Manchester Centre for Public Theology Seminar Series 2007
What sort of Living? Public Theology and the Urban Agenda
Friday 27" April 07: Health and Wellbeing

A theological reflection on grassroots practice of health and wellbeing

Revd. Dr. Clare McBeath

Introduction

Health is not my academic speciality! In fact my background is really in eco-feminist theologies moving
into urban theologies! It's something | almost got into by accident from my experience of working as a
Baptist minister at a grassroots/community level in East Manchester. | guess | ended up being so
involved in health from a reflection on our practice of being church in a particular local context. From the
micro community level, | then got engaged in the health and well-being agenda of the Beacons
regeneration partnership, moving into a public appointment as a non-executive director of the
Manchester Mental Health and Social Care NHS Trust and also serving on a medical research ethics
committee.

So for this session | want to take us on a journey and follow an action reflection model, often known as
the hermeneutical circle or pastoral cycle i.e. to start with my own, grassroots experience, usually we
would then analyse this drawing on statistical demographic data (which | won’t do with you today as we
only have 20 mins and there are others here far more qualified in this area than me!), the third stage is to
draw on sources from the Bible and tradition which in leads us into the 4™ stage of theological reflection
and asking some difficult questions. This in turn impacts on our practice and experience and leads us
back into the next cycle.

What | would encourage you to do as we go on this journey together is to think of your own experience
and the stories that come from your community, how do we analyse or make sense of those stories,
what Biblical and Christian traditions can you draw on to help you reflect on those stories and what
theological questions do they lead you to ask.?
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Experience

On finishing my ministerial training | chose to go and work with a tiny Baptist congregation in Openshaw,
East Manchester. We bought a house, that for the area looked in reasonable condition, only to discover
it was damp, needed complete renovation, and the environmental survey our mortgage lender insisted
upon had appalling results, especially in terms of air pollution. Our next hurdle was in trying to register
with a GP. We phoned up the local GP practice only to be told their list was full. The same story was
repeated elsewhere and it looked like we would have to register with a GP a couple of miles away. So |
phoned up the local GP and spoke to the practice manager in my best posh southern accent and lone
behold an exception was made and we were added to their list.

Our congregation is very small, it was mainly elderly but we’ve had a lot of funerals in the last 5 years. |
quickly realised that many of our number often had untreated problems such as hearing loss or visual
impairment, confusion and depression. We run a coffee am — a kind of mental health drop-in (but we
don’t tend to use such labels) - but also realised many people had long term medical conditions, physical
illnesses or disabilities. The coffee morning also operates as a Credit Union collection and as | sat at the
collecting table and listened to the stories people shared and the crises that led them to request loans a
picture gradually emerged. We became a kind of informal counselling service and had a role in sign-
posting people into other services.

There was the mother of 4 living on take-aways because the cooker had gone wrong. There was a man
unable to earn his living as a taxi driver because his wife was suffering the final stages of cancer. There
was the woman who couldn’t get out of the house much having suffered a stroke (we take the credit
union collection point to her in her own home and stop for a quick chat). There were elderly people who
frequently had serious falls. People came in with emphysema caused by working in the factories or a
lifetime of smoking, there were problems of obesity, alcohol addictions, extreme stress, people who
heard voices or talked of being suicidal. People with obsessive compulsive disorders, stomach ulcers,
people who were long term carers and the list goes on and on. In fact, it quickly dawned on us that most
of the people coming in to our coffee morning hadn’t worked for years and had long term physical or
mental health conditions. We even had one person permanently living in the church building due to a
long term untreated mental iliness.

C:\Documents and Settings\Clare\My Documents\Education\Papers\MCPT seminar 07 health.doc 11/05/07 2



Analysis

So | started attending the Health and Well-being Network (which oversaw the regeneration’s Health and
Well-being Programme) which | now chair. In the Network we identified similar issues around diet and
exercise, mental health, sexual health and teenage pregnancy, smoking, drugs and alcohol, diabetes,
coronary heart disease and did some of the analysis and research behind the figures. The statistics were
shocking. For my immediate local area, around the year 2000, life expectancy for a man was almost ten
years below the national average! We had one of the highest teenage pregnancy rates in Europe. Over a
third of people smoked. Looking around the local area there were almost no shops that sold fruit and
vegetables. When we began to look at health inequalities it emerged that less money was spent on
health per head of population in deprived areas than in well-off areas. Statistics showed there were less
GPs per head of population.

The focus became narrowing the health inequalities gap - we had a Sports Action Zone, Health Action
Zone, our PCT became a Spearhead PCT and we became part of the ZEST Healthy Living Network."

The statistics have improved in the 7 years | have worked in Openshaw but men in Manchester remain
at the bottom of the national life expectancy “league table” though the gap has narrowed to 5.1 years.?

So we set up projects such as Stepping Out — a healthy walking project where people were referred by
their GP and began by walking around the Velodrome. To date they have had people with serious health
conditions climbing Ben Nevis! We have Herbie, the fruit and veg van that has a timetable of locations
where it is available each week and includes giving out simple recipes to encourage people to try new
vegetables. We've run cooking courses and exercise classes.

We have an activity bus because we realised people were not accessing the fantastic sports facilities
that were the legacy of the Commonwealth Games because they couldn’t get there. We have a “What's
on Healthy Living Guide” with information about health and wellbeing activities in each local community
and includes activities run by many of the local churches.

! For current statistical data see the Index of Multiple Deprivation 2004which can be found on the governments
communities and local government website www.communities.gov.uk/index and follow links to research and
statistics. For local health statistics see www.manchester.gov.uk/planning/studies/census or the Manchester Joint
Health Unit at www.manchester.gov.uk/health/jhu and follow links to statistical data. For the Manchester Public
Health Annual Report 2006 see www.manchesterpct.nhs.uk and search for Public Health.

? For information specifically around health inequalities in Manchester see www.manchesterpartnership.org.uk and

follow link to health inequalities.
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We have the council-run Care and Repair which is a service for older people so they don’t have to climb
on ladders or chairs to change light bulbs and do other minor repairs. We have the wardens who keep
an eye out for people. We've had sexual health campaigns and drug and alcohol awareness raising. And
there are many, many more. But more than these we have realised that the issues often lie around the
accessing of services, including health, social care, housing, benefits, education etc. As a Health and
Well-being Network we have developed working relationships with the Primary Care Trust, Public Health
Development Service, and the council’s Joint Health Unit and over a 100 different voluntary and statutory
agencies.

At church it seamed to make sense to provide a venue for a project called The Feelgood Factor which
provided complementary therapies free of charge. The Feelgood Factor was an innovative low level
preventative mental health project set up by the regeneration but when the initial funding came to an
end, the mainstream services while recognising its value, could afford to continue its funding. So the
church did, and we now directly employ a complementary therapist on a sessional basis. So if you go
into our worship space on a Thursday you will see a massage couch and towels, there will be the smell
of aromatherapy oils and relaxing music playing. Many people come in for pain relief, to help reduce
stress, to recover following injuries. We even have a cycling enthusiast who calls in just a couple of times
a year if he has an injury.

We also started a Gentle Exercise class for older people as a service level agreement with the Falls
Prevention Unit which now has over a dozen regular attendees. We have a good relationship with our
local GP practice who often refer people to us. We have supported some individuals extensively, almost
taking on the role of care manager and co-ordinating services during a crisis, only stepping back once
various services had been accessed.

The church’s role in many senses has been providing the low-level support with an emphasis on

prevention and living well and navigating a way through the health and social care systems and on
occasion breaking gate-keeping rules to demand access to services for people when needed.
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Sources for Reflection: The Bible, Christian Tradition and Health — a whistle-stop tour!

Source: Scottish Churches Open College (now closed) Module on Lifestyle Health written by Ms Rhona
Elliot and Revd. Dr. Eric Stoddart.

NB This is only a whistle-stop tour of my own Christian tradition. Last summer, at the Manchester Muslim
Christian Forum we went for a visit to the Museum of Science and Industry to look at the historic Islamic
contribution to science and medicine. It was very eye-opening to see the huge contribution, particularly
to medicine, played by Islamic scholars and physicians, which is still very much evidenced in the medical
profession today.

Hebrew Bible

Development of practices around hygiene and sanitation and systematic prevention of disease e.g.
laws of food regulation, isolation, quarantine

Role of priest-physicians similar to shamans or medicine men - linking of religious ritual and health

Emphasis on equality and justice and tradition of charity which developed into lodging houses for
strangers and care of the sick

Psalm 23 (comfort, anointing)
Psalm 38: 1 — 4 (well-being)

Ex 23: 20 — 26 (obedience)
Isaiah 40: 29 — 30 (strength)

Early Christian

Jesus as teacher-healer emphasis on social recovery model i.e seeds of social revolution — | have
come that they might have life and life in all its fullness.

Eph 2: 14 — 18 (peace)

John 5: 14 — 15 (healing at the pool)

Luke 8: 42b (haemorrhaging woman)

3" C development of the Xenodochium, precursor of the hospital, gathering together of experts,

orders of deaconesses and widows as early nursing profession, emphasis on employment, housing,
education, charity, social inclusion

Middle Ages

Early Middle Ages alms and food distributed by the church, development of the almshouses. Church
was wealthy and powerful

13" C the monasteries of Europe in decline, people returned to communities, growth in towns and
increasing danger from infectious diseases and epidemics led to a focus on facilities for segregation
and institutions for the sick.

Emerging concept of the city hospital and development of medicine and a profession

Late Middle Ages increasing centralisation of government and urbanisation, issues of poverty. 1547
England’s first tax for welfare

Reformation
Increasing role of science, dissection and surgery

Persecution of old style traditional village healers, often women
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Industrialisation

Birth of the Nation State, 1848 First Public Health Act

Role of social reformers (e.g. Lord Shaftesbury) in welfare, housing, education and health — based
on religious ideas but often outside of church authority

Increasing emphasis on healthcare as a profession decreased church’s role in health. Church
focused on the alleviation of social ill through education Increase in foreign missionary work founding
hospitals and schools

1860 — 1893 Florence Nightingale revolutionised nursing profession

Foundation of the Salvation Army, YMCA and YWCA emphasis on service to the poor

Modern Welfare State

1911 legislation increased state responsibility for individual health and access to services with the
National Insurance Act

Focus on environmental improvements and public health
Advances in medical science, more personal approach, focus on maternal and child welfare

2 world wars, huge financial loan from USA, 1930s introduction of means testing and the great
depression

1946 National Health Service Act “from cradle to grave”, nationalised all hospitals, free medical
treatment including GPs, dentists, opticians, midwives, health visitors, ambulances etc.

Many hospitals still provide a Chaplaincy service broadened to encompass all faiths and none.
Church’s role complementary and tends to focus on gaps in service provision

Theological Reflection

Source: Scottish Churches Open College (now closed) Module on Lifestyle Health written by Ms Rhona
Elliot and Revd. Dr. Eric Stoddart.

The Bible is not a manual of healthcare practice but does contain important records of sanitation and
early community health practices. It focuses on well-being and quality of life or shalom/being whole. It
maintains the importance of right relationships with God, others, the self and the environment. It
commands obedience to laws not just around the prevention of disease but also around positive well-
being. Strength is a gift from God but needs to be maintained. Fertility is a sign of blessing and well-
being and includes land and livestock. Longevity is a sign of good health.

So on the positive side the Bible has much to say to us about health though we do have to be aware of
the danger of reading our ideas of health into the Bible! Biblically health is about fulfilment, and is life-
affirming, about living well in the context of our relationships. Jesus lived a life measured in quality not
just quantity. He emphasises both freedom and responsibility, both individuality and community. Jesus is
health because he embodies life in all its fullness for himself and for others. Health has physical, social,
moral and spiritual dimensions.

But, lest we get too carried away, there are also some questions we have to raise. The Bible places
great emphasis on physical strength often in a militaristic model. Where does that leave those who are
weak? There are issues here around illness and disability and power. The focus on moral and physical
strength also leads to issues of social exclusion and is often an expression of an oppressively male
understanding of health.
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But the huge question for us looking at health in a 21%' C context is around the Biblical understanding of
disease. Disease is sent by God, often as a consequence of sin. Personally, | really struggle with any
idea of God as a God who directly causes episodes of disease. Such a theory can have the practical
consequence of leading to a poor self-image and over responsibility for ill health. Maybe | don’t have
enough faith to be healed? Incidentally, it isn’t only the church that is in danger of this. The current
government agenda for public health is moving along the path of individual responsibility. i.e. if | smoke
why should tax payers foot the bill when | get sick; we live in a culture that blames individuals for being
obese. Getting upstream (to use the jargon) in terms of illness prevention is a good thing as long as we
don’t get into a culture of blaming iliness on those who are sick.

Of course for some Christians it is not God but the devil or demons who case disease. This can lead us
to overestimate our own importance or absolve us from any responsibility for our health. Then we have
the question of Eden, often understood as an original state of perfection without illness or death. This
directly contradicts what we know from the science of human development and evolution.

We need to read the Bible and early church traditions as speaking to us from a specific, historical
context. That doesn’t mean they aren’t valid but it does mean we read them alongside the disciplines of
science and medicine. As a church, we have to recognise that we have much to learn from the health
professions especially around our approach to ethics. Why, for example, when Jesus adopted a
pragmatic approach to ethical questions, do we often take a dogmatic approach. If we look at the world
of medical ethics we have been left behind arguing over the absolutes, the rights and wrongs instead of
contributing in a helpful was to the developments in medical science. We are often seen as old fashioned
and irrelevant.

So what can the Christian faith and other faiths contribute to our understanding of health?

Christianity, alongside most of the other major faith traditions can though challenge the view that life is
the supreme value. If life is the supreme value then it would be our responsibility to only live in areas that
get a good environmental survey result. It would be our duty to prolong life as long as possible without
regard to quality of life issue. This is where the church has made a now recognised and valuable
contribution to health particularly around end of life care and the hospice movement.

Religious faith recognises the reality of the corporate nature of sin. It cuts across the utopian view that
exists particularly in the cosmetic surgery industry that we can remain ever young and healthy. Rather,
ageing is part of reaching maturity, to be valued and honoured.

In our modern climate, health services are stretched to the limit with ever more drugs and treatments
being developed that at the moment we as a society can't afford. Decisions are being made around what
drugs we can and can't afford on the NHS. Emphasis is increasingly put on individuals to look after their
own health. Priorities are being set. Christianity alongside many other faith traditions, affirms both
individual responsibility but balances this with a responsibility to care for each other and particularly for
those who are ill or most excluded by society.

For many years health services have operated on a very medical model. We go to hospitals or health
centres to see a doctor or professional who gives us a prescription or procedure to fix whatever is wrong.
In many ways it is a ritual we re-enact. The GP or consultant has an air of mystery and authority. Some
even wear strange clothing such as bow ties and stethoscopes! But it is also recognised that other
factors influence healing such as support networks, sense of community, faith, diet, exercise,
complementary therapies. Medicine is an art as well as a science! Faith communities have much they
can contribute towards a social and recovery model, that’s not to deny the importance of the medical
model but to restore a balance!

Birth and death now nearly always take place in a hospital. Hospitals were developed primarily to be
places of isolation and disease control. Why have we divorced birth and death from family and
community life? In an age of super bugs such as MRSA, maybe gathering ill and vulnerable people
together is not such a good model. Yes you need to gather together medical specialists but why can’t
they go out into the community a bit more and treat people in their community setting?
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Many faith communities operate at the micro community level, offering low level support services. Often
they encompass a bottom-up, lay perspective in terms of utilising local community resources to address
inequalities in health. Our Health, Our Care, Our Say stresses choice and flexibility of health services
delivered at the community level where possible. It stresses the need for healthy living and prevention of
illness. The white paper opens up the possibility of providers other than the NHS moving into the delivery
of services. The voluntary and faith sectors are looked to as possible partners in the delivery of health
care but often lack the capacity and resources to enter into such partnerships.

So how have we changed as a church in light of reflection on practice?

Sanctuary - ethos of radical social inclusion, supporting individuals and the community in navigating
the health and care system

Worship is all age, reflecting on health and well-being issues
e.g. dementors (from Harry Potter) service on mental illness
e.g. reflections on difficult and pertinent texts such as bleeding woman

There are some things we do not talk about.

There are some things of which we dare not speak.

Taboos, we say, exist for a reason,

taboos keep order in society,

taboos keep us from facing our violence and our vulnerability,
taboos keep us from facing our ignorance and our fears

but taboos silence those who most need to speak,

taboos isolate those who most need people around them,
taboos allow us to hide, rather than face the truth.

© Clare McBeath, 2005

Writing our own worship materials to reflect the issues we explore. Some of these are now published
in the book Crumbs of Hope: Prayers from the City, by Clare McBeath and Tim Presswood, Inspire
(MPH) 2006.

Often have discussion or creative activity rather than a sermon
Ideas of membership broadened to reflect community and those attending through the week
Occasional social trips instead of Sunday morning worship but set in the context of worship

Services for special occasions at coffee am/gentle exercise, creative prayer board to remember
those who are ill

We have explored parish nursing model — but it requires qualified, volunteer nurses who can give a
day a week free of charge to the project and as such seemed rather a middle class model and
beyond our capabilities in terms of finding suitably qualified volunteers - and have explored other
partnerships including working with our local GPs on a healthy living centre and offering workspace
to a local disability partnership but our building/resources have prevented taking these conversations
any further.

We have got involved with health at a regeneration and NHS board level — constant changes and
challenges - future of Foundation Trusts and increasing emphasis on competition from other NHS
trusts, private and third sectors and the running of health as a business

With an action reflection model of working the door is always open to exploring new ideas so if you
have any to share do contact us on clare@openshawconnection.org.uk
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