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In his Apostolic Letter Salvifici Doloris (“On the Christian Meaning of Human Suffering”),
Blessed Pope John Paul II wrote: “The theme of suffering… is a universal theme that
accompanies man at every point on earth: in a certain sense it co-exists with him in the world,
and thus demands to be constantly reconsidered.”[1] We all know that suffering is a common
experience; we have each of us suffered in some way in our lives, we know others who have
suffered and we are also, thanks to the media, acutely conscious of widespread suffering
throughout the world. As John Paul II put it: “in whatever form it takes, suffering seems to be,
and is, inseparable from man’s earthly existence.… man walks in one manner or another on
the long path of suffering.”[2] It is on this “path of suffering” that medicine meets man, and it
is the nature of this meeting which is our present topic of discussion.

What Is Suffering?
At the outset of this discussion, and in order to keep in mind the depth of the question before
us, it is worthwhile asking the question: “What exactly is suffering?” We might speak of it in
terms of pain, whether that is physical, emotional, psychological, spiritual, or social; and we
might discuss pain in terms of neurotransmitters and nerve pathways or emotions and
feelings. Yet suffering seems to be something that encompasses all these experiences and
reaches still deeper within us.

A search for synonyms for the word suffering gives words such as “anguish,” “distress,”
“affliction,” “misery.” We can say, with John Paul II, that “man suffers when he experiences
any kind of evil.”[3] This explanation rings true from the way we speak about suffering as
something “bad,” or “not right.” But if suffering is an experience of evil then it naturally
prompts the question, “What is evil?”

In the Judeo-Christian tradition, evil has always been understood as a lack, limitation, or
distortion of good. In this way we can say that man suffers because of a good in which he does
not share; for example, when we are sick we are suffering because we do not share in the good
that is health. This truth is also reflected in the basic human response to suffering which is to
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try and alleviate it, to restore the good that is missing. Suffering is a scandal to us; it is
something that we intuit should not be. Phrases we often hear in situations of suffering such as:
“It is not fair...” or “She does not deserve this...” reflect our attempts to make sense of
suffering, and it is this struggle that is particular to man’s experience of suffering.

The fullest response to the “why?” of human suffering, then, comes not through
words or explanations, but through gesture, through presence. To remain, even
when there appear to be no more answers, is itself the beginning of an answer.

What makes suffering a human reality, we can say, is the fact that man knows he is suffering
and wonders why. “Within each form of suffering endured by man... there inevitably arises
the question: why? It is a question about the reason and the purpose of suffering, in brief a
question about its meaning.”[4] We suffer most intensely when we do not have an answer to
this question.

Suffering, then, provokes in us deep questions: Why am I suffering? Why is there evil in the
world? Who am I? Behind which lie deeper questions still: What is man? Who is God? Does
God even exist? And it is in virtue of these questions, particularly the question “why?,” that
suffering becomes a place in which man reaches beyond himself, since in asking “why?” he is
ultimately addressing God himself. As John Paul II wrote, “...what we express by the word
‘suffering’ seems to be particularly essential to the nature of man. Suffering seems to belong to
man’s transcendence: it is one of those points in which man is in a certain sense ‘destined’ to
go beyond himself, and is called to this in a mysterious way.”[5] Suffering reveals man’s
relationship with the transcendent; it is a moment in which we can discover again our
foundational openness to God as we turn outwards in search of answers.

The Suffering Body
This call to reach beyond ourselves, this search for meaning that suffering brings about in our
lives, is rooted in the body. After all, it is only possible for us to suffer at all because we are
bodies and in the concrete experience of physical suffering we are specifically reminded of our
corporeality.[6] Our bodies immerse us in the physical world, without any prior choice on our
part; we experience pain and limitation. It is this very experience of our physical limits that
causes us to search for something more, to question, to wonder, to reach beyond ourselves, to
ask “why?”

If suffering is rooted in the body then it is worthwhile taking time to explore the experience of
physical suffering to discover what, if anything, the body reveals about the question of
suffering itself. To do so is to follow in the footsteps of the many thinkers who see that it is
man’s experience of life which points him towards meaning, but in particular to work within
the framework of John Paul II’s powerful Theology of the Body, which accepts a synthesis
between the corporeal and the spiritual. It is that which allows us to speak of a “language of
the body.” [7]

John Paul II proposes that the body reveals three “original experiences” in God’s plan for man
– “original solitude,” “original unity,” and “original nakedness” – and that these interrelated
moments stand at the foundation of every human experience. It will be proposed here that the
dynamics at work in a moment of bodily suffering correspond with the truths of man’s original



experiences, and so allow man’s search for meaning to begin to take shape. This is a
worthwhile exploration for medicine in particular, since medicine’s point of entry into the
whole “world of suffering” is the human body; each patient we meet is in the midst of
experiencing this “language of the body.”

The primary experiences that come to the fore when we suffer physically are those of
vulnerability and dependence. In a moment of sickness, our bodies remind us of our fragility
and the precarious nature of our existence; they stir in us (whether this is explicitly conscious
or not) the realization that we do not hold ourselves in being; we are not the source of
ourselves; they cause us to question, to wonder; and this is what makes human suffering
unique. This experience corresponds with “original solitude” in which John Paul II expresses
how man discovers himself as unique in creation; he is a being capable of wonder, capable of a
relationship with God. Suffering is a moment that makes it possible for us to rediscover this
foundational openness to God.

A second moment in the experience of physical suffering is that we come face to face with our
need for others, whether that is our need for the skills, expertise and care of our physicians
and nurses, or the love and support of our families; we cannot escape the fact that we depend
on others. We are broken open as it were from the inside, and in discovering our dependence
on others we learn that we exist, not as isolated individuals, but in relation. This discovery is
encompassed in what John Paul II calls “original unity,” in which he saw how the creation of
humanity is only complete in the unity of the two, male and female; and so the human person
discovers himself already existing in relation to another and can only fully understand himself
in such a relation of unity and difference.

What is more, the nature of this relation is also revealed in a third element at play in suffering,
which is the response of those around the one who is suffering – the environment in which he
is received. Since the only truly human response to suffering is one of com-passion, in which
we reach out and care for the one who is suffering, and even choose to suffer-with him, this
relation should emerge as one of love. This corresponds with John Paul II’s concept of “original
nakedness,” by which he understands the body to reveal the nature of man’s relation to the
other and to God as one of love, since the male and female bodies are ordered towards a
mutual self-giving that is fruitful.

As José Granados writes in his article entitled Towards a Theology of the Suffering Body, “What
is revealed about the body in suffering is its openness to the world in the form of vulnerability.
This openness guides us to solidarity with our fellow men: the body becomes a place of
communion, by means of compassion (from the Latin compati, ‘to suffer with’).”[8] Suffering
draws us into community, and the response of this community to the spectacle of suffering
mediates meaning to the one who is suffering. For, if our dependence and vulnerability are
met with genuine compassion and care, we can realise that we still are valued because, even in
our brokenness and frailty, we have an innate dignity and worth.

It is possible to explore this “language of the body” further through one particular response to
suffering that appears in palliative care, and to propose, not just a “language of the suffering
body,” but also a “language of the dying body.” Such an exploration is greatly enhanced by the
work and writings of Dr. Cicely Saunders, pioneer of palliative care and founder of the modern
hospice movement. Saunders has a particular voice in any discussion about medicine and
suffering and a contribution of considerable weight, because she chose to live alongside the
most vulnerable and dependent patients we can meet: the dying.

Saunders once asked a dying man what it was he needed from those caring for him. He



replied, “I look for someone to look as if they are trying to understand me.”[9] In searching to
do just this, Saunders found that all suffering, but perhaps the suffering of the dying more than
any other, can bring us to a place of darkness, of abandonment, where there seems to be no
answer to the question “why?” She wrote, “However much we can ease distress, however
much we can help patients to find new meaning in what is happening, there will always be the
place where we will have to stop and know that we are really helpless.”[10] And yet, it is
precisely in this place that the response of those close to the suffering person becomes crucial.
“Even when we feel that we can do absolutely nothing, we will still have to be prepared to
stay.”[11]

The fullest response to the “why?” of human suffering, then, comes not through words or
explanations, but through gesture, through presence. To remain, even when there appear to be
no more answers, is itself the beginning of an answer. For in remaining we are acknowledging
the goodness of the suffering person’s very being, we are receiving them just as they are, we
are saying simply, “You matter because you are you and you matter to the end of your
life.”[12] And from within this response of presence, of being received, it becomes possible for
the suffering person to face the deepest truths that the experience of suffering brings to the
fore.

The dying person, more concretely than any other, is faced with the fact that we do not hold
ourselves in existence. Yet, when we are held in a community that continues to value us and to
reflect to us our worth, our existence continues to have purpose and meaning. As Granados
observes, “This movement of compassion is a new revelation for the suffering person.
Someone cares for him in the midst of his pain; even more, someone wishes to suffer with him.
This compassion reawakens in him the sense of his own dignity; it is the beginning of the
answer to his question to God regarding the meaning of suffering.”[13]

In this way the discovery that I am not source of myself can be transformed into the discovery
that there is One who is my source. The paradox of the language of the dying body is that just
as life seems to be being taken away, it is possible to discover that it was given in the first
place. And if life is given, then there must be a Giver – One who stands at the foundation of life
and to whom we can return the gift of life as an act of gratitude. This means that man has an
origin, and so he has a destiny: he is a being-from (God and others) and a being-for (God and
others). The whole hermeneutic of gift that John Paul II proposes in Theology of the Body is laid
bare.

Therefore, we can say that the concrete experience of bodily suffering, and in particular that
of the dying body, points us towards fundamental truths about the human person which offer
us a way of living with the “why?” of suffering. Granados speaks of suffering as a “boundary
experience” which allows us to glimpse again the original truths of creation.[14] In this way,
those of us fortunate to serve those who are suffering find ourselves to be the ones who are
receiving, and the patients are giving to us. For, if we take on board the truths about the
human person that the suffering and dying body reflects to us, our own experience of living is
transformed and enriched. In this way, we can glimpse what Saunders meant when she said,
“We need the dying person as much and more than they need us.”[15]

Medicine’s Challenge
Medicine, then, as the discipline directly engaging with the question of physical suffering,
unavoidably participates in all the questions revolving around the experience of suffering, and
does so directly through the body. In one way, this places medicine in an advantageous
position, because it always has before it the witness of the suffering body, which points to



fundamental anthropological truths. However, we have to ask whether modern medicine,
permeated as it is by the secular anthropology of Western civilization, is capable of
recognizing this witness of the body or of hearing the language of the suffering body.[16]

We do not expect medicine to solve the mystery of suffering, but we do need it to respect the
truths reflected to us by the experience of suffering, and to work within a framework that
corresponds to that experience. Do we find such a correspondence within contemporary
medicine? Without it, put simply, medicine will not be able to meet suffering and this, in turn,
will contribute to an intensification of suffering.

In an attempt to open up this question of suffering for continued discussion, and without
claiming to address all the anthropological issues involved, three main areas will be briefly
proposed for exploration. These have been chosen because they come to the fore within the
clinical setting, and they give a clear illustration of principles of secular anthropology at work
in contemporary medicine, which directly impact how medicine engages with the reality of
suffering.

1. The Body
The first of these is how medicine approaches the body. It is immediately evident that
medicine operates according to mechanistic principles when it deals with the human body.
The body is conceived of as an intricately connected collection of parts or organs, which can be
treated separately, or even taken out to be fixed and replaced. The body in effect is a machine,
an artefact, in which the whole is simply a group of parts whose unity is a matter of
organization.

This mechanistic attitude is reflected in the way we separate and divide the disciplines within
medicine, so that different parts of the patients’ bodies are treated by different teams, the
priorities of which can often be very different, or even in conflict. Mechanism is also reflected
in our language. An extreme example of this, but one that is brutally honest in a way, is when
we hear healthcare professionals referring to patients according to their diagnosis or
dysfunctional organ: “The mitral valve in Bed 8...” or “I’ve got a fractured femur to do before
lunch...”

The difficulty is that this approach to the body, in which it becomes a machine or a tool we
employ in order to exist, stands in direct conflict with the experience of the body that the
patient is going through. It is precisely when we are suffering that the usual “transparency” of
our bodies is obscured and we become acutely aware that we do not have a body, we are our
bodies. We know that we never meet a body, we meet a person; we never see an organ, it is
always someone’s organ. This might seem obvious, and we could say that if we are healthcare
professionals worthy of the name we would always seek to promote person-centred care that
respects this reality. The question we need to ask is why is it a struggle to do that in our
modern healthcare system?

Moreover, if we are serious about the unity implied in a true “person-centred care,” then we
should follow this through and explore the fact that human biology is always a personal
biology – which is to say that the unity between the body and soul is radical; the soul is
informing the body from within. Such a discussion would be extremely difficult in modern
medicine, because materialistic principles mean that the body must be nothing but matter, and
matter cannot have any meaning. The patient’s experience of suffering can have no unity.



2. Health
The second area necessary to any discussion about medicine and suffering is the question of
health, since in seeking to relieve suffering, medicine aims to restore health. Traditionally,
health has been understood as wholeness; the word comes from the same Indo-European root
as the words “heal,” “whole,” or “holy.” So healing is about restoring unity and relation in
something that is broken or divided. However, if the body is just a collection of parts inside
parts, then health has simply to do with the organization of these parts. A purely technological
approach to health cannot see that health is a harmony that is not produced by the interaction
of mechanical parts manipulated by a physician’s activities.

What is more, modern medicine, by approaching the body as a collection of parts inside parts,
in fact imitates dis-ease, which is itself characterized by division and disintegration.[17] We
separate the person from fundamental relationships which have an integral part to play in
their wholeness, in their health: fresh air, good food, sound sleep, family, and friends. This
might be necessary for a time, for some technical reason, but we have to accept that this will
not lead to healing.

As the writer Wendell Berry so astutely observes, “The modern hospital, where most of us
receive our strictest lessons in the nature of industrial medicine, undoubtedly does well at
surgery and other procedures that permit the body and its parts to be treated as separate
things. But when you try and think of it as a place of healing – of reconnecting and making
whole – then the hospital reveals the disarray of the medical industry’s thinking about
health.”[18]

Patients themselves articulate this reality to us in phrases such as, “I need to get home to get
well,” or “I’ll get some rest when I get home.” This should lead us to ask, is “healing” in the
fullest sense a realistic aim for modern medicine? Should we not acknowledge that the most
we can offer is to “fix” people? And if this is so, we must acknowledge that suffering is a much
greater question than medicine can address, and perhaps medicine has something to learn
from suffering?

3. The Person
The third area is how medicine approaches the person. This too reflects the reductive
mechanism at work in our anthropology. Just as we treat organs or diseases in isolation, so we
treat the person as an isolated individual within a community. We attempt to (re)construct
relations, while at the same time prizing independence and a self-sufficient autonomy above
all else. In Wendell Berry’s phrase, we are “fanatically individualistic.”[19]

This isolation of the person is one of the biggest challenges of our time, and crystallizes around
the question of suffering. We have discussed how the experience of suffering forces us to face
our need for others and our dependence. Each patient we meet is in the midst of this
experience, and is going through that in an environment and a system that, at every level, has
no recognition of “relation.” There is frequently poor communication between the diverse
teams dealing with patients’ different symptoms or organs. We are taught to stay
“professional” and not become too involved with our patients. In the acute setting, patients feel
this isolation from relation at a practical level in visiting times needing to be strictly limited
and facilities for families and friends not being a priority. On-going financial aid, care
structures in the community and rehabilitation programs focus solely on the individual in
isolation.



A young mother (known to this writer) paralyzed by a spinal injury, and immersed in our
modern medical system for seven months, found eventually that in order to articulate to those
working with her towards rehabilitation at home the way she wished to live family life with
her husband and her children, she needed to say, “I do not want to be independent. I want to
be inter-dependent.” The key to living with suffering, as this mother found within her very
profound experience of dependence, comes in relation, in community. Suffering is only
intolerable when no one seems to care.

By approaching the person as an isolated individual we should ask: does medicine in fact leave
people alone in their suffering? And if so, does it thereby make their suffering worse?

Suffering
How then, in the light of all these points for discussion, does contemporary medicine
understand suffering?

Suffering is experienced as something that challenges and threatens our existence. We have
discussed how it draws us into the fundamental questions about reality (“Who am I?” “Who is
God?” and most significantly “Why am I suffering?” and “What does this mean?”) – how it may
offer a moment of transcendence. Contemporary medicine attempts to respond to that
moment according to a reductive and secular anthropology that excludes the question of God
and the transcendent from the outset. This has a number of interrelated consequences for its
understanding of and engagement with the question of suffering, and we meet these
consequences in our clinical practice.

Within a framework that excludes the transcendent, this life appears to be the only life we
have, and so it must be preserved at all costs. Anything which threatens life ought to be fought
and overcome, and so the eradication of suffering becomes the pressing goal of our culture. Of
course, at one level this is an honorable objective, since to relieve suffering is and ought to be a
pursuit of any truly humane society. Yet, there is a world of difference between alleviating
suffering and eliminating suffering. The modern ideal of progress means that we are striving
for a world without suffering – and that we expect to be able to achieve this.

As Granados writes, “Technological man can pursue his triumphant march towards lordship
over the future only if he is able to exorcize suffering.”[20] Medicine finds itself at the heart of
this struggle because it has as its object the human body, in virtue of which we suffer in the
first place. Professor Leon Kass argues that the “prolongation of healthy and vigorous life –
and ultimately, a victory over mortality – is perhaps the central goal and meaning of the
modern scientific project...”[21] Our attempt to overcome suffering becomes a practical project
which we approach with all the techniques of the applied science of medicine, and which we
expect to be successful. As Granados observes, “science is supposed to be stronger than
evil.”[22]

What is more, undertaking such a pursuit within a secular anthropology that excludes any
idea of God means that the responsibility for overcoming suffering lies squarely on the
shoulders of man. Man is to blame for the fact that suffering still exists. As Granados observes,
“The burden has passed, then, from the shoulders of God (who is viewed as inoperative in this
world) to the shoulders of man (who, with the imperative of progress, has made himself
responsible for healing all disease and repairing all disorder).”[23]

The logical conclusion of this technological and progressivist approach to suffering is that we
should be able to overcome death. Death stands in front of us as a failure of modern medicine,



a reminder of its limits. There is certainly no denying that it is often experienced as a failure,
particularly by the physicians and healthcare professionals involved. We see this reflected
very simply in the language we use when we are confronted with a terminal diagnosis. The
most common phrase patients hear in such a situation is, “There is nothing more we can do...”
or, “There is no more we can offer you...” or again, “We aren’t going to win this one...” As
Wendell Berry puts it, “The world of efficiency is defeated by death; at death, all its
instruments and procedures stop.”[24] What is being said about the goal and purpose of
medicine in such phrases? Kass suggests, “If medicine regards every death as premature, as a
failure of today’s medicine, but avoidable by tomorrow’s, then it is tacitly asserting that its true
goal is bodily immortality.”[25]

This means that all those we cannot hope to cure – the chronically ill, the disabled, the dying –
become, to varying degrees, “hopeless cases.” We cannot hope to fix the situation in which
these people find themselves; our technological methods fall short of the reality placed before
us. What is more, the suffering experienced in such situations is precisely what a secular
anthropology does not want to face. The “hopeless cases,” more than any other, remind us of
the transcendent aspect of suffering and of the human person, for it is these situations which
cause us to ask “why?” and so to seek beyond ourselves for an answer. Within a secular
anthropology this question “why?” is unbearable, because we have no one to whom to address
it. We have made God absent.

We cannot ignore the alarming tendency in our society to marginalize, and even silence, its
most vulnerable and dependent members, the unborn, the mentally disabled, the elderly, the
dying. If we cannot live with the question “why?” then we must find a way of silencing those
who remind us of it. “If you want to forget that your existence is gift, then you need to silence
the language of the body and drown out its testimony to love.” [26]

In so doing, we miss the fact that the so-called “hopeless cases” are in fact “hope-filled.” For, if
we were able to hear this language of the suffering body, we would discover in the weakness
and vulnerability of the very ill and the dying the authentic revelation of life reduced to its
essentials: the relationship of love, given and received. [27] Therein lies an invitation to hope,
because if life is about love, death cannot have the final word; love is not defeated by death, it
brings with it a promise of fulfillment. As Wendell Berry perceives, “The world is a place
where we may learn of our involvement in immortal love… such learning is only possible
because love involves us inescapably in the limits, suffering and sorrows of mortality.”[28]

Hospices and the hospice movement exist within our healthcare system as places where we
can glimpse again the hope present in the “hopeless cases.” The decision to remain with
patients as they face their final journey on earth allows hospices to become places of true
healing; paradoxically, a wholeness is recovered precisely at the moment of disintegration or
brokenness. The principles of palliative care, which were born within a Christian
anthropology, give rise to an atmosphere and an attitude to the suffering person that resonates
with people at the level of their experience. Patients frequently say they feel “safe” in the
hospice, even though they might know that they are dying. If it is not possible for them to be
cared for in their own homes, they are always reluctant to be sent to any other kind of care
institution. Families regularly comment on the peace and the joy present in the hospice, and
how the care their loved one receives helps ease the pain of losing them. As one son said to the
nursing staff, after his father was admitted to a hospice and made comfortable enough to
spend the last three days of his life singing and laughing with his loved ones: “You gave him
back to us.” There is a recognition here (conscious or otherwise) of a model of care that
corresponds to the reality of the experience which is being undergone.



However, these principles are not unthreatened in our culture, and palliative care is not
immune from the secular anthropology at work in modern medicine. We know that there is a
strong movement in our culture to control death in a technological way, to silence this final
witness of the body to an adequate anthropology. The euthanasia lobby is extremely strong,
and in many ways this is because euthanasia is the logical way to deal with death within the
framework of a thoroughly secular anthropology. Radical individualism, which understands
freedom as a purely self-determining autonomy, means that I should have the right, not only to
choose where I die (one of the much-spoken-of principles of palliative care), but also to choose
when I die. Dependence and vulnerability can only ever be understood negatively, and the
infirm or dying person has no value because they no longer play an active part of our society,
contributing to its production; they have no use in society, and so are ultimately a social and
economic burden. We need to ask, is there anything in the logic of our culture that prevents it
accepting euthanasia?

It seems, then, that the needs of the suffering, and particularly those of the “hopeless cases,”
are being met in our society in pockets where a true anthropology is being held on to and
lived; they are not being met according to the principles or logic of our culture, and they
cannot be. True compassion and a respect for the person occur within modern healthcare
despite the system, and it is a struggle to allow them to occur. It is one of the great privileges of
working in this discipline that we witness every day, in the words and gestures of our patients
and colleagues, beautiful examples of true humanity shining through the experience of
suffering, almost in defiance of the impersonal structures which our systems have imposed
upon us.

Conclusion
Suffering and death are the stumbling blocks for secular anthropology, and so it is that
medicine finds itself in a precarious position of privilege at the front line of a conflict. Each
time we meet someone who is suffering, we are present in an encounter where two world-
views are colliding. On the one hand, we have the reality of the experience of suffering and the
truths about the human person which this experience reveals to us (truths which open us to,
and are only adequately responded to from within a Christian anthropology). On the other we
have the principles of our culture, which has rejected these truths.

This collision is happening within the person in front of us, and it will vary depending on their
own life experience, decisions, and beliefs. However, we are involved in this collision too, and
if we remain alive to the language of the body and the call of suffering, this will mean that the
experience of suffering is transformed for the sufferer and we too are transformed. The
“why?” of suffering is only bearable within an encounter marked by compassion, and it is such
an encounter which recovers for us the horizon of meaning, which is love – the only horizon
against which our own life is worth living.

In this way, we learn that the real work is not ours at all, for, as Saunders puts it, “the Christian
answer to the mystery of suffering and death is not an explanation but a Presence.”[29] We
love because we are first loved, and our call, or vocation, is to become mediators of that
Presence to those whose lives we touch. Medicine, then, if it is going to meet suffering at all,
will do so person-to-person. There is no other way.
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