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A place at the table: Chaplains and the interdisciplinary team 

By Michele Le Doux Sakurai, DMin, BCC  

“The Spirit of the Lord is upon me, 
for the Lord has anointed me to bring good news to the poor. 

He has sent me to comfort the brokenhearted 
and to proclaim that captives will be released and prisoners will be freed. 

He has sent me to tell those who mourn that the time of the Lord’s favor has come”.  
Is 61:1-2 

The team composed of the dietician, physical therapist, care coordinator, VP of nursing, assistant nurse 
manager, pharmacist, chaplain, palliative care nurse, physician, and infection control nurse were waiting 
for Grand Rounds to begin. The nursing supervisor, who provides a report on each of the patients in acute 
care and critical care, had been called to an emergency. The minutes ticked away, the VP of nursing 
looked across the table to me and said, “Why don’t you start the report for us?” I proceeded to report out 
information that had been shared with me that morning at change of shift. This wasn’t the first time that I 
was called to facilitate Grand Rounds, and I know that it is unique for a chaplain to fill this role. The first 
time this happened, the physician burst out in laughter, a rejoicing laugh that celebrated the collegiality at

 

the table. He said, “I have never worked in a hospital that welcomed the chaplain as the leader of Grand 
Rounds. I love it! I guess we do things a little differently in rural America.” Although this event did cause 
me to smile, the reality is, it did not represent who we are as chaplains within the interdisciplinary team.  

Over the past I have worked in both urban and rural hospitals. When I began the journey of chaplaincy in 
1991, my supervisor spent much of his time trying to help the CPE students claim their peership. 
Interdisciplinary collaboration was not on the radar. If a nurse, physician, or social worker entered a 
patient’s room while the chaplain was present, the chaplain was to set very clear boundaries, and the 
other disciplines were to wait their turn. I saw this attitude shift in the mid-90s. As patient-centered care 
grew, especially through the discipline of palliative care, collaboration became a required skill and 
expectation. In the rural hospitals where there are not the numbers of patients or staff to have highly 
specialized services, disciplines must be flexible as a way to manage patient needs. For instance, I was 
called one night to the ER, and I asked, “What is the need?” “Well, chaplain, we have a patient who is 
suffering auditory and visual hallucinations and we need you to come in.” I responded, “Has the physician 
seen her?” “No,” came the reply, “The doctor can’t get close to the patient without support in the room. 
The only other backup we have is 911 and an officer would put this patient over the edge.” I went and sat 
as a calming influence with the patient. Because of her paranoia, the patient was in no position to explore 
issues of meaning, where supports lie for her, or even if she had a faith preference. Was this an 
appropriate call for a chaplain?  

As I reflected on the request and my response, I found myself in conflict. This visit was not so much for 
the purpose of the patient as it was the need of the provider. When does collaboration become simply a 
path of least resistance? Was my service that of a chaplain being “present,” or did I compromise my 
professional identity by acquiescing to the request?  

These are questions that arise often in the context of “collaboration.” In the end, who defines 
“collaboration?” When I first arrived at my present position, it was the expectation of physicians that the 
chaplains would fill out the POLST (Physician’s Orders for Life-Sustaining Treatment) forms. Since 
chaplains do not know the trajectory of an illness, or the medical implications of decisions, I found the 
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practice to be professionally unacceptable. The POLST is akin to a prescription and I know of no chaplain 
who is empowered to write prescriptions on behalf of physicians. It lies outside the scope of service for 
spiritual care. That said, the hospital chaplains were instructed to discuss with patients their values in 
association to the choices that the POLST invites. To date, we still have physicians who struggle with the 
chaplain’s role with regards to the POLST; for these physicians, collaboration means that if the chaplain 
explores the values, they should be filling out the form.  

The reality is that, as chaplains, we have not translated our professional function in terms that can be 
easily appreciated by other team members. In 2005, I completed my doctoral dissertation; it was based 
on research done with chaplains who defined presence as “attending to suffering.” This definition does not 
seem to have made a significant impact on the interdisciplinary team’s understanding of the role of the 
chaplain, and I continue to seek language that can provide clarity. In this search, I find the 2012 NACC 
National Conference offers possibilities with its focus of reconciliation. Although the theme “Reconciling 
Journey” was not meant to be the paradigm for identity and role, perhaps reconciliation is the primary 
value that chaplains bring to the interdisciplinary table.  

In a conversation with one of my staff members regarding what makes spiritual care unique as a 
discipline, she said, “It’s all about reconciliation…. If hospital ministry centers on crisis, and crisis assumes 
change or a new reality, and we are about helping others find meaning in crisis, then isn’t reconciliation at 
the heart of our ministry?” Together we looked at when and why we are called to the bedside:  

 The patient is struggling with end-of-life issues or a chronic condition/disability that restricts options 
and choices.  

 The patient is dealing with loss of life (their own or a loved one).  
 Losses that come from the realities of aging.  
 The loss of function (by disease/disability).  

Any of these challenges can throw a patient into:  

 A loss of identity or sense of self-esteem.  
 Fear of loss or actual loss of community support.  
 Loss of meaning and/or connection with God.  

Chaplains offer space by which patients and loved ones can seek reconciliation with new realities. As the 
physician is diagnosing or treating a patient, as the nurse provides a safe environment with needed 
interventions, the chaplain helps to provide a setting whereby meaning can be explored in light of crisis 
and change. Here lies the value of our ministry and where we engage collaboratively with the 
interdisciplinary team. Our work is all about reconciliation; this is the good news of the Lord.  

Michele Le Doux Sakurai is manager of pastoral care and mission for Providence Health Care, Stevens 
County, WA, and a member of NACC’s Editorial Advisory Panel.  
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Making our case: Why we need to promote chaplaincy now! 

By James J. Castello, MBA, MA, BCC  

The Challenge: On June 20, 2007, our ministry came under a rather scathing attack in an online article in 
the second issue of Volume 9 of MedGenMed, written by Roberta Springer Loewy and her husband, Dr. 
Erich H. Loewy. You need to read this article to fully understand why each of us needs to make the case 
for chaplaincy now. Fortunately, this attack was strongly and publicly addressed and refuted soon after 
publication. The disturbing news is that a compliance officer of a major hospital used this document just 
last year as a source to back up a proposal to restrict chaplain access to patients and their medical 
records.  

When you read the article, you will find that the authors challenge a wide range of our ministry 
cornerstones. We are challenged in our belief that chaplains should be full-fledged members of healthcare 
teams, have a right to conduct spiritual assessments or make entries in patients’ charts without explicit 
patient permission. Our expertise in spiritual matters, maintenance of patient autonomy and 
confidentiality, and even our designation of the title “healthcare professional” were also challenged. This 
article and the compliance officer message are clear signals that we must learn to “make our case” for 
professional spiritual care and do it soon.  

This article will only address the major challenge of chaplains being members of professional healthcare 
teams. In the Loewys’ opinion, chaplains do not belong on the list of 35 healthcare professionals, which 
includes technicians, assistants, dieticians, and therapy aides, but not chaplains or social workers. Yet the 
authors state they are totally dedicated to “respect and protect the bio-psycho-social integrity patients 
require.” What happened to healing the body, mind and spirit?  

In reality, chaplains are an integral part of patient-centered healthcare teams because they have earned it

 

by proactively addressing patient and family spiritual concerns. Yet the Loewys largely ignore the spiritual 
nature of all people; it is only validated in the authors’ minds if the patient or family explicitly asks for a 
chaplain. It has been my experience that everyone who enters a hospital has some level of spiritual 
distress. The Loewys’ position would eliminate all random initial calls and undermine the mystery of 
connections made by God. Author Lawrence E. Holst states in his article titled “The Random Initial Visit” 
that “the right of geographic initiative is a valuable vestige of pastoral care’s rich heritage.” While 
chaplains respond to all referrals, they need to be aware of seemingly random connections set up by God 
for reasons only God knows.  

I have personally experienced being challenged by an administrator on whether or not chaplains should be 
included on healthcare teams. In 2005, just before I left a 600-bed, secular trauma center after eight 
years as chaplain there, the vice-president to whom the pastoral care department reported, asked me if I 
thought chaplains should be members of the hospital’s trauma teams. I was stunned by this question 
since I had never been challenged before on this issue. I remember my answer well, “It doesn’t really 
matter what I think or what you think. The fact is we are members of the trauma teams because team 
members see our value to patients, family and staff. We have earned membership on these teams.”  

This executive was a deacon in his church and thought chaplains were merely “pay for pray” ministers. He 
wanted to replace us with volunteers, save money on salaries, and build the bottom line to be a corporate 
hero. The pastoral care department was downsized from 10 to three chaplains over the coming year.  
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The chaplaincy profession has made great gains in the last decade in conducting spiritual assessments, 
gaining access to recording spiritual care plans in patients’ charts, greater use of metrics to measure 
outcomes, tremendous advances in research studies dedicated to measuring chaplain performance 
outcomes and growing application of the compassionate patient- and staff-centered care of the Schwartz 
Rounds model. Great progress has been made in the past 20 years in educating physicians in medical 
schools. In 1992 there were no courses on spirituality taught in U.S. medical schools. Now over 80 percent 
of U.S. medical schools have topics integrated with spirituality in their curriculum.  

Over the past five years, chaplaincy has come a long way in terms of being accepted as a significant 
member of many healthcare teams throughout the country. Witness Dr. Christine M. Puchalski’s plenary 
presentation at the 2011 NACC conference on “integrating spirituality into healthcare in both the clinical 
setting and in medical education.” The creation of the George Washington Institute for Spirituality and 
Health (GWish) illustrates tremendous progress. The GWish mission is to work toward “a more 
compassionate system of healthcare by restoring the heart and humanity of medicine through research, 
education and policy work focused on bringing increased attention to the spiritual needs of patients, 
families and healthcare providers.”  

Our ministry is at a major crossroads where, if we do not act, the ministry may not survive. But if we do 
act and take responsibility for promoting our ministry, we should grow and prosper since the need for 
spiritual care is so great. We continue to make progress in the increasing number of research projects that 
prove the effectiveness of prayer and the value of professional chaplains. NACC is committed to 
supporting these endeavors in the coming years.  

What do we need to do? We really need to become more comfortable with speaking to a wide variety of 
people about the value of our ministry. The basis of this comfort can come from what is called developing 
and practicing an “elevator talk” that can be given in three minutes or less if you find yourself on an 
elevator with your CEO and are asked, “Are chaplains really an important member of our healthcare 
team?” NACC member Jane Mather suggests we use an affirmative response, e.g., “Data has long 
supported the value of holistic care as critical to positive medical outcomes, but medicine still struggles to 
know how best to deliver holistic care. Chaplains should be in the vanguard of integrating holistic care so 
that JC (Joint Commission) and HCAHPS (Hospital Consumer Assessment of Healthcare Providers and 
Systems) scores will reflect your mission. Doctors and nurses study for years to develop their expertise; 
so do chaplains and our expertise makes medical expertise more effective.”  

Every pastoral care team needs to develop a solid plan for defending and promoting its ministry and can 
do so in many creative ways. Here are a few ideas to consider as you make your own plan:  

1. Get on the agenda for every new employee orientation to tell our story.  
2. Do the same at regular meetings of management, physicians, nursing, food service, and maintenance 

to make our case.  
3. Create a DVD about chaplaincy in your institution and run it throughout the facility during Pastoral 

Care Week, as Catholic Health East did in 2011.  
4. Invite key members of your institution to “come and see” what you do on a daily basis, as Fr. Basil 

Royston did at his hospital in San Jose, CA.  
5. Create and produce an inexpensive brochure on the value of chaplaincy for patients, family and staff, 

and place them around your institution.  

You can see and hear about these examples from Sr. Jane Connolly and Rev. Basil Royston at the NACC 
conference in May in Milwaukee, WI. They will be speakers at a workshop titled “Spiritual Care Leadership 
Path: Making the Case for Chaplaincy Ministry: The CHE Story” on May 21 from 8:15-9:30 a.m. We look 
forward to seeing you there to discuss this important subject.  

Jim Castello, of Kennett Square, PA, worked 35 years in executive marketing positions for two global 

Vision, March/April 2012 
www.nacc.org/vision

6



manufacturers before becoming a chaplain in 1998. Mr. Castello, a member of the NACC Board of 
Directors and of the NACC Editorial Advisory Panel, will speak with Sr. Connolly and Rev. Royston at the 
May workshop in Milwaukee.  
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Holistic healing: At the root of the interdisciplinary team 

By Rev. Anthony Akinlolu, OP, MA, BCC  

Interdisciplinary signifies “the ability to analyze, synthesize and harmonize links between disciplines into a 
coordinated and coherent whole,” as defined by the Canadian Institutes of Health Research (CIHR, 2005). 
In similar spectacle, the University of New Hampshire states that interdisciplinary “integrates the 
knowledge and perspectives of multiple areas of expertise to holistically solve problems…” (2004). It can 
be deduced, from these two substantive definitions, that “interdisciplinary” underscores the integration of 
concepts “from different disciplines” geared toward achieving a synthesis of “co-ordinated coherent 
whole.” For the purpose of this article, and its practical application in the healthcare industry, especially in 
hospital settings, “interdisciplinary” would be defined as a coalesced team effort among several 
professional care providers that seek to collaborate and contribute informed knowledge for the purpose of 
attainable holistic care and healing of patients in their care.  

The interdisciplinary team has been widely embraced by most hospitals and other healthcare facilities. Its 
importance has been underscored by some institutes of learning, including Northern Arizona University, 
which has established an Interdisciplinary Health Policy Institute, “founded on the principle that strategic 
partnerships and interdisciplinary teams most effectively meet today’s health and healthcare challenges.”  

In my years of experience in hospital ministry, I have witnessed the need for interdisciplinary care teams 
slowly but progressively embraced by hospitals, contextualizing such need to each hospital structure and 
operative strategy. The driving force, evidently, is to arrive at a well-coordinated common goal of care for 
the good of the patient. This driving force is clearly palpable among the five different hospitals on the East 
Coast in which I have ministered.  

At the heart of this interdisciplinary formation resides the striking realization of the multifacets or 
dimensions of a human person. It is unarguably true that every human person is physical or biological; 
psycho-social (emotions, moral sense, intellect and will); and, spiritual (transcending physical and 
psychosocial dimensions). These are considered as the three overlapping dimensions of the human 
person. Hence, a hospitalized person would have many needs according to different dimensions of her or 
his life. It might, then, become a disservice to focus on only one dimension – say, the physical.  

It is not unthinkable that the physical, which mostly bring people to healthcare facilities, might sometimes 
be contingent on the level of attention given to other essential areas affecting the care seeker. By this I 
mean that the physical healing might be accelerated or decelerated depending on the level of attention 
given to the “total” person, that is the contributory roles of the nutritionist, physical therapist, chaplain, 
social worker, ethicist, etc. A care seeker would benefit more from a complete and holistic care “package” 
than a segregated or disinterested care plan. Think of a patient who refused further care unless his 
physical hunger (food) was satisfied. The physician and other clinicians felt frustrated as the patient’s 
“uncooperative” attitude stalled further action. It took the listening presence of a chaplain to “figure out” 
the immediate need of the patient: “I’m weak! No food, no further procedure,” voiced patient and family. 
It sounds simplistic, but the scenario demonstrates team collaboration premised on one vision, one 
mission and one goal.  

Around the interdisciplinary table, a team including attending physician, nurse, case manager, social 
worker, spiritual/pastoral care, bioethics, nutrition, PT/OT, etc., deliberate on care plans for each patient 
per the nursing unit concerned. Sharing their informed knowledge about the patient, each discipline uses 

Vision, March/April 2012 
www.nacc.org/vision

8



its skilled evaluative measures to check the patient. Such an approach affords team members to develop a 
good understanding of the patient’s relevant past medical history, the present situation and/or condition, 
goals of care during hospitalization, as well as discharge plan. Every discipline contributes a little drop to 
make a “mighty healing.”  

An interdisciplinary team, like a synergy, adopts a continuous approach that tends to eliminate vacuums 
and oversights in the overall care plan for each care receiver. This collaborative principle, aimed at 
constant and progressive acceleration of care, pays close attention to the minute needs of care seekers, 
such that resources are better managed and dispensed. The challenge, however, is the ability of a 
professional care provider to recognize the need for a timely consultation and involvement of another 
discipline. In order to create an enabling environment and savor the invaluable advantages of 
interdisciplinary tenets, each discipline will need to honor its limitations and boundaries. Thus, it will 
promote respect among interdisciplinary teams and engender proficiency in the accomplishment of tasks. 
In sum, when interdisciplinary collaboration thrives, time, money, and, other valuable resources are 
optimally utilized. Above all, patients will receive the holistic care that they most deserve.  

Rev. Anthony Akinlolu is staff chaplain in the Department of Spiritual Care at MedStar Washington Hospital 
Center, Washington, DC.  

References: 

Canadian Institutes of Health Research (2005). Analytic quality glossary. Retrieved in February 2012 from 

http://www.qualityresearchinternational.com  

 

Mauk, K. L. & Schmidt, N. K. (2004). Spiritual care in nursing practice. New York, NY: Lippincott Williams & Wilkins.  

 

McSherry, W. (2007). The meaning of spirituality and spiritual care within nursing and health care practice. London, 

England: MA Healthcare Limited.  

 

Taylor, E. J. (2002). Spiritual care: Nursing theory, research, and practice. Upper Saddle River, NJ: Prentice Hall.  

Further reading: 

See Fr. Akinlolu's companion article "Pastoral care ‘triggers’: Helping colleagues know when to call the 
chaplain" also in this month's issue of Vision.  
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Pastoral care ‘triggers’: Helping 

colleagues know when to call the chaplain 

By Rev. Anthony Akinlolu, OP, MA, BCC  

As a chaplain, one might ask, how do I contribute to the interdisciplinary care plan to herald holistic 
healing for patients? In the collaborative effort with other clinical disciplines, the attentiveness of a 
chaplain would help in identifying some important triggers for spiritual care involvement. These can be 
referred to as “the triggers for spiritual/pastoral care consult” or simply, the assessment tool. The 
following can assist clinicians to know when to consult spiritual/pastoral care, as well as what chaplains 
listen for during their participation in interdisciplinary rounds. It is pertinent to state that these 10 
assessment tools are simply suggestions and by no means exhaustive.  

 Change in code status: when the goal of care changed from aggressive care to comfort care or AND 
(Allow Natural Death) or DNR (Do Not Resuscitate). The need for a chaplain’s presence is expedient, to 
provide comfort and support to the patient (especially if the patient is alert and oriented) or family 
members who might then be faced with a “difficult” decision and process.  

 Complete or partial shut-down: when a patient shuts down or becomes less engaging or 
communicative, as reported by nurse or the attending physician, it might be indicative of something 
happening in his/her world. It is a physical manifestation of the inner disposition, yearning for listening 
ears and possible resolution.  

 Denial or reluctance to accept the reality of health condition: this might be due to a deteriorating 
terminal health condition and medical “end point.” Hence, the patient might utter words such as: “I’m 
not ready” or “I still have this or that to do.” This might refer to “unfinished business,” “love for life;” or 
“house not yet in order,” etc. Usually these or similar words are said to the attending nurse or physician 
or any other care provider directly involved with the patient.  

 “Eager” for earthly departure (may be more with geriatric patients): Refusal to be cooperative with 
medical plan of care but rather eager or “wishing” for death. Key expression: “I want to go 
home” (home might possess deeper meaning than the surface interpretation). This may be due to 
repeated medical crises, repeated hospital visits for unresolved medical issues, etc.  

 Equating illness to burdening: Accepting a “quick defeat” or seeking an “easy way out” in order not to 
be a “burden” to any family member (nucleus family, grandchild, siblings, extended family, community 
of living, etc.) could be reasons why a patient wouldn’t consent to a procedure or a surgery. In this 
situation, a chaplain’s presence can help listen to the patient’s story and family dynamics. With this 
comforting pastoral presence, the patient might self-discover the unimaginable presence of God and the 
continued promise of a successful sail in spite of the turbulent sea. Clinicians and chaplains could note 
these key expressions: “I don’t want to obstruct anyone’s life” or “I don’t want to be a burden to…” as 
possible triggers for spiritual/pastoral involvement.  

 Fear and anxiety: The fear of the unknown destination (concerns about life after death), the fear of 
death itself, and anxiety over family and management of estates after earthly departure. Key 
expressions: “I’m afraid…” “I’m not concerned about myself but….” A critically ill or dying patient might 
be seriously and genuinely concerned about the future well-being of loved ones (spouse, partner, 
children, etc.) after their earthly departure. Such a worry can be consuming and terrifying. Patients 
need reassurance. Finally, anxiety and concerns in view of impending surgery/procedure (amputation, 
tumor/cancerous growth, transplant, etc) are not to be downplayed. Calling a chaplain for a calming 
presence might provide the enabling comfort, assurance, and support most needed by the patient.  

 Mere coincidence but strong impact: Events in life can either be providential or mere coincidence. Either 
way, these situations can occur: same hospital, same patient care unit, same room, similar medical 
diagnoses, similar illness and health condition, same age as deceased relative (mom, dad, sister, 
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brother, etc.). Ms. XY might have voiced one or more of these concerns to her nurse or physician. It 
cannot and should not be ignored as it could potentially hinder or slow patient’s progress. This memory 
“replay” is often missed by caregivers. It is a salient yet profound voice that seeks to be heard and 
calmed.  

 Non-compliance: Patient seems to have given up on self, prospect of care/treatment, refusing 
treatment, medications, food, is less engaging, etc. She or he displays a loss of hope, is less 
enthusiastic about everything and anything, etc. A spiritual crisis could emerge, and faith can be 
questioned. It is not unusual to hear familiar lines: “Why me?” or “What have I done?” or “Why is God 
punishing me?” These crises, or similar crises of faith, could assume physical manifestations as 
described above.  

 Recent loss or series of losses in the family, prior to or during hospitalization: This simply keeps the 
patient’s mind out of the hospital or, at least, could reduce his/her focus on self and make the patient 
less cooperative, unconsciously, with the care plan. The patient certainly needs the presence of a 
chaplain to process the grief and loss. That, essentially, contributes to the overall healing and 
restoration of the patient.  

 Death or its imminence: I went to work on a fateful day, dressed in clerical outfit. At the hospital lobby, 
I waited to get in the elevator. Once the elevator opened and I stepped inside, there was a familiar 
face, a hospital staff person, who “greeted” me with the query, “Who’s dying today?” Sometimes, the 
appearance of clergy or a chaplain is seen as an indication that a patient has just died. This assumption 
points to the limited understanding or appreciation of chaplains’ roles in the holistic healing of care 
receivers. Chaplains are not precursors or agents of death, as I told the staff person.  

Rev. Anthony Akinlolu is staff chaplain in the Department of Spiritual Care at MedStar Washington Hospital 
Center, Washington, DC.  

Further reading: 

See Fr. Akinlolu's companion article "Holistic healing: At the root of the interdisciplinary team" also in this 
month's issue of Vision.  

Vision, March/April 2012 
www.nacc.org/vision

11



 

  

When the chaplain is not recognized as a member of the interdisciplinary team 

By Julia Rajtar, MA  

I serve as a part-time chaplain in a 30-bed rural Wisconsin hospital, working 18 hours per week. I have 
worked here for more than eight years, and began as a full-time employee with a reduction in hours two 
years ago. When I began ministry, I was a welcome member of the interdisciplinary team and participated

 

in clinical rounds on our inpatient floor as well as made rounds in other hospital departments.  

The inpatient clinical rounds were important to my role as chaplain for many reasons. During inpatient 
rounds I would hear other clinical staff share the patients’ medical histories, how they were coping, their 
future plans, and find out about family support and coping strategies. This information helped identify who 
might benefit from a chaplaincy visit, in addition to any referrals already made. It also assisted in 
prioritizing visits for the day, though not all patients get visits or need a visit, even in a small hospital. 
Rounds also built collaborative and trusting relationships with other clinical care providers, important for 
referrals. Rounds were also an opportunity for me to share spiritual issues with other clinical providers so 
that we might address these together.  

Two years ago, a decision was made that the chaplain could no longer attend rounds, because it was 
considered a HIPAA violation. Upon investigation, this premise was built upon the following statements 
provided to me by the hospital’s then director of quality assurance:  

1. If staff persons do NOT have “care relationships” with a patient, they should NOT be in the patient’s 
medical record. A “care relationship” means you are a direct care provider (i.e. nursing, the patient’s 
physician, case manger, social worker, etc) or you provide an ancillary service that either a physician 
requests (i.e. PT, RT, etc) or the patient/family requests (i.e. massage therapy, spiritual care, etc.). 
Record reviews for quality audits/reviews are also permitted if there is an established reason for the 
review.  

2. Individuals must only access the minimum amount of patient information necessary to perform their 
job.  

Upon contacting chaplaincy departments of several larger hospital systems in the Twin Cities, I was 
assured there were no new HIPAA guidelines. I also contacted the NACC, to see if staff members were 
aware of any new HIPAA regulations. I was directed to the NACC website: www.nacc.org and the APC 
website: www.professionalchaplains.org. There are multiple resources and documents regarding HIPAA 
and professional chaplaincy on both these websites, with the NACC having links to some of the APC 
information. They are invaluable tools for communication and clarification.  

I shared this information with my administrator, confident this would help clarify any misperceptions about 
the chaplain’s role on the team and the interpretation of HIPAA. This communication did not change 
anything for the chaplain.  

My professional integrity, or perhaps stubbornness, would not let this go. I contacted the NACC again, 
speaking to Executive Director David Lichter. He consulted with several experienced chaplains as well as a 
past APC president. None of these chaplains was aware of any new HIPAA regulations. They recommended 
that I develop clearly written policies and procedures that indicated my professional credentialing and 
scope of service as a member of the interdisciplinary team.  
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They also suggested that I investigate whether the system’s and hospital’s policies and procedures identify 
the chaplain as a member of the interdisciplinary team. This would be determined by checking existing 
policy regarding the chaplaincy department and its scope of services as well as hospital procedure on 
codes and end-of-life care that may mention the role of the chaplain.  

In addition, the chaplains suggested that:  

1. Any policy that outlines the chaplaincy department should spell out the qualifications of board certified 
chaplains as well as those in-process, usually stating that those in-process will complete certification 
within a specific length of time.  

2. These types of policies need to be in place even if asking for physician referrals, because if the 
chaplain isn’t identified in policy as able to receive and act on such referrals, it will not help.  

3. One final recommendation was that the Compliance Office or hospital leadership can directly contact 
the NACC or APC for updated information.  

My chaplaincy policies do identify the chaplain as a member of the interdisciplinary team and clearly state 
that the chaplain should participate in rounds and respond to traumas, codes, etc. With this background 
and written information in hand, I again presented this data to my administrator, with no response or 
future consideration toward reviewing this decision.  

I met with the system vice president for corporate compliance to get clarification on the interpretation, to 
share the research and recommendations, and to identify possible other actions to take. The corporate 
compliance officer shared some questions for clarification, which included:  

 Does the organization believe chaplaincy is part of the whole patient care, or is it part of patient care as 
identified by the patient?  

 What defines the “chaplaincy” relationship?  
 Does the organization set a boundary for everyone, i.e., other clinical departments to participate in 

rounds? There is a need for consistency.  

The final recommendation from this individual was to hold a meeting with the facility corporate compliance 
officer, the administrator, the nursing director, and include the system corporate compliance vice 
president. A further meeting has been held with the hospital corporate compliance officer, and I am 
awaiting a future meeting with those previously mentioned.  

One additional task I performed was collecting data from other hospitals, both large and small, with 
questions related to clinical rounds and interdisciplinary teams. The information collected included data on 
how the hospitals obtained referrals. Of four hospitals contacted, all four require, both in policy and in 
practice, the chaplain to participate in clinical rounds and recognize the chaplain as a member of the 
interdisciplinary team.  

Recently I visited a patient without a referral, due to the patient’s diagnosis and length of stay. When I 
knocked on the door and introduced myself, I could instantly see the pain in the patient’s face. I asked if 
she was open to a chaplain visit at this time, and she said yes. After 45 minutes with this patient, who told 
me all that had happened to her over the past month, she said, “I could have used you last week when I 
was here, but I’m glad you came today.” Sadly, because I do not participate in clinical rounds and because 
no one gave me the referral last week, this patient was not seen until she was re-admitted one week 
later.  

How do you persuade leadership to accept the professional chaplain as a member of the interdisciplinary 
team who should participate in clinical rounds? My recommendations based on my experience are:  

 Chaplains need to remain professional in our communication and dialogue with unwelcoming leadership 
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and staff. This struggle can create a significant burden on the chaplain, especially if he or she is the 
only chaplain in the facility. This burden can affect other relationships and our ministry. Maintain 
professionalism and integrity.  

 Contact our professional organizations for assistance and resources. Contacting NACC gave me data, 
resources and affirmation, besides a larger body of chaplains to consult.  

 Document conversations, data shared and results. Keep good records.  
 Pray. Pray for guidance and wisdom for yourself and leadership.  
 If an institution chooses not to allow the chaplain to participate as a member of the interdisciplinary 

team by participating in clinical rounds, take the guidance Jesus gave to his disciples in Luke 9: 1-6: 
“And as for those who do not welcome you, when you leave that town, shake the dust from your feet in 
testimony against them.”  

Julia Rajtar is director of spiritual care at Westfields Hospital and The Deerfield in New Richmond, WI, 
which is located 30 miles east of Minneapolis and St. Paul, MN.  
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Love your liver: How we began an 

interdisciplinary liver transplant support group 

By Roger Vandervest, MAPS, BCC  

I work as a hospital chaplain at Rush University Medical Center, a large tertiary care medical center in 
Chicago. I am assigned to a medical/surgical floor and a surgical intensive care unit. A significant number 
of patients on both units are being evaluated for, waiting for, or recovering from a liver transplant.  

Staff members on the unit and I are asked many questions by patients and their families.  

 Will I ever put weight back on? I’m just skin and bones.  
 My mother had Alzheimer’s and my wife is acting just like she did since her transplant. She’ll get better, 

won’t she?  
 I don’t have insurance. How will I pay for my anti-rejection medication?  
 God is punishing me for the way I lived my life, isn’t he?  
 My church says I can’t receive blood products, but if I don’t get a liver transplant, I will die. I don’t 

want to die. What should I do?  
 When people hear that I need a liver transplant they assume I’m a drinker. I’ve never been a drinker.  
 I have been sick for so long but I thought if I had a liver transplant everything would be back to 

normal, the way it was before I got sick. Why is it taking so long to get back to normal? How long will it 
take? Will I ever be able to live a normal life again?  

Staff and I struggled with how to answer questions like these. Many of them are beyond a chaplain’s 
expertise and require specific information from a trained specialist. Another issue has to do with 
credibility. How do I offer support and comfort without having lived the liver transplant experience? 
Additionally, patients who need a liver transplant often have been sick for a long time and the irony is that 
the sicker you are, the higher your Model for End-Stage Liver disease (MELD) score is. The higher your 
MELD score is, the higher you are on the liver transplant waiting list, which increases the chances of 
getting a transplant.  

One of my jobs as a chaplain is to know when a patient’s or family’s needs have moved beyond my 
expertise and require additional knowledge, skill, and expertise. It is possible to direct each specific need 
or question to the appropriate content expert. I found that this sometimes would cause confusion for 
patients and families, as they would receive bits of information from different sources. Sometimes the 
information would overlap and cause additional confusion and anxiety. There was no central place to go to 
for both medical and non-medical information.  

Several of us who worked on this unit, including chaplains, nurses, social workers and other support staff, 
shared our concerns with each other. In the past there had been a support group meeting run by a nurse, 
but for a number of reasons, it hadn’t been held for several years. Michael Presser, APN, and Carla 
Albergo, LSW, and I brainstormed about our concerns and discussed possibly restarting the liver 
transplant support group. We consulted with nursing staff, nursing management on the unit, and the 
outpatient liver clinic staff. They shared their input and support, and provided the use of a meeting room 
on the unit to hold the support group meeting.  

We decided that between the three of us we could provide spiritual and psychological support as well as 
information about the liver transplant process. What we couldn’t provide in a support group setting was 
the lived experience of a liver transplant, from a patient and family perspective. We decided to try a model
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that included providing spiritual, psychological, and transplant process information, but also welcomed 
patients and families to share their lived liver transplant experience as equal participants during the 
support group meetings. The three of us would act primarily as facilitators and provide information and 
support as needed.  

This format has worked well so far. Many liver transplant patients and their families have commented on 
how helpful it has been to attend the liver transplant support group meetings and to hear from someone 
who has lived through a liver transplant. I believe that the success of our liver transplant support group 
has been due to the interdisciplinary collaborative approach, which includes patients and their families. It 
was also critical to get support from nursing, medicine, and clinic staff as well as remaining flexible and 
open to the needs of our patient and family population. Our liver transplant support group has met 
successfully for more than three years.  

Roger Vandervest is a staff chaplain and coordinator of Catholic Patient Services at Rush University 
Medical Center, Chicago, IL. Mr. Vandervest and his colleagues will present at the 2012 NACC National 
Conference in Milwaukee.  
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Of confession and forgiveness: Relating ‘Sunflower’ to chaplaincy 

By Karen M. Gorski, MA, BCC  

There are several themes from “The Sunflower: On the Possibilities and Limits of Forgiveness,” by Simon 
Wiesenthal, that we can easily relate to our ministry as chaplains. I am not attempting to answer Simon’s 
question or address his dilemma about whether or not he could have, or should have, forgiven Karl.  

On the rare occasions when I have been in the position of hearing a deathbed confession, it has been a 
privileged and moving experience. Eighty-four-year-old “John” requested a chaplain with a need to 
“confess” something he had done many years earlier. As John was Catholic, I arranged for him to receive 
the Sacrament of Reconciliation. When I saw him the following day I recognized that he was still anxious 
and troubled. I sensed there was more he needed. I sat down and the story of his infidelity 40 years 
earlier was shared. His wife was long deceased and he had carried this secret all these years. He wasn’t 
just relating events long past. John was truly remorseful – as Simon felt Karl had been. He couldn’t ask 
his wife’s forgiveness. Even if she had still been alive, I suspect it would have caused greater harm, 
perhaps even to the point of cruelty, to now reveal to her his infidelity. Simon chose not to reveal Karl’s 
horrendous deeds to his mother. He showed great sensitivity and compassion when he recognized that 
destroying whatever peace this old woman had left would have served no purpose.  

John had sought God’s forgiveness but now 
John needed to forgive himself. Simon gave 
Karl the gift of a listening presence – and he 
even allowed Karl to hold his hand, which, in 
a sense, brought Karl back from 
separateness and alienation to a sense of community.  

Did not Jesus listen, touch, and restore the diseased to their communities? I saw in John a man who was 
sincerely sorry. After the unfolding of his story and our discussion about forgiveness, I held his hand and 
we sat in silence for a long time. Before I left I thanked him for sharing, and he said he had nothing to 
gain by keeping silent any longer. He had found it helpful to speak the truth. I briefly shared how his 
willingness to be open had helped me move toward self-forgiveness over a hurt I had caused. John 
responded, “We helped each other.” A sense of dignity had been restored. As I said good-bye to John, I 
told him I would return the following day. He replied, “If I’m still here.” John died during the night.  

Two of my greatest teachers on forgiveness are Marietta Jaeger Lane and Immaculee Ilibagiza. Marietta’s 
7-year-old daughter was abducted, molested and murdered while the family was on vacation. Even before 
learning the fate of her daughter, Marietta realized that as a Catholic the seething hatred she felt toward 
the person who kidnapped Susie was not acceptable – that she was called to forgive him. Over the course 
of the following year, still not knowing if her daughter was alive or dead, she prayed for God’s help to 
forgive him. She understood that as Christians we’re also called to pray for our enemies. She surrendered 
again and again to this God who loves us beyond our understanding, who finds each of us precious and 
worth the shedding of his own blood. Marietta realized the more she prayed for him, the more she wanted 
him to experience that love. The man called Marietta exactly one year to the day he took Susie. They 
spoke for one hour, the call was traced and the man was arrested.  

Jesus came to heal us and restore our relationships with God and others. This is what Marietta wanted for 
her daughter’s murderer – the opportunity for God to bring him to repentance and reconciliation. She 

Read ‘Sunflower’ and join the conversation: 

www.nacc.org/vision/Jan_Feb_2012/onebook-CEH.asp
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asked the judge that he not receive the death penalty and her request was granted. Marietta wanted to 
visit him in prison but the man hanged himself before that could take place. Like Wiesenthal, she went to 
visit the man’s mother. Marietta hoped it would help this woman to know she had forgiven her son, and 
together they grieved for their children. Truly, if this mother could forgive the man who kidnapped, 
terrorized, and murdered her little girl, there is nothing I cannot forgive.  

I once had a patient who refused any suggestion of reconciliation with a daughter who had hurt her in 
some way many years earlier. This elderly woman always wanted to pray the Lord’s Prayer with me so I 
pointed out how she was really praying that as she had not forgiven her daughter, so God should not 
forgive her. The woman indignantly insisted, “God would understand. He doesn’t expect me to forgive 
her.” She died angry, hurt, bitter – and alone. I’m reminded of the quote: “To hang onto hate and anger is 
like drinking poison and expecting the other person to die.” It does nothing but destroy the one who 
allows that anger to ferment.  

I pass no judgment on whether Simon was right or wrong in walking out of the room of the SS man. His 
decision to walk away was affected by the fact that he was a broken man physically, emotionally, and 
spiritually. In a way, part of Simon remained in captivity as he wrestled for the rest of his life over his 
decision to not offer forgiveness to Karl.  

Immaculee Ilibagiza is an international speaker who shares her story of surviving the Rwandan genocide 
and forgiving the man who murdered her family. Both Marietta and Immaculee teach us that when we 
forgive, the person who has harmed us or our loved ones no longer has power over us. Marietta found a 
life’s mission in working with families who have lost a loved one to murder. These women have had to 
drink the bitter chalice of searing pain and face the horrendous evil of which humans are capable. They 
choose to forgive and, out of their deep grief and loss, have experienced new life.  

I believe part of our vocation as chaplains is to help those to whom we minister move toward a place of 
healing and greater wholeness. The need to seek forgiveness from God, self, or another, or to grant 
forgiveness, may very well be the most important aspect of this healing.  

Karen M. Gorski is pastoral care coordinator at Henry Ford Wyandotte Hospital in Wyandotte, MI.  
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Travel light and take a reconciling journey 

by Hugo Gonzalez, MDiv, MA, BCC  

Journey! The word itself evokes many images. We may think exotic travel or life experiences – going 
where we’ve never gone before. There is excitement and the promise of experiencing something new. It 
calls for a willingness to embark and at times even take a risk. Preparedness, whether it’s checking our 
baggage or examining the weight of our baggage, can be the first step in a journey of a lifetime.  

Google the word “journey” and you will find yourself searching for a definition. I found references to a 
music band, a brand of shoes, and a study in biblical greatness titled “Dare to Be Great,” but what caught 
my attention was a music site with titles such as “Don’t Stop Believing” and “City of Hope.” These words 
begin to define the journey your 2012 NACC National Conference Task Force has been planning, a 
reflection on being a reconciling people of God, you and I as people of faith making a difference in this 
world.  

While we may not be on “a midnight train going anywhere,” the journey of faith may at times feel that 
way. Especially when the journey involves the pain of loss and separation. Being at odds and not seeing 
eye-to-eye can be a cause for despair and loss of hope. To use the lyrics from “City of Hope,” we might 
feel as a “people waiting for some kind of sign from above.”  

Fortunately, that sign from above has already been given. You and I are that sign – no other sign shall be 
given. We embody in our person that promise and hope of a world reconciled. Let us be daring and be that 
sign of hope to every person we meet. Don’t stop believing in the goodness and power within – for His 
grace is sufficient. As we come together for our 2012 conference, let us speak our truth, let us reach 
beyond the fear, and celebrate being God’s network of love.  

And so, as we embark on this journey together, let us check our baggage and weigh its contents. Don’t 
pay that check-in baggage fee; instead travel light and carry on for the journey of a lifetime awaits you. 
See you in Milwaukee.  

Hugo Gonzalez is Spanish-speaking staff chaplain at Lucile Packard Children’s Hospital at Stanford in Palo 
Alto, CA, and workshop chair for the 2012 NACC National Conference.  
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Collaboration with our professional peers moves forward 

It was one year ago when I heard from one of our NACC board certified members who leads a major 
healthcare entity. She wanted to share observations about our NACC members that she had received from

 

other leaders in their respective healthcare organizations. There was a tone of high respect for our 
members and their competence in matters of the spirit, and a call to our members to be better trained 
and positioned to contribute their expertise on interdisciplinary teams. The message was this: “Are we 
perceived as competent in our field? Yes. Are all of us comfortable and confident in contributing on 
interdisciplinary teams? No.” This member asked how we can work with NACC members to strengthen 
their abilities and hone their skills to be more contributing members to interdisciplinary or transdisciplinary 
teams.  

The Common Standards for Certification certainly make this a requirement: 305.2 Establish and maintain 
professional and interdisciplinary relationships, and the NACC sub-set to it, 305.21 Demonstrate the ability 
to build peer relationships for the purpose of collaboration and active participation in the creation and 
maintenance of a healthy work environment. 
(Read the NACC Standards at www.nacc.org/certification/standards-and-procedures.asp)  

As I listen to members share their experiences with interdisciplinary teams, I find that the experiences 
vary greatly. Some members have been invited in and mentored by peers of other disciplines, others had 
previous experience in a medical field such as nursing and fit right in, while others continue to feel on the 
outside looking in and are unsure how to invite or position themselves onto the teams.  

Certainly palliative care leads the way in positioning the chaplain on the team. Dr. Christina Puchalski 
shared that perspective, as well as the writings that support it, at our 2011 National Conference. Her call 
to chaplains included:  

 Be leaders in interdisciplinary spiritual care implementation.  
 Educate the other members of the IDT.  
 Teach courses in medical and nursing schools.  
 Teach your colleagues why and when they should refer to you and then provide feedback to them about 

what to do next for their patients.  
 Develop formation tracks in medicine, nursing and other professional areas.  
 Develop accountability measures for your profession.  
 Do research: come up with creative ways to lift the stories of what we all do within a research-oriented 

world. (Source: www.nacc.org/docs/conference/2011/NACC GWish may 2011.pdf)  

In an article titled “The Clinical Value of the Chaplain on the Palliative Care Team” (PlainViews Vol.7, 
No.2), Geoffrey Tyrrell, D. Min., presented several challenges to chaplains on interdisciplinary teams, and 
noted how far chaplains still need to go to position themselves there. Writing in response to his article 
(PlainViews Vol.7, No.4), our NACC colleague, Linda Piotrowski, MTS, BCC, questioned the breadth of his 
research, and referred to her positive experience at Dartmouth Hitchcock Medical Center and the Norris 
Cotton Cancer Center in Lebanon, NH. She shared the scope of her responsibilities that included the 
following educational/professional development endeavors. This list seems to mirror well the “call to 
chaplains” list offered by Dr. Puchalski:  

 Initiating, building and sustaining professional helping relationships.  
 Modeling and educating staff regarding spiritual care issues as they relate to palliative care.  
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 Serving as a faculty member for physician fellowship program participants as well as teaching interns, 
residents, and nurses who regularly cycle through our service.  

 Leading interdisciplinary care team meetings as well as facilitating and teaching at weekly educational 
meetings open to the entire medical center.  

 Teaching in the clinical pastoral education program, oncology mini-courses, geriatric courses, Schwartz 
Rounds, national conferences, etc.  

 Publishing and partnering with other disciplines in research projects.  

This issue of Vision is dedicated to this topic of partnering and collaborating with our professional peers. 
We are grateful for the articles submitted.  

Over the coming months, the NACC will offer diverse educational opportunities on this topic. At the NACC 
2012 National Conference we will have two workshops on the topic. A professional team from Rush 
University Medical Center who collaborated to develop a liver transplant support group will offer one (read 
"Love your liver: How we began an interdisciplinary liver transplant support group" in this issue of Vision), 
and an interdisciplinary team from Community Care, Inc. working outside acute care (PACE - Programs of 
All-Inclusive Care for the Elderly) will share via case study how the chaplain is integral to its work. (More 
info: NACC 2012 Conference Brochure - www.nacc.org/conference/default.asp#brochure). Also in June, 
both the NACC audio conferences and the CHE Spiritual Care Champions webinars will address this topic. 
We are grateful to all the presenters.  

The NACC continues to explore ways to provide education and training for our members in this critical 
area. I look forward to our members’ feedback and suggestions. Would it not be wonderful if several of 
our members who are working on interdisciplinary teams would offer to provide case training to our 
members with their teams? What if we were to have at least quarterly webinar training through case study
on how this interdisciplinary teamwork unfolds? What if our webinars became the model for 
interdisciplinary team ongoing education? What are your thoughts and dreams?  

David A. Lichter, DMin 
Executive Director 
dlichter@nacc.org  
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Q&A with Beth Ann Magnifico, DO, MS, 

FAAP, FACP, and James F. Kravec, MD, FACP 

By Sandra Lucas, MDiv, BCC, and Marika Hanushevsky Hull, MDiv, BCC  

Dr. Beth Ann Magnifico and Dr. James F. Kravec, both physicians with Humility of Mary Health Partners in 
Youngstown, OH, agreed to offer Vision readers their perspectives on the role chaplains play on 
interdisciplinary teams.  

Dr. James Kravec is associate medical director of Hospice of the Valley, a hospice agency serving three 
counties in Ohio that includes 16-bed Hospice House. He is also vice-chairman for the Department of 
Internal Medicine at St. Elizabeth Health Center. Both are part of Humility of Mary Health Partners in 
Youngstown. In addition, Dr. Kravec is chair of the General Internal Medicine Section of Northeast Ohio 
Medical University (NEOMED) and clerkship director for the third-year medical students in internal 
medicine at NEOMED. He also is the founding chairman of the Ethics Committee at St. Elizabeth Boardman 
Health Center in Boardman, OH.  

Dr. Magnifico is the director of palliative medicine for the Humility of Mary Health Partners (HMHP) in 
Youngstown. In 2010, Dr. Magnifico started the program, which has now expanded to include the three-
hospital system and cancer care centers within HMHP. In addition, Dr. Magnifico offers numerous in-
services to physicians and employees about the holistic approach of palliative care for individuals 
experiencing chronic, serious, or life-threatening illness. She chairs the Ethics Committee for Home Health 
Services and Hospice of the Valley.  

The physicians responded individually to our questions by email. Their responses follow.  

Q To what extent does spiritual care participate on the interdisciplinary team in your clinical 
setting? What role does the chaplain play?  

A Dr. Magnifico: In palliative medicine, a chaplain is pivotal to providing patient-centered care, 
psychosocial, and spiritual support as patients and families maneuver treatment for serious illness. Many 
patients when diagnosed with a serious illness experience questions about their spirituality, thus, having a 
chaplain walk them through “why me, or why is God punishing me?” is essential for total patient care.  

A chaplain provides a level of validity. They also help as mediators, facilitators and observers to ensure 
that patients and families receive the most from a family meeting with providers.  

Dr. Kravec: Each patient is discussed each week at our IDTs. The chaplain is always present and has an 
opportunity to speak as to how the patient’s spiritual needs are being addressed. The chaplain has “the 
floor” and is able to get help and opinions from the other members of the team, as needed. The spiritual 
care is really addressed by all members of the team, as they all see the patient frequently and realize that 
this is an important part of the care of the patient.  

Q Can you give an example of how a chaplain’s involvement made a critical difference with a 
patient or family?  

A Dr. Magnifico: Chaplains help every day through helping with existential guilt – “I deserve to suffer,” 
through walking a family through the trajectory of an illness and the dying process. Chaplains help 
families reconcile the struggle between modern medical technology and permitting a natural death without 
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medicalization of the dying process.  

Dr. Kravec: One time our chaplain knew the patient probably better than any other member of the team. 
The patient was very stoic and would not reveal that he was having any pain. Since the chaplain had a 
“deeper” relationship with him compared to any other team member, the chaplain was able to help him 
open up. We all realized that the pain was not controlled and the pain medication was increased and his 
pain decreased over a few days. This type of care would not have happened without the involvement of 
the chaplain.  

Q Do you engage patients in conversations about their spirituality or faith? How do the 
patients and families respond?  

A Dr. Kravec: Yes, I do engage patients in conversations about their spirituality or faith. I do this by 
asking sometimes if they have a church or have a clergy member with whom they can talk. Also I wear a 
small cross on my white coat. Patients and families will occasionally comment about this and ask if I am 
Christian and that opens the door for me to respond and ask them. Most families are very open to 
discussing spirituality and faith, and their specific religion, too.  

Dr. Magnifico: Palliative medicine is a team approach. Our social worker provides a psychosocial 
assessment that investigates spirituality. If a patient introduces spiritual beliefs in a medical evaluation, I 
engage to learn more to maintain accordance with practices of their faith.  

Q What aspect of caring for patients is the most emotionally/spiritually challenging for you?  

A Dr. Magnifico: I continue to struggle when a family says it is in God’s hands. Many times as a patient 
is dying, physicians continue to offer technology even though it may not be medically beneficial. 
Interviews with physicians have revealed such beliefs as they do not want to take away hope, they feel 
that you can never be sure that someone is dying, and they worry families will feel everything has not 
been done for their loved one. Chaplains have played an integral part in negotiating such conflict.  

Dr. Kravec: When a patient is atheist or agnostic, this can be challenging for me. It is not tough in 
general to care for these patients, but it is tough when they talk in a very negative way about spirituality 
and faith.  

Q How do your physician colleagues look at spiritual care as part of interdisciplinary care? Is 
there discussion in professional circles about the value of spiritual care in the clinical setting?  

A Dr. Kravec: At every conference, there usually is a specific lecture or meeting about involving 
spirituality in the care of the patient. Most medical schools have at least a small component of this that is 
taught. I really don’t see it taught in residency training. I think most physicians are comfortable talking 
with patients about this. However, I think that the highest comfort level occurs when the patient and 
physician share the same faith or spirituality.  

Dr. Magnifico: Spirituality is a key part of training of palliative medicine providers. I continue to watch 
colleagues struggle between their beliefs and a patient’s belief.  

Sandra Lucas is the regional director of spiritual care, Humility of Mary Health Partners, Youngstown, OH. 
Marika Hanushevsky Hull is a chaplain at Saint Anne’s Hospital in Fall River, MA. Both are members of the 
NACC Editorial Advisory Panel. 
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Dying patient became Christmas story incarnate for chaplain 

By Carol Wille, BCC, MAPM  

The story of Jesus’ birth was reenacted for me in a visit with a 93-year-old woman named Phebe the 
morning of the day that I wrote this article. As Phebe’s story unfolded I felt the true meaning of 
Christmas. Phebe’s story encompassed snippets of my life and values and truths that I cherish and hold 
dear.  

Phebe requested a visit from a chaplain. What a blessing for me that it was I. She scooted up a bit upon 
her pillowed hospital bed, asked for her hearing aid and dentures, and began her story. Mentally alert but 
with the wispiness of scarred lung tissue, her weak voice had the energy of one who knew it was time to 
talk.  

As a child growing up in Iowa with four siblings and five step-siblings, the daughter of a blacksmith, Phebe

 

found God through nature. Running in the fields and woods, swimming in the streams, gazing at the blue 
sky – wondering what her mother looked like. Harriet had died of scarlet fever when Phebe was 1 year 
old. Now, with the Lord soon calling her to heaven, Phebe is eager to see and know the woman who gave 
her life.  

And what an exceptional woman was born Jan. 7, 1918. Phebe, abused by her unkind stepmother, learned 
the art of making the best out of the worst situation. This art served her well over the years.  

Phebe was a riveter during the war and then became a WAC. “Drinking too many beers” became a 
problem she faced, but with “God’s help” she stopped, 60 years ago.  

She married Jack one Dec. 31 and if God wills it they were to soon celebrate 68 years together.  

Phebe and Jack lived on Backlick Road in Springfield, VA, for 55 years. She misses the woodpeckers and 
treasures the memories of her favorite birds and squirrels. No, she is not churched, she admits, but the 
grace, peace, joy and love of the Lord abounds. There may not be a formal structure to the religion she 
practices, but the meaning of being a Christian is portrayed in her respect for life, belief in eternal rest, 
and living a life of honor while forgiving those who injured her.  

Maybe some of what Phebe is and has accomplished in her adult life can be attributed to Ruth, her 
mother-in-law. Ruth was in some ways the loving, maternal mother Phebe never had growing up. We are 
never too old to have a loving woman in our life – encouraging, enlightening and embracing us when we 
are down, needing guidance and love. Ruth was that kind of woman for Phebe.  

Her artistic talents and creativity were brought to life by her interest in woodcarving. The long, gnarled 
fingers lying on the hospital sheets reflect the time and tenaciousness spent in her lifelong hobby.  

It was for me indeed a Christmas present of unbelievable magnitude. Just two days before Christmas, I 
sat by her bedside, held her thin veined hands, patted her wavy white hair, and prayed. Struck with my 
good fortune to have a few precious moments with a woman who has walked this planet for almost 94 
years, my tears of gratitude fell.  

There in her story were my father, mother, brothers, children, friends and the true meaning of Christmas. 
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Giving not material presents, but the gift of time, the gift of teaching, listening, living life with honesty and 
integrity. And forgiving – forgiving others who had hurt her, forgiving the universe when things were hard, 
forgiving what inflicted her beloved Jack with Parkinson’s disease.  

Her only heart-wrenching obstacle to dying was how her death would affect her husband Jack, their 
children and grandchildren. When we prayed, we prayed knowing that her life and the number of days in it 
were in God’s hands. God’s timing we both understood to be perfect.  

After thanking her for sharing, she thanked me. Then she had a request: For me to pray with her family 
and let them know all will be well. Yes, all will be well. In the end and when the end means the beginning, 
then the longing for, the pain and suffering will be done. God’s will be done.  

Happy Birthday, dear Jesus. Your pseudonym is Phebe.  

Carol Wille is staff chaplain at Sentara Potomac Hospital in Woodbridge, VA.  
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Book Review: Is God Still at the Bedside? 

by John Gillman, PhD  

Is God Still at the Bedside? The Medical, Ethical and Pastoral Issues of Death and Dying. By Abigail Rian Evans. 
Eerdmans, Grand Rapids, MI, 2011. Paperback, 508 pp. $30.  

Drawing upon her rich background as professor of practical theology at Princeton Theological Seminary and as a 
Presbyterian minister, the author brings much wisdom and insight to the experience of death and dying. She writes 
this book as a “wakeup call for clergy who often find themselves ill equipped to deal with death and dying” (p. xv). 
Conversant with the views of a multitude of specialists, including chaplains, ethicists, philosophers and theologians, 
she engages the reader with numerous vignettes about dying patients, their families, and healthcare providers. This 
keeps her discussion well grounded in issues faced at the bedside. Evans is currently a scholar-in-residence at the 
Georgetown University Center for Clinical Bioethics.  

Evans begins with a brief discussion of diverse views on human life and contemporary attitudes toward death (Part 
I) that sets the stage for “Negotiated Death” (Part II), dealing with end-of-life choices, euthanasia, physician-
assisted suicide, organ donation, and legal questions. Pain and suffering, the hospice movement and its benefits, 
and loss, grief and mourning are addressed in the next section (Part III).  

The last section, “God at the Bedside” (Part IV), looks at the role of clergy in ministering to the dying. She offers 
reflections on death and resurrection from the Bible, especially 1 Corinthians 15, and gives practical suggestions 
about how the Christian faith is to inform funerals. Above all else, a funeral is to be, she affirms, a “witness to the 
resurrection.” Although the medicalization of death may suggest the contrary, Evans responds to the question asked 
by the book’s title, with a resounding “yes.”  

Among the 10 appendices, I believe that the author’s questionnaire about “Perspectives on Death and Dying” could 
be particularly useful for chaplaincy staff or CPE students. Written from her own Reformed tradition, Evans also 
dialogues with authors from other faiths, e.g., Joseph Cardinal Bernardin, Richard McCormick, Edmund Pellegrino, 
and Karl Rahner from the Catholic tradition.  

I recommend Evans’ work as a helpful resource for community clergy, chaplains, and other healthcare providers. 
She covers a wealth of material. Still, I have a few quibbles. It would be helpful to be more vigilant about the 
distinct roles of clergy, pastor, and chaplains, e.g., when Evans says that clergy (rather than “chaplains”) are 
members of the hospice team (pp. 265-266). Also there are glitches in the footnotes (see e.g., pp. 340-341, where 
a note is lacking for P. Speck).  

John Gillman is an NACC and ACPE supervisor, VITAS Innovative Hospice Care, San Diego, CA.  
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