra for impotent husbands? Should Viagra
as a recreational sex drug for the hedonist be discouraged?  As
health professionals, should we be restorers of masterpieces or
anarchic artists making strange creatures in our own image?
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22:15
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John 8:3; Romans 13:9; 1 Corinthians 6:9; 1 Timothy 1:10; Hebrews 13:4; James 2:11
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London GP Paul Dakin examines the 
challenges and opportunities in cross-cultural
healthcare

The elderly lady in the clinic spoke no English. As a medical
student entrusted with describing her symptoms, I was
delighted she had brought her granddaughter. ‘Don’t worry’ the
teenager said proudly, ‘I’ve come to translate’. I relaxed,
confident in the promise of success. ‘Where is the pain?’ I
began. The young lady turned to her grandmother. She bellowed
loudly in a Cockney accent ‘Gran - where is your pain?’ I’m not
sure who was more confused - the old lady or me!

Over recent years, we have seen people come from all over the
world and settle in Britain’s cities. There are an estimated three
million people from ethnic minority background in the UK. In
inner London, there is an even larger concentration, represent-
ing 26% of the population. To the Christian health worker, this
represents a great challenge but also a tremendous privilege.

From the covenant with Abraham onwards, God gave his
people a mandate to bless the nations of the world1. This may
mean travelling to different parts of the globe. Increasingly we
have found that the world has come to us. We have a specific
call to cross cultures with the gospel2, whether with compass-
ionate action or opportune word.

We are privileged in being able to be the good news to repre-
sentatives from so many people groups. But this is not always
straightforward. ‘People from the remotest parts of the earth
have come to the greater cities of the West, where we are able
to reach out much more easily with much less cost. There is
however, the added complication of cultural mix and sometimes
cultural clashes as people of many cultures are folded into urban
life together.’3

Challenges
Communication is one common source of frustration. Of
course, the majority of people from minority ethnic groups have
no language difficulty. Those who represent the first generation,
or recent arrivals to the country, may experience problems.
Many of us have faced the awkward situation of trying to
conduct a consultation without an adequate interpreter, or have
been embarrassed by having to use a younger member of the
family.

But communication is more than the use of language. We may
find a mismatch of expectations based on different understand-
ings of our professional role. Requests may appear to be inapp-
ropriate from our perspective, or we may feel ill prepared for
them. A lot of energy may be spent in resolving problems with
housing, schooling, and employment. Instead of a consultation
with one individual, other members of the family may want to
be seen at the same time.

We may have little experience in identifying what is acceptable
within a particular group, reading the appropriate ‘cues’ from
the symptoms and descriptions offered, and having a
knowledge of the family and cultural dynamics. ‘A multicultur-
al approach in medicine helps in the identification, quantifica-
tion and management of the problems of multi-ethnic patients,
especially the elderly and women who are most likely to adhere
to their own culture.’4

Our own cultural background and our extensive familiarity with
the NHS may cause us to forget that these are not shared by
everybody. If we are not disciplined in our thinking, there may
be a temptation to label all consultations with representatives of
the same group as frustrating and even ‘heartsink’. If we aim for
a high standard of care, some people will need a greater than
average length and frequency of consultations, multiple
referrals, and increased frequency of prescriptions.

‘Heath authorities should seek to provide a service clearly
entitled to these communities, whether they are proportionately
few, such as the Chinese population, or where almost half the
population is of ethnic origin, ie in areas such as Newham and
Brent.’5 We know that the greatest prescription we have is that
of ‘ourselves’. To offer dignity to people who have not always
received such treatment in their country of origin, or even here,
is a precious resource. This involves time, a listening ear, and
sometimes flexibility.

the urban melting pot
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We must remember that there is a biblical bias towards the
‘alien’ - the foreigner, the stranger, the refugee. Within the law
and practice of Israel, there was provision and protection.
‘When an alien lives with you in your land, do not ill treat him.
The alien living with you must be treated as one of your native
born. Love him as yourself for you were aliens in Egypt.’6

A Question of Status
Refugees and asylum seekers are among those who most need
this special provision. There are three main categories assigned
to asylum applicants:

Refugee status:  
• full political asylum is granted
• right given to stay indefinitely in UK on a ‘resident permit’
• has the right to travel outside the UK
• may apply to be joined by spouse and children 

Exceptional leave to remain:  
• granted leave to stay 1 year
• may be renewed
• ‘the applicant does not qualify for refugee status but . . we do
not think it right to enforce departure from the UK’ (Home
Office)

Refusal: 
• refused right to stay and will be deported subject to appeal

All asylum seekers and their families have the right to be regis-
tered with an NHS doctor. There is no obligation on GPs to
check the immigration status of people joining their lists.
Asylum seekers are exempt from charges and entitled to free
prescriptions, irrespective of whether or not they receive
income support.7

There are 363,000 refugees and asylum seekers in Britain. 85%
are in London. In Haringey, a north London borough, 9% of the
total population and 25% of the ethnic minority population fall
into this category. Although representing origins in 33
countries, the largest groups come from areas which are either
well represented in the local population eg Turkey or are active
trouble spots eg Somalia, Democratic Republic of Congo (pre-
viously Zaire), Ethiopia, Sri Lanka.

The majority of asylum seekers are aged under 40. Most are
healthy on arrival. Many are separated from their families. Two
fifths live in temporary accommodation, and only 7% are in
permanent employment. Over 50% admit to being tortured8.
The consequent need for emotional and social support is
immense. Health professionals and local churches have an
important role to play, especially since so many are fearful of
active involvement within their own communities for fear of
harassment by security or party officials.

Opportunities
We are told there are around 12,000 unreached people groups in
the world. That is, groups for whom the gospel has not been
communicated in an accessible form because of language or
cultural barriers9. Some of these are represented within our
major cities.

We have the opportunity of extending to them our expertise
alongside our Christian compassion. We must not abuse our
professional setting in order to proselytise. But there are
occasions when questions will be asked about our motivation
and underlying beliefs. There may even be those who invite a
deeper discussion and welcome prayer. The involvement of
local churches, advice centres, support groups, and other caring
agencies may also prompt opportunities to share the gospel.

‘There are many races, religions, customs and cultures. This
diversity does not necessarily imply that one is right and
another wrong, but it does constitute a major challenge to the
people of God, a challenge to relate adequately to the intricate
system of beliefs, cultures and values in our world, in order to
communicate intelligently the gospel to each person without
compromising the heart and essence of its message.’10

In other words, in order to cross cultural barriers, we can dress
the unchanging gospel in someone else’s clothes. Health
workers in our cities have a role to play in this process, without
compromising their integrity or professionalism. We can
identify and research particular groups, so that our provision is
more appropriate. We can pray for our patients before or after
they come into the consultation. We can reject the last traces of
misunderstanding, frustration and prejudice. We can be
available, be open, and allow God to serve through us.11

We can look forward to the day when there will be ‘a great
multitude that no-one could count, from every nation, tribe,
people and language, standing before the throne and in front of
the Lamb’12.

Paul Dakin is a part-time GP in north London.
He is the facilitator of ‘Acts 13’ and ‘Pray
Haringey’.
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Channel 5 abortion poll
Following a televised debate on Kirsty
Young’s Tell the Truth about whether UK
abortion laws should be toughened, 49%
of viewers who phoned the poll said ‘Yes’
and 51% said ‘No’.  The pro-choice case
centred on the absolute autonomous right
of the woman over her unborn baby in all
circumstances, and the more they spoke
the more they condemned themselves.
Had the programme lasted longer,
perhaps they’d have lost their tiny
majority? (Source: Channel 5 News
Update, 9pm Sunday 20th September
1998)

Dying for doctrine
172 children died when they might have
lived because they or their parents had
‘doctrinal’ objections to medical
treatment. The most common causes of
death were pneumonia, meningitis,
diabetes and measles. The report authors
call for the repeal of all religious
exemption laws protecting parents from
prosecution for neglect or abuse. (Source:
Paediatrics, 1998; 101: 625-9, quoted by
Minerva, British Medical Journal, 19
September 1998; 317: 826)

Doctors, drink and drugs
90 JHOs (51 of them women) who had
graduated from Newcastle responded to a
survey about drinking habits, illicit drug
use, and stress levels. 93% drank alcohol,
and of these more than 60% of both sexes
exceeded recommended limits. One man
drank 42 pints a week, and one woman 30
pints a week. 35% of men and 19% of
women were currently using cannabis,
11% regularly.  A further 13% of the men
and 10% of the women were using magic
mushrooms, LSD, ecstasy, cocaine, amyl
nitrate or amphetamine. The main reason
given for all this consumption was
‘pleasure’, but what are they doing to
themselves?  What are they doing to their
patients? (Source: The Lancet, 1998; 352:
785-6) 

Nursing recruitment crisis
The number of nurses entering the prof-
ession in the UK has fallen to the lowest
level since records began, and one in four
new nurses in Britain is recruited from
overseas, according to the UKCC of
Nursing, Midwifery and Health Visiting.
Do Christians still respond to a ‘call’ to

nursing? (Source: British Medical
Journal, 22 August 1998; 317: 490)

Will ‘nurse consultants’ help?
Doubtless in response to this crisis, the
UK government proposed creating a new
nursing grade of ‘nurse consultants’ to
enhance the pay and career prospects of
nurses. They would specialise, have their
own clinics, and take over some of the
current responsibilities of junior doctors.
Predictably, doctors’ leaders were
opposed to the suggestion. Is this just pro-
fessional chauvinism or are there legiti-
mate concerns about ‘too many chiefs and
not enough Indians’?  (Sources: British
Medical Journal, 12 September 1998;
317: 698 and various media comments)

Stolen kidneys for sale in India
The Indian state of Uttar Pradesh has
declared trade in human organs illegal
after the arrest of three surgeons on
charges of robbing poor patients of
kidneys and selling them to rich
patient/clients. Including the operation,
the going rate for a stolen kidney was
reported to be £4-6,000. (Source: The
Independent, 23 June 1998)

Affordable spectacles for
developing countries
In a BMJ leading article ‘dedicated to the
memory of the late Dr Joseph Taylor, who
championed the concept of optical
workshops and affordable spectacles
throughout Africa’, ophthalmologist
Andrew Potter ends a succinct set of rec-
ommendations for how to get glasses to
those who need them with the words -
‘Many of the problems of the developing
world are genuinely difficult to solve: this
one is not’. (Source British Medical
Journal, 29 August 1998; 317: 551-2)

Woman pregnant by dead
man’s sperm
In a world ‘first’ a Los Angeles surgeon
has made a woman pregnant using sperm
taken from her dead husband. In July
1995 sperm were extracted from Bruce
Vernoff, 35, who had died 24 hours
earlier from a reaction to medication, and
were used to fertilise an egg removed
from his widow, Gaby. She had the egg
implanted this summer, three years later.
Arguments have raged over the rights of

families to use the genetic material of the
deceased. An HFEA spokesperson
confirmed the procedure would be illegal
in Britain in the absence of ‘effective
consent’. Is this the sort of ‘coming back
from the dead’ we want? (Source: Charles
Arthur, The Independent, 16 July 1998) 

VES activists turn murder
hearing into carnival
When Dr David Moor appeared at
Newcastle Magistrates’ Court on 9th
September on a charge of murdering his
patient George Liddell, aged 85, the
‘Friends of Dr Moor’ who are backed by
the Voluntary Euthanasia Society
organised a six piece Dixieland jazz band
to play outside the court. This was for
their 150 supporters and so Dr Moor
might be ‘uplifted’. What about respect
for the deceased’s family? What about the
dignity of British justice? The trial begins
at Newcastle Crown Court on 19th
October. (Source: Ann Treneman, The
Independent, 11 September 1998)

Palliative care - to remain a
euthanasia-free zone?
Eutychus would answer this provocative
title question in a JME guest editorial in
the affirmative but Bobbie Farsides,
Lecturer in Medical Ethics at King’s
College London, argues ‘the palliative
care movement can afford to be a broader
church’ and that there may be a legitimate
place for euthanasia as a final option. She
complains ‘What one seems to encounter
in palliative care is a uniformity and
explicitness of shared moral beliefs
around major ethical issues, which is not
reflected in other specialties’. Perhaps the
other specialties have got it wrong?
(Source: Journal of Medical Ethics, 1998;
24: 149-150) 
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In our postmodern thinking we are in danger, even in our

churches, of replacing the concept of sin with insecurity and

salvation with psychotherapy. The treatment for this insecurity

only relieves symptoms and may hide the cause of a spiritual

disease which eventually proves fatal.

Healthcare is caught up in this same deceptive cultural process.

When the search for truth is abandoned, so are both the word of

God and the scientific method on which healthcare was once

based. Today there are medical students who are disillusioned by

their experiences while training. Medicine no longer appears to

be a vocation. Some are looking for an alternative way of fulfil-

ment in worship or in Bible College. But if Christian healthcare

with  mission is to be a partner to evangelism, the healthcare

must, like the theology, possess its own integrity.  

In the past, when God’s people abandoned him, their relationship

was only restored after a generation or two had died in the desert

or captive in a foreign land. We must ask God to restore Christian

values and motivation to healthcare. If not, we may have to live

and work under some unsympathetic world power that is less

decadent than our own society.

Healthcare with mission therefore has a dual role - to restore

integrity to science-based healthcare and to participate in Christ’s

mission to a disintegrating world. This was the challenge of the

International Christian Medical and Dental Association congress

held in Durban in July, reported in this issue by Janet Goodall. 

9

Among All Nations is produced in partnership
with the Medical Missionary Association and
Christians in Health Care as the international
section of Triple Helix. They also produce the

magazine Saving Health, which has more
articles on healthcare with mission, and a more
comprehensive list of multidisciplinary service
opportunities. Details on p15. 

Christian healthcare worldwide

P
ho

to
: N

ig
el

 P
ur

ry

Autumn 1998
No. 5

Reconciliation and
integrity through Christ



What is God’s plan 
for his world?

10

David Clegg reviews The Old Testament and
Christian Mission by Chris Wright. His comments
on the healthcare implications are in italics.

The foundations of mission: the creation platform
The teaching of Genesis and Paul’s speech to the Athenians
show how God meant human life on earth to be. This enables
the bad news and therefore the good news of the gospel to be
understood. The bad news is seen in our failures in the dimen-
sions of ecology and economy as well as of human relationships
in society and history. ‘God will hold us accountable as much
for our humanity as for our Christianity.’   

The Old Testament (OT) demands social action on behalf of the
needy. The New Testament has not cancelled this demand.
Providing health care for those needing it is a part of this
activity. Much disease is the result of our rebellion against God,
not just as individuals but also as society. We ignore the way we
and our world are made and the price is paid in poverty and
pollution, but often by our neighbours rather than ourselves.  A
partnership between medicine which heals the body and evan-
gelism which changes the lifestyle of individuals and society is
holistic healthcare. 

The manifesto of mission: the covenant with Abraham
God’s goal through Abraham was and still is the blessing of all
nations. The goal is universal and inclusive. The means of
achieving this is exclusive and particular - through the people of
God and the gospel of Christ.   

The blessing of all nations demands a changed attitude of mind
as well as a strategy for evangelism. Suffering now should
result in as much caring now as the threat of a lost eternity
results in evangelism. If it does not our caring is not genuine.

The agent of mission: Israel as the people of God
Mission is an ethical response to our being chosen and bought
back by God. Israel was redeemed or delivered from Egypt in
order to live in a covenant relationship with God. As a nation
Israel had the two priestly functions of bringing the knowledge
of God to the other nations (‘teaching the law’) and opening the
way for them to approach God (‘handling the sacrifices’). The
people of God need to be holy or ‘different, distinctive’ outside
the walls of their churches in their mission to the world.   

Professionals who for the sake of Christian mission risk or
abandon their place on the training and promotion ladders  are
distinctive. In addition they hold to ethical values which provide
a sound basis for any community health programme, but which
are often rejected by secular society.

The scope of mission: exodus and jubilee
Mission involves declaring the gospel of God’s redemption.
Two OT models are given to show the scope of this redemption.
The exodus had political, economic, social and spiritual dimen-
sions. The jubilee was a restorative mechanism especially for
family life. The theological components combined with the
social and economic components show a comprehensive
concern for human needs. The jubilee was a strong influence on
the ministry of Jesus.   

The modern western way of practising biomedical healthcare is
in danger of damaging family and social life and may cease to
be a means through which God blesses the nations of the world.
Poverty is a basic cause of population and family size
imbalance as well as of disease. The modern move to a more
multifactorial, cost effective and community centred approach
to healthcare is appropriate.

The conflict of mission: gods and idols
Throughout the OT the one living God conflicts with the gods
and idols of humanity. They are very similar to the present day
idols of ‘money, sex and power’. 

These idols are as responsible for the failure of rich nations and
their churches to care for the poor as for all peoples to respond
to the message of Christ.

The goal of mission: God and the future of nations
The nations were to benefit from God’s work among his chosen
people but must have found it difficult to praise Israel’s God
when they appeared to suffer from her conquests. Paul
described their benefiting from Israel’s salvation history as a
mystery. Even Jesus saw himself primarily as sent to restore
Israel but the vision of the ingathering of the nations was behind
his teaching. Paul saw the gentile churches and the servanthood
of Christ as fulfilment of OT prophecy and promise.   

We cannot know what Christ gave up to come into this world as
a man. But his servanthood was visible and his teaching irre-
sistible to those wanting the truth. Medical mission can help
break down the credibility gap between rich and poor and other
human divisions, especially when practised in the name and
spirit of the servant Christ.

Chris Wright is Principal of All Nations Christian
College. His original article The Old Testament and
Christian Mission appeared in Evangel, Summer 1996;
14.2: 37-43, published by Paternoster Periodicals.
These edited extracts are used with permission.
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From his experience in Uganda, Steven
Harknett challenges attitudes to disability

Disabled people can make distinctive contributions to society.
A distraught mother of a boy with severe learning difficulties
was surprised when her doctor chided her ‘You think this child
is all your own responsibility, don’t you? He isn’t. He is
society’s responsibility. Society needs handicap.’1

A friend at a church in Kampala asked me to take him to the
local deaf school so that he could ‘pray for the children’s ears to
be opened’. This approach was based on Jesus’ healing ministry
- ‘the blind receive sight, the lame walk, the lepers are cleansed,
the deaf hear’2.

Jesus’ miracles need not be interpreted as showing us that a cure
is the only way of healing disability. The miracles were to show
that ‘the power of God is such that God can change what
humanity sees as unchangeable’3.  

While some disabled people would no doubt prefer not to be
disabled, many more would vigorously defend their disability
as part of their identity or even as a gift. Geoff Lay, a blind
parish priest in the Diocese of Ely, describes how he uses his
visual impairment to tell others about God’s grace4. God’s
power is manifest in weakness just as much as it is in the mirac-
ulous cure, as Paul discovered5.

What should our attitude be to disabled people?
We used to see disabled people as lacking something. The
solution was to ‘normalise’ them, usually through medical
intervention. Now disabled people are arguing that it is not they
but society who should be changed. They need fewer ‘special’
services and more inclusive services such as integrated schools
and independent living schemes. In Uganda, disabled people
have obtained representation at local government level and in
Parliament to ensure that their voice is heard.

The attitude that disabled people need continual care makes
them objects of charity. It also treats the symptoms of disabili-
ty but not the causes such as poverty, war and social inequality.

Jesus began his mission with his claim to secure freedom for the
oppressed in society. ‘He has sent me to proclaim freedom for
the prisoners and recovery of sight for the blind, to release the
oppressed, to proclaim the year of the Lord’s favour.’6 Jesus

called for an inclusive society which does not discriminate but
offers equal opportunities to all.

The needs of the disabled are less to do with welfare and more
concerned with removing the barriers in society which oppress
them: inaccessible environments, lack of communication,
prejudice and discrimination. Our response should be one of
equalising opportunities rather than providing palliative care
and sympathy.

Community based rehabilitation
In some developing countries disabled people are now served
not by institution-based but by ‘community-based rehabilita-
tion’. This should be multisectoral and include education, voca-
tional training, income generation, housing etc, alongside
healthcare. Disabled people should be active in its planning and
implementation. This way they gain in responsibility and grow
in self esteem. 

Throughout Uganda they have formed self help groups which
run income-generating activities such as cobbling, tailoring or
rearing livestock. In Kabale, southwest Uganda, they run their
own orthopaedic workshop to provide the appliances they need.

‘Society needs handicap.’ Disabled people are often seen
begging outside churches in Africa.  The church should
welcome them, see what they have to offer, and support pro-
grammes such as community based rehabilitation which
empower them.

Steven Harknett has just gained an MSc (with distinc-
tion) in Community Disability Studies in Developing
Countries, partly funded by an MMA grant. He expects
to return to work with the Uganda National Institute of
Special Education

References
1. Young F. Face to Face. Epworth Press, London. 1985
2. Matthew 11:5
3. Davies J E. Disability: a social historical perspective.  British
Journal of Theological Education 8:2. 1996
4. Lay G. The blind leading the sighted. British Journal of
Theological Education 8:2. 1996
5. 2 Corinthians 12:8-9 
6. Luke 4:18-19

beyond healing and caring:

a Christian approach to disability



Cameos of 
Janet Goodall gives some
personal impressions of the XI
World Congress of the
International Christian Medical
and Dental Association held in
Durban, South Africa in July 

The magnificent International Convention
Centre in Durban was booked for this
congress when it was only a hole in the
ground. By this act of faith, the South
African CMF team had to do more than a
little cliff-hanging and spade-work of their
own, but were amply justified for their
vision by the success of the meeting. A
total of 800 delegates and spouses as well
as 100 medical students came into the
meetings daily from various locations in
the city. The children had a programme of
their own organised by Scripture Union.

‘International’ 
was a keynote, with delegates from 58
countries. Priority had been given to
delegates from Africa, after whom in
numbers attending came 55 from the UK,
50 each from the USA and Norway, 22
from Canada and 19 from Australia.
Single delegates came from Bangledesh,
Costa Rica, Ecuador, El Salvador, Estonia,
Greece, Mexico, Myanmar, Nepal, Oman,

Pakistan, United Arab Emirates, Ukraine
and Uruguay.

On the international evenings, people
(often in colourful national costume,
including some brilliant and impressive
Nigerian head-dresses) gave us a taste of
their homeland in song, ethnic music and
dancing, or simply told us of what God
has been doing though their different CMF
groups. It was moving to hear the reports
from Eastern Europe. Romania and East
Germany’s applications for membership
of the ICMDA were ratified just prior to
the congress.

Students 
who had enjoyed a preliminary week with
their own speakers shared how the experi-
ence had encouraged them to serve the
Lord with renewed mind and strength in
their practice, and to love him with an
undivided heart. An Australian student
had composed a haunting song, based on
the Lord’s questions to Peter in John 21.
The drift of it was ‘I know you’re very
busy serving me, but do you really love
me, love me, love me?’ - a refrain which
was to stay with some long after the
congress was over. 

Christian teaching 
centred on the very relevant conference
theme ‘Reconciliation and Integrity
through Christ’.   In his daily Bible studies
Rev Edward Muhima of Uganda explored
the meaning of integrity.   We have
become disintegrated through sin and
integrity can only be recaptured through a
restored relationship with Christ. Those
reconciled to him and integrated with him
become his ambassadors to a needy world. 

This theme was illustrated by various pro-
fessional papers dealing among other
things with integrity in medical ethics, in
inter-personal relationships, and in the
conduct of research. A disturbed balance
between body, mind and spirit can be at
the root of many sicknesses. We should
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a Congress
ask the Lord to bring healing to the whole
person and not simply to the body.

Music 
was led in a highly professional way by
Liz and Dave Pass, supported by a band
called ‘The House of Judah’ and a Zulu
choir, with a talented pastor, Johan
Heystek, acting as arranger, producer,
band leader and pianist. It was  a lesson in
integration to see how the various
musicians were sensitive to each other. Liz
was very keen to give us an African expe-
rience through the music! It was just as
inspiring to join the multiracial early
morning prayer meeting and there to sing
together as a smaller group, unaccompa-
nied, but united in a unique harmony of
voice and spirit. 

Discussion groups 
were held most afternoons, offering a
difficult choice between the parallel
sessions. A psychiatrist, Rhiannon Lloyd,
led seminars on healing, forgiveness and
reconciliation in Rwanda. Tutsi and Hutu
church elders are brought together.
Despite initial mutual mistrust they are
encouraged first to write down and then to
share with a ‘foe’ the pain which one party
has inflicted on the other. They realise that
neither side has been totally innocent. The
lists of offences are then taken and sym-
bolically nailed to a wooden cross and
burnt up. This goes on amidst scenes of
great grief but also of real repentance and
forgiveness. In this way  reconciliation is
achieved and fellowship restored.

Other workshops included consideration
of corruption in medicine, Christian
attitudes to embryo research and alterna-
tive medicine, AIDS as an instrument of
salvation, the role of women in medicine
and of Christians in woman and child
health care, the place of mission, and the
practice of ethics in the developing world.
We came up for air on one free afternoon
when mystery coach tours had been
arranged. Pre- and post-conference trips

gave others a chance to see lions, mission
hospitals or famous beauty spots,
according to taste and means.

Africa 
remains in many parts a troubled
continent. The crime rate has escalated in
South Africa in the last four years yet
Christians pop up all over the place, too. I
met a taxi-driver, a hotel porter and two
fellow passengers on separate planes who

each professed to be a ‘real’ Christian.
Much prayer was behind the relatively
peaceful transition of power in 1994, but
this must not cease now if the country is to
win through its present turmoil under the
(understandably) inexperienced leader-
ship.

We felt greatly protected ourselves, as a
body of comparatively wealthy people in a
city affected by both poverty and drugs.
We only heard of one hold-up - an
American delegate, walking alone on the
beach in broad daylight, was asked at
knife-point for his money. He was extri-
cated by an ex-convict and gay prostitute
on whose own patch of beach the theft was
being attempted. The delegate felt
relieved, thankful and humbled to be

reminded by such an unlikely character of
the Lord’s own willingness to stand
between us and spiritual (as well as -
sometimes - physical) death.

Only a few miles away, scores of people
were killing each other, apparently quite
out of control. Many of our delegates
would return to situations of tension and
danger. We need to continue to make
regular intercession for them, perhaps

using the words of one of our conference
songs:

God bless Africa
Guard her children
Guide her leaders, and
Heal her people

Reconciled with God, we are called to be
his ambassadors among the disintegrated
family of nations in the practice of our
medical and dental work, among patients
and colleagues, and within our own
families and fellowships.

Janet Goodall is a retired consultant
paediatrician who lives in Stoke-on-
Trent. She has been a Vice-President
of ICMDA since 1994
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Africa School of Missions - School of
Health/Nursing School
The training aims to combine academic
excellence with spiritual growth and
practical experience. The School of Health
gained accreditation from the South African
Nursing Council in 1991 and now offers
two one year courses for nurses:
Diploma in Clinical Nursing Science, Health
Assessment, Treatment and Care
Assists nurses to diagnose and treat diseases
common in developing countries. Without
such training nurses working in remote areas
often find themselves suffering from stress
which may cause them to leave the field.
Basic Health Care Course
For people who have no previous health
training. Emphasis on preventive health
care but trains participants to be village
health workers, includes South African
Nursing Council curriculum for enrolled
auxiliary nurses. Includes teaching others to
do home nursing, essential during the AIDS
pandemic.
Practical Work
Undertaken in local government clinics, the
hospital and the School’s own mobile clinic.
The lives of many people have been changed
by the influence and love of students and
staff. A high school girl came requesting an
abortion. She committed her life to Christ
and today has a baby loved by herself and
her family who initially rejected her when
she told them she was pregnant. Two
grannies asked us to pray with them, and an
AIDS patient on the brink of death began
attending the mobile clinic, committed her
life to Jesus, and with healthcare and love
has grown stronger. Many lives in the village
have been touched by this practical demon-
stration of God’s love. (Abridged from an
article by Miss Jenny Holtzhausen, Principal
of the Nursing School.)

Are patterns of preparation for health-
care with mission going to change?
Medical missions which employ mainly
doctors have long relied on a combination of
professional training, Bible College training
and local language study and orientation to
equip their staff to serve overseas. Now
national governments are legislating new
requirements (see Vacancies - South Africa).
At the same time training and staff develop-
ment schemes are being developed by NGOs
employing expatriates and nationals in those
countries. Sources include:

People in Aid Update August 1998
Unless otherwise stated, the following
reports are available from People in Aid,
International Personnel, BRCS, 9
Grosvenor Crescent, London, SW1X 7EJ.
Tel. 0171-235 0895
• People in Aid Code and Room for
Improvement from: Overseas Development
Institute, Portland House, Stag Place,
London SW1E 5DP. Tel. 0171-393 1631.
Fax 0171-393 1699
• Department for International
Development’s (DFID) Guidelines on
Humanitarian Assistance (deals with
employment practices expected if applying
for project funding): Natalia Langlais,
CHAD Department, DFID. Tel. 0171-917
0066. Fax 0171-917 0502
• Under Cover - a seminar report by People
in Aid on insurance cover for medical
expenses, disability and loss of life for expa-
triates working for British and Irish NGOs.   
• Minutes of the Inter-Agency Personnel
Forum in May 1998 from People in Aid.
• Report on Inter-Agency Emergency Relief
Personnel Seminar in Dublin available
from RedR. Tel. 0171-233 3116. Fax 0171-
222 0564
• The Human Face of Aid - a 1997 report by
People in Aid, International Health
Exchange, Chartered Society of
Physiotherapy, deals with ways staff can
gather the evidence they need of their con-
tinuing professional competence when they
return to the UK.

Developments at the International
Health Exchange
PACT (Personal Action Plan) Interviews. A
proposed new approach to formal assess-
ment and advice sessions for current and
new register members of  IHE. PACT is
about people’s appropriateness and skills
level for working in health overseas, eg
teaching or management skills, language
training, introductory courses such as
Health Care in Emergencies.
Foundation Certificate. The course will be
modular. Accreditation - discussions at
inter-agency level are attempting to define a
minimum training requirement for those
planning to work in emergency relief.
IHE, 8-10 Dryden Street, London WC2E
9HA. Tel. 0171-836 5833.  Fax 0171-379
1239. E-mail info@ihe.org.uk 

INASP 
(The International Network for the
Availability of Scientific Publications)
Health Information Forum: ‘Working
together to improve access to reliable infor-

mation for healthcare workers in developing
and transitional countries’. The next
workshop is on 10th November from 4-6pm
at the British Medical Association. INASP,
27 Park End Street, Oxford OX1 1HU. Tel.
01865 249909. Fax 01865 251060

MEDAIR crisis situations seminars 
23rd October-1st November, Switzerland
and February 1999, The Netherlands.
Contact MEDAIR, PO Box 25, Harpenden
AL5 4BY. Tel./Fax 01582 765532. E-Mail
medair@compuserve .com   Website
http://www.medair.org

Mental Health in the Developing
World - A Challenge for the Churches
1st-4th December 1998 at High Leigh
Conference Centre, Hoddesdon, Herts.
Details: Chris Bocutt, 55 Prospect Way,
Brabourne Lees, Ashford, Kent TN25 6RL.
Tel. 01303 814115. E-mail: chris@
bocutt.demon.co.uk

Medical Student Electives Days 1999
Leeds - Saturday March 13th. London -
Wednesday April 28th. Details from
CMF/MMA

Residential Refresher Course for
Christian Doctors, Nurses and
Midwives Working Overseas
Provisional dates June 21st-July 2nd 1999.
Details from CMF/MMA

requests:
Gospel Cards (Greetings and
Christmas cards)
Profits to support the Medical Missionary
Association, from Dr and Mrs James Burton
OBE,  2 Green Lane, Downton, Salisbury
SP5 3SY. Tel. 01725 513769

Wallington Missionary Mart and
Auctions 
can sell household items and antiques and
donate the profits to the UK Christian
charity of your choice - mostly those
working overseas. Tel. 0181-669 3495
(Mart) or 0181-647 8437 (Auctions)

Journals wanted for three Angolan
doctors in O&G
CMF South Africa will send journals from
their country but if a UK O&G specialist
could send theirs after reading, feel free to
confirm with CMF/MMA that the need still
stands.    Address for the journals: c/o Dr
Elsa Ambriz, CxP 3487, Luanda, Angola

resources:
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vacancies 
overseas:
Please note that medical mission posts often
require you to raise your own support (though
some missions can help with this) and to have
the support of your home church. A much
longer list of Opportunities of Service mostly
through UK-based mission societies is
available in the MMA magazine Saving Health
(see below).

AFRICA
Benin
The two nurses and a surgeon listed in Issue
4 are still required. Enquiries can be made
direct to David Thompson, Hopital
Evangelique Bembereke, BP 28
Bembereke, Republique du Benin. Tel. 61
10 53.   Fax 61 05 20. E-mail heb@intnet.bj

South Africa
Doctor and nurse for Africa School of
Medicine - see article opposite. These
posts are still unfilled and the ASM
stresses that with God all things are
possible.

Obstetrician for Empangeni Hospital,
KwaZulu Natal. The hospital delivers
more than 7,000 babies per year and at
present has two specialists in O&G. Other
specialties are also short - anaesthetics,
paediatrics, internal medicine and
orthopaedics. Contact Steve Raymond,
Head of O&G Department, Empangeni
Hospital, PB X20005, Empangeni 3880.
Tel. 0351 772111. E-Mail
steve@dhngwe2.db.healthlink.org.za

(Doctors should ask for the current regula-
tions with the South African Medical and
Dental Council. They may be required to sit
an exam and/or do community service. We
understand nurses can register with the
South African Nursing Council but that they
may need to prove they come fully
supported and that they are not taking the job
opportunity away from a South African.)

Uganda
Kiwoko Hospital
1. Anaesthetist.  Could help train national
health professionals even during a stay of
a few months. They are doing more com-
plicated surgery now and ‘have moved
beyond ketamine alone for anaesthesia’.
2. Nurse tutor for a proposed enrolled
nurse training school.

At present Ugandan staff require salaries
that the mission hospital cannot afford.
Volunteers who can afford to make their
own arrangements can contact the Medical
Superintendent direct at Kiwoko Hospital,
PO Box 149, Uganda. Fax 00-256-41-
530412. Those who can go for three years
or more can approach the Church Mission
Society, Personnel or Africa Desks, 157
Waterloo Road, London SE1 8UU

ASIA
Nepal
United Mission to Nepal. Received 4th
June - urgently required - GPs with
MRCGP or equivalent to work in rural
hospitals. Urgent need for experienced
doctor with admin skills for post of
Hospital Director. Also require experi-
enced psychiatrist, community medical
officers, specialist physician, general and
orthopaedic surgeons. Tutors/nurse
educators with Master’s or Bachelor’s
degree needed to teach in national or
UMN Nursing Campuses. Contact United
Mission to Nepal, PO Box 126,
Kathmandu, Nepal. E-mail
personnl@umn.mos.com.np

Patan Hospital. Internist with MRCP,
preferably with some sub-specialty
training, almost certainly needed to
replace Dr John Sleggs in July 1999.
Fascinating job with excellent supporting
Nepali staff. Enquiries: The Medical
Director, Patan Hospital, PO Box 252,
Kathmandu, Nepal. E-mail
sleggs@sleggs.wlink.com.np

WORLDWIDE
Child Advocacy International
Female obstetrician for 3 months in
Kabul, Afghanistan to train female obstet-
ricians to manage difficult deliveries and
perform caesarean sections.  Good quality
accommodation and transport costs paid.
Paediatrician to work in paediatric and
neonatal high-dependency areas in
Kosevo Children’s Hospital in Sarajevo,
Bosnia. Funds available to enable a British
paediatrician to work there for 6-12
months training Bosnian doctors to
manage critically ill babies and children.
Contact: Professor David Southall, Hon
Director of Child Advocacy International,
79 Springfield Road, Trent Vale, Stoke-
on-Trent ST4 6RY. Tel. 01782 712599,
Mobile 0410 674003. E-mail
cai_uk@compuserve.com

World Vision
Korea Health and nutrition manager
(children’s centres). Language capacity
essential.
Sierra Leone Health Officer/Manager -
nurse with Master’s in public health or
doctor with 3 years’ experience in public
health.
Sudan Health Officer - nurse with
Master’s in public health or doctor with 3
years’ experience in public health
Sudan Health Co-ordinator - degree in
medicine or nursing with a Master of
Public Health and 3 years’ experience
managing primary health care projects in a
developing world setting.
Contact Cliff Eaton, Overseas
Recruitment Officer, or Ann English, OR
Administrator, World Vision, 599 Avebury
Boulevard, Central Milton Keynes, Bucks
MK9 3PG. Tel. 01908 841000. Fax 01908
841014. E-mail cliff.eaton@worldvi-
sion.org.uk
(Posts carry funding but require active
sympathy with World Vision Core Values)

Mission Societies SIM-UK  and AEF
SIM and AEF are merging and both have
a new address as follows: SIM-UK,
Wetheringsett Manor, Stowmarket,
Suffolk IP14 5QX. Tel. 01449 766464.
Fax 01449 767148   

Among All Nations is produced by the
Medical Missionary Association and
Christians in Health Care in partnership with
the Christian Medical Fellowship as the
international section of the CMF publication
Triple Helix. The MMA also publishes its
own magazine Saving Health which is aimed
at those wishing to know more about, pray
for, give to, or take part in medical mission.
This is currently produced twice a year alter-
nately as a magazine and as a newsletter. SH
and/or AAN are sent to MMA supporters
who donate £5 or more a year (£3 for
students and missionaries). MMA is building
up a database of  those wishing to hear of
specific types of service opportunities. Please
ask for a database form.
Medical Missionary Association
Registered Charity 224636 General
Secretary: Dr David Clegg. 157 Waterloo
Road, London SE1 8XN. Tel. 0171-928
4694. Fax 0171-620 2453. E-mail
106333.673@compuserve.com
Christians in Health Care
Registered Charity 328018 Director: Howard
Lyons MSc FHSM. 11 Grove Road,
Northwood, Middlesex HA6 2AP. Tel. 01923
825634. Fax 01923 840562. E-mail howard-
lyons@msn.com Website: http://christian-
healthcare.org.uk



Hymn singing during operations was just one
highlight of Daren Teoh’s South African elective

Five hundred miles away from the skyscrapers of Johannesburg
is the town of Mangusi. This is the real South Africa - a dozen
shops and the local market at the town’s only crossroad.
Scattered around this lie individual Zulu houses and huts and a
population of approximately 100,000. Mangusi hospital served
this population and six other primary care clinics around the
region.

Mangusi was started by
the Methodist church
and has up to eight
resident doctors serving
a maximum of 560
patients at any one
time. I spent my time
there moving between
paediatric, medical and
surgical wards, primary
care clinics and outpa-
tients, and ophthalmol-
ogy was a special part
of my elective.

As in most of sub-
Saharan Africa, HIV
and AIDS are taking
their toll in Mangusi.
33% of antenatal
patients and 70% of
hospital patients are
infected. Children are
not spared. Florid
opportunistic infections
and failure-to-thrive
were beyond anything
I’d come across in the
West. On top of that,
doctors had to cope
with restraints in basic
blood tests and malarial
screens, not because of
technical limitations,
but rather because of shortage of funds.

One thing I always looked forward to was theatre days. If
regional anaesthesia was used, patients and staff alike would
sing Zulu hymns right through the procedure. And when Zulus
sing, an international choir is born. Newcomers to the hospital
might even mistake the theatre staff for the hospital choir!

A good proportion of the work in the hospital is done out of the
goodwill of the staff. My tutor should probably deserve special
mention. He hails from Rwanda where he was a consultant
surgeon. During the genocide he lost everything except his
family and fled to Zambia and finally to South Africa. He has
had to learn English from scratch and now only works as a
medical officer. However he still testifies to God’s faithfulness
and sovereignty and harbours no hatred against the perpetrators
of his suffering. He is also certainly the most pleasant person in

the hospital. I will
always remember his
example and I was
pleased to help him
with his English. 

I spent my final days at
an outlying primary
care clinic. Resources
here were scarce. The
clinic was even out of
stock of paracetamol
and penicillin. 

Around Mangusi is a
beautiful lagoon
system known as Kosi
Bay. I also managed
two safaris (one even
on horseback) and
some scuba diving on
my way back to the
UK.  Looking back on
my time at Mangusi, I
know I can trust God
more with my future
and would certainly
like to return to the
developing world
someday. And for now,
at least there will be
less of a chance for me
to miss crackles when I
listen to a patient’s
lungs.

In his penultimate year at Nottingham Medical School,
Daren Teoh did his elective at Mangusi Hospital, South
Africa this summer. He received a Joe Taylor
Scholarship award for the ophthalmology part of it.

16

a world of opportunity

The author with an African orphan



17

Viagra

In direct contrast to the issue of ‘not for
resuscitation’ orders which we reviewed
last time, Viagra has a host of web pages.
The reason for this is of course obvious -
Viagra is big news. The Internet is in many
ways a huge newspaper. So with the
opposite problem facing us, I thought it
would be helpful to take you on a guided
tour of our attempt to gather information
on the ethical implications of this new
drug, and the media (and Internet!) hype
there has been about it. 

To make things easier, I have gathered all
the search engines we will use together at
http://search.xtn.org/engines.htm. You
are welcome to use that page for any other
search you want. Search engines are the
nearest thing to an index that the Internet
has.

We begin with Northern Light. A simple
search for the word ‘viagra’ leads to more
than 25,000 sites. There are some useful
links on the first page, but none of them
cater for our enquiry. After adding the
word ‘ethics’ 258 sites were returned, and
28 when ‘Christian’ was added to this.
Unfortunately none of these seem
relevant. The clever system that this
engine uses to categorise the hits does not
work well for this query, nor on this
occasion does the fact that many of the
pages need to be paid for. Both of these
things make Northern Light useful for a
more specific search, but you can’t win
them all.

Moving onto Yahoo, which is one of the
best known search engines on the Internet,
the results were much more helpful and

included an American Government infor-
mation page and the surprisingly useful
www.viagra.com from Pfizer itself. The
Pfizer site contained some very useful
information for both patients and doctors.
Unfortunately there was no mention of
ethics, and Yahoo, whilst giving us useful
background information on the drug did
not help us more directly.

Alta Vista surprised me. Previously I have
liked this engine, but instead of narrowing
the search, adding ‘ethics’ actually
increased the number of page hits from
60,000 to 1,000,000! I presumed that a
recent change was the reason, and moved
swiftly on after unsuccessfully trying to
narrow the search by other means.

The meta-search engine Verio works by
submitting simultaneously to several
search engines and pooling the results.
Looking for ‘viagra ethics’ found a CNN
page at http://cnn.com/HEALTH/
bioethics/9807/viagra.cost/index.html
which made some excellent points. This
page pointed out that if we could find a
pill to restore paraplegics’ legs for even a
few minutes we would expect health care
to pay. Is sex any different? Although
written from a US perspective this does
have implications for the ethics of the
UK’s refusal to fund Viagra on the NHS.
Are we right to deprive the poor of sex?

Hotbot topped its results page with a link
to the Starr report on Clinton’s sexual
activity. Interestingly, the Internet has
played a vital role in this whole affair to
the point that without the gossip found on
one particular site it seems unlikely that
the story would ever have been released.
A case of the Internet making the news
perhaps? It certainly has nothing to do
with Viagra, however. 

Also, at the top of the page was a banner
with a direct link to where the drug could
be purchased by mail order. I am not sure
of the legality of this and I am sure most
Christian doctors would be concerned that
people could simply buy a new drug,
which may be potentially lethal if used by
those with angina, that easily.  

Using another meta-search engine,
Inference, gave a better classification of
results and showed its worth as a starting
point for any search. Sadly no ethics pages
were found and the addition of the word
‘ethics’ merely brought to the top of the
list one of the many pages selling Viagra
on line.

So we found very little in the hype about
the ethics of such a drug being marketed in
such a way and then being denied to those
who cannot afford it. Perhaps it is time for
Christian health professionals to consider
this seriously and make our views known?
It cannot be right to raise hopes unrealisti-
cally, and create a market which the NHS
then refuses to fund. The refusal seems
strange in the light of the fact that other,
more expensive treatments for impotence
are available already on the NHS. The
saddest outcome of all this is surely for the
many who genuinely need the drug who
will now be denied it. 

CyberDoc is Adrian Warnock, an SHO in
psychiatry at Warley Hospital, Brentwood.
He runs an Internet site for Christians and
is small group leader in his church.

Why not visit the new CyberDoc website
with reviews from previous editions and
much more at http://xtn.org/cyberdoc/ ?

If you have an Internet site or
subject you would like CyberDoc
to review he can be e-mailed at
warnock@bigfoot.com

RevieWWWs
with CyberDoc
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Creation-Evolution: the Debate
closes

Antony Latham responds to his critics:

I am grateful to Denis Alexander and
Gordon Wardall who commented on my
letter supporting the arguments of bio-
chemist Michael Behe. His Darwin’s
Black Box argues persuasively that
molecular systems in the cell could not
have come about by chance but have all
the hallmarks of design.

Dr Alexander says he is a theist, believing
that God is constantly involved in his
creation and the upholding of it and that he
did not just set up the laws of the universe
at the beginning and leave it to evolve
alone (deism). I am completely in
agreement. However he says, rather
obscurely, that this is why he is ‘suspi-
cious of the apologetic approach
advocated by Michael Behe’. He then crit-
icises Behe for using a natural theology
based on biochemistry rather than
beginning with a biblical doctrine of God.

Behe has not written a work of Christian
apologetics but simply an account of how
one scientist sees the evidence for design
in his field of work. It seems strange to
criticise this. Nor has Behe tried to write a
theology of creation or the doctrine of God
and I am unsure why Dr Alexander
expects him to. Behe is a scientist and not
a theologian and his work stands for what
it is - a scientific look at the evidence.

Dr Alexander then charges Behe with
using the gaps in our scientific knowledge
to persuade us of God’s ‘designer’
activity. This argument is very misleading.
Behe’s main point is to do with the irre-
ducible complexity of the systems he
looks at. It is an argument based on logic
and not on the lack of knowledge (gaps)
that Dr Alexander writes of. As I said
before, Behe’s arguments are only
possible because of our recent increase in
knowledge about biochemistry. In fact Dr
Alexander has not addressed any of the
many examples of irreducible complexity
given by Behe. The reference given by Dr
Alexander (Immunology Today, 1998; 19:
54-56) to recent work on the evolution of

the immune system does not help his
argument. The report contains no firm
evidence for any evolution and contains
many words that sum up the uncertainties
surrounding the theory (such as ‘may
provide clues’, ‘suggesting’, ‘supports’,
‘postulation’, ‘putative’).

Dr Alexander refers to Romans 1: 18-20
which concerns the evidence given to all
men in the general revelation of nature. He
seems to assert that since this refers to the
evidence perceived by both the learned
and unlearned, we cannot therefore use
our knowledge of science to speak to us
about our creator. This is a strange
argument. Whether it is the starry heavens
or the structure of haemoglobin, all is the
same natural world which God created.
Calvin in his Institutes (Ch. 5 section 2)
speaks of the same evidence for God in all
aspects of nature, including the study of
‘ . . astronomy, medicine and all natural
sciences . .’

Dr Alexander likes to major on one
sentence in Behe’s book in which Behe
says that factors such as genetic drift,
natural selection, linkage etc could be
operative along with intelligent design
(p230). I agree with Dr Alexander that
God made and upholds all creation and not
just bits. Possibly Behe is disagreeing with
this but it is not wholly clear. Denis
Alexander is using this point to throw out
the baby with the bathwater. Whether
Behe is wrong in this one sentence or not
is interesting but has nothing to do with
the main argument in his book.

Going briefly to some of Dr Wardall’s
points: He defends the Darwinist Richard
Dawkins and his ‘ability and integrity as a
scientist’. I have recently read, very
carefully, one of his books, River out of
Eden, a summary of his beliefs about
evolution. I was unable to find one shred
of evidence for a single evolutionary
scenario that he paints in this book. No
one is doubting the marvellous ability of
DNA to produce variation within a species
but Dawkins continually tacks on to this
knowledge his ideas of how he thinks we
evolved. There is never, I repeat never,
any hard evidence given for what he says
- even if he says it brilliantly. Is that good
science?

Karl Popper, the philosopher, maintained
that a theory or hypothesis was scientific
only to the extent that it was in principle
capable of being shown to be false through
testing. To prove a theory requires making
risky predictions that might be shown to
be false. Einstein did this, risked every-
thing, and was proved right. In Darwinism
no such criteria have been met. When pre-
dictions (the big one being Darwin’s
assertion that we will find transitional
forms in the fossil record) are made that
do not come true then Darwinists wriggle
out of it by suggesting something else
such as macroevolution, evolutionary
jumps, and so on.

Dr Wardall says that amongst scientists
‘chance’ does not carry the philosophical
implication of lack of design or purpose.
Perhaps he is referring to quantum theory
at the sub-atomic level. Whatever he
means I am quite sure that when biologists
speak of random, chance mutations
leading to evolution they mean just that.
What they mean is that the divine is
excluded. Christian theists such as Drs
Alexander and Wardall are trying to have
it both ways. I believe it is intellectually
unsound to be a theist and believe in the
entirely random and indeed purposeless
process of evolution. At least Dawkins is
consistent on this point for he knows quite
well Darwinism excludes the possibility
of design.

A child could teach us that if God made us
then we should be able to see evidence -
particularly at the molecular level. The
alternative - that he has disguised the
evidence to make it look like chance - just
won’t do. Let us look at it like children
and get off our pedestals. Could it be that
we are afraid to go against the stream? Our
scientific colleagues may scoff. Let them.
They and we are without excuse (Romans
l :20).               

Brixham GP Robert Gurney joins the
debate. He describes himself as not being
a ‘young earth’ creationist, but favouring
the ‘progressive creation’ model - the
belief that creation, which was special
creation with diversification or microevo-
lution, was spread over aeons of time.

I agree with much of what Denis
Alexander and Gordon Wardall say in
their letters; but unlike them, I am not at
all happy with the concept of theistic

readers’ letters:
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evolution. Romans 1:18-20 surely applies
to every kind of human being, including
the modern scientist. If this is so, I believe
it more or less rules out theistic evolution.
If all the wonders of nature can be fully
explained in terms of gradual evolution by
natural processes (even if that evolution is
under the control and guidance of an
unseen God), the unbeliever has a valid
excuse for not believing in God and not
worshipping him. He can say with perfect
justification ‘I see no need for a creator,
because everything can be explained in
terms of natural processes’. 

The ‘God of the gaps’ is nearly always
brought up in this kind of debate. The
warning about the perils of believing in
such a God does have some validity; but I
think theistic evolutionists greatly overuse
it, and the result is that they throw out the
baby with the bathwater. I believe that the
more we learn of the wonders of nature
and the more we understand how it works,
the more it becomes apparent that it was
designed by an intelligent creator and that
it did not arise by a process of macroevo-
lution. 

This was the experience of Michael
Denton, molecular biologist and author of
Evolution: A Theory in Crisis (Burnett
Books). He was not a Christian, but he
was driven to believe that the cell - the
simplest form of life - was so incredibly
complex and sophisticated that it must
have been designed and created by intelli-
gence and it could not have come into
existence by a process of evolution. The
molecular machinery within a single cell
is enormously more complex and sophisti-
cated than any machine designed and built
by late twentieth century man.

There are countless examples in nature
(some of which Denton describes) of
mechanisms which have to be fully func-
tional and complete from the beginning -
otherwise they are useless or even lethal.
One well-known example is the defence
mechanism of the bombardier beetle. It
has a complex apparatus for producing
and using (without danger to itself) two
chemicals which explode when mixed.
There is no way this apparatus could have
arisen gradually. It had to function fully
and perfectly from the beginning. This is
solid evidence for special creation. It is
ironic that non-Christians like Michael

Denton can see this, whereas many
Christians prefer to dismiss it with talk
about the ‘God of the gaps’.

Theistic evolutionists argue that God
could have created by means of macroevo-
lution - and so he could - but there is a
great deal of solid evidence that he did
not, quite apart from what the Bible says.
One example of this evidence can be
found in the book Not By Chance!
(Judaica Press) by a Jewish scientist, Lee
Spetner. He examines the genetic mecha-
nisms of evolution and concludes that
macroevolution is impossible. Amongst
other things, he points out that after many
years of research, scientists have not
observed a single mutation where genetic
information is added. In every case, even
in the rare ‘beneficial’ mutation, genetic
information is lost. It follows that
macroevolution cannot occur by means of
mutations - and since there are no other
mechanisms by which it can occur, it does
not occur at all. 

Professor Richard Dawkins was once
asked to give just one example of a
mutation where information was added.
He thought hard for about a minute and
then started talking about something else!
(This interview can be seen on the video
From a Frog to a Prince, obtainable from
Creation Science Foundation, Box 1427,
Sevenhampton, Swindon SN6 7UF). So-
called ‘microevolution’ obviously does
occur; but to extrapolate from that to
macroevolution, as evolutionists do, is
totally unjustified.

Lastly, Dr Alexander mentions God’s
‘ongoing creative and sustaining activity’.
What does he mean by ‘creative activity’?
Does he mean the kind of creative activity
that we all agree about, such as microevo-
lution - or does he mean that God is still
continuing, by means of macroevolution,
the creative process described in Genesis
1? If he means the latter, I believe he is
contradicting Genesis 2:1-3. We are told
here that God ended his work of creation
and then rested from that work. These
verses imply that the kind of creative work
that God did in Genesis 1 was different
from the kind of creative and sustaining
work he is doing now. If God created the
living world by means of macroevolution
- and that process is still going on today -
then God did not end that original work of
creation and he did not rest from it.

Finally, Dr Felton Ross e-mails from
South Carolina, USA:

I am writing in support of Dr Antony
Latham’s plea to your readers ‘to go out
and buy Behe’s book and think for them-
selves’. 

This is what I have done and I find myself
in agreement with Dr Latham. Denis
Alexander seems to have completely
missed the point of the whole book which
is simply to expose the failure of science
to find any mechanisms to account for the
development of biochemical phenomena.
We are, apparently, quite good at describ-
ing what is happening when blood clots,
for instance, but have no clues as to how
such a mechanism could have
‘developed’.

If this is ‘a gap’ so be it, for it seems to me
that the ‘gaps’ in our knowledge are
getting larger and not smaller as science
advances.

This correspondence is now closed. 

Jubilee 2000 campaign 

In the last RevieWWWs, CyberDoc
reported on Jubilee 2000’s website, advo-
cating for the year 2000 a one-off ‘jubilee
style’ cancellation of debt owed by the
developing world. Expatriate British
doctor Stephen de Garis, who has consid-
erable professional experience in the
developing world, e-mailed him from
Switzerland with some robust comments:

I have read with much interest your article
in Triple Helix and wish to take up your
challenge ‘why we shouldn’t all be joining
this campaign’. I read of this initiative a
year ago whilst in Nepal, in the Tear Fund
journal Footsteps, No 31, June 1997, and
wrote to disagree. Again just recently at
the Durban ICMDA Congress I made my
views known, as there was a specific stand
on this very issue for which signatures
were being solicited. 

I have been a member of the CMF since
1959 and am quite definitely concerned at
‘the plight of the world’s poor’, but I do
not believe the Jubilee 2000 campaign will
do anything to alleviate the problem, even
if it does have the support of the Lambeth
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Conference and the World Council of
Churches. I do not doubt the integrity of
those who believe it is right, I just believe
they are mistaken that the Campaign will
succeed in achieving its aims.

My contention is this: the truly poor are
not in debt and never were. I would be
surprised if the initiants have lived in a
Third World country for any time, ie other
than as transient tourists. That indescrib-
able poverty exists in the Third World is
forcefully evident when living there and is
a human disgrace; surely every person of
goodwill longs to help in alleviating it. It
offends us, as it is so different from our
own privileged lifestyle.

The problem, I believe, occurs by malad-
ministration and corruption of officials,
whether in government or their bureaucra-
cy. They have incurred the debt. The poor
beggar on the street has never seen any
largesse from loans. This was for others.
He does not pay tax in any form; he just
survives if he is (?) fortunate, or dies
forgotten and unwanted. To bail out his
government is to condone its corruption. It
is wishful thinking to believe that govern-
ment debt cancellation will improve his lot
- he has no lobby; it is possible he has no
healthcare provided by his government. If
he receives any at all, then it might be
from a foreign NGO. This is, I believe, the
harsh reality and it is appalling.

I take up your points:

1. The amount to repay is more than aid.
That may well be the case for purely
technical reasons depending on degree of
amortisation of debt achieved. The two are
not necessarily related, ie they are inde-
pendent of each other, therefore to
correlate is misleading.

2. More spent on debt than health - this is
very likely for many countries, but why?
That is determined by governments, not
by the poor citizens of that country. It is
common for the lion’s share of the GNP to
go on military spending, usually to keep
bad governments in power. I do not
believe cancellation of debt would cause a
reallocation of resources from the military
to health - in a non-sinful world, yes.

3. I wonder if it is really true that ‘fiscal
discipline’ involves limiting health expen-
diture - please provide source for this

assertion. The Information Sheet on the
Durban stand referred to above also made
this assertion. I am sceptical of the
veracity of this. If it were true, then I too
would be against that. Usually health
expenditure in the Third World comes way
down in the share of the GNP.

4. Germany and Britain received aid after
World War II, but they were democracies,
not dictatorships or oligarchies with
cronyism. I think that is an invalid com-
parison.

5. If economic reasons exist to help Third
World countries escape the poverty trap (I
believe these may exist), then that is the
only reason I can think of in favour of debt
relief. Were that to be the case, then
strings must be attached for the sake of
accountability. My own response would
then be, which countries? Congo/Zaire,
Angola, Mozambique, Ethiopia, Sudan,
Somalia, Zimbabwe, which if any sub-
Saharan African country? All these named
(and there are several others) have
engaged in military activities or suppres-
sion, consuming their GNPs with no
priority for healthcare.

What about Asia? India has probably more
poor in total than any other country, but if
it doesn’t spend its resources on even
immunising all its babies against polio and
engages in missile and more recently
nuclear technology, how may donor
countries affect such use of resources?
Other examples of profound poverty exist
in Cambodia, Indonesia, some parts of
China and of course North Korea. Should
the West help such governments with such
a history of evil government and disregard
for their own populations’ wellbeing?
That is the question.

I believe, in summary, you cannot help the
poor via their governments. It is extremely
difficult to ensure that aid reaches the truly
poor, even when ‘Christian’ NGOs are
involved. NGOs are likely to be better
than government agencies. It is indeed a
dilemma how to get aid (and of the right
type) where it is needed. It is not impossi-
ble through individual agencies, but these
need on-site supervision and even then
goods may be misappropriated. All this
may seem like a counsel of despair, but it
touches on the real problem that it is extra-
ordinarily difficult to help the truly poor in
another country with different values and

in particular where the individual does not
count, as there does not exist in practice
the rule of law. In essence it is a cultural
challenge not a financial one.

You may make of this what you will, but I
am very concerned about the matter and
feel the Campaign led by people of
goodwill is in a fight against people of
illwill and the rules being used are ‘not
cricket’, but they seem unaware of that. I
am truly against needless poverty; I don’t
want to be on the bandwagon of a
campaign condoning evil government
practices which have contributed to it.

CyberDoc replies:

It is interesting finally to hear some points
raised against the voluminous and weighty
arguments of the Jubilee campaign site.
On the point of specific financial disci-
plines including reduction of health
spending, I can only say I was quoting the
site’s information. It would be most inter-
esting to be able to confirm or deny this
point. Certainly if Jubilee was right it
would go some way to making invalid the
frequent view that many of the poor’s
problems are due entirely to their govern-
ments. 

If on the other hand they are wrong then
perhaps Dr de Garis has a point. However,
it may be that targeting these debt cancell-
ations to specific countries and attaching
conditions to them would go some way to
helping the problem. If nothing is done by
the West even the most willing Third
World government is surely going to find
change impossible.

The Editor welcomes original letters for
consideration for publication. They
should have both Christian and health-
care content, should not normally
exceed 400 words, and if accepted may
have to be edited for length.

Write to: 
Triple Helix
157 Waterloo Road
London SE1 8XN
Fax: 0171-620 2453
e-mail: CMFUK@compuserve.com
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Adolescent Sexuality
is the latest CMF File, covering topics
including masturbation, homosexuality,
and sex and the law. CMF Files are 4 page
A4 briefing papers written attractively and
accessibly for anyone, and with older
school students in mind. Available, in bulk
if requested, from Christian Medical
Fellowship, 157 Waterloo Road, London
SE1 8XN. Tel. 0171-928 4694. Fax 0171-
620 2453. e-mail CMFUK@com-
puserve.com
Free, but donations towards production
and postage costs appreciated.

Day of Prayer about abortion
‘Light in the Darkness’ is IMAGE’s
national day of prayer about abortion on
Tuesday 27th October, the 31st anniver-
sary of the passing of the Abortion Act.
Details or free fact pack from IMAGE, PO
Box 51, Hyde, Cheshire SK14 1PY. Tel.
0161-799 5180

Drugs Czar to address
Christian conference
Keith Hellawell, UK Anti Drugs Co-
ordinator, is one of the two main speakers
at the next Evangelical Coalition on Drugs
day conference to be held in Birmingham
on Wednesday 4th November. Called
‘Operation Floodlight’, the conference
welcomes Christians involved in tackling
drugs on all levels. Birmingham Christian
Centre, Summer Row (close to the city
centre). Cost £20 (£15 for ECOD
members) including lunch.

Information/booking: ECOD, Evangelical
Alliance, 186 Kennington Park Road,
London SE11 4BT. Tel. 0171-207 2100.
Fax 0171-207 2150

Advance Directives -
Gagging the patient?
Tying the doctor’s hands?
is the title for the next CBPP conference
on Saturday 7th November at the Royal
Society of Medicine in London. CME
status expected. Speakers: Mr James
Bogle (barrister), Dr Gillian Craig (retired
geriatrician), Dr Peter Doherty (Editor,
Catholic Medical Quarterly), Dr Rob

George (consultant in palliative
medicine), Professor Henk Jochemsen
(Amsterdam University), and Mr John
Oliver (Voluntary Euthanasia Society).

Cost £75, students £40. Details: Graham
Stanford, Conference Administrator,
Centre for Bioethics and Public Policy, 6
Amberley Grove, Addiscombe, Croydon
CR0 6ND. Tel. 0181-656 1273. Fax 0171-
587 0595. e-mail 100524.1567@com-
puserve.com

Media training days
The Church of England runs good quality,
value for money training courses for both
radio and television broadcasting. More
opportunities than ever are coming for
health professionals to broadcast. One or
two day courses, basic or more advanced.
1999 venues: Bristol, Durham, Leeds,
Lichfield, London. 

Contact: Media Training, Communications
Unit, Church House, Great Smith Street,
London SW1P 3NZ. Tel. 0171-222 9011
or out-of-office-hours 0171-222 9233. Fax
0171-222 6672

Conferences for doctors and
their families:
CMF has regional conferences, either day
or weekend, open to interested doctors and
their families:
Oxford region - 3rd October
Northern Ireland - 9th-11th October
Northern - 16th-18th October
Midlands - 7th November
South East - 13th-15th November
Scotland - 20th-22nd November
East Anglia - 27th February 1999
Details from Christian Medical
Fellowship, 157 Waterloo Road, London
SE1 8XN. Tel. 0171-928 4694. Fax 0171-
620 2453. e-mail CMFUK@com-
puserve.com

UK organisations for
Christian health professionals
(see Editorial p3):

The Association of Christian
Counsellors
173a Wokingham Road, Reading,
Berkshire RG6 1LT. Tel. 0118 966 2207

CARE (Christian Action Research &
Education) 
53 Romney Street, London SW1P 3RF.
Tel. 0171-233 0455

Centre for Bioethics and Public
Policy
58 Hanover Gardens, London SE11 5TN.
Tel. 0171-587 0595

Christian Dental Fellowship
Anne Hallowes, 44 Pool Road, Hartley
Wintney, Hook, Hampshire RG27 8RD.
Tel. 01252 845144

Christians in Caring Professions
Kings House, 175 Wokingham Road,
Reading, Berkshire RG6 1LU. Tel. 0118
966 0515

Christians in Pharmacy
202 Reading Road, Wokingham RG41
1LH. Tel. 01189 775036

Christian Medical Fellowship
157 Waterloo Road, London SE1 8XN.
Tel. 0171-928 4694

College of Health Care Chaplains
PO Box 255, Canterbury CT2 8AH. Tel.
01277 455124

Guild of Catholic Doctors
60 Grove End Road, London NW8 9NH.
Tel. 0171-266 4246

Healthcare Christian Fellowship
British Isles HQ, 349 Beersbridge Road,
Belfast BT5 5DS. Tel. 01232 453595

Medical Missionary Association
c/o 157 Waterloo Road, London SE1
8XN. Tel. 0171-928 4694

Network of Christians in
Psychology
c/o Psychology Department, University of
East London, London E15 4LZ. Tel. 0181-
590 7000 ext 4411

Nurses Christian Fellowship
International
18 Buckland Road, Maidstone ME16 0SL.
Tel. 01622 753111

Therapy Students Christian
Fellowship
38 de Montfort Street, Leicester LE1 7GP.
Tel. 0116 255 1700

This list does not claim to be exhaustive,
but gives some indication of the opportu-
nities for fellowship and service in the
different health disciplines.

network
news:



22

Windows of Hope
Muriel Huntley. ICCS, London. 1998.
66pp. £4.99 Pb.

This little book by a Methodist local
preacher and counsellor is about hope in
the midst of suffering and has an opening
message which ‘is horrifically clear. There
is no hope until we can confront  our
deadness - the deadness of our lives, the
deadness of our society - and let it speak to
us.’

The author looks at the stark picture which
confronted Ezekiel regarding ‘the valley
of the dead bones’ and wants you to get a
mental picture of the human horrors that
have happened in the world we live in:
emaciated corpses of Nazi Germany;
killing fields of Cambodia; parts of Africa
and Asia where people starve; or, nearer to
home, the Dunblane disaster where so
many lives were lost.

She looks at the character of Ezekiel as he
is compelled to walk up and down through
the desolation of the bones. We ourselves
can turn away from the pain of the world,
and even from our own pain, in despera-
tion not wanting to deal with the enormity
of our situation. Then in  the midst of the
horror and pain God asks the question ‘can
these bones live?’

The book opens us up to looking at our
pain and bringing the wonderful hope of
our Lord Jesus into the situation, if we will
let him in.  It looks at our personal relat-
ionship with the Lord. Do we have the
relationship the Lord intended us to have?

The author looks at the biblical character
of David and his struggles with Goliath,
bringing to mind the human pain and diff-
iculties we read of in the Bible.

I found while reading this book that I felt
comforted, encouraged and peaceful. The
prayers and poems were pleasing to my
spirit. As a counsellor I would best see
this book as a help to people in prayer
ministry, to be used in conjunction with
prayer for the team to have a better under-
standing of human pain and  emotions.
For  me personally I would not see this as
a book to help me gain more understand-
ing of human or biblical suffering.

I  agree  totally with the comment by Revd
Dr Leslie Griffiths that this book ‘takes a
serious look at human tears and . . . shows
how they can be windows of hope’.

Yvonne Shaw 
(Counsellor and Trainer with
Barnabas Training Consortium,
Brentwood) 

Why do Christians find it hard
to grieve?
Geoff Walters. Paternoster Press, Carlisle.
1997. 203pp. £12.99 Pb.

As doctors and nurses, we are often
involved with people who are facing death
and with their relatives. As Christians, we
have a certainty about resurrection and life
everlasting. Or is ours the Platonic view of
the immortality of the soul, which we take
to be Christian teaching? And does it
matter?

Geoff Walters says it matters very much.
This is a well-written and readable book
which has the academic support of origi-
nating as a successful PhD thesis. Rev Dr
Walters starts his exploration from the
standpoint of a minister listening to
bereaved people. Having shown the need
for a deeper understanding he searches the
Scriptures and the writings of the Church

Fathers to explore the concepts of resur-
rection and immortality. He applies his
findings to the support of bereaved people,
and to our own understanding of grief and
our practice in the face of bereavement.

What did Paul mean when he wrote ‘We
do not want you to grieve like the rest of
men who have no hope’? and Jesus, when
he said ‘I am the resurrection and the life’?
Is grief consistent with our faith or are we
letting the side down? Should the funeral
service be a triumph, or is it alright to be
real? And is it true that ‘Death is nothing
at all . . . I have just gone into the next 
room . . .’?

These questions are addressed by pastor
and theologian and are relevant to the
practice of most of us. The book is a good
read, but it also encourages reality and
deepens faith. 

The study indirectly changed the life of
the book’s author, for Geoff Walters has
recently moved from a pastoral ministry in
a large town-centre church to be the senior
chaplain of the Pilgrims’ Hospices.

Anthony Smith
(Medical Director, Pilgrims’ Hospices
of E Kent)

John Wimber: his influence
and legacy
Carol Wimber and others, edited by David
Pytches. Eagle, Guildford. 1998. 320pp.
£5.99 Pb. 

Before his death last year, John Wimber
had arguably more influence on the evan-
gelical church in Britain than any other
American this century, with the exception
of Billy Graham. This tribute to him by his
wife and dozens of well-known Christian
leaders right across the denominational
spectrum is likely therefore to be the first
of many books about the founder of the
Vineyard Churches and pioneer of what he
called ‘power evangelism and healing’.

The various chapters portray Wimber as a
musician, family man, friend, father
figure, leader, businessman, and intellec-
tual (this chapter by Jim Packer).
However, it is probably Wimber’s practice
of healing that will most interest Triple
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‘Everybody he touched at the Bible study
got healed. I mean Gigi’s leg grew one
inch and a half, or something and when
she went home that night she had to
lengthen the leg of all her Levi’s.’

‘We could see his infected glands
shrinking as we prayed.’ 

This kind of anecdote side by side with
accounts of John Wimber’s own suffering
with heart disease, stroke and cancer
makes fascinating reading. Considerable
sense is made of it all by Nigel Wright’s
masterly analysis of the weaknesses of
Wimber’s healing thesis. The book is
worth buying for this chapter alone.

However, even if one is cautious about
accepting the validity of most claims of
‘power healing’ (as this reviewer has good
reason to be!) John Wimber’s life as cele-
brated in this book still has much to teach
and inspire healers. He was undoubtedly a
deeply compassionate man who gave his
time and love unreservedly to those he
sought to help and serve. He was humble
and generous to a fault. His humour was
highly therapeutic and he was a brilliant
communicator who knew how to get his
message across with a punchy catch-
phrase. There are many examples in the
book. Jargon-laden health professionals
could learn a thing or two here.

A controversial figure, John Wimber was
subjected to severe and unremitting
criticism to which he never responded in
kind. Those who judge him harshly would
do well to remember Moody’s rebuke to
one who criticised his evangelistic
methods: ‘I must tell you, sir, I prefer the
way I do it to the way you don’t do it!’

Trevor Stammers 
(GP Tutor, London)

Advance Directives or Living
Wills
The Guild of Catholic Doctors. St Pauls,
London. 1998. 32pp A5 booklet. £2.50

Obtainable from St Pauls Bookshop (by
Westminster Cathedral), Morpeth Terrace,
London SW1P 1EP. Tel. 0171-828 5582

Advance directives are statements made
while a person is competent and able to
express their wishes, and are about what
they would like done to them and what
they would not like done to them in terms
of receiving healthcare, to become
operative in the event of their becoming
incompetent and unable to express their
wishes. 

Are they useful extensions of genuine
patient autonomy which Christians should
support or are they a backdoor to euthana-
sia? Are they helpful guides for health
professionals or do they force doctors and
nurses to practise with one hand tied
behind their backs? Do they already have
the force of law? Should they have the
further force of statute law?

Because of questions like these, the whole
subject of advance directives has been one
of the subplots in the euthanasia debate of
the 1990s. This little booklet provides a lot
of help in understanding the strands of this
subplot and is recommended. It draws a
distinction between ‘medical treatment’
and ‘ordinary care’. The first can be
refused; and of the second - ‘ordinary care
is almost always owed to patients: to deny
it when it could be provided is contrary to
the basic respect due to any human life’.

After a good review of such general
issues, specific issues which might affect
Catholic hospitals and nursing homes, and
Catholic doctors and nurses are discussed.

These will be of interest to members of
other Christian traditions.

Bound in at the end of the booklet is a
‘Christian Advance Declaration for the
management of serious illness’. After the
hitherto lukewarm recognition of advance
directives, this may at first appear para-
doxical, but the authors acknowledge this
in the advice given in this Appendix,
where after a further warning they state:
‘If, however, you feel that you ought to
sign such a document (or if it should come
to be expected of you) we strongly advise
that you discuss the matter first with your
doctor and with your priest, or for a non-
Catholic, your minister’. The Declaration
then sums up sensibly and clearly the
approach taken in the booklet, with strong
support for the practice of ordinary care.

All in all, a worthwhile read. The highlight
for me was a soundbite to counter those
who would use Advance Directives with
inappropriate legal force in order to try to
bring in euthanasia by the back door.
Some wordings do not constitute ‘a refusal
of treatment’ but ‘a refusal of life’.
There’s a big difference!

Andrew Fergusson
(Editor)
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Rejected, before I was born.
Flesh to ashes, a new burned babe.
Incinerated, denied the privilege of life,
to kick and to squeal as a new born babe.

I had no defence, a mighty small mite,
growing, waiting, waiting in the womb,
for freedom and life.
Innocent, ignorant of my fate,
Coaxed to come early,
a strange custom of late.

If society decreed I could live
my mum may have suffered.
She or me, who makes the choice?
Not me, I have no voice.

Andrew Hamilton
Glasgow
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