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INTRODUCTION 

I would like to begin by telling you a story. The name is fictitious, although the 

actual situations unfortunately are not. I have been in chaplaincy for 21 years. Much of 

that time has been spent with seriously ill, often abused people who were searching for 

something in which they could believe, in which they could have hope. Many of these 

people found their own religious traditions to be a hindrance rather than a help. Such is 

the story of Lynn. 

Lynn was adopted as an infant by a rural Southern minister/evangelist and his 

wife. She grew up doing farm chores and being indoctrinated into the world of “family 

secrets” by her father, who was also a pedophile. Lynn was well instructed in the 

Commandments, particularly the part about obeying your parents. She attended church 

several times a week. She begged God for relief from her shame and sinfulness. As 

Lynn grew up, she became more vocal in her objections to her father’s attentions. This 

brought her beatings, and threats of harm to her mother. Silently, Lynn endured the 

nightly trysts. 

She married at 17, pregnant, and glad to escape the prison of her home. However, 

she experienced shame at the very act which produced the pregnancy. Her new husband, 

a local farmer and member of the Church, believed firmly that women were to be made 

submissive, by any means necessary. 

By the time I met Lynn, she was hospitalized, having attempted suicide again, and 

again. She was in the process of divorce, and feeling guilt at yet another “sin”, divorce.  



Lynn was now considered a “multiple personality”, prone to running away, and 

living (without conscious knowledge) as another person in a neighboring city. 

Lynn was filled with shame, as well as the feeling that God had abandoned her in 

her childhood. She was unable to find support either at home or in her faith tradition. 

Shame, loneliness, and depression compounded her illness. 

In the hospital, I met Lynn for the first time. A relationship began in which she 

could feel just enough trust to begin to reshape a faith in which she could invest. It was a 

long process in which I as chaplain, Lynn’s therapist, and Lynn worked together. 

Many of the people we see in psychiatric units today have stories similar to that of 

Lynn. Abuse, neglect, shame, and a sense of devaluation of person are pervasive. Also 

common are difficulties of a spiritual nature, as trust, faith, and hope are often elusive. 

Professionals who are dealing with patients such as these, need not only clinical 

competence, but also hearts able to see the pain of the other person, a grounding in 

personal faith, spiritual practice, and scripture. 

My purpose in this project is twofold. First, using a team of chaplains and mental 

health professionals, I will present an assessment of how well we address spiritual 

components of mental illness in our inpatient psychiatric unit. Second, I will present a 

model of spiritual reflection used to engage the multidisciplinary psychiatric team in a 

process of sharing on some of the major spiritual issues our patients present.  



CHAPTER 1 

The earliest recordings of human history reveal the struggles we humans have had 

to understand and find reasons for events which defied human logic. For primitive 

cultures, such phenomena as storms, weather, or the volume of produce reaped in 

harvests came to represent actions expressing the feelings of the gods. 

The Hebrew Scriptures are vibrant with references to the power of God expressed 

in moving theophanies: “On the morning of the third day there were peals of thunder and 

lightning, and a heavy cloud over the mountain, and a very loud trumpet blast, so that all 

the people in the camp trembled. But Moses led the people out of the camp to meet God, 

and they stationed themselves at the foot of the mountain. Mount Sinai was all wrapped 

in smoke, for the Lord came down upon it in fire. The smoke rose from it as though from 

a furnace, and the whole mountain trembled violently. The trumpet blast grew louder and 

louder, while Moses was speaking and ‘God answered him with thunder’ (Exodus 19: 

16-19). 

In the early Christian scriptures there are frequent references to the miracles of 

Jesus: calming the storms, raising the dead, healing the maimed, and of course, driving 

out demons. In the time of Jesus, people struggled to understand why a person would be 

afflicted with such things as deformed limbs, or uncontrolled “fits” of odd behavior. 

Without advanced medical technology to give them a “scientific” explanation for birth  



defects or seizures, such events were often attributed to sin or Satan. 

Thankfully, the scope of technology and communication media in our age has 

informed many that these diseases are not a punishment for lack of faith, or for 

sinfulness, but are instead part of nature itself. 

For many psychiatric patients however, the stigma of mental illness is real, and is 

often attributed to sin. Many religious professionals have not been trained in the 

biological bases of psychiatric illness. Thus, they lack the tools to recognize the behavior 

they see as part of a biological illness. 

In 1979, when I began training as a chaplain, clergy and ministers were not well 

accepted on the psychiatric units. Staff would tell horror stories of pastors who tried to 

exorcize schizophrenics, ranted about faith to the suicidally depressed, or barred the 

patient in a manic phase from church services as being too disruptive. 

In the Clinical Pastoral Education movement of the latter decades of the 20" 

century, ordained and lay pastoral ministers have been trained to integrate theological 

concepts, spiritual practices and pastoral counseling with traditional medical care, thus 

providing patients and families with a more balanced model of integrative healing. 

It is my contention that using an interdisciplinary team skilled in a process of 

theological reflection, we can improve our sensitivity to the spiritual needs of our 

patients.  



CHAPTER II 

In my initial planning for this project, I did much reflection of my own around the 

issue of healing. Scripture bears many references to healing. However, one passage 

which particularly impacts me is Paul’s reference to spiritual gifts. “There are many 

gifts, but one spirit.” I truly believe that in a mission driven community, God does 

provide a variety of gifts for the healing and well-being of the community. This said, I 

believe that the gifts for healing are present in the various members of our 

interdisciplinary team. It was important to include as many of them as possible in the 

planning and implementation of this project. 

Personally, I have experienced often the harmony of spirit and energy when a 

team addresses an issue or problem. In the hospital setting, much of our patient care is 

planned and evaluated in multi-disciplinary teams. The phrase “two heads are better than 

one” is evidenced in this model of patient care-planning. 

The model of theological reflection I have chosen is well defined in Method in 

Ministry by James D. and Evelyn Eaton Whitehead. I chose this model because it is very 

user-friendly for persons from any background. 

“Christians today need a portable method: a reflective process that they can carry 

with them to the daily duties and challenges of their life of faith. We also need a 
performable method: a style of discernment that is simple and straightforward enough to 

lead our reflections toward practical action. And we need a communal method: a shared 
strategy by which Christian gatherings can face the challenges in their surrounding 
culture and come to agreement of how to witness to their faith here and now: (Method in 
Ministry, p. 3).  



This model weaves together three points of reflection on life situations: scripture 

and tradition, personal experience and culture. I realized that some adaptation would be 

necessary, primarily because our staff and patients do not all come from Christian 

backgrounds. Thus, although the Whiteheads addressed the focus of Christian tradition, 

we chose to utilize the traditions which were represented in our groups. Thus, our 

scripture and tradition resources included Jewish tradition, Christian tradition, and 12 

Step spiritual tradition. Each member of the group was invited to bring resources from 

his or her spiritual tradition to share. 

Team members were asked to share their personal experience of the topic under 

discussion. In my own experience as a chaplain, 1 have found that while I may not be 

severely mentally ill today, I have in my life experienced many of the feelings our 

patients experience. My hope was that in using personal experience as a reflective point 2 

we would begin to build community among ourselves, as well as identify more clearly 

with the needs of our patients. 

“One’s self is the tool that the community counselor uses in the 
work. It is one’s self that listens, empathizes, thinks, and connects. You 
use your own experience and your imagination. You use your 
woundedness, your strength, your faith. You use your doubts. You listen 
with your whole self, not just your mind. You understand with your heart 
while, at the same time, you apply counseling technique and theory. You 
must know yourself while continuing to learn about yourself” (Kornfeld, 
p. 46). 

The third focal point of our reflection would be culture. For this aspect, I asked  



members of the group to go beyond their own culture and look at the broader USA, and 

world culture for information. We would consider music, art, literature, media, recent 

historical events, and news among our cultural resources. From these sources we would 

gain insight into the values of our society. We chose to go beyond our mid-Missouri, 

middle class, German, Catholic and Lutheran culture, because as a community we are 

rapidly becoming much more diverse. 

Our discussions were set in the format outlined in Method in Ministry: 
  

“Three-Stage Method of Theological Reflection in Ministry 

1. Attending — Seeking out the information on a particular pastoral concern that is 

available in personal experience, Christian tradition, and cultural resources. 
Listening critically while suspending judgment. 
Assertion — Bringing the perspectives gathered from these three sources into a 
lively dialogue of mutual clarification to expand and enrich religious insight. 
Having the courage to share our convictions and the willingness to be challenged. 
Pastoral Response — Moving from discussion and insight to decision and action. 
Discerning how to respond; planning what to do; evaluating how we have done.” 

(Method in Ministry, p. 13) 

To invite members for the group, I addressed the chaplains and the psychiatric 

unit staff during their respective monthly staff meetings. To each group I presented the 

purpose of the study, as well as the methodology to be used. They were also told of the 

time commitment, which was twice monthly for three to four months. Three chaplains, 

two clinical social workers, one music therapist and one occupational therapist readily 

and enthusiastically agreed to join me in forming this theological reflection group.  



Our first joint meeting was spent defining what we meant by the term “spiritual”. 

As a starting point for the discussion, we used a quote based on the work of Elaine Emett 

and Janet Greenspan, MD in The Wholeness Handbook, and Dr. Kenneth Bakken in 

Journey to Wholeness: “Spirituality is a non-physical yet essential part of who we are. It 

is that part that we share with God, each other, and with all creation. It is the part of 

ourselves that loves, creates, relates, contemplates, questions and transcends. And it is 

found in the part of us where the truth as we know and understand it exists”. 

Each person then received a worksheet with the following questions: 

1. What 1s my definition of spirituality? 

2. How do I experience my own spiritual needs? 

How do I attend to my spiritual growth? 

What spiritual needs do I see expressed most often by my patients/clients? 

How do I see my patients/clients experiencing their spiritual needs? 

(emotionally, physically, psychologically) 

After twenty minutes of silent reflection, members of the group shared their 

definition of spirituality. Common themes quickly arose, among them: ultimate 

meaning; a journey to goodness, godliness and godlikeness; transcendence; union with 

others and nature; co-creativity; unconditional love. 

Most of the staff members could identify their spiritual needs by observing key 

thoughts and behaviors. Some experienced a longing for peace or balance. Some felt a  



sense of restlessness, or a feeling of “being too much in my head”. Others noticed their 

sense of self-worth becoming shaky, or a feeling of being “depressed” or “weighed 

down”. Loneliness was a common indicator of spiritual distress for many. 

I think this was a very important part of the process, because it was the beginning 

of the formulation of a small community among the psychiatric staff and the chaplains. 

They found a common ground in being able to identify characteristics of their spirituality 

as well as their spiritual neediness. 

Identifying spiritual resources is a key process, not only for us as professionals 

but in order to fully understand some of the obstacles our patients face. Most staff 

members named prayer, faith, church, family and friends as primary resources. 

Relationships with others, God and self were also important. Solitude, meditation, music, 

and nature were also frequently noted. These are important, as we will see later in this 

text, because many of these avenues of renewing and reviving spirituality are simply no 

longer available to our patients. 

The first meeting ended after this portion, and the group agreed to meet the 

following week to discuss the spiritual needs we see in our patients. We were all aware 

at this point that we would need to be flexible with the process. We had answered but 

three of the questions for this section. We decided to schedule more meetings as needed, 

on a weekly or bi-weekly basis. All were agreeable to this adaptation of the process.  



There were many identified spiritual needs of our patients and clients for which 

we had concern. These appeared to be in clusters: identity/self-worth, lack of 

meaning/hope/purpose, reason to live vs. need to end pain, desire to fit in with 

others/community, forgiveness/sin/fear of hell, need for confession, need to find God in 

suffering/pain, and the purpose of prayer. 

Patients/clients exhibited far more dramatic symptoms of these spiritual needs 

than staff themselves experienced. However, the emotional connecting point was that all 

of the emotions/behaviors seen can be viewed on a continuum: the relatively “healthy” 

therapist/chaplain may experience a less pronounced form of hopelessness than a 

suicidally depressed person. Frequent behaviors seen included suicide attempts, severe 

depression/anxiety/fear/euphoria, withdrawal or intentional alienation from others, and 

substance abuse. Self-mutilation, anorexia and bulimia were also fairly common. 

At this point we decided to review which of these spiritual needs might currently 

be addressed in other group settings. It was heartening to discover that many of the 

spiritual needs noted in our patient were already being addressed in therapy, in life-skills 

groups, and in music therapy. We were able to identify three areas of critical pastoral 

need not presently being adequately addressed in the program: 

1. confession (non-sacramental)/sin/forgiveness 

2. areason to live vs. ending life 

3. finding meaning in pain and suffering.  



For the next eight sessions we reflected on these three themes. Our process was 

to use a modification of the tri-polar model. Worksheets were given to all participants 

asking them to reflect on the following questions: 

What is the spiritual need we are discussing today? 

How do my patients/clients experience this spiritual need? 

What behaviors/symptoms/beliefs do they manifest with this spiritual need? 

What does my religious tradition/scripture/holy book tell me about this 

spiritual need? 

What does my personal experience tell me about this spiritual need? (Include 

how you have experienced it, as well as how you have grown through it). 

What does my world culture tell me about this spiritual need? 

In addition, two groups of patients were invited to be part of a reflection process 

in which we would be discussing spiritual needs. We believed that it was important to 

evaluate our own findings and experience in light of our patients’ perception of their 

spiritual needs. 

The following chapter will detail the results of our theological reflection on 

spiritual needs.  



CHAPTER III 

When we hear the word “confession”, most of us envision the ritual where a 

person tells a priest or minister his/her personal sins, and receives a “penance” and 

forgiveness. In our setting, we viewed confession as the need to tell another person 

something one experiences subjectively as guilt laden. Therapy staff reported that 

frequently patients expressed a desire to “unload” their sins or errors and experience 

prayer or a ritual absolution afterwards. 

We felt considerable discomfort with doing this in a group setting, particularly 

because of the confidential nature of some of the material, but also because we might 

choose to deal with the situation of sin and guilt differently with different patients. One 

of the examples given was of a group setting where one patient was wanting to know if 

God forgave all sins. The therapist leading this group would have been uncomfortable 

saying “yes” because another patient in the group was wrestling with religious guilt 

which was the only force at this time keeping her from committing suicide. 

Thus, as a group we decided that those patients expressing a need for 

“confession” of some sort would be referred to a chaplain for a 1:1 consultation. This 

discussion led to one of developing skills in counseling the seriously mentally ill. While 

the therapists felt comfortable with their clinical skills, there were certain pastoral issues 

they would rather the chaplains deal with. On the other hand, most of the chaplains felt 

ill equipped to deal with seriously ill patients in a therapeutically skilled manner.  



The universal experience of the chaplains was that when they arrived on Sunday 

morning to lead the Spiritual Care group, the therapy staff disappeared. There was no 

one to give the chaplain an overview on who would be in the group, and what their level 

of communication would be. Also, there was no co-facilitator for this group to assist 

when a patient became inappropriate. Patients were all strongly encouraged to attend the 

Chaplains’ group, whether or not they were functioning well enough to benefit from it. 

In the process of our discussions, the therapy staff extended several “helps” to the 

chaplains. First, they thought it would be helpful to have the chaplains attend patient care 

conferences. On the medical units of the hospital, chaplains are present as part of team 

meetings and care planning. It made sense that they become part of the interdisciplinary 

staff of the mental health unit as well. Second, they offered to do some inservices on the 

art of conducting a therapy group. Third, they suggested that I attend their monthly staff 

meetings to keep the whole staff informed of our project, and to begin communicating the 

needs of the chaplains in terms of doing better patient care. In addition, I agreed to 

provide readings from the DSM IV and other text to familiarize the chaplains with 

common characteristics of our major psychiatric diagnostic categories. The chaplains 

found this positive and helpful. 

As we began our reflection on “a reason to live vs. ending one’s life”, I was very 

much aware of the reverent atmosphere in our group. As we all talked about not only our 

patients’ experiences, but shared our own as well, a great deal of trust was displayed.  



Because of the cultural stigma of suicide, few of us are eager to talk about times when we 

might have considered ending our pain. However, that discussion did indeed happen. 

“We are like gardeners when, as we continue to tend to ourselves, we tend to others in all 

of the seasons of life. Our care and counseling grow out of our participation with others 

in the natural events of life: marriage, birth, coming of age, death, illness, and all the 

normal life crises. Our care and counseling also occur when life goes awry. Then we 

must find ways to help people deal with the extraordinary” (Kornfeld, p. 10). 

Our group (now nicknamed the PsySpi Group) entered readily into the theological 

reflection. Resources from scripture and tradition were plentiful. “Life is a gift from 

God”, “Life 1s holy”, “I set before you life and death, a blessing and a curse. Choose life 

that you may live”. “In the Jewish tradition”, one member recalled, “the saving of a 

human life is of greatest value”. All traditions we explored believed that life is both 

precious and to be protected. Most also held the belief that suicide is sinful. 

Moving into personal experience, we found that most of us had experienced times 

of severe trial and suffering. Some had been abused, some had been in violent situations, 

some had witnessed the murder of close friends. A common theme surrounding why they 

chose to keep on living included a belief that time heals. If you can hang on long enough, 

things change. Turning to family members and close friends was helpful. Recognizing 

one’s personal responsibility for choices in life was seen as enabling some to choose  



healthier options. Some felt that their belief in God as creator and the only one who can 

call you from this life was a deterrent to suicide. In addition, a belief that suffering can 

be transformed into something useful and healing for others enabled one member of the 

group to hang in with life during a particularly difficult time. Finding meaning and 

purpose 1s important. 

Personally I found it very uplifting to find such a group who as part of their 

commitment to the transformation of healing love chose mental health and chaplaincy as 

their field of ministry! God indeed provides the gifts the community needs most. 

A concern of our group was the rather schizophrenic (pardon the pun) attitude of 

our current culture and society toward suicide. One the one hand, suicide is illegal. On 

the other hand, it gets a lot of attention from the press and the movie industry. Anyone 

who has worked in health care knows that there is a denial of the reality of death as part 

of life in our culture. The health care industry fights long and hard to preserve people 

from death. We have ethics committees in our hospitals to help patients, families and 

physicians decide when the effort of preserving life trespasses into prolonging death. 

Our music tells a variety of stories as well. In the past twenty years we have seen 

such polarities as “Suicide Is Painless”, the theme song from M*A*S*H* and John 

Denver’s “1 Want To Live”. Both of these made it on the popularity charts. 

Our legal system seems to add to the confusion regarding right to life/death. 

It is legal to end the life of an infant in utero. When that occurs we call it abortion.  



However, if a pregnant woman is in an automobile accident caused by a drunk driver, and 

as a result suffers a stillbirth, the drunk driver may be charged with manslaughter. This 

example illustrates the variety of current views on the value of human life. 

The broader world culture has a variety of positions as well. In come countries, 

suicide 1s an honorable option. In others it is considered damnable. “Suicide missions” 

are seen as a generous way to save the lives of others. Dr. Kavorkian would have us 

believe that if you hurt too much, even if your illness is not incurable, you should be 

allowed to “opt out” of life. Yet, his actions are considered murderous. 

What few of us would deny, however, is the fact that suicide affects the surviving 

family and friends in profoundly painful ways. 

We asked two random groups of patients to identify the most pressing spiritual 

need they would like addressed while in the hospital. Each time, the number one topic 

was “a reason to live”. In doing theological reflection with these patients, we found 

several similarities to the reflections of the staff. The experience of despair, 

hopelessness, and emptiness was profound. What differed from the experience of the 

staff was the quality of spiritual resources available. 

When we think of spiritual resources, we probably all come up with a similar list. 

Kornfeld identifies several “gifts found in religious traditions”. Among these were: 

liturgy and sacraments, the Word, and education, a common mission, a personal  



experience of the divine, a community, attention to the needs of the world, private prayer 

and contemplation (Kornfeld, p. 37). While we as staff have all experienced these 

“gifts”, most of our patients do not. 

I think we were all rather surprised that in both patient groups, 80% of the patients 

have experienced rejection from their faith community or spiritual leader as a result of the 

symptoms of their mental illness. Half of the patients reported having been told that their 

delusions or hallucinations indicated demonic possession. The fact that prayer did not 

relieve them further indicated that they were complicit in allowing the devil to inhabit 

them. One very devout gentleman wept as he told me his pastor said, “If you were a 

good enough Christian, God would answer your prayer” (the prayer was to take away his 

suicidal thoughts). Another woman related that in her church, the belief is that all 

suffering is a result of individual sin. She has spent the better part of 20 years trying to 

find her sin and eradicate it. She is still depressed. Only one person in either group 

indicated that the church or pastor was a helpful resource, “My pastor tells me that he 

does not understand what I am going through or why. He has no knowledge of how 

chemicals work in the brain. But at least he is willing to listen and try.” Her conclusion 

was that perhaps her purpose was to help him learn. 

When asked about their lived experience, most related extremely painful pasts. 

“My past hurt so bad, I just don’t want to remember it or even go on living”, was one  



response. There was a general feeling that they had been harmed by their families, and 

had no hope of changing those relationships, or even being healed of the past hurt. It was 

apparent that for these patients, turning to friends, family or the church was frequently 

not an option. 

This was of great concern to us as the therapy team, because many modern 

strategies for dealing with depression include turning to faith, family and friends. For 

these patients we needed to find another way. 

When asked to reflect on what their culture tells them about the issue of living vs. 

suicide, the response was dismal. “We’re just a bunch of psych patients. Nobody cares 

about us or what we do”. This feeling was shared by many of the patients. Most agreed 

that even though there had been a lot of information on TV and in the papers about the 

biological causes of psychiatric disease, “most people I know don’t care. They have not 

changed their way of judging us.” 

As the PsySpi team discussed the patient forum, several members brought books 

to share, and to suggest for the psych unit library. One of these was Finding God in 

Troubled Times by Richard Hauser, SJ. Another was When Bad Things Happen to Good 

People, by Rabbi Harold Kushner. Team members were very concerned that changes in 

health care services meant that we had very little time to get a treatment plan in place 

before patients were discharged. As little as ten years ago, a seriously depressed, suicidal  



person would be an inpatient two to six weeks, until staff were reasonable certain that 

medication and personal resources were in place to prevent relapse. Now, the patients are 

seldom with us longer than a week. Thus it is necessary to put patients in touch with 

spiritual resources they can access quickly, and take with them. 

Our next focus of discussion was “Pain and Suffering”. As with the previous 

topics, the team members were asked to reflect first on how our patients/clients 

experience this spiritual need, and what behaviors/symptoms/beliefs they manifest with 

this particular need. 

It became quite evident that as we shared the stories of our patients, most of them 

are dealing with severe pain, emotional and often physical as well. Many of the patients 

we see have first suffered a physical injury or illness, such as lupus, arthritis, 

fibromyalgia, multiple sclerosis, or degenerative disc disease. All of these are chronic in 

nature, with varying degrees of pain. Many have also experienced serious loss: spouse, 

children, other family members, job, or home. Chronic pain can frequently lead to self- 

medicating: alcohol, street drugs, prescription narcotics, etc. 

Of great concern to us was the fact that so many of our patients come from faith 

systems which seem to teach them that their pain is induced by sinfulness. One of my 

patients became so ill after the birth of her son that she was unable to care for him. After 

much dialogue and trust building, she told me that her first child had died in utero. Her  



pastor at the time told her that the baby’s death was caused by her inability to get her 

husband to join the church. The husband thought this was superstitious nonsense. But 

the woman cried out her fear that the pain of the first child’s death would be repeated 

when the second child died. She still believed the pastor, and as her husband still rejected 

that church, she believed God would take her new baby from her as punishment. 

Such fear of retribution by God leads many to feel abandoned and fearful. Often 

they isolate themselves from family or church members. Some feel as if they are 

tormented by “demons” of pain. Of course, such beliefs and fear lead to separation from 

God, prayer, and many of the other spiritual supports we would consider “normal”. In 

more extreme cases, some patients feel compelled to inflict injury on themselves to 

relieve the inner pain they feel. It is a perverse form of atonement for them. 

Our religious traditions have much to say about pain and suffering. As the team 

shared their theological reflections on this topic, it was evident that our respective 

traditions have given us much. A belief that suffering and pain are part of nature, and 

part of life itself makes a firm foundation for a healthy stance on adversity. If God is 

responsible for creation, and creation has as part of its nature pain and suffering, then 

they cannot in themselves be evil. The biblical examples of Job and Jesus served as 

Inspiration that how one chooses to deal with suffering is far more important than finding 

an excuse for why one suffers. The psalms give witness to the validity of human 

emotion on the path of a faith journey.  



Although several members of the team themselves suffered from chronic pain or 

illness, and all had experience of loss of a loved one, their experience was perceived as a 

tool toward compassion for others. Recognizing that many faith groups identify the 

transition through a time of suffering as valuable, the staff identified their own suffering 

as something which bound them not only to their mission, but to a closer identity with 

Christ. One sang a verse of a familiar hymn: 

“Must Jesus bear the cross alone and all the world go free? 

No, there’s a cross for everyone, and there’s a cross for me.” 

To this therapist, the cross was not a punishment, but an element on the path to holiness. 

Our culture, we believe, does little to help people accept pain as part of the life 

condition. Again, the group noted the media push to relieve pain. When people do not 

experience instant relief, they feel frustrated. Aspirin, acetamenophen, ibuprofin, 

naprosyn, all claim to relieve pain fast. And indeed, for the normal headache or sprain, 

they are adequate. For deep emotional and chronic pain, however, they are ineffective. 

Holistic approaches are growing in popularity in some areas of the country. 

Acupuncture, acupressure, meditation, massage, tai chi, and yoga were some methods our 

staff have used successfully in treating their own pain. However, there is still some 

animosity on the part of some religious groups toward what they call the “new age” 

religion and its tie in with “new age” healing practices. A colleague of mine was verbally 

harassed by local pastors when the hospital in which he worked sponsored a program on  



yoga and meditation for wellness. Their belief was that “yoga” was part of a pagan cult, 

and they forbade their members from attending such classes. 

Even with stories such as this, our experience tells us that as more physicians, 

therapists, and pastors experience for themselves the healing process through 

complementary therapies, our culture will gradually make the shift as well. 

 



CHAPTER 1V 

As a group first forming, our initial reaction was one of surprise. Therapists told 

me they had no idea how clinically skilled our chaplains were. As for the chaplains, they 

related being impressed by the deeply rooted spirituality in each member of the therapy 

staff. Each member was moved by the compassionate concern for the patients. 

Respect for diversity is one of the characteristics of a good chaplain or a therapist. 

As we moved through the process, we were aware of coming from very different family 

backgrounds, geographic locales, and denominations. However, the reverence for each 

other as individuals made possible some very deep levels of sharing. 

We were quite able to identify our own spiritual needs and resources, and more 

importantly, identify with the experience of our patients. A differentiation, however, was 

perceived in the accessibility of some spiritual resources by our patients as a result of the 

symptoms of their disease. For example, a guided imagery session in inner healing might 

be experienced as very beneficial by one of our team members, but using the same 

process with a patient who is floridly delusional or dissociative could have disastrous 

results. The theological reflection model we used was viewed as non-threatening, and 

adaptable to different functional levels of patients. 

Our evaluation process was done in tandem with each reflection exercise, as well 

as a final review session. We found that the process of reflection itself was generally 

quite easy to understand as well as participate in. We also thought that it could easily  



be used with patients. This was confirmed by actually using the model with several 

patient groups. With the exception of one extremely confused individual, all the patients 

in the study groups were able to adapt the model to their level of comfort, insight, and 

communication. 

In the final session, all group members expressed their comfort with using this 

particular model, both for our own staff reflection as well as a model we could use with 

patients. We were aware of flexing leadership roles in the group at different parts, for 

example, if a point needed a clinical reference from one of the therapists, or a theological 

point from one of the chaplains. Team members expressed the belief that working in 

teams of chaplain/therapist would be both beneficial for the patients as well as enjoyable 

for the staff. 

Overall, this was perceived as such a positive experience that none of the group 

would be the least bit reluctant to continue the process just for staff sharing and support if 

nothing else. I think our music therapist voiced what most of us were thinking, “This is 

the kind of thing that is so very meaningful, but we never set aside the time to do it!” 

The team members all voiced a readiness to come together again as needed or 

desired to share experience, ideas and faith. 1 think this is a wonderful gift! 

 



CHAPTER V 

This was one of the most enjoyable group processes in which I have ever been 

privileged to be included. I experienced a great deal of trust and reverence from all the 

participants. I also witnessed a high degree of compassion for each other and for the 

patients. 

While I thoroughly expected acceptance of this model of theological reflection, 

the level of sharing among the group members surprised me. In truth, I have not before 

experienced this degree of integration and wellness in a psychiatric staff. (This could be 

a subject for another study). 

The process of identifying our own spiritual needs and resources, as well as those 

of our patients was quite valuable both personally and interpersonally. Of particular note 

was the fact that although our needs may be alike in essence, they differed vastly in 

degree. For example, a member of our group who was a missionary told of the trauma of 

being attacked and having a colleague murdered before her eyes. She suffered from post- 

traumatic stress disorder and depression at different times in her life. However, she 

affirmed that her healing came about largely because of her faith, her supportive 

community, and her ability to leave the situation. She also found meaning in being a 

source of faith and comfort to others. This differs from the story of Lynn, at the 

beginning of this paper, who was unable to leave her situation, and had neither the  



community nor family support to recognize her trauma much less help her seek healing. 

For Lynn, healing would come when and if she found the inner strength to leave her sick 

family system, strike out alone, and trust the healing process. 

This quest for finding avenues of spiritual care for psychiatric patients is very 

special to me. Jesus spent much of his public life trying to bring a knowledge of the 

healing, forgiving love of God to God’s own people — humans made in the image and 

likeness of God. My concern for the mentally ill comes from many years of being a 

chaplain-companion on the road to healing with them. My experience tells me that many 

of our patients no longer recognize themselves as being in God’s “image and likeness”. 

So very many of them lost the feeling of being one of God’s children early in life. I 

hoped to find ways to bring the opportunity of healing and reconciliation to them. 

In many ways, the chaplain or the therapist is like Kornfeld’s image of the 

gardener. “A gardener, like a community’s counselor and caregiver, has a twofold task. 

A gardener must tend to the ground as well as cultivate the plants growing in the ground. 

The gardener does not make the plants grow, God does. The gardener attends to their 

growth as the plants become what they are meant to be” (Kornfeld, p. 10). Often, the 

gardener must gently clear away decaying leaves and debris to better enable the roots to 

absorb nutrients. We as chaplains and therapists tenderly clear away hurt, damage, and 

root rotting caustic thoughts, ideas and beliefs in order that our patients might be able to 

receive the healing grace waiting for them.  



I continue to be amazed at the degree of what I would term “sick” religion in our 

community. I was shocked to find so many of our patients suffering not only from their 

biological illnesses, but from a sickness of the soul stemming from incorrect theological 

interpretation of their behavior! “Religion pursues us across the decades of our family 

history in the design of our parents relationship and in the attitudes, lessons and 

expectations surrounding us in childhood. Many of the life patterns, gender attitudes, and 

family customs that our families took for granted have their roots in the words, stories 

and myths of religion” (Reilly, p. 23). 

As a child I was read The Hound of Heaven. I was, and still am, a lover of dogs. 

The book was presented to me as a parallel of how God tracks and seeks us out, no matter 

where we go. Like a great, loyal hound, God can find us, no matter how slight the trace 

of our presence might be. For many of my patients, the same analogy would have quite a 

different interpretation. Their childhood stories were filled with a God who relentlessly 

sought you out, not with faithful, unconditional love, but with vengeance. “Engraved 

within the words and ineffective behaviors that trouble us as adults are the life patterns, 

gender attitudes, and family customs rooted in our religious past” (Reilly, pl 23). 

It takes a tremendous leap of faith to break free of those old patterns and go out in 

search of new life. It is not impossible. However, finding the faith can be a challenge. 

“For most of us, most of the time, faith functions to screen off the abyss of mystery that 

surrounds us. But we all at certain times call upon faith to provide nerve to stand in the 
presence of the abyss — naked, stripped of life supports, trusting only in the being, the  



mercy, and the power of the Other in the darkness. Faith helps us form a dependable ‘life 

space,” an ultimate environment. At a deeper level, faith undergirds us when our life 

space is punctured and collapses, when the felt reality of our ultimate environment proves 

to be less than ultimate” (Fowler, xii). 

For us, chaplains and therapists as a team, being able to locate and mobilize the 

vestiges of healthy faith in our patients is vital. To do that, we must be willing to share 

for a time their “abyss”. 

This project has convinced me that we need to go about pastoral care of our 

mentally ill in a slightly different way than we have been accustomed to doing in the 

setting of this case study. 

First, we cannot afford to wait for a “referral” to make contact with the patient. 

Gone are the days when our patients spent two or more weeks in the hospital. The luxury 

of time is no longer ours. If we are to hope to establish a pastoral presence of healing and 

trust on the psychiatric unit, we chaplains must be physically present for at least part of 

the day. 

Second, we will need to tailor our pastoral care plan carefully to the abilities and 

limitations of the individual patient. For some this might mean that the intervention is a 

simple visit or prayer throughout the day. For others, it might mean facilitating a 

reflection on their own spiritual issues. Some might need only the gentle, reassuring 

presence of someone who will listen without judgment.  



Third, we will need to continue the education of the chaplains. During this 

project, they were asked to read and become familiar with the chapters on depression, 

anxiety disorders, personality disorders, schizophrenia, and substance abuse disorders in 

The Diagnostic and Statistical Manual of Psychiatric Disorders IV (DSM IV). They also 

read selected portions of Kornfeld, as well as the Clinical Handbook of Pastoral 

Counseling, v. 1 & 2. They were eager to receive the information provided in these 

resources. 

It is also beneficial for the chaplain to recognize his/her capabilities, brokenness, 

and strength. The revelation of our former missionary’s horrific experience and 

subsequent illness gave me, as her director, insight into her pastoral presence on the unit. 

Our individual histories, no matter what they are, color our ability to provide 

compassionate, competent ministry. We need to be aware of our brokenness when stories 

we hear are too close to our own experience. This awareness, combined with opportunity 

for peer review, provides the potential for a powerful empathy in ministry. 

All of the chaplains recognize the need for further training in group dynamics. 

The next phase of their education will include inservices in group therapy provided by the 

therapy staff. Both groups are excited about working together again on this. 

Fourth, we need to be intentional about continuing to educate the clergy. 

Although our experience tells us that when we offer programs for the clergy, we are often  



“preaching to the choir”. In other words, the ministers who attend are usually not the 

ones who are perpetrators of religious abuse. Regardless, we do have an obligation to at 

least try to advocate for the mentally ill in our community by trying to dispel the religious 

myths around the causes of their illnesses. 

Fifth, I see a need to develop a good library of spiritual resources in pastoral care 

offices as well as our inpatient psychiatric unit. Staff had several suggestions of books 

they thought would be useful to those patients able to concentrate enough to read. We 

also have many musical resources, as well as scripture on tape which could be made 

available to the patients. 

Our music therapist is now brimming with ideas for providing more resources, 

including a piped in music system which would offer meditative, nature, and spiritual 

recordings (this already exists in our Intensive Care Unit, and Oncology Unit). Our 

Spiritual Care groups could provide an opportunity for music as a resource for spiritual 

healing. 

One might think that the task looks overwhelming, however, the staff is quite 

energized about the possibilities. We have begun the dialogue about reshaping our 

Spiritual Care groups, and providing a resource manual for therapists as well as chaplains 

who will be dealing with spiritual issues of our patients. 

We have already begun to experience some of the benefits arising from our group 

process. Referrals to our chaplains to see psychiatric patients have increased. They are 

being initiated at the beginning of the admission rather than just before discharge. All the  



chaplains now document on their individual patient conferences as well as their Spiritual 

Care groups. Several of the psychiatrists have commented favorably on the resources 

they have “discovered” recently in the chaplains. They are interested in learning more of 

what the chaplain can offer. The chaplains are now included when inservices are offered 

which might be of help to them in developing their clinical skills. We also now attend 

the Therapy Council, an interdisciplinary team. 

The idea of outreach to the ministerial community entices the therapy staff as well 

as the chaplains. As a result of the input of one chaplain, the therapy staff will be 

attending the area Ministerial Association to present an inservice on “Mental Illness 

Today”. In addition, we have begun discussion about co-sponsoring a seminar for clergy 

and the community on mental health. 

As I look at the insights, the community building, and the reflective skills and 

openness of this PsiSpi Group, I am satisfied that the goals of this project were achieved. 

I am encouraged and enthused about the potential for our patients and staff to expand the 

spiritual element of our treatment program. 

Kornfeld states so aptly, “True community is given to us by grace... (Kornfeld, p. 

34). 1believe that I have been graced with tremendously gifted colleagues, whose spirit 

and generosity made this project possible. I look forward to tending our garden, with the 

spirit gifts we have been given. May we be a “light which shines in the darkness”, for 

each other, and for our patients. May we continue to share respect, openness, and 

creativity as we tend the garden of God’s people.  
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APPENDICES 

Memo 

To: Ken Skouby, MSW; Alvin Bexton, MSW; David Lackey, R.O.T.; Diane Martellaro, 

R. Mu. Th.; Rev. James Carter, M.Div; Sr. Evelyn Peterman, F.S.M., Peggy Van Gundy. 

From: Marge Doyle, Chaplain 

Re: Meeting to discuss Pastoral Project 

Blessings! As you know, I have met with the Therapy Council, as well as the Pastoral 

Care Department, and we have the “go ahead” to begin this project. We will begin our 

meetings on alternate Thursdays beginning the first week of December. We will meet at 

noon in the Occupational Therapy Room on 4 North. 

I am very grateful to you all for being willing to be part of this process! I am sure we 

will benefit from each others’ wisdom and experience! 

See you Thursday. 

Marge  



TIMELINE 

Memo 

To: PsiSpi Team 

From: Marge 

Re: Timeline 

At this point we will plan on meeting on the 1% and 3™ Thursday of each month from 

December through March. As time progresses, if we see the need to “flex” the schedule, 

we will decide on that as a group. If you have any schedule changes or conflicts, please 

let me know at ext. 1505 or on e-mail prior to the meeting date. 

Mark your calendars, and hope to see you soon. 

Marge 

 



INITIAL REFLECTION QUESTIONNAIRE 

Pastoral Project 

Please take 20 minutes and reflect on the following questions: 

1. What is my definition of Spirituality? 

. How do I experience my own spiritual needs? 

. How do I attend to my spiritual growth? 

What spiritual needs do I see expressed most often in my patients and clients? 

. How do I see my patients/clients experiencing their spiritual needs? (emotional, 

physical, psychological response).  



REFLECTION QUESTION FORMAT 

1. What is the spiritual issue we are discussing today? 
  

. How do my patients/clients experience this need? 

. What behaviors/symptoms/beliefs do they manifest with this spiritual need? 

. What do our religious traditions/scriptures/holy books tell us about this spiritual 

need? 

. What does my personal experience tell me about this spiritual need? (Include 

how it is experienced as well as how one can grow through it.) 

. What does our world culture tell me about this spiritual need?  



SUMMARIES TO PARTICIPANTS 

1. What is my definition of spirituality? 

Faith, God, love, kindness 

Feelings of not being alone 

Ability to let go of fear and uncertainty 

Unconditional love 

Values 

Self Worth 

What is important to me. 

Ultimate results or meaning 

Journey to goodness, godliness, god-likeness 
Transcendent 

Unity 
Universal 

That part of me which is co-creative, relates to God, nature, others and my 
deepest inner self. 

. How do I experience my own spiritual needs? 
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 Silent reflection’ 

Nature 

Church 

Co-workers 
Humor 

Prayer 

Family 

Music 

Self-worth/value 

Feelings about life as I experience it 
Longing for peace/balance 

Restlessness 

Too much in my head- cognitive — need nature/physical activity, too busy 
Depressed — weighed down 
Anxious about doing well 

Lonely  



. How do I attend to my spiritual growth? 
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Church 

Key people 

Nature 

Gratitude 

Religious experience factors in — this varies with whole life experience 

Relationships with self, others, God (however, whatever that is) 

Quiet time 

Sharing with clients 

“I sent you” 

music 
Sci-fi 

Trees/water 

Dogs 

Family 

Solitude 

Scents, prayer 

Prophets/psalms 
Call friends 

Create new friends 

What spiritual needs do I see most in my clients/patients? 

Confession 

Desire for Healing 

Forgiveness (2) 

Fear of hell 

Guilt (3) 
Self value/self worth 

“fitting in” with family, community, school, work 

Confused identity 
Need to reach beyond numerous problems and stressors 
Comfort/security 
Depression/lack of hope 

Lack of meaning/purpose 

Anxiety 
Grief 

Isolation  



. How do I see my patients/clients experiencing their spiritual needs? 

fearfulness (2) 

euphoria 

depression (2) 

offering their pain/suffering 

comfort/reassurance 

wanting answers: may want simple or dogmatic ones 
delusional belief systems 

hopelessness 
helplessness 
anxiety 

angst 

expressing God 
withdrawal/alienation from others 

anorexia 

suicide 
alcohol/drug addiction 

lack of compliance with treatment plan 

reluctance to form new/healthy relationships 

 



PRIORITIZATION OF PATIENT SPIRITUAL NEEDS 

While many of the topics identified as “spiritual” were to some extent 
being addressed in existing therapy groups, there were several identified as topics 
better addressed 1:1 with a chaplain, or in a chaplain led spirituality group. 

The need for “confession” either in a sacramental or non-sacramental 
sense was seen as one best met by the chaplain. The group expressed a great 
reverence for the role of the chaplain and the power of prayer as part of the 
healing process of personal forgiveness. 

The topics chosen as best for a Spirituality group were as follows: 
Why live or die? Finding hope or purpose in life. 

Forgiveness: What does it take to be forgiven or to accept forgiveness? 

Pain and suffering: What is God’s role in it? Why me? Does suffering 
have a purpose and meaning in itself? 

 



A REASON TO LIVE 

6. 

. What is the spiritual issue we are discussing today? Why live? 

. How do my patients/clients experience this need? 

. What behaviors/symptoms/beliefs do they manifest with this spiritual need? 

. What do our religious traditions/scriptures/holy books tell us about this 
spiritual need? 

. What does my personal experience tell me about this spiritual need? (Include 

how it is experienced as well as how one can grow through it.) 
What does our world culture tell us about this spiritual need? 

How do my clients/patients experience this need? 

Many feel hopelessness, disconnected from others, unending pain. 
They need to help their children, want to do things yet fear unknown 

Many do not want to die, they want the pain to end. 

Some have hopelessness/powerless feelings, others have strong will to live 
Suicidal ideation and thought, suicide attempts, giving up life 
Suicide plans, intents, attempts, and even completions 

Death wish 

“can’t take it any more” — escape pain 

“No reason to live” — no hope. See future as continuation of disappointments 

Too much pain — loss of too much: family, friends, support 

What behaviors/symptoms/beliefs do they manifest with this spiritual need? 

Suicide, non-compliance, withdrawal, alcohol/drugs 

Crying, anxiety, nervousness 

Depression 
Apathy 

Hostility — engineering rejection 

Sleeping/withdrawal 
Hopelessness 

Confusion 

High risk behavior 

Decreased self esteem and identity 
Isolation 

Anger 

Resistance to change — won’t risk trying 
Suicidal thoughts/attempts 
Isolation — stay away from people, community 

Toxic drinking/drugging 
non-compliance with meds/diet (MAOI)  



What do our religious traditions/scriptures/holy books tell us about this spiritual need? 

Life is a gift from God: cherish it and nurture it 
Faith encourages trust 
Seeking companions helps 
Read scriptures when appropriate 
Hope is a virtue 
Grace helps one grow in virtues 

Life is a gift, life is holy 
Some faiths say suicide is the one damning sin 
Celebrate life 

Individual actions impact family/community/the world 
We have personal responsibility 

Death is part of life 

Physical existence is only a part of the greater continuity of life 

God cares, and God has a plan 

Respect life 

Trust in God for strength and help 

“I set before you life and death, a blessing and a curse. Choose life, that you 
may live” 

Jewish perspective: the saving of a human life is of greatest value 
Suicide is sin. 

There was considerable discussion around the idea of suicide as sin. This creates a 
dilemma for therapists and chaplains. For some patients, only the belief that this is sin 
and results in damnation prevents them from killing themselves. Yet on the other hand, 
AFTER a suicide, we are quick to reassure families that God understands, God loves, and 
God forgives. 

For some of us the difference is intentionality. “I told a patient that there is a difference 
between suicide as a result of someone whose thinking has gone so sick that they truly do 
not know what they are doing, and those who plan it out and look for evidence of 
exoneration before they do it. If you are well enough to rationalize away guilt and 
responsibility, you are not acting in the depths of illness.  



What does my personal experience tell me about this spiritual need? 

Passage of time really does help 
Gaining a sense of purpose 

Walk with others 

Loving and being loved helps 
“This, too, shall pass” — what seems intensely painful and immoveable will 

change 

Surrounding myself with people who can show me a different reality helps 
We need to recognize that there is good and bad to life. 
Realizing that God (ultimate being or reality) can give purpose to life 
Hold on and weather the crisis! Things may get better 
Insight, judgment: Perceptions are distorted/clouded in situations such as 
depression or crisis. 
Life is about choices and what I make of it. 
Things change. Good things happen. 

People, over time, get stronger 
People need someone to help 

I am created to live. When my body no longer sustains life, it will drop away 
and my spirit will live on. 
Suffering can be changed into purpose when we learn to use it to help 
someone else. 

Even when we cannot do what we were once able to do, we still have 
meaning. We just have to redefine it. 

 



What does our culture tell us about this spiritual need? 

There is a huge denial of death in our society! 
Life isn’t always what we think it is. 

There are conflicting messages in life and death: e.g. abortion is legal... yet if 
a drunk driver causes another to miscarry, it is criminal manslaughter... what 

is life? 

Continually valuing/devaluing life 

“disposable society” 

hi-tech, low touch 

Try hard enough and everything will be OK 
“instant gratification” 
Spirituality can be an escape 
We are a split society as to whether or not suicide is OK, not OK. 
The “honorable option” vs. the damnable option: for some cultures, suicide 
missions are honorable. 

We have a throw away culture. When it is useless, dump it. 
“life’s a bitch and then you die” 

There is a huge lack of empathy toward those struggling with depression: 
“Snap out of it”, “Just do it”. 
The movie “touched by an Angel” helps you believe that God is part of even 
difficult life. 
“Promised Land” — another series on faith 

Proliferation of Bible story movies: Moses, Noah’s Ark 

“no fear” brand name 

music — from John Denver’s “I Want To Live” to MASH’s “Suicide is 

Painless” 

There is lots of drama in the media around suicide 

Kavorkian — if you hurt too much, it is OK to opt out — yet now we find that 
many of his so-called terminal, hopelessly ill patients may have had treatable 
illnesses 

Legally it is against the law to kill yourself or others, to attempt suicide or to 
help another do it. 
We know how destructive suicide is to families, children.  



After the 4th session, I felt really strongly that I needed to check out the accuracy 
of what our therapists and chaplains were seeing as needs against the lived experience of 
the patients. With the consent of a group of patients I asked the following questions as 
part of a Spiritual Reflection and Sharing Group: 

e What are some of the Spiritual Needs we are dealing with as a group this 
week? 

What issue would we like to talk about today? 
What do our religious traditions teach us about this issue? 

What does my lived experience tell me about this issue? 

What does my world culture tell me about this issue? 

It was an affirmation to me that the patients listed the choice to live or die as their most 
important spiritual need. The following were the patients’ top four spiritual needs: 

eo “Why should I WANT to live?” 
e “How can this kind of life have any meaning or purpose? I can’t DO 

anything!” 
“Where is God when I am hurting so bad?” 

“What is the purpose of prayer if it doesn’t change anything?” 

Next, the group. of patients decided which topic they wanted to discuss first. They chose 
“Why should I WANT to live?” as their first focused discussion. I then outlined the 
process of reflecting on this topic in terms of our religious traditions, our personal 
experience, and our culture. They were very positive about using this form of reflection. 

The first question, “What does my religious tradition tell me about the issue of whether to 

live or die?” produced a lively discussion, in a totally different direction from that of the 
therapy staff. Half the patients in the group had been told that their hearing voices or 

desiring to die meant that they were possessed by the devil. Others had been told by their 
faith leaders that if they had sufficient faith, they would not be this way. One very 

devout gentleman was tearful as he said, “If I were a good enough Christian, God would 
answer my prayer. So, I must be pretty bad.” Again, this man’s pastor had said these 

words to him. Still another woman told the group that her faith group believed that sin 
causes us to suffer. An elderly woman told us that although her pastor did not understand 
her disease or her feelings, he was listening and trying to understand. She experienced 
this at least as supportive.  



Only one gentleman claimed to have no denominational ties, however, he was firmly 
Involved in a 12 step program. “I don’t believe in God the way you all do, but I believe 
in a Higher Power, and that with its help I can be better”. 
It was significant to me that the woman whose pastor was trying to listen to her said, 
“Maybe I am supposed to help my pastor learn about this illness so he will be able to help 

other people. I could sure teach him a few things!”. And the gentleman in the 12 step 
program acknowledged that he had done many “stupid things that made my sickness 
worse”. He believed that perhaps making different choices could help him to get better. 

“What does my world culture tell me about wanting to live or die?” was the third 
question posed. There were two general responses to this question. “Nobody cares about 
us or what we do” was the most prevalent. The second was that even though the “world” 

and “medicine” now understood the biological basis of mental illness, most people in the 

world have not had that education. “They have not changed their way of judging us”. 

Although the responses to the questions might lead one to think that this was a rather 

hopeless group of people, at the end of the group session, they ALL wanted a prayer for 
strength, hope, and healing. 1 saw this as a purposeful desire for something positive to 
happen to them. I did pray. 

Reflection: Iam feeling the challenge to try to design a way to tap into spiritual 
resources for a community who largely lacks the community and faith group resources 
which we on the treatment team can so readily utilize. 

 



EVALUATION QUESTIONS 

Each member of the core team will evaluate the project on the following criteria: 

1. Has this process been easy for me to understand? 

. Do the Spiritual Needs identified in this process accurately reflect my experience of 
Spiritual Needs? 

. Did I find this process respectful of my individual beliefs and needs? 

. Would I support the use of this process with our patients? 

. Would I be willing to participate as a co-leader in a group such as this? 

Suggestions 

   


