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DIAKONIA IN CHURCH OF NORWAY HOSPITALS 

First of all I want to congratulate the organizers of this important conference and also express 
gratitude for being invited. We are four participants from Norway, and to us it is a rewarding 
experience to register the many similarities between our countries, both in regard to the way 
health systems are established as public services, the difficulties they are facing today, and 
also to learn together with you how churches can develop relevant ministries of healing and 
care within this context, both as a response to present public challenges and as an expression 
of the church’s calling to participate in God’s mission for the healing of the world. 

In our tradition we use the concept of diakonia, the Greek word for service used in the New 
Testament, for naming this ministry. We are registering that within the ecumenical movement 
quite many find it helpful to use this term for designating the caring and healing ministry of 
the church. Its strength is that it on the one hand refers to the biblical tradition, both to the 
diakonia of Jesus who announces that the Son of Man did not come to be served (to be 
deaconed), but to serve (to deacon) and to give his life a ransom for many (Mark 10:45), and 
also to the diakonia of the church as examples of concrete action of care, reconciliation and 
empowerment, for instance in Acts 6, in 2 Corinthians 8 and 9, and eventually as a leadership 
role (English: ministry).  

Applied in our context of church based health service, diakonia expresses three impulses that 
mobilize for action: 

1. The first impulse is of theological nature, and it is based on the belief that God is a 
loving and caring God that calls people to care about people who are sick and in need 
of a neighbor. 

2. The second is of social and ethical nature. When seeing people who suffer or 
situations of need or injustice, we are challenged to act, and to do so with the kind of 
professional competence that such challenges require. 

3. The third impulse we could consider practical, but has in fact a deep spiritual 
undertone: The conviction that action is meaningful, that service will make a 
difference in the life of the person that is being attended, as well with the context of 
society and civil society. 

This may seem very elementary, but it portrays the very nature of diaconal action, of 
professional diaconal praxis as we would describe it: 

a. An interdisciplinary approach consciously holding together theological reflection and 
social analysis.  

b. A holistic perspective on being human and on dealing with human problems such as 
health and social welfare. 

c. A view that considers faith and spirituality as assets in health and social work. 



Thus diakonia both refers to concrete action, for instance the work performed in a diaconal 
hospital, but also to the distinct nature of this work, in the sense that it in its very performance 
is based on the tradition of Christian faith which marks its fundamental vision, its ethos, its 
value system, etc., and also committed to high professional competence in the way the work is 
carried out. In other words, the concept of diakonia helps us see the connection between what 
we are as churches and what we do as churches when involved as in social action of different 
kinds.  

I shall exemplify this understanding by referring to diaconal hospitals in my country in 
Norway. My focus shall first be the political context and the seemingly limited context for 
diaconal performance within our welfare state model. With this in mind I shall try to portray 
how diaconal hospitals seek to keep their distinct identity and develop their work.  

In general terms it can be stated that the Nordic welfare model as it was established after 
World War II largely monopolized the state or the municipality as the responsible actor in 
providing health and social service. No role was foreseen for the church based actors. The 
system is based on three ideological pillars:  

1. All citizens shall have equal rights and access to health services (the principle of 
universality). 

2. The cost of health services are to be financed by the government. 
3. The government (at national or local level) is responsible for providing services. They 

should not depend on charity or volunteer organizations. 

The third principle has as a consequence led the major part of faith based health work, 
together with a variety of philanthropic or private initiatives, either to been taken over by the 
government or been closed down. That happened for instance to parish nurses (in Norwegian: 
menighetssøster / ‘congregational sister’ – a nurse with an additional diaconal training) who 
were employed by local congregations since the 1920’s. By the 1970’s this work had been 
replaced by municipal services.  

Although the diaconal institutions struggled to survive, today around 150 diaconal institutions 
are still operating, among them five hospitals. Three of them are general hospitals, one is 
specialized in psychiatrics, one in working with addicts. All of them are integrated in the 
public health system. They are responsible for delivering services according to public 
planning, and are fully financed by the government. The professional standards correspond to 
public requirements. From this perspective, it may seem difficult to see any difference 
between a diaconal hospital and neighboring public hospitals.  

Also as far as staffing is concerned, the situation is seemingly the same as in any Norwegian 
hospital. Only a minority are committed Christian, an increasing number of the employed 
represent other faiths, a result of immigration and the fact that many with this background 
seek job opportunities within health and social services. 

Nevertheless, the hospitals consciously present themselves as a diaconal hospital. This 
implies more than a reference to its historical roots and the vision of the founders. Today 



diaconal in the first place refers to the professional praxis as being performed in daily 
routines, and especially with reference to the values that shall orient the staff at all levels.  

In a panel session later today, my colleague Morten Skjørshammer, will tell more about how 
Diakonhjemmet Hospital in Oslo over the last ten years has been running a program called 
“Diaconal values in practice”, with the purpose of conscientizing and empowering the whole 
staff of the distinctive nature of being a diaconal hospital.   

I shall briefly point as some basic principles that have oriented this program and that 
characterize the way diakonia is conceptualized in our context: 

The first is inclusiveness. All employed – whether Christian or not – are expected to 
participate in the process of naming and giving meaning to the values that orient the daily 
work. Also when the diaconal institution in the first place points to the Christian background 
of interpreting them, this is not done an exclusive manner.  

The second is the focus on practice. The diaconal competence is to be reflected in ethical 
attitudes, in procedures that affirm a holistic view on being human, promote human dignity, is 
accountable, and at the same time deliver services of highest possible quality. Such 
competence should also include the ability to report on how this has been put into practice.     

The third is the importance of training and of building diaconal competence, at all levels of 
staff in order to uphold a holistic understanding of the patient in all daily routines at the 
hospital. 

The fourth and last to be mentioned in this brief list: the importance of the leadership to 
articulate and promote the institution’s diaconal identity and programs of strengthening the 
understanding of what this means in practice. 

What is the purpose of being a diaconal hospital? The easiest answer is: That is when the 
diaconal vision to some degree is realized, that sick people are cared for in a holistic way and 
given the best treatment according to social and bio-medical principles. The patients are the 
most important witnesses of truth in this matter. 

Is this answer good enough from a theological and ecclesiological perspective? Or would 
church leaders expect something more, in the sense of benefits for the church? That may have 
the attitude some years ago, when it also happened that prominent church leaders would 
defend the idea of handing all diaconal institutions over to the government. 

Today this has changed. Over the last years Church of Norway has develop a clear self-
understanding of being a diaconal church. This is for instance clearly expressed in the Plan 
for diakonia that was approved in 2007 and defines diakonia as follows: 

”Diakonia is the caring ministry of the Church. It is the Gospel in action and is expressed 
through loving your neighbour, creating inclusive communities, caring for creation and 
struggling for justice”. 
 



Viewing diakonia as the gospel in action underpins the understanding that diakonia belongs to 
what constitutes being church, and that diaconal action is an integral dimension of the mission 
of the church. The definition points in the direction of the four areas of action, affirming that 
this may be realized at different levels; for instance at the level of local congregations or 
through the work of professional diaconal institutions. In other words, institutions such as 
diaconal hospitals are expressions of the church’s mission; they are recognized as the gospel 
in action, and in their role as providers of health services.  

From the perspective of the theology of diakonia, diaconal action, also health services, is 
important in itself. For that reason the Church of Norway has for the last years had a standing 
committee dedicated to issues related to church and health. It has facilitated dialogue between 
government and church with the purpose of promoting cooperation at practical level. It is now 
involved in preparing a major topic on health and church for the church’s general synod in 
2014. 

The overall vision for this work is to strengthen the church in its commitment to health issues 
and to provide health services at different levels and in a variety of forms. This task also 
include a theological dimension, in enhancing the view that such diaconal work belongs to the 
mission of the church, as expression of her calling to a public church, promoting human 
dignity and wellbeing in the public arena. 

 

 


