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Abstract 

The conferences on Christian Health Care which were held in Tübingen (Germany) in 

1964 and 1967 set a foundation for understanding the role of Christian health care 

services in the healing ministry of the church. However, it has to be asked whether 

the findings of these conferences are still relevant for the 21st century. In this paper 

we analyze the changes of the global health care provision since the declarations of 

Tübingen. Based on this analysis we argue that Christian health care services are still 

called to contribute to the struggle for health and healing worldwide, in particular 

for the vulnerables. However, this requires a thorough portfolio analysis of our 

services rendered and a focus on spirituality in particular of the leadership. 

 

Introduction 
The healing ministry of the church covers all 

dimensions of human existence: body, soul, and 

spirit.  Thus, Christians are called to holistic 

healthcare as an essential of their faith.
1
 

Consequently, Christians have almost always been 

engaged in healing, caring for the sick, and 

establishing institutions of charity for the poor and 

needy.  In the late 19
th
 and early 20

th
 centuries, 

church-based hospitals were founded all over the 

world, frequently growing to major institutions 

with thousands of co-workers.
2 

 For many people, 

Christianity and hospitals became almost 

identical, particularly in the former colonies where 

mission hospitals frequently constituted the back-

bone of diaconal work of the new churches.
3
  

Although mission hospitals could never cover the 

entire population, they were an essential element 

of the healthcare sector in most regions of the 

world, particularly in Sub-Saharan Africa and 

Asia.
4
 

However, the concept of medical-mission-

based big hospitals where “white doctors” 

provided western medicine was challenged.  In 

May 1964, representatives from protestant 

mission societies gathered in the little town of 

Tübingen, Germany, to discuss the “Healing 

Ministry in the Mission of the Church.”
5
  The 

results of “Tübingen I” (19
th
 - 24

th
 of May 1964) 

and of the subsequent “Tübingen II” (1
st
 – 8

th
 of 

September 1967) conferences had a major impact 

on the self-perception and the strategies of 

Christian healthwork.
6 

 Although the majority of 

statements stipulated at these conferences were 

not completely new, the declarations from 

Tübingen gained an unprecedented momentum 

and led to the foundation of the Christian Medical 

Commission (CMC), which had a strong impact 

on the development of the Primary Health Care 

paradigm of the World Health Organization.
7,8  

 

Recently, the World Health Organization 

(WHO) titled its World Health Report as “Primary 

Health Care — Now more than ever.”
9 

 With this 

report, WHO clearly underlined that the principles 

of Primary Health Care (PHC) stipulated in Alma 

Ata had become increasingly relevant, even in the 
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21
st
 century.  Naturally, some concepts of PHC 

have to be adopted to the “challenges of a 

changing world.”
9 

However, the main paradigms 

and objectives remain unchanged.  This con-

firmation of PHC by the WHO strongly con-

tradicts the poor perception of the declarations of 

Tübingen by the world-wide churches and the 

mission societies in the 21
st
 century where the 

knowledge of Tübingen is almost lost.  Even the 

Christian Medical Commission dissolved into the 

World Council of Churches, losing almost all 

relevance for the medical field.  Consequently, 

one has to ask whether the declarations of 

Tübingen are merely an historic event without any 

relevance for the future of Christian healthcare 

services in the 21
st
 century.  Under which 

conditions could we state “50 years of Tübingen 

— Now more than ever”?  And what must change 

in Christian healthcare and not only in resource-

poor countries so that they can continue fulfilling 

their call in the future? 

This paper argues that the core statements of 

the declarations of Tübingen I and II are not only 

historical events but of high relevance for the 

future of Christian healthcare services if they are 

transferred to the 21
st
 century and adapted to the 

new conditions.  For this purpose, we will present 

the history of Christian health services from an 

economic perspective.  We are aware of the fact 

that this is only one dimension of Christian health 

services, but one that might be eye-opening for the 

relevance of the history and the perspectives of 

the future.  Consequently, in the next section, we 

will discuss the basic declarations of Tübingen 

and Alma Ata.  Afterwards we will analyze the 

development of Christian health services, focusing 

on resource-poor countries from early colonial 

times to the new millennium.  The paper then 

closes with some conclusions. 

 

Fundamental Declarations 
The declarations of Tübingen and Alma Ata 

were of high relevance for the development of 

Christian health care in the second half of the 20
th
 

century.  In this section, we describe the concepts. 

 

The quest for health and healing: Tübingen I 

and II 

After World War II, the traditional approach 

of providing church-based health services in the 

colonies or newly independent countries was 

criticized for its paternalistic approach where 

western mission societies, missionaries, and 

(white) doctors knew what their patients needed, 

as the patients were begging for help.
10-18  

 At the 

same time, it became obvious that Christian 

healthcare services were not nearly as successful 

and sustainable as missionary societies had always 

believed.  As a reply to this critique, directors of 

major protestant mission societies gathered to 

analyze and discuss their work in Tübingen, 

Germany, from the 19
th
 to the 24

th
 of May 1964 

(Tübingen I).  They realized that their services 

were not reaching the majority of people so their 

system was very unjust.  McGilvray, the former 

director of the Christian Medical Commission 

(CMC), described the situation with these words: 

“. . . these church-related institutions, together 

with all the other available facilities of Western 

medicine, were reaching only 20% of the 

population in these countries and were thus 

sustaining a grave injustice to the 80% who 

remained deprived of any services at all.”
19 

 In 

addition, they realized that due to technical 

progress, the costs of medical treatment had 

increased tremendously in the existing 

institutions, so that even the little that was being 

done could not be sustained.
6 
  

Table 1 summarizes the most important 

findings of Tübingen I by citing the most relevant 

headings of the declaration (shortened by the 

author). 
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Table 1. Most important findings of Tübingen I6 

1) The Christian Concept of the Healing Ministry 

a) The Christian Church has a specific task in the field of healing. 

b) The specific character of the Christian understanding of health and of healing arises from its place in the whole 

Christian belief about God’s plan of salvation for mankind. 

c) The Christian ministry of healing belongs primarily to the congregation as a whole and only in that context to those 

who are specially trained. 

d) The Christian ministry of healing as exercised by the Church is subject to Him who is the Lord and Head of the 

Church and to the continuing guidance of the Holy Spirit. 

2) The Role of the Congregation in the Ministry of Healing 

a) In Scripture, both sickness and healing are distinctly corporate experiences. 

b) All healing is of God. 

c) Within this understanding, it follows that the congregation has a central and responsible role in the healing 

ministry. 

d) The congregation has a very special responsibility for those of its members who are engaged in medical 

institutional work. 

e) The congregation should encourage its members to enter the healing professions. 

3) The Healing Ministry in Theological Training 

a) A Christian understanding of healing is already implicit in theology. 

b) In spite of this, no explicit teaching on the Christian understanding of healing is given in most of our theological 

colleges and seminaries. 

c) It is imperative that teaching should be given on this subject in all our theological colleges and seminaries. 

d) The department of theological education in which the practical significance of the ministry of healing can most 

effectively be made explicit is that of pastoral theology. 

e) The laity also needs training in the ministry of healing, and this must be kept in mind in theological training. 

4) The Training of Medical and Para-Medical Workers as a Task of the Church 

a) Continuing efforts to improve the professional quality of medical work and the teaching of co-workers need to be 

recognized as an integral and essential part of any form of medical evangelistic service.  

b) The Consultation recognizes the churches' responsibility in medical education. 

c) It is urged that immediate consideration be given to the extension of intern and residency training facilities in 

existing church-related hospitals. 

d) The Consultation believes that nursing-education should be carried on at every level.  

e) Similar consideration should be given to the training of para-medical workers. 

f) Special attention needs to be given to the selection of the chaplain and specialized training. 

g) Involvement in organized Christian medical work must be regarded as a specialty in itself.  

h) The Church should encourage suitably qualified members to accept teaching positions in universities, medical 

colleges, nurse schools, and similar secular institutions of learning as a special challenge to Christian witness in 

teaching. 

5) The Institutional Forms of a Healing Ministry 

a) It will be necessary to study first the role of the medical institution within this context and secondly to see how far 

other forms of medical service are relevant and necessary. 

b) We must first confess that the medical institution and the church, on the national and more particularly on the local 

level, have traveled too often in separate directions.  While the hospital or clinic may have substantially aided in the 

initial creation of a congregation, it has usually failed to commend itself as a continuing expression of that 

congregation's healing concern. 

c) The time is long overdue for the complete integration of the hospital and clinic into the life and witness of the 

Church . . . Where there appears to be no evidence or potential understanding of this integration of healing 

function, the continuance of the institution must be seriously questioned. 

d) The size of a medical institution should never exceed what is necessary for its established purpose or the capacity 

of the total Christian community supporting it and ministering through it.  

e) We recommend as pilot projects within selected hospitals the initiation of a team concept of therapy, wherein the 

physician, nurse, psychiatrist, and pastoral counselor should unite to treat the patient in the totality of his sickness. 

f) Other forms of service, through which the Church should continue to express its healing ministry, lie in the fields 

of leprosy, tuberculosis, care of the chronically iII and aged, rehabilitation, psychiatry, and maternal and child 

health.  
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g) The pattern of institutional therapy has too long prevailed in the Church to the detriment of the intimate relationship 

between patient and doctor in the general practice situation.  The healing congregation might well involve its doctor 

members in this new relationship and challenge their response and commitment. 

h) The Church must always recognize that it can never meet all of need and should regard new avenues of service as 

demonstrations of how need should be met.  

6) The Relationship of a Christian Healing Ministry to Government 

7) Joint Planning and Use of Resources for the Healing Ministry 

a) To an increasing extent, financial resources are being allocated without regard to denominational lines. 

b) Interdenominational and international assignment of medical missionary personnel should be extended. 

c) Churches are not sufficiently aware of the urgent need for joint planning. 

d) The involvement of the congregation in the ministry of healing demands a reappraisal of existing cooperative 

structures. 

8) A Continuing Program of Study and Work 

a) The first is an effective gathering, analyzing, and making generally available the very large amount of work in 

survey and study that has been done and is in progress around the world. 

b) The second is the encouragement of study and survey at local, regional, and international levels. 

c) The third is the carrying out of pilot and experimental projects in an integrated program of healing. 

 

For the topic of this paper, the most im-

portant result of this consultation was the insight 

that mission hospitals practiced a type of medicine 

that was not in line with the biblical understanding 

of salvation and healing.  Instead of placing the 

healing mission of the church on the shoulders of 

a few medical experts, the entire church was 

designated as the “healing body of Christ” to 

fulfill the healing ministry.
20-22

  Existing hospitals, 

they concluded, “were, basically, repair facilities 

which did little if anything to remove the causes 

of sickness or to promote and maintain health.”  It 

was realized that medical mission must include 

preventive services and that God is interested in 

holistic healing, in shalom, including problems of 

guilt, suffering, and death.
23,24

  Therefore, the 

Declaration of Tübingen I called for the 

empowerment of the entire church as the healing 

body of Christ.  Everybody in this Church is 

called to participate in the healing ministry.  It 

was the basic outcome of this consultation that 

Christian healing was only possible in par-

ticipation with all stakeholders. 

The declaration of Tübingen I was received 

well in developing countries.  Several local 

consultations followed, and in 1967 (Tübingen II, 

1.-8. September 1967), a new, community-based 

approach was declared obligatory for church-

related healthcare services.
25-27,28

  The innovative 

work was coordinated by the newly founded 

CMC.  From 1973 to the early 1980s, this institut-

ion was in close contact with the World Health 

Organization, highly influencing the development 

of the Alma Ata Declaration.
8
 

 

Health for all by the year 2000: Declaration 

of Alma Ata 

Some 25 years after its inauguration on 

April 7, 1948, the World Health Organization had 

to recognize that the most important health 

problems had not declined.  On the contrary, 

financing the existing health services had become 

more and more difficult as technical progress in 

medical technology and pharmacology made 

“health for all” more and more expensive.
29

 In a 

search for new solutions, the Director General of 

the WHO, Halfdan Mahler, recognized that the 

decisions of Tübingen were relevant for all health 

care systems in developing countries, not only for 

church-related services.  The concept of Primary 

Health Care (PHC) that was discussed and 

approved during the World Health Assembly in 

1978 can be interpreted as a secular advancement 

of the Declarations of Tübingen.
30

 

Primary healthcare is based on the tradition-

al concept of hygiene but enriched by a health-

political dimension and a strong element of 

participation.
31-34 

 Primary healthcare is a con-

ception of health policy, i.e., it is not a level of 

healthcare, but a comprehensive philosophy of 
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healthcare underlying all decisions in the health 

field.  It is fundamentally oriented to the needs of 

the community and intends to include the 

community in all processes of determining 

objectives and means of healthcare.  The stake-

holders of the community are to accept 

responsibility for their own health, so that 

institution or program-based healthcare becomes a 

community based healthcare (CBHC). Thus, PHC 

and CBHC introduce the concept of participation 

as an essential dimension of the health care 

system.   

The strong community approach was 

rejected by many institutions and policy makers.  

Some saw it as expression of a left-wing political 

movement, as Art. III of the declaration refers to a 

“New International Economic Order,” and Article 

X states that high military expenditure is a major 

reason for poor health.  Werner & Sanders write: 

“Many of the principles of Primary Health Care 

were garnered from China and from the diverse 

experiences of small, struggling non-

governmental Community-Based Health Programs 

(CBHP) in the Philippines, Latin America, and 

elsewhere.  The intimate connection of many of 

these initiatives to political reform movements 

explains to some extent why the concepts 

underlying PHC have received both criticism and 

praise for being revolutionary.”
35

 

More important was the criticism from 

health specialists stating that PHC was utopian.
12-

15,36-40
  They called for strict priorities, in 

particular, a concentration on vertical programs to 

fight childhood diseases.  Contrary to the original 

Comprehensive Primary Health Care (CPHC) 

concept of the WHO, the Selective Primary 

Health Care (SPHC) and the Expanded Program 

on Immunization (EPI), in particular, could work 

without strong community participation.
41,42

 

The failure to implement the comprehensive 

primary healthcare concept in most developing 

countries has been frequently discussed and has 

many reasons.  Flessa developed an innovative 

model with several barriers to implementation.
43 

Firstly, he describes that innovations (such as the 

revolutionary content of the Declarations of 

Tübingen and Alma Ata) have only a chance to be 

adopted if the existing system is perceived as 

unsatisfactory.  Otherwise, decision-makers will 

try to improve the existing system instead of 

accepting the new one. If donors continue 

supporting the existing curative healthcare system, 

it is likely that this steady flow of funds stabilizes 

the old system and blocks the adoption of the new.  

Secondly, the higher the costs of an innovation 

are, the less likely it will be adopted.  The costs of 

introducing CBHC-systems were frequently 

underestimated.  Thirdly, the more decision-

makers seek a quick win, the less likely they will 

invest healthcare resources in prevention and 

primary care.  Some measures of CBHC will only 

see a return in investment in decades (e.g., 

vaccinations); whereas, the results of curative care 

are always visible in the year of investment.  This 

is, fourthly, associated with risk-perception.  

Innovation always involves risk, so that it is 

generally true that the more risk-averse people 

are, the less likely they will accept an innovation.  

Finally, leadership style determines the likelihood 

of adopting primary healthcare innovation.  The 

more freedom superiors grant to their 

subordinates, the more likely they will experi-

ment, seek for innovations, and find new 

solutions.  However, neither mission societies nor 

churches in developing countries are well-known 

for a participatory leadership style that encourages 

their members to take risks and think beyond 

existing structures.  

Consequently, Flessa concludes that it was 

very unlikely that the Declarations of Tübingen 

and Alma Ata would be welcome by Christian 

healthcare services and that the original objectives 

of Tübingen and Alma Ata have — in the years 

after introducing selective primary healthcare — 

almost disappeared from the agenda of healthcare 

policy makers.  Freedom as the fundamental right 

to participate in all processes with impact on one’s 

life was reduced to the freedom to choose between 

different providers.  Participation of the local 

population in setting priorities in healthcare, in 

designing healthcare services, and in controlling 

institutions and programs has almost disappeared 

from the political, as well as from the research, 

arena. 
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However, the declarations of Tübingen and 

Alma Ata are the two basic foundations of 

Christian health care services.  In order to 

understand their relevance for church-related 

healthcare, we have to see them in their historic 

perspective.  The next sections will sketch the 

developments in order to analyse the relevance, in 

particular, of Tübingen I and II for the future of 

Christian health services. 

 

Colonial and Early Post-Colonial Time 
The 19

th
 century saw an increased awareness 

by Christians in Europe and Northern America for 

the evangelistic and diaconal call of the Church.  

In many countries, hospitals, homes for the poor, 

and mission societies were founded and started 

their charitable work.  In particular, mission 

societies planted health stations and, later, 

hospitals in the countries of their work.  The 

majority of Christian healthcare institutions in 

these regions were built in rural areas; whereas, 

colonial powers frequently concentrated on towns 

of strategic importance.  In most rural places, 

churches had a natural monopoly for “modern” 

health care.  “Natural” here means that the next 

provider was so far away that the catchment 

population of the healthcare provider had actually 

no chance to reach the alternative provider.  The 

maximum distance of travel was lower than the 

distance between the institutions. 

As a consequence, Christian healthcare 

providers did not have to justify their existence by 

any other characteristic than by their presence.  

Christian healthcare services in Sub-Saharan 

Africa and Asia were “good” simply because they 

were there.  If they had not existed, nobody else 

would have been there.  In case of a monopoly, 

the provider did not have to be better than others, 

and the provider did not have to find reasons why 

he/she provided services.  There was plainly no 

alternative.  

The declarations of Tübingen came at a time 

where the contribution of Christian healthcare to 

the health of the population was not challenged.  

During the conferences, nobody questioned 

whether there was a need for Christian healthcare 

services in these areas, as they were natural 

monopolies.  The delegates of the conferences 

were aware of the fact that the newly independent 

states and their governments would start building-

up a “safety net for the poor,” but at the time of 

Tübingen I and II, there was hardly any 

competition in the healthcare field.
44

  The eco-

nomic problems that they saw, such as increasing 

costs of medical equipment and drugs, were 

strong forces behind the declarations of Tübingen, 

but they had nothing to do with local competition 

for patients.  

 

Late 20th Century 
Towards the end of the 20

th
 century, the 

situation in almost all parts of the world changed.  

Figure 1 shows the development of public health 

facilities in Kenya between 1959 and 2002.  It is 

obvious that there are some areas where a 

healthcare facility still has a natural monopoly 

based on distances.  However, these are in 

sparsely populated regions.  The vast majority of 

Kenyans have a choice of provider.  Christian 

healthcare providers have lost their monopolies 

almost everywhere.  Government facilities cover 

nearly the entire country, and in many cases, 

Christian and government facilities are within 

walking distance. 
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               Figure 1. Public health facilities in Kenya (1959 and 2002).45 

 

 

Figure 1 does not include private for-profit 

healthcare providers.  The 1990s and the new 

millennium have also seen a strong rise of these 

institutions.  Figure 2 shows that governmental, 

Christian, and private for-profit providers are 

strongly competing in the Thika district, Kenya.  

For a long time a few private providers had 

offered their services to the rich minorities in 

major towns.  They were no competitors for 

Christian service providers, as they had 

completely different target groups.  However, the 

situation has changed dramatically.  The poor 

frequently cannot afford Christian services 

anymore and seek help elsewhere.  As Flessa 

shows, Tanzanian Church-based healthcare 

providers frequently have to charge higher fees 

than government institutions to recover their costs 

so that the poorest tend to avoid Christian 

institutions.
43 

 At the same time, private providers 

have discovered the poorer strata as their clients, 

most likely not the poorest of the poor, but, in 

particular, the “working poor.”  That is, many 

private for-profit healthcare providers have 

opened their dispensaries, pharmacies, and 

hospitals, even in rural places, for the non-rich, 

and they compete directly with Christian 

healthcare services.  The time of monopolies for 

the majority of Christian institutions is over, the 

era of “Business of Health in Africa” has come.
46 
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Figure 2. Hospitals in Thika District, Kenya (2008). 47 

 
The loss of the monopoly challenges the 

economic foundation of many Christian healthcare 

providers.  In the years after 1990, several of them 

were poorly utilized as patients moved to the 

improved governmental providers or to the fast 

and user-friendly private providers.
48 

 In many 

African and Asian countries, Christian institutions 

maintained a monopoly of quality for some time 

as they had access to international drug markets 

through their international connections.  However, 

through liberalization and economic strengthening 

in several of these countries, governments and 

private for-profit providers could offer the same 

quality of services in the new millennium and, 

thus, taking the last visible reason of exception-

ality of Christian healthcare providers. 

However, the loss of the monopoly position 

impacted more than the economy.  The most 

crucial impact was that Christian healthcare 

providers had to justify their existence.  Simple 

presence does not any longer justify existence as it 

did decades ago.  Towards the end of the 20
th
 

century, governments, national and local societies, 

as well as the international and donor community 

started asking for good reasons for the existence 

of these Christian institutions.  In a market 

economy, and most countries have moved in that 

direction even in the healthcare system, any 

market element must have a comparative 

advantage to survive.  It can be cheaper, have a 

higher quality, or provide a rare utility component.  

Christian healthcare institutions are no exception; 

they are asked to justify their existence by lower 

fees, better quality, or a dimension of services that 

cannot be offered by other institutions.   

Another important change happened in the 

international policy arena.  The “natural” partner 

of the Christian Medical Commission (CMC) was 

the World Health Organization, both residing in 

Geneva.  Indeed, CMC gained quite some in-

fluence on the WHO.  However, as shown in 

section 2, a few years after Alma Ata, UNICEF 

adopted the concept of “selective primary 

healthcare” which degraded the original concept 

of “comprehensive primary healthcare” to a few 

target groups and diseases.  A few years later, the 



19  Flessa 

May 2016. Christian Journal for Global Health, 3(1): 11-24.            

World Bank entered the arena as a major player.  

The 1993 World Development Report “Investing 

in Health” became a milestone in international 

health policy.
49

 This report not only called for 

more cost-effectiveness in healthcare, but it 

moved the“philosophical” and value-based 

discussion in a technical direction with the 

concept of disability adjusted life year (DALY).
50

 

The DALY reduces human health purely to its 

physical dimension, miles away from the 

Tübingen concept of wholeness.  The World Bank 

became the prime mover in global health and not 

WHO, where mission societies or Christian 

healthcare services had had a major influence.  

The WHO reacted with accusations, but finally 

accepted and adopted the World Bank concepts. 

Although the World Health Organization 

came back to the international policy arena in the 

late 1990s under Gro Harlem Brundland, the 

Christian community has had very little influence 

in the subsequent developments.  Neither the 

“Joint Commission on Macro-Economics and 

Health” nor the development of the “Millennium 

Development Goals” was systematically 

influenced by the Church or Church-related 

institutions.
51

 It is a matter of fact that individual 

Christians were in the relevant committees, but 

they did not bring the value-based discussions of 

Tübingen into these committees.  In particular, the 

MDGs clearly focused on the physical dimension 

of life without any reference to social or spiritual 

existence. In the new millennium, we might be 

closer to “Health for All,” but the World Bank, 

UNICEF, and WHO concept of “health” is 

definitely not the concept of Tübingen I and II. 

 

Universal Health Coverage and the 

New Millennium 
This development contributes the concept 

called “Universal Health Coverage” (UHC).  The 

concept itself is not new, but it gained political 

relevance in the new millennium.  The World 

Health Report 2010 was titled “Health systems 

financing: the path to universal coverage.”
52

 

Within the next few years, a number of 

conferences on UHC were held in Mexico City 

(Political Declaration on Universal Health 

Coverage 2012), Bangkok (Statement on Uni-

versal Health Coverage 2012), Tunis (Declaration 

on Value for Money, Sustainability and Account-

ability in the Health Sector 2012), and the UN-

resolution on December 12, 2012, “Transition of 

National Health Care Systems towards Universal 

Coverage,” all accepting UHC as a major target of 

all healthcare systems. 

WHO defines UHC as “ensuring that all 

people can use the promotive, preventive, 

curative, rehabilitative and palliative health 

services they need, of sufficient quality to be 

effective, while also ensuring that the use of these 

services does not expose the user to financial 

hardship.”
53 

Evans, Hsu, & Boerma express it in 

other words: “Universal health coverage is the 

obtainment of good health services de facto 

without fear of financial hardship.”
54

 

Consequently, UHC is not a revival of “Health for 

All by the Year 2000,” but a focus on healthcare 

provision and social security.  

Figure 3 shows the dimensions of UHC.  

The concept implies that all members of the 

society should have a right to receive a 

comprehensive package of healthcare services at 

affordable prices.  It is generally accepted that 

UHC will only be achieved by the establishment 

of some form of social health insurance.  Local 

and small-scale initiatives, such as the Community 

Based Health Insurances frequently supported by 

churches, will not suffice.  
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         Figure 3. Universal Health Care-cube.52 
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The concept of UHC has been criticized for 

its strong focus on health financing and technical-

functional dimensions of health.
55 

 Some critique 

is inspired by Christian theology, e.g., from I. 

Illich.
56

  However, this critique has had very little 

impact on the conceptualization of UHC, and it is 

about to become, explicitly or implicitly, a 

backbone of the post-MDG period.  We can 

clearly state that Christian healthcare services 

have had hardly any influence on this 

development.  This is particularly disappointing, 

as UHC definitely falls short of the holistic 

concept of health stipulated in Tübingen.  UHC 

could require a stronger focus on health instead of 

healthcare, but Christian institutions have lost 

their influence on healthcare policy-making. 

In addition, in a number of developing 

countries, we already see the consequences of 

social security as an element of UHC.  Potential 

patients obtain insurance coverage.  They become 

clients and customers, not just beneficiaries of 

good Christians, and they receive a right to choose 

between different providers.  Even the poor, the 

target group of a number of health insurance 

projects in developing countries, suddenly have 

the right to decide where they will go for services.  

Consequently, the future will see in Sub-Saharan 

Africa and Asia a similar situation as exists in 

Europe and Northern America already today:  

Christian healthcare services as normal market 

partners.  From a pure economic perspective, they 

have lost all exceptionality.  They compete with 

other providers:  churches, government, and 

scores of private for-profit enterprises, and some 

of them will face the same fate as many church-

based healthcare institutions all over the world: 

after a century of great history, they will go 

bankrupt and cease to exist.  Many of the 

remaining Christian healthcare providers cannot 

be distinguished from their private or 

governmental competitors.
57 

UHC and social 

protection led to free choice of providers, and it is 

not yet known whether people will always 

continue choosing the Christian provider. 

Consequently, 50 years after the declaration 

of Tübingen, Christian healthcare services are 

called anew to define their purpose and their 

distinctiveness.  However, today, it is not only a 

question of defining “a better way to serve the 

Lord,” but it is also a question of life or death.  

The existence of our institutions must be justified 

to save their existence. 

 

Conclusions 
Knowledge of the Tübingen declarations 

among decision-makers of Christian healthcare 

services is declining.  It has to be asked whether 

these declarations are simply historic events or 
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whether they still have an important message for 

Christian healthcare services in the new 

millennium.  

A first step in the analysis is to compare the 

situation of the 1960s with today.  The economic 

conditions of Christian healthcare services at the 

time of the declarations of Tübingen were quite 

different from today.  Church-related healthcare 

providers were monopolists without competition, 

providing existential services for their catchment 

population within rather simple systems.  Today, 

the situation is already different for the majority 

of Christian services worldwide.  Technical-

functional services for the physical dimension of 

life are provided by many competent competitors.  

In many locations, pure presence is not a 

justification for existence anymore.  

In Sub-Saharan Africa and Asia, there are 

still Christian healthcare providers with limited or 

no competition.  However, this situation is due to 

change as soon as these countries are successful in 

their strides towards Universal Health Coverage 

and the establishment of social security systems.  

In particular, as the poorest of the poor are 

covered by subsidized insurance schemes, 

beneficiaries become customers with rights, with 

purchasing power, and with choices.  All of these 

expected developments are positive and should be 

welcomed — but they challenge the self-

perception of Christian healthcare services.  

In this situation, the declarations of 

Tübingen I and II become highly relevant again.  

Thus, in a second step of analysis, we have to ask 

anew whether we should be distinguishable from 

all other providers, what criteria could make us 

special, and how we can find our place in the 

health care market.  The old search for the 

“proprium” (Latin: property, what belongs to 

someone) or distinctiveness of Christian 

healthcare, as it was stipulated in the declarations 

of Tübingen, is relevant “now more than ever.”  If 

we do not find contemporary answers to the 

“quest for health and wholeness,” Christian 

healthcare services can neither survive nor fulfill 

their call for healing and salvation.
6
 

Today, there is a great need for a new vision 

of distinctiveness and spirituality in Christian 

healthcare services.  The findings from 1964 and 

1967 can still be guiding principles for the future 

of Christian healthcare services so that we can 

indeed state “50 years of Tübingen — now more 

than ever!”  Christians have a unique contribution 

to give, grounded in the theology of health and 

healing as well as in the reality of competitive 

health care markets.  But, they have to know their 

values, their history, and the changes of the 

demographic, economic, and social environment 

to make Christian healthcare services functional 

and sustainable.  Future research is needed on the 

translation of the principles of the declarations of 

Tübingen for the service portfolio, the leadership, 

and the spirituality of Christian healthcare 

providers. 
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